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EXECUTIVE SUMMARY

Executive Summary

NATIONAL GRADE BY CATEGORY

ACCESS TO EMERGENCY CARE D-

QUALITY & PATIENT SAFETY ENVIRONMENT C

MEDICAL LIABILITY ENVIRONMENT C-

PUBLIC HEALTH & INJURY PREVENTION C

DISASTER PREPAREDNESS C-

OVERALL D+

For millions of Americans who experience sudden, serious ill-
ness or injury every year—and in the increasing scores of com-
munities that must respond to disasters and mass casualty events
—immediate access to quality emergency care is essential to sav-
ing life and limb. But the availability of that care is threat-
ened by a wide range of factors, including shrinking capacity
and an ever-increasing demand for services. Even as more and
more Americans come to rely on emergency departments for
their acute care needs, particularly aging and sick Boomers and
people newly enrolled in Medicaid, such care will increasingly
become harder to access.

This national Report Card rates the overall environment in
which the emergency care system operates with a near-fail-
ing grade of D+. This is a poorer grade than the one earned in
2009, a C-. Overall state rankings have changed since the 2009
Report Card, with the District of Columbia now ranking first
and Wyoming ranking last in the nation.

These findings are the result of a comprehensive and focused
study of the emergency care environment nationwide and
state-by-state. The American College of Emergency Physicians
(ACEP) convened a blue-ribbon task force of experts to produce
this third edition of a national report card. It builds on previous
work to provide a comprehensive look at the nation’s emergency
medical system in five categories. Despite hoped-for changes
and improvements, the environment has not improved; it has,
in fact, gotten worse.

The five categories are based on 136 objective measures that re-
flect the most current data available from reliable public sources,
including the U.S. Centers for Disease Control and Prevention,

the National Highway Traffic Safety Administration, and the
Centers for Medicare and Medicaid Services, as well as other
sources, such as the American Medical Association. The 136
measures were selected because they represent factors vital to
life-saving emergency care and meet the key criteria of relevance,
reliability, validity, reproducibility, and consistency across all
states.

Access to Emergency Care D-
This important category represents 30% of the total grade and
includes four subcategories: access to providers, access to treat-
ment centers, financial barriers, and hospital capacity. It also in-
cludes access to specialists, such as neurosurgeons, orthopedists,
and plastic surgeons.

Access to emergency care is fundamental and complex—and es-
sential. Several factors affect people’s access, such as the avail-
ability of emergency departments, the capacity of those depart-
ments, and the workforce available to staff those departments.
In addition, the environment is affected by an unfunded govern-
ment mandate, the Emergency Medical Treatment and Labor
Act (EMTALA), that requires emergency departments to screen
and stabilize anyone who presents with an emergency medical
condition, which means that all patients are seen, regardless of

ability to pay.

This failing grade reflects trouble for a nation that has too few
emergency departments to meet the needs of a growing, ag-
ing population, and of the increasing number of people now
insured as a result of the Affordable Care Act. For more than
20 years, emergency visit rates have increased at twice the rate
of the growth of the U.S. population, totaling 130 million in
2010. And that growth in demand is poised to continue.

Quality & Patient Safety Environment C
This category represents 20% of the total grade and includes
subcategories reflecting state systems and institutions that can
support the emergency care environment. Measuring this envi-
ronment is essential, as is examining how better-quality systems
and technologies can help improve care and prevent injuries.
Federal agencies, state governments, and private institutions
have made advancements in developing and implementing
indicators of health care quality. ACEP continues to monitor
direct state investments in improving quality and safety, such
as funding for emergency medical services (EMS) medical direc-
tors and development and implementation of destination and
triage policies that allow EMS to bypass local hospitals to take
patients to appropriate hospital specialty centers. Institutional
improvements include advances, such as the use of computer-
ized practitioner order entry and attention to addressing racial
and ethnic disparities in care.

