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EMS SUBGROUP UPDATE TO THE SIG 

9/16/2020



POTENTIAL EMS GLOBAL FUNDING MODEL - PURPOSE

Å In March, the SIG was updated on the development of an EMS funding structure that: 

1. Rewards the implementation of interventions aimed at reducing potentially avoidable hospital 

Emergency Department (ED) use, and

2. Aligns community emergency services with the goals of Marylandôs health system 

transformation

Å Through an EMS Global Funding Model the State could coordinate EMS 

reimbursement to enable alternative interventions aimed at care improvement, 

including: 

1. Treatment in Place for minor and low-acuity 911 calls 

2. Transport to an alternative destination when a hospital level of care is unnecessary 
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GLOBAL REIMBURSEMENT STRUCTURE FOR EMS PROVIDERS 
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NEXT STEPS 

Å Model Developments for Consideration: 

Å Jurisdiction-based opportunity analysis and scaling the investment to appropriate 

levels 

Å Utilization outcome measurement ïWhat are appropriate metrics to hold EMS and 

hospital partnerships accountable? 

Å Infrastructure Investments in Mobile Integrated Health and Medical Triage Line 

Technology

Å Network development for urgent care, primary care, crisis services and other 

potential alternative destinations

Å Next EMS subgroup meeting September 21st, 1-2:30 PM 
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Care Redesign Program Update
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Å Now available: Final ECIP and HCIP track templates on HSCRC CRP page 

Å September 23: Hospitals (new and current) submit all care partners for 2021 annual 
vetting process

Å October 30: Hospitals submit 2021 Implementation Protocols for ECIP and HCIP

Å October 30: New HCIP and ECIP Participants submit signed CRP Participation 
Agreement to care.redesign@crisphealth.org.  Currently available on HSCRC CRP 
Page

Å December 15: Hospitals submit certified care partners for the first quarter of 2021

Å All ECIP submissions must be made via the ECIP Management Interface
Å Newly participating hospitals should email care.redesign@crisphealth.org to let us know who from your hospital 

should be provisioned 

Å HCIP submissions must be made to Jo Surpin at jsurpin@appliedmedicalsoftware.com
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CRP 2021 Participation Deadlines

https://hscrc.maryland.gov/Pages/CareRedesign.aspx
mailto:care.redesign@crisphealth.org
https://hscrc.maryland.gov/Pages/CareRedesign.aspx


Å Background:  CRP Certified Care Partners can be considered eligible for 

MACRA bonuses under the CMS Quality Payment Program (QPP)

Å HSCRC staff have encouraged CMS to make needed corrections to 

QPP programming to improve accuracy of results for Maryland providers

Å CMS has implemented programming corrections, to be effective 

beginning with the third quarter of 2020

Å CMS anticipates having these results by early December 2020

Å CMS will not re-run 2018 and 2019 corrections

Å 2019 results can be appealed through the CMS targeted review process, 

with a deadline of 10/5/20
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TELEHEALTH POLICY WORKGROUP

MARYLAND HOSPITAL ASSOCIATION UPDATE 

SEPTEMBER 16, 2020



PRESENTATION DISCUSSION ITEMS

ÁState Executive Orders and federal waivers

ÁTelehealth Policy Workgroup

ÁGoals and objectives

ÁSeptember 30th meeting draft agenda

ÁWorkgroup formation

ÁPayor telehealth policies ðexisting and temporary 12



REGULATORY RELIEF PROPELS TELEHEALTH TO THE FOREFRONT OF 

HEALTH CARE DELIVERY 

ÁRapid diffusion supported by the relaxation and expansion of telehealth policies 

brought on by a public health crisis

Á Enabled by Executive Orders from Governor Hogan and waivers from the federal government

ÁIn March, telehealth visits surged 50 percent nationally* 

Á Analysts estimate more than 900 million visits are expected by the end of 2020

* According to research from Frost and Sullivan consultants ðmore information available at:  

www.cnbc.com/2020/04/03/telehealth-visits-could-top-1-billion-in-2020-amid-the-coronavirus-crisis.html
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KEY TELEHEALTH POLICY CHANGES

