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About Envision Healthcare

Envision Healthcare is one of the nation’s leading medical groups, delivering care when and where 
it’s needed most. Operating in more than 650 facilities in 45 states, Envision provides care mainly in 
the areas of emergency medicine, hospital medicine, anesthesiology, radiology, trauma surgery and 
neonatology. Through AMSURG, its ambulatory surgery unit, Envision operates and holds ownership 
in more than 250 ambulatory surgery centers in 34 states and the District of Columbia, with medical 
specialties ranging from gastroenterology to ophthalmology and orthopedics.

Envision Healthcare is a national medical group comprised of thousands of clinicians and the preferred 
health solutions partner for 1,250 healthcare practices around the country. Its nearly 25,000 clinicians, 
which include physicians, physician assistants, advanced practice registered nurses and certifi ed 
registered nurse anesthetists, care for more than 32 million patients annually.

A Commitment to Providing High-Quality Care 
When and Where It Is Needed Most 

Across the country, Americans are struggling to access healthcare as a result of their health insurance 
status, geographic location, physical abilities and systemic barriers. Our mission is to provide high-
quality care when and where it’s needed most, and as a leading national medical group, we are using 
our collective expertise to improve access to care for all Americans.

This paper discusses the Centers for Medicare & Medicaid Services’ (CMS) latest initiative — Emergency 
Triage, Treat and Transport (ET3) — and how the healthcare system can use this program to enhance 
access to the right care, at the right time, in the right place.
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Emergency Medical Services’ (EMS) Role in 
Improving Access to Care

As the healthcare system transitions to value-based care, every stakeholder must assess ways in which 
they can make care more patient-centered. The appropriate utilization of ambulances and emergency 
departments (ED) for non-emergency care is an important component in improving the health of our 
communities and eliminating unnecessary spending. In 2019, low acuity/non-emergent diagnostic visits 
cost the U.S. healthcare system more than $8.3 billion.1 The misallocation of resources and increasing 
demand for emergency medical services (EMS) puts additional pressure on the entire healthcare system 
— clinicians, hospitals, health insurers — and most importantly, patients.

Ambulances are traditionally used for emergency (911) and non-emergency transport, such as scheduled 
dialysis transport. However, there are ine�  ciencies that need to be addressed. National EMS response 
data suggests that a large proportion of EMS patient encounters are for non-emergency reasons. 
Insu�  cient access to primary care or alternative acute care, a lack of transportation, convenience and 
fi nancial fl exibility as well as perceptions of severity and quality of care are some of the causes.2

According to 2017 through 2020 National Emergency Medical Services Information System data, a “sick 
person” was the leading reason for EMS response followed by a “fall.” Of the 8,063,795 responses, 15.1 
percent were found to have an acuity rated as an emergency or higher upon assessment by EMS, and in 
57.6 percent of the responses, patients were transported to the hospital.3

In rural communities, healthcare services – such as annual physicals and routine preventative screenings 
– are more di�  cult to obtain. Often, individuals need to travel long distances for medical care and are 
less likely to seek healthcare to manage their chronic conditions. This can lead to them only addressing 
urgent medical needs rather than focusing on the prevention and management of their conditions.4 
There is also an increase in non-emergency patients who rely on EMS to fi ll gaps in existing systems of 
care.5

Social determinants of health, such as race and socioeconomic status, also play a role in the patient 
populations that rely more heavily on EMS. Asian, Hispanic and African American patients with non-
urgent, non-emergency medical conditions must rely on EMS transport more often than White patients. 
This would likely be from White patients’ greater access to traditional healthcare services (e.g., 
insurance coverage and a primary care physician). Additionally, an analysis between census data and 
EMS use shows that non-emergency EMS calls increase as poverty rates increase, signifying a potential 
thread between income and access to care.6

1  Rich Daly, H. F. M. A. senior writer/editor. (2019). Preventable ed use Costs $8.3 Billion Annually: Analysis. hfma. https://www.hfma.org/topics/news/2019/02/63247.html. 