Medical Liability Environment C-
This category represents 20% of the total grade and includes
subcategories that describe the legal atmosphere, insurance
availability, and tort reform across the states.
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The U.S. Department of Health and Human Services charac-
terizes the medical liability environment as a broken system,
one that features wide variations in policies and practices across
states. In some cases, high liability insurance rates have forced
physicians to curtail their practices, stop performing high-risk
but critically necessary procedures, such as delivering babies,
or move to states with more favorable liability environments.
And the country pays for it: studies estimate that liability costs,
including those associated with the practice of defensive medi-
cine, add as much as $108 billion to the annual total cost of
health care, resulting in patients experiencing higher costs, lon-
ger waits, and more challenges in accessing care.

This category includes data on numerous types of liability re-
forms, such as medical liability caps on non-economic dam-
ages, pretrial screening panels, periodic payments of malprac-
tice awards, the presence of state-funded patient compensation
funds, and additional liability protections for care mandated by
EMTALA.

Public Health & Injury Prevention C
This category represents 15% of the total grade and includes
measures of traffic safety and drunk driving, immunization, fatal
injury, state health and injury prevention efforts, and health risk
factors.

Injuries account for nearly one-third of emergency visits. And
preventable and behavior-related factors, such as smoking,
poor diet, alcohol consumption, and drug abuse, contribute
to many more. States can positively impact all of these factors
through life-saving policies, such as those requiring seat belt use
in vehicles and helmet use while riding motorcycles, as well as
education and outreach to increase healthy choices among the
general population, including vaccination. Failure to adopt ef-
fective measures at the state-level can negatively impact public
health and have a considerable effect on the need for emergency
services.

Disaster Preparedness C-
This category represents 15% of the total grade and includes
financial resources, state coordination, hospital capacity, and
personnel data related to the capacity to respond to disasters.

The ever-present threat and reality of natural disasters and
man-made catastrophes require an effective response capability.
Disaster preparedness efforts rely on ongoing collaboration of
many entities at all levels of government and in all economic
sectors. In this process, emergency physicians, who have train-
ing and experience in managing mass casualty events and de-
livering lifesaving care, are integral to this process. Despite real
and present threats, states continue to experience great variabil-
ity in planning and response capacities. In many communities,
capacity is already stretched to the limit, and hospital bed surge
capacity, staffing, and resources are inadequate to respond to the
extraordinary demands precipitated by any disaster.

vi

Recommendations

In response to these findings, the American College of Emer-
gency Physicians makes the following recommendations, each
aimed at improving care in terms of access, safety and quality,
medical liability, public health and injury prevention, and disas-
ter preparedness.

1. Protect access to emergency care as health care reforms are im-
plemented.

2. Support programs that recognize the pivotal role emergency
medicine plays in care coordination and transitions of care.

3. Reduce the incidence of hospital crowding and boarding of
admitted patients in the emergency department.

4. Enact federal and state medical liability reforms that enhance
timely access to quality care, particularly those that provide ap-
propriate liability protections for EMTALA-mandated care.

5. Increase coordination and regionalization of specialized emer-
gency services and support funding of federally authorized re-
gional pilot programs.

6. Devote consistent federal and state funding to ensure adequate
and sustainable local and regional disaster preparedness.

7. Continue to increase the use of systems, standards, and infor-
mation technologies to track and enhance the quality and pa-
tient safety environment.

8. Continue pursuit of state laws that help reduce the number of
preventable deaths and injuries, particularly those that address
traffic-related injuries and faralities.

9. Expand access to standardized and user-friendly state and/or
federal prescription drug monitoring programs to decrease un-
intentional deaths by drug overdose.

10.Fund graduate medical education programs that support
emergency care, especially those related to addressing physician
shortages in disadvantaged areas and in rural areas.

11.Support emergency medicine research, including basic, clini-
cal, and translational research into improving the delivery of
emergency care services.