ÁHIPAA requirements ðenforcement discretion on the use of certain technologies for 

the good faith provision of telehealth services

ÁTelehealth waivers (some variances across payors)

Á Patient location ðlessening of geographical restrictions

Á Licensing ðgreater flexibilities to practice across state lines

Á Patient-provider relationship ðredefined what constitutes a treatment relationship 

Á Eligible providers ðexpanded the provider types that can deliver telehealth services

Á Types of services covered ðincreased the number of services payable when furnished via telehealth

ÁCost-sharing ðpatient obligation eliminated or reduced
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HIPAA

ÁThe Office for Civil Rights is exercisingenforcement discretion and not imposing 
penalties for noncompliance with the regulatory requirements under HIPAA Rules 
against covered health care providers during the COVID-19 nationwide public 
health emergency

ÁCovered health care providers may use popular non-public facing applications to 
deliver telehealth services

Á Video chat applications include:   Apple FaceTime, Facebook Messenger video chat, Google Meet, 
Zoom, and Skype

Á Text-based applications include:  Signal, Jabber, Facebook Messenger, Google Hangouts, WhatsApp, 
iMessage

ÁPublic-facing applications, such as Facebook Live, Twitch, and TikTok are not 
permitted
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LICENSING AND MEDICAL LIABILITY COVERAGE

ÁProviders with an active license in good standing in another state may practice 

across state lines*

Á The standard of care for telehealth treatment and documentation is the same as an in-

person encounter

ÁMedical liability coverage for telehealth is dependent on a carrierõs policies

Á Medical liability carriers may not cover the use of telehealth when the provider is delivering 

telehealth to a patient living outside of the state where the medical liability contract is 

written 
* Subject to licensing board requirements in each state 16



PATIENT LOCATION AND SERVICE DELIVERY

ÁTelehealth services can be furnished using 

audio/visual or audio-only technology 

wherever the patient is located, including at 

home, regardless of rural designation

ÁCertain types of services no longer require 

both audio and video ñ visits can be 

conducted over the telephone or through a 

web portal
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PATIENT AND PROVIDER RELATIONSHIP

ÁProviders may deliver telehealth 

services to new and established 

patients

Á A patient may present photo identification, 

or a provider may use any other means to 

identify a patient that would be accepted 

for an in-person encounter
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ELIGIBLE PROVIDERS AND COVERED SERVICES

ÁIn general, more non-physician provider types can bill for an expanded list of 

telehealth services, including licensed clinical social workers, clinical psychologists, 

physical therapists, occupational therapists, speech language pathologists, 

chiropractors, and dentists 

ÁHome health agencies and hospice providers can provide more services through 

telehealth, as appropriate and consistent with the patientõs plan of care

Á Patients that a provider determines should not leave home because of medical contraindications, or 

due to suspected or confirmed COVID-19, qualify for home health benefits

ÁProviders can provide remote patient monitoring (RPM) services for patients with 

COVID-19 and other chronic conditions
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COST SHARING

ÁPatient obligation reduced or waived 

under certain circumstances, including 

payor sponsored telehealth programs

Á Subject to payor requirements and timelines; 

providers will not face administrative sanctions 

by federal or State health care programs 
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POST COVID-19

ÁMomentum is increasing nationally to make some telehealth policy changes permanent; a 
complete return to pre-COVID-19 policies viewed largely by providers and policy makers as 
unrealistic

Á Variation is likely across states on permitted uses of telehealth

Á Payors are beginning to signal that some dialing back will occur following the end of the 
federal/State public health emergency

ÁThe need for an evaluation of the impact of telehealth exists; timing is an issue

Á Evaluations of telehealth are just beginning; NQF recommended domains:  access to care, financial 
impact, patient and provider experience, effectiveness

ÁThe MHCC will convene a Telehealth Policy Workgroup (workgroup) this fall to deliberate on 
telehealth policies post COVID-19 and identify stakeholder alignment opportunities
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TELEHEALTH POLICY WORKGROUP

ÁWorkgroup activities include:

ÁReview the current state

ÁConduct a policy assessment of existing and 

temporary telehealth policies

Á Identify opportunities to collaborate on 

future legislation
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