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The ET3 program is a chimera—like the one shown above.  

According to the Prado Museum in Madrid, “In Greek 

mythology, the chimera was a fire-breathing female 

monster resembling a lion in the forepart, a goat in the 

middle and a dragon in the hind.”  In English, this image 

has been coopted as a reference to a problematic creature 

whose parts don’t quite fit together as intended.  The ET3 

program is a chimera—but that does not mean it will fail.  

It means we must understand how to accomplish its goals.  

  



 

     The BrainTrust of Fire & EMS Technologists   ∙  (650) 648-3727         © 2020. All rights reserved 

 

Like the chimera’s heads, as far as we can tell following the 2020 

NEMSIS summit, ET3 has the following three grand objectives: 

 

1. To secure an overdue raise for Mobile Medical providers 

including an evolution from per-mile compensation to a 

model based on value delivered (and measurable), thereby 

justifying Mobile Medicine’s seat at the table; 

 

2. To incorporate telemedicine into Mobile Medicine to align 

with an increasing (and overdue) focus on rural health where 

transport distances are long, patients may or may not have 

any insurance coverage—and therefore, Mobile Medical 

agencies could face substantial risk of nonpayment even 

after a lengthy transport distance;  

 

3. To secure federal support for a Community Paramedicine-

like program where transport to an ED is not required. Mobile 

Medical providers get paid for providing excellent care at the 

patient’s side (see #1 above), if that is determined to be the 

ideal course of action to achieve measurable health benefits. 

 

CMS says that ET3 will go live in January 2021. Unfortunately, as 

of September 2020, critical categories of data related to the three 

program goals identified above remain mysterious.  For example: 

Why did an agency opt not to transport the patient—and why was 

the patient best cared for in his or her home?  Do agencies need 

to store all the video files? Who is at risk if a tele-consult leads to 

a no-transport decision—then the patient’s condition declines?  

 

In this paper, we present open questions and discussion points 

that are essential to ensuring that ET3 is compliant and a success. 
  



 

     The BrainTrust of Fire & EMS Technologists   ∙  (650) 648-3727         © 2020. All rights reserved 

 

 

1. If a Transport / No-Transport / Treat-in-Place decision is made, the why must be 

recorded.  It could theoretically be called into question (e.g., by CMS or in court) later: 

 

a. Why is the patient in this program?  

 

b. Why is the patient not a standard transport?  

 

c. Why was a determination made (and by whom?) that the patient should be treated in 

place by EMS or via tele-consult? 

 

d. The determination of Transport / No-Transport / Treat-in-Place was made through some 

kind of evaluation, in person and/or via technology. What if it turns out that the evaluation 

and decision was incorrect? Wouldn’t an EMS agency want a record of the encounter 

so it could prove that its personnel were following medical directions (which may have 

gone bad through no fault of its field crew, but rather, that of the consulting clinician)?   

 

 

 

2. Telemedicine as generally understood to be video-based within the context of ET3.  

But there is little in the way of definition for telemedicine at the federal level (…yet). 

What is expected of the ET3 encounter record, specifically the video? Does it need 

to be stored?  Does it get sent to NEMSIS?  Does it become part of the record itself? 

 

 

a. The question of whether telemedicine / tele-consults are allowed is a state by state 

decision, and different states are handling those differently. CMS is determining the 

payment structure associated with tele-consults, however, what is defined as a tele-

consult and therefore allowed under state medical licenses is being determined by state 

medical boards. What if an EMS agency is selected for participation in ET3, but its state 

medical board defines telemedicine differently than the EMS agency thinks it is defined? 
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b. If a clinical decision of any sort is made—including Transport / No-Transport / Treat-in-

Place—then the content of the encounter might constitute clinical information, along the 

lines of a signed signature form or an ECG.  There is disagreement among vendors 

about how to treat the tele-consult or telemedicine data.  Some vendors see tele-

consults as little more than a face-to-face phone calls that end when the phone is hung 

up.  But this is not a determination for vendors to make.  Rather, this is defined by 

state law. Do agencies know whether local laws distinguish face-to-face “video-based 

phone calls” from “store and forward” videos, and whether calls are considered PHI? 

 

c. If the file is considered PHI, is it required to be stored—even as high-resolution video—

in accordance with HIPAA?  (Who is expected to absorb this potentially enormous cost?) 

We know of one municipality operating just over one-dozen ambulances and responding 

to approximately 45,000 calls per year, that now uses telemedicine and spends around 

$1 million per year on video storage alone.  The agency does this in the interest of public 

and agency safety, for QA and to defend against accusations made about its providers.  

Will agencies see the same incentive to spend significantly to store tele-consult videos? 

 

d. Health information exchange as it relates to ET3 includes captured, stored and shared 

data (and the question of video, above). If files are considered PHI and part of the record, 

do they have to be transmitted to CMS, NEMSIS, and other repositories?  If so, how will 

those databases handle the wave of data?  Implications abound for both clinical practice 

and technology: Will agencies seek telemedicine systems that integrate with ePCRs—

or ET3-specific charting systems that include telemedicine?  How will ePCRs share data 

with regional HIEs?  Will ePCRs augment their data sets to accommodate evolving ET3?  

 

e. We know states like Arizona, with large rural spaces, wanted to take part in ET3 as a 

group but were denied due to insufficient infrastructure to reliably include telemedicine.  

This requirement challenges Mobile Medical providers in a way that office-based tele-

consult providers get to avoid because they do not go to the patient: some agencies 

participating in ET3 may lose network connectivity from time to time, but they have 

enough infrastructure to have been selected for participation.  

 



 

     The BrainTrust of Fire & EMS Technologists   ∙  (650) 648-3727         © 2020. All rights reserved 

 

 

 

f. What happens to tele-consult requirements when users are offline in the field?  Does 

video have to have “store-and-forward” functionality?  If yes, then to where does it get 

sent upon reconnection to the network?  If store-and-forward is a requirement, are 

systems insufficient for ET3 if they treat face-to-face video encounters like phone calls? 

Must an ET3 site integrate video right into its ePCR and make it accessible also offline?s 

If so, then are developers of web-based, online-only patient record systems disqualified? 

 

 

3. Health Information Exchange and Access to Decision Support Data in Rural America.  

 

a. If ET3 requires agencies to participate in an HIE, and they are expected to use such 

data for Transport / No-Transport / Treat-in-Place decisions, then presumably they need 

access to contextual data from the HIE in real time, at the patient’s side—whether that 

means a regional HIE / HIO, or a longitudinal charting system housing unlimited past 

data. What if the agency’s preferred or current ePCR cannot access HIEs in real-time, 

and cannot send data into the HIE as extractable discrete data in real-time?   

 

b. Does the agency need a specialized charting system for ET3 data?  Will it be sufficient 

to partner with a company that can layer ET3 data values on top of an existing ePCR?  

 

c. Does the telemedicine system need to hook directly into the ePCR, or can an agency 

use two systems in parallel, concurrently, with a reference in one (e.g., a sharing token 

or ECG case noted in the narrative) to consult related data, stored in a different system?   

 

d. All the ET3 data we have seen to date via NEMSIS are focused on the logistics of 

transporting to emergency departments vs. non-emergency department destinations.  

Will agencies only be able to pursue a particular “flavor” of ET3 partner relationship, or 

will they be able to bend their programs around local community needs—as long as they 

can produce the requisite data to validate program efficacy within the ET3 pilot region? 

Will NEMSIS and/or CMS host a separate compliance process for ET3?  What criteria 

will be used, and when in the course of each program’s life cycle, to assess compliance? 