Emergency physicians today mobilize resources to diagnose and
treat every kind of medical emergency. They also play a pivotal
role in setting the health care course for their patients by coor-
dinating care with on-call specialists and other clinicians in the
hospital and in communities. Care that once was provided in
inpatient settings is now being done in emergency departments.
Yet emergency physicians work in a stressed system that operates
in a near-crisis situation. This Report Card points to shortcom-
ings and challenges in the emergency care environment, but it
does not attempt to grade the care provided by dedicated emer-
gency physicians and staff, nor does it underestimate the day-to-
day commitment and concern that emergency physicians dem-
onstrate in caring for millions of patients each year.
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Overview of the Nation’s Emergency Care Environment

An 8-month-old baby girl was sent to an emergency department
by her pediatrician. She was vomiting and dehydrated, and on the
way, went into cardiac arrest. Upon arrival, the emergency physi-
cian found her not breathing and without a pulse, so he opened her
airway, inserted an endotracheal breathing tube and started chest
compressions and breathing for her. Lab tests were obtained within
minutes after placing an intraosseous needle in her leg. Placing a
line into the bone marrow provided fluids directly into the circula-
tory system, thus reversing life-threatening dehydration. The special-
ized procedures required the training of a highly skilled emergency
physician. Her heart restarted, and once stabilized, she was taken
to the pediatric intensive care unit where peritoneal dialysis was
started and she was monitored closely. While severe dehydration can
harm any child, she was ultimately diagnosed with Denys-Drash
syndrome — a very rare genetic disorder which can lead to renal
Jailure in the first 3 years of life. She almost died, but left the hospi-
tal without any problems and continues to do well with supportive
medical care.

On a spring day in 2013, a Boston emergency department was al-
most full when word came of an explosion near the finish line of the
Boston Marathon. Emergency department personnel sprang into ac-
tion to prepare to handle a sudden influx of badly injured patients.
When possible, existing patients were moved out of the emergency
department or onto inpatient units in order to free up space to treat
the bombing victims. The victims started arriving quickly by ambu-
lance to various hospitals throughout the city, thanks to the coordi-
nated response of Boston’s EMS system. At this hospital, emergency
physicians, nurses and surgeons were deployed into more than 10
trauma teams ready to receive patients. Existing disaster response
systems were put in place to quickly triage the new arrivals and
then rapidly move them to available teams at the next appropriate
stage of care. Providers at that hospital were prepared to handle the
crisis, largely because the hospital had participated in more than 70
disaster drills over the previous seven years, including citywide drills
with Boston EMS. The response at all levels was universally lauded
for its extraordinary effectiveness in getting injured patients the im-
mediate care they needed.

These experiences illustrate some of the critical characteristics
required to save lives and to have successful patient outcomes in
emergency medicine: the round-the-clock availability of emer-
gency departments and emergency medical services (EMS) to
provide lifesaving care to the victims of sudden serious illness or
trauma or mass casualty events; the ability to initially evaluate
and treat patients en route to the hospital and provide advance
notice of their arrival; the breadth and depth of diagnostic and
treatment abilities among emergency physicians; and their abil-
ity to coordinate care with and among other clinicians, includ-
ing on-call specialists.

Facts About Emergency

Department Visits

Number of visits in 2010: 130 million or 247 visits

per minute

Number of injury-related visits: 37.9 million

Number of visits per 100 persons: 43

Percent increase in emergency department visits from
1995 - 2010: 34%

Percent of ambulatory medical care visits that occur in
emergency departments: 10.5%

Percent of active physicians who are emergency
physicians: 4.2%

Source: National Hospital Ambulatory Medical Care Survey: 2010
Emergency Department Summary

In the wake of the terrorist attacks of September 11, 2001, emer-
gency physicians have worked with an array of public health
and safety organizations to develop comprehensive, coordinated
disaster planning. The importance of such planning has sadly
played out repeatedly in recent years, from Aurora to Newtown,
from Oklahoma to the Jersey Shore, from Boston, Massachu-
setts to West, Texas. In addition, the ever-present threat of epi-
demics, such as pandemic flu, emphasizes the need to plan for
infectious disease prevention, control, and treatment.