2  Jones, Jason, “Non-Emergency Utilization of EMS: Contributing Factors and Strategies to Promote Effective Care with Appropriate Resources” (2020). Capstone 

Experience. 128. https://digitalcommons.unmc.edu/coph_slce/128

3  NEMSIS. (2019). NEMSIS V3 – 2019 [Data set]. National Highway Traffic Safety Administration. https://rp.nemsis.org/reportportal/olap/MdxDesign.aspx

4  Smith, M. L., Towne, S. D., Jr, Bergeron, C. D., Zhang, D., McCord, C., Mier, N., & Goltz, H. H. (2019). Geographic disparities associated with travel to medical care and 

attendance in programs to prevent/manage chronic illness among middle-aged and older adults in Texas. Rural and remote health, 19(4), 5147. https://doi.org/10.22605/

RRH5147

5  Jones, Jason, “Non-Emergency Utilization of EMS: Contributing Factors and Strategies to Promote Effective Care with Appropriate Resources” (2020). Capstone 

Experience. 128. https://digitalcommons.unmc.edu/coph_slce/128

6  Jones, Jason, “Non-Emergency Utilization of EMS: Contributing Factors and Strategies to Promote Effective Care with Appropriate Resources” (2020). Capstone 

Experience. 128. https://digitalcommons.unmc.edu/coph_slce/128
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A patient’s age, knowledge of the health system, system failures and a lack of social support are all 
factors that make it harder for patients to address non-urgent or minor conditions, ultimately leading to 
non-emergency use of EMS resources.

Transportation and access to care that is close to home are essential when maintaining one’s health. 
About 3.6 million adults do not receive healthcare due to a lack of transportation.7 With a fi nite number 
of ambulances and paramedics, it is vital to utilize these resources e� ectively and e�  ciently. These 
instances demonstrate the need for a solution that better aligns EMS with care delivery options that 
preserve resources and provide the right care in the right setting at the right time.

Emergency Triage, Treat and Transport (ET3) 

WHAT IS ET3?

CMS launched Emergency Triage, Treat and Transport – a patient-centered program – in January 2021. 
It empowers participating EMS agencies to partner with qualifi ed health professionals (QHP) to provide 
patients the most appropriate treatment at the right time and place. This includes evaluating whether 
patients need to be transported to the ED or an alternative care destination or if they can receive 
treatment in place. Under the program, CMS will continue to pay for the transport of patients to a 
hospital’s ED and will also pay for new options to transport patients to alternative care destinations or 
provide treatment in place.

The program aims to achieve appropriate, patient-centered care through the establishment of care 
community networks, which paramedics, clinicians, health insurers, local government agencies and 
alternative care destinations (e.g., outpatient centers and rehabilitation facilities) and will reward 
program participants fi nancially for the delivery of high-quality care.

7  Wallace, R., Hughes-Cromwick, P., Mull, H., & Khasnabis, S. (2005). Access to Health Care and Nonemergency Medical Transportation: Two Missing Links. Transportation 

Research Record, 1924(1), 76–84. https://doi.org/10.1177/0361198105192400110



5

How Is ET3 Used in the Real World?

Historically, when someone called 911, the on-the-ground paramedic’s decision was binary – either 
transport the patient to the hospital or don’t based on the severity of the patient’s condition and desire 
to go to the hospital. This binary decision was the result of EMS systems only being reimbursed for the 
services they provided if the patient was transported to the ED — EMS was not reimbursed for treating 
patients in place or transporting them to facilities outside the ED. CMS recognized these challenges 
and, as a result, created the ET3 program to treat patients in place or transport them to alternative 
destinations. The ET3 model o� ers fi rst responders and patients two new options: a telehealth visit with 
a physician or a transport to an alternative care destination. These options create the opportunity to 
provide more patient-centered, a� ordable care and reduce ine�  ciencies within the healthcare system.

When a paramedic arrives at the scene of a 911 call, they follow the clinical protocol for a standard 
intervention (such as transport the patient to an ED), transport the patient to an alternative care 
destination or treat the patient in place using telehealth.

Standard Intervention Example: Ms. Baker is presenting symptoms of a heart 
attack that require emergency transport to the ED of the closest hospital.

STANDARD INTERVENTION

The ambulance transports patients requiring emergency care to the ED.

ALTERNATIVE CARE DESTINATION TRANSPORTATION

The ambulance transports the patient to an alternative care destination, such as an urgent 
care center, rehabilitation facility or primary care facility. 