But the emergency care system is seriously strained. A lack of
resources and the growing, multifaceted demands on emergency
departments pose serious challenges for the ability of highly
qualified emergency physicians to deliver life and limb saving
care. Fewer emergency departments and shortages of inpatient
beds have contributed to long wait times in emergency
departments.

According to the Centers for Disease Control and Prevention
(CDCQ), the supply of emergency departments has declined by
about 11% from 1995 to 2010. Meanwhile, over that same time
period emergency visit rates have increased at twice the rate of
growth of the U.S. population. The number of emergency de-
partment visits was 130 million in 2010, and this number is
likely to continue to grow(1). As the Baby Boom generation
ages into retirement, a growing number of elderly patients
with complicated health problems will likely seek medical care
in emergency departments, possibly leading to “catastrophic”
crowding(2). In addition, emergency visits are likely to increase
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when millions of people, added to the Medicaid rolls through
the implementation of the Affordable Care Act, seck emergency
care because they are unable to find physicians who accept their
insurance. Uninsured and underinsured patients routinely lack
access to primary care and frequently postpone needed medi-
cal care until ultimately requiring attention in the emergency
department.

But primary care providers are also heavily dependent on emer-
gency departments to ensure their patients receive proper medi-
cal attention. A 2013 RAND study reported that four in five
people who called their family doctors about a sudden medical
issue got the same advice: Go to the emergency department.
Additionally, two-thirds of emergency visits occur after business
hours, when doctors’ offices are closed(3).

Emergency physicians today mobilize resources to diagnose and
treat every kind of medical emergency and set the course of care
for their patients by coordinating with on-call specialists and
other health care providers. Care that used to be provided on
inpatient floors now is being done in emergency departments,
often saving significant hospitalization costs. According to the
2013 RAND study, the 4% of America’s doctors who staff hos-
pital emergency departments manage:

* 11% of all outpatient care in the United States

e 28% of all acute care visits

* Half of the acute care visits by Medicaid and CHIP
beneficiaries

¢ Two-thirds of all acute care for the uninsured

As the demand for emergency care grows, many emergency
providers already work in a stressed system that operates in a
near-continuous state of crisis. There are many contributors to
this public health predicament, from inadequate access to pri-
mary care and specialty on-call care to insufficient availability
of inpatient beds, which leads to emergency department crowd-
ing. Other causes include increased demand for services to treat
preventable illnesses and injuries and the impact of excessive li-
ability costs that fail to account for the inherent risks associated
with providing immediate lifesaving emergency care. Little has
improved since the release of the American College of Emer-
gency Physicians (ACEP) 2009 National Report Card on the
State of Emergency Medicine, which found significant obstacles
to and shortcomings in care in every aspect measured. This re-
inforced the 2006 findings of an Institute of Medicine report,
which determined that the U.S. emergency care system was at
the breaking point(4). In addition, the lack of followup care for
an emergency visit has been cited as a top concern influencing a
physician’s decision to admit patients to the hospital(3), which
also contributes to higher costs.

2014 Report Card

The American College of Emergency Physicians is dedicated to
advancing emergency care, and in 2006 developed its first Re-
port Card on the State of Emergency Medicine as a means to
help accomplish this mission.

While this Report Card has a different title, its goal has not
changed. This 2014 Report Card continues to assess the emer-
gency care environments of each state and whether government
policies are supportive of emergency care in five categories (dis-
cussed in more detail in the following section):

* Access to emergency care
* Quality and patient safety environment

* Medical liability environment

Public health and injury prevention

¢ Disaster preparedness

The policy environments of each of these categories have
changed since the last Report Card in 2009. For too many peo-
ple, access to emergency care remains obstructed; a problem that
is compounded by an increase in the number of people who seek
care in emergency departments, and a coinciding decrease in
the number of emergency departments, hospital beds, and treat-
ment centers. The nation has shifted its focus to measure quality
of care within the quality and patient safety environment. This
is reflected within trends in state systems and institutions, but is
facing ongoing challenges in the design of the systems as well as
in how quality of delivered care is measured.

In the medical liability environment, physicians continue to
cite the failure to enact meaningful tort reform as a major con-
tributor to the unnecessary costs of “defensive medicine” and a
significant impediment to providing access to on-call specialists
needed to provide critically important emergent specialty care.
Difficulties in enacting laws and employing effective strategies
to prevent injuries and illnesses continue to plague the public
health and injury prevention arena. Finally, in the area of disas-
ter preparedness, the states have seen a decline in federal fund-
ing, leading to wide variation in states’ hospital capacity and
personnel preparedness. In each of these categories, many states
in 2014 continue to receive grades that are merely average or on
the verge of failure.

Problems identified in the 2009 ACEP Report Card persist,
especially in terms of emergency department crowding and
its subsequent effect on the boarding of admitted emergency
patients, emergency department wait times, and ambulance
diversion.
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At the same time, demographic trends are creating—or will
soon create—significant challenges to providing quality emer-
gency care, particularly in terms of addressing and eliminating
health disparities and in meeting the needs of a rapidly aging so-
ciety. As an example of increasing demand, the widespread con-
sequences of opioid addiction among the nation’s young people
will continue to increase emergency visits, which will struggle
to respond to associated illnesses and overdoses. Any number
of studies point to the consequences of increased demand for
emergency medicine. For example:

e A 2011 study found that mortality generally increased
with increased emergency department boarding time,
from 2.5% in patients boarded less than 2 hours, to
4.5% in those boarding 12 hours or more; for admitted
patients, their hospital length-of-stay also increased with
increased boarding time(5).

* Emergency department crowding has a “deleterious
effect on the timeliness of emergency care, even for high-
acuity patients(6).”

* Emergency department length of stay was significantly
longer for African-American patients admitted to ICU
beds than Whites (367 minutes vs. 290 minutes)(7).

* Between 2009 and 2011, the rate of emergency visits in-
volving illicit stimulants increased 68%, and the rate of
visits involving marijuana rose 19%(8). The misuse and
abuse of prescription painkillers was responsible for more
than 475,000 emergency department visits in 2009, a
number that has nearly doubled in just five years(9).

All of this occurs within the context of the evolving role that
emergency medicine is playing in America’s health care system.
In the 2013 RAND research report, policy analysts noted several
important changes in that role in terms of delivering not only
urgent and emergent care, but also in coordinating patient care.
Among the study’s key findings is that the emergency physician
plays a key role in triaging access to appropriate levels of health
care for patients. For instance, the growth in hospital admissions
that occurred between 2003 and 2009 can be attributed almost

entirely to an increase in unscheduled inpatient admissions
from emergency departments. This trend stems from a new
reality: primary care physicians increasingly rely on emergency
physicians to help manage care for patients whose illnesses are
severe or complex, as emergency departments can efficiently
perform complex diagnostic workups and handle after-hours
demand for care.

The roles of emergency departments and the emergency care
system are likely to evolve further as provisions of the 2010 Af-
fordable Care Act (ACA) become reality and begin to influence
and shape the design, delivery, and financing of health care.
These provisions have yet to fully impact emergency medicine,
and there is a debate over how these changes will play out—for
better or for worse. Advocates point to likely improvements,
particularly in terms of making health care accessible to millions
more people by fully implementing state and federal Health In-
surance Marketplaces (exchanges) and, in many states, expand-
ing Medicaid; improving care coordination and disease man-
agement; deploying Accountable Care Organizations (ACOs)
as a means of reducing total health care costs while improving
care; and widespread provider and consumer use of electronic
medical records. In any event, emergency care has never been
more important than it is right now, especially as the nation
implements health care reform. Emergency physicians have a
unique view of the entire medical care system. They treat every-
one, from babies to seniors, and see the full spectrum of medical
problems. They know where the gaps in the medical care system
are and have ideas about how to plug them.