Alternative Care Destination Example: Mr. Jones fell and has a laceration on 
his arm. Through a telehealth visit facilitated by EMS, an emergency physician 
can examine the laceration and determine whether he needs stitches and if he 
can receive them at an urgent care center. The physician can get the patient’s 
consent to have them transported to the hospital or an alternative care 
destination, like an urgent care center. The physician could say, “There’s an 
urgent care center a mile away; if you are covered through Medicare, you can 
receive treatment at the urgent care center as opposed to the hospital, which 
is 12 miles away. Would you like the paramedics to take you to the urgent care 
center or the hospital?” 
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TREATMENT IN PLACE

ET3 enables EMS to use telehealth for individuals who call 911. It is important to note that 
the patient always reserves the right to go to the ED. In certain non-urgent situations, 
paramedics can o� er patients the option to talk to a physician. In addition to the alternative 
care destination scenario above, the paramedics can also treat patients in place. A 2016 study 
found that telehealth-enabled EMS reduced unnecessary ambulance transports to the ED by 
56 percent compared to the control group.8

Treatment in Place Example: Ms. Smith calls 911 because 
she’s out of her diabetes medication, her blood sugar is 
elevated, and she can’t drive to a medical facility. Once the 
call is activated through 911 and the paramedics arrive and 
evaluate her, they might say, “Ms. Smith, we can take you to 
the emergency department, or we may be able to consult a 
physician now and treat you here.” If Ms. Smith agrees, the 
paramedics connect with a QHP via a telehealth visit.

The paramedics and emergency physician work together to 
evaluate the patient. The physician can ask the paramedics 
to use a stethoscope to listen to her breathing or ask the 
patient to open her mouth so the physician can see the 
back of her throat. In Ms. Smith’s case, if there is nothing 
of concern during her evaluation and her blood sugar was 
elevated because she is out of her diabetes medication, the 
physician would be able to write an electronic prescription 
and send it to her pharmacy of choice. The physician would 
recommend she follow up with her primary care physician, 
but in the meantime, this telehealth intervention helped the 
patient avoid an ED visit. If necessary, the physician could 
even send a note to Ms. Smith’s work or school.

In Ms. Smith’s scenario, everyone benefi ts. Ms. Smith 
receives appropriate evaluation and treatment in the convenience of her home. The EMS system is 
compensated for the care provided while enabling the EMS team to quickly respond to the next 911 
call. Medicare expends fewer resources on non-emergency conditions, preserving its resources for 
additional patients.

8  Langabeer, J. R., 2nd, Gonzalez, M., Alqusairi, D., Champagne-Langabeer, T., Jackson, A., Mikhail, J., & Persse, D. (2016). Telehealth-Enabled Emergency Medical Services 

Program Reduces Ambulance Transport to Urban Emergency Departments. The western journal of emergency medicine, 17(6), 713–720. https://doi.org/10.5811/

westjem.2016.8.30660
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WHAT IS THE DIFFERENCE BETWEEN AN ET3 TELEHEALTH VISIT AND 
A SCHEDULED TELEHEALTH APPOINTMENT?

It is important to distinguish the di� erence between an ET3 telehealth visit and a scheduled telehealth 
appointment. When a patient calls 911, it is considered an unscheduled visit, whether it’s an emergency 
or not. That contrasts with scheduled in-person o�  ce visits and telehealth visits for which the patient 
and physician have already deemed the care needed as non-emergent. An ET3 telehealth visit is not 
scheduled in advance and it is di� erent from a primary care visit. Patients accessing ET3 have triaged 
themselves to the 911 system. Because the potential is there that the patient has an emergency, a QHP 
should be someone familiar with emergency and on-scene medical care.

WHO CAN PROVIDE CARE TO ET3 PATIENTS?

QHPs must be licensed to practice medicine in the state from which 
the ET3 call originates. However, in a low volume of ET3 consults with 
the initial rollout, economies of scale will necessitate moving calls to 
physicians covering multiple ET3 geographies to make ET3 telehealth 
viable. EMS professionals at all levels can participate in the ET3 model; 
however, they are not recognized as licensed independent practitioners. 
Guidelines should be developed to identify the appropriate patient 
population, which could include patients calling with non-emergency 
health complaints and normal vital signs.

ET3 telehealth visits can be led by o� - and on-duty emergency physicians if they are supporting low-
volume facilities. Emergency physicians have essential skills to support patients and paramedics in 
these types of scenarios. During a treat-in-place visit, physicians can engage directly with patients as 
well as advise paramedics on other diagnostic testing, such as taking a patient’s blood pressure and 
using an EKG to check the patient’s heart. The physician is able to make further decisions regarding 
care, additional testing and medication needs and then conclude the visit without draining additional 
resources.

Value of ET3 

The ET3 program provides value to the entire healthcare ecosystem – from patients and communities 
to clinicians, healthcare facilities and health insurers. Benefi ts of ET3 include improving access to care, 
enhancing value-based care and making care more a� ordable.

VALUE OF THE ET3 PROGRAM

√ Improves access to high-quality care when and where it is needed
√ Enhances patient experience
√ Improves use of healthcare resources
√ Increases fl exibility for EMS teams 
√ Improves ability to serve more patients in a timely manner 
√ Improves population health 
√ Decreases unnecessary transports 
√ Improves fi nancial spending for patients, health insurers and facilities
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Through a more coordinated approach to care, patients can have greater, more timely access to an 
array of specialists. Hospitals can benefi t signifi cantly from ET3 by lessening the burden on those that 
may be overwhelmed or not have enough beds available as well as strengthening their relationships 
with the community and EMS agencies. The program empowers EMS teams to use their time more 
e�  ciently by keeping teams and ambulances in their communities instead of them being unavailable 
due to extended transports and excessive wait times. It can also help improve fi nancial savings by better 
utilizing equipment and paramedics’ time.9

One of the main challenges in promoting the adoption of the ET3 model is that health systems focusing 
on patient volume could be disincentivized from participating. However, with the rise of advanced and 
alternative payment models, hospitals will receive additional incentives to eliminate preventable returns 
to the hospital. This is benefi cial for clinicians, health insurers and, most importantly, patients.

The use of telehealth and reducing the need for equipment to be used on unnecessary transports 
can improve overall cost savings.10 Telehealth-enabled EMS saved on average $2,468 per avoided 
emergency department visit and reduced ambulance back-to-service time by 44 minutes.11 Overall, 
the ET3 model could save Medicare $1 billion.12

How Envision Healthcare Is Using ET3 
to Transform Healthcare

At Envision Healthcare, we use telehealth and partner with public and private EMS systems to bring 
local emergency responders together with our national network of emergency physicians and EMS 
medical directors. To date, Envision’s emergency physicians are treating ET3 patients in 11 states, and 
by the end of 2021 will be caring for patients in 14 states.

9  Persse, D. (2020, December 12). Tele-EMS improves productivity and reduces overall costs. Retrieved April 15, 2021, from https://www.jems.com/operations/tele-ems-

improves-productivity-and-reduces-overall-costs/

10  Persse, D. (2020, December 12). Tele-EMS improves productivity and reduces overall costs. Retrieved April 15, 2021, from https://www.jems.com/operations/tele-ems-

improves-productivity-and-reduces-overall-costs/

11  Langabeer, J. R., 2nd, Champagne-Langabeer, T., Alqusairi, D., Kim, J., Jackson, A., Persse, D., & Gonzalez, M. (2017). Cost-benefit analysis of telehealth in pre-hospital care. 

Journal of telemedicine and telecare, 23(8), 747–751. https://doi.org/10.1177/1357633X16680541

12  N. (2019, February 14). National Association of EMS PHYSICIANS. Retrieved April 15, 2021, from https://naemsp.org/about-us/press-releases/naemsp-applauds-new-

emergency-triage,-treat-and-tr/

By partnering with local first responders, Envision’s emergency physicians are effectively triaging 
patients, treating patients in place for emergent, low acuity conditions and recommending patients 
be transported to alternative care destinations when appropriate. Through our virtual health team, we 
are partnering with public and private EMS systems. Furthermore, our partnership with Community 
Paramedicine programs across the U.S. enables for the dispatch of specially trained clinicians following 
911 calls to address patients’ primary and preventative care needs.

40%
Envision partners with nearly 

40 percent of all EMS agencies 

awarded ET3 applications

53%
An average of 53 percent of 

Envision ET3 patients are able 

to receive treatment in place



9

As a national medical group, Envision is in the unique position to use its extensive resources, 
relationships and expertise to advance the ET3 program and improve patient care, including: 

■ National network of experienced EMS medical directors and emergency physicians

■ Demonstrated high patient satisfaction and fast response times

■ Enhanced patient-clinician technology experience 

■ Start-up training and continuing education for all program participants

■ Existing and new relationships with national and local EMS systems

■ Access to additional Envision telehealth services

■ Formalized telehealth etiquette training for on-call physicians 

Policy to Support the Future of ET3 

New programs and payment structures bring long-overdue opportunities to reimagine how care is 
delivered. Emergency clinicians are more likely to succeed in this new context if they innovate and 
develop more patient-centered and e�  cient care processes within emergency response protocols. 
Alliances between hospitals, ambulatory medical centers and post-acute care facilities are now 
possible within some alternative payment models because of recent regulatory exemptions. Emergency 
departments and hospitals will need to move away from current payment models based on volume and 
patient acuity.13

To support these developments, we recommend 
the following policy improvements:

1. Adoption of ET3 by Medicaid and Commercial Health Insurers

2. Telehealth Payment Reform

3. Remove Interstate Licensure Barriers

13  Farmer, S. A., & Brown, N. A. (2017). Value-Based Approaches for Emergency Care in a New Era. Annals of emergency medicine, 69(6), 684–686. https://doi.org/10.1016/j.

annemergmed.2016.11.045

ADOPTION OF ET3 BY MEDICAID AND COMMERCIAL HEALTH INSURERS

Currently, ET3 options are only available to Medicare Fee-for-Service benefi ciaries. The program could 
benefi t all patients if ET3’s treat, triage and transport services were covered by all health insurance 
plans – not just Medicare fee-for-service benefi ciaries.

Additionally, under the Emergency Medical Treatment and Labor Act (EMTALA), emergency 
departments are required to provide screening medical examinations and stabilize any patient who 
comes through the ED, regardless of their ability to pay.
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Paramedics don’t traditionally ask patients about their health insurance status. ET3 requires them 
to confi rm the patient is covered under Medicare before o� ering a telehealth visit or an alternative 
transportation destination.

We urge lawmakers to:

■  Require Medicare Advantage Plans to adopt the ET3 model to ensure consistent access for 
beneficiaries in both traditional fee-for-service and Part C plans

■  Integrate the ET3 model into commercial health insurance plans to provide coverage and 
payment parity regardless of where care was provided 

■ Expand the use of the ET3 model in Medicaid plans

TELEHEALTH PAYMENT REFORM

As of March 30, 2020, CMS has added the emergency department E/M codes – the critical care codes 
and the observation codes – to the list of approved Medicare telehealth services for the duration of 
the COVID-19 national emergency. Alterations in the payment restrictions were necessary to allow the 
adoption of telehealth in emergency departments due to COVID-19 and must remain in place after the 
public health emergency.14

We urge lawmakers to:

■  Direct CMS to include emergency department E/M codes – the critical care codes and the 
observation codes – to the list of approved Medicare telehealth services

■  Integrate the ET3 model into commercial health insurance plans to provide coverage and 
payment parity regardless of where care was provided 

■ Expand the use of telehealth in Medicaid plans

REMOVE INTERSTATE LICENSURE BARRIERS

To implement ET3 on a broader scale, the healthcare system must make it easier for physicians to obtain 
multistate licensing. Prior to the COVID-19 public health emergency, CMS had signifi cant geographic and 
place-of-service restrictions on reimbursement for the clinicians delivering care via telehealth. Many of 
these waivers must remain in place after the end of the public health emergency.

We urge lawmakers to:

■  Change licensing laws to remove the barriers that exist to physicians obtaining licensure in 
multiple states and contiguous regions

Conclusion

Through ET3 and the above policy recommendations, we can help increase e�  ciency and provide a 
patient-centered approach in an emergency by delivering the right care at the right time in the right 
place. By expanding and e� ectively implementing the ET3 program, we can achieve these goals and 
bring additional benefi ts to patients, paramedics, clinicians and the healthcare ecosystem as a whole.

14  Shaheen, E., Baker, M., Curtis, K., Joshi, A., Skow, B., Davis, J., . . . Villaneueva, G. (2020). Telehealth and tele-triage. Retrieved April 15, 2021, from https://www.acep.org/

corona/covid-19-field-guide/triage/telehealth-and-tele-triage/