Increases in the number of insured patients through health in-
surance exchanges, combined with the uneven state adoption
of expanded Medicaid coverage, suggest that there will be great
demand for emergency services in the coming years. To help
ensure access to timely, quality emergency care, federal and state
policymakers need to implement the Recommendations of this
Report Card.
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Understanding the Report Card

Objective Categories and Measures

The Report Card is based on 136 objective measures that reflect
the most recent data available from high-quality sources such as
the Centers for Disease Control and Prevention, the National
Highway Traflic Safety Administration, the Centers for Medi-
care & Medicaid Services, and the American Medical Associa-
tion. Additional data were gathered from two surveys of state
health officials, specifically conducted to obtain information for
which no reliable, comparable state-by-state sources were avail-
able. The goal of the Report Card is to show how individual
states, and our nation as a whole, measure up in supporting
the ability of the nation’s emergency departments to care for
patients.

The Report Card also reviews the emergency medical environ-
ments for Puerto Rico and Government Services, which in-
cludes health care systems for the military and veterans. These,
however, present special cases, since data for these areas are not
comparable to the 50 states and District of Columbia. As such,
grades were not calculated. The report for Puerto Rico is based
on a limited set of indicators for which comparable data were
available and the Government Services report is based on in-
depth interviews with representatives of each of the military
branches and the Veterans Health Administration.

The five categories and indicators included in the 2009 Report
Card served as a starting point for determining the indicators to
be used in the 2014 Report Card. The Report Card Task Force,
a panel of experts in emergency medicine and related topics,
chose to maintain the five categories, as well as the vast majority
of indicators, from the 2009 Report Card and recommended
the addition of new indicators that could provide greater depth
in each of the categories. Factors such as the availability of con-
sistent state-level data, issues that are of current importance to
the field, and the consistency of measurement over time were
considered by the Task Force in selecting indicators. In total,
136 indicators were selected because they represent factors that
are vital to the provision of lifesaving emergency care. Each indi-
cator also met several key criteria: relevance, reliability, validity,
reproducibility, and consistency across all of the states. A more
detailed description of the Report Card data, the Report Card
Task Force processes, and the grading methodology are present-
ed in the Appendices. The specific issues involved in comparing
grades and ranks between the 2009 and 2014 Report Cards are
discussed in the next section.

The 2014 Report Card includes a wide range of indicators that
represent both direct measures of emergency medical services
and many indirect measures that have an important effect on
the ability to provide quality and timely emergency care. They
are classified according to five categories: Access to Emergency
Care, the Quality and Patient Safety Environment, the Medical
Liability Environment, Public Health and Injury Prevention, and

4

Disaster Preparedness. For each state and the nation as a whole,
the Report Card presents one grade for each of the five catego-
ries and an overall grade.

Access to Emergency Care (30% of total grade)

Subcategories: Access to Providers (25% of the category),

Access to Treatment Centers (25%), Financial Barriers

(25%), Hospital Capacity (25%)
Access to emergency care is both fundamental and complex.
Emergency departments are a vital part of the health care sys-
tem in each community and region. They deliver emergency
care day in and day out, and they serve as the health care safety
net for anyone, insured or not, who cannot otherwise obtain
timely health care services when needed. Access to emergency
care is complex because the demand for emergency services of-
ten is related to the capacity of the broader health care system to
deliver services. Thus, measures of Access to Emergency Care must
include elements that comprise that broader system.

This category measures the availability of emergency care re-
sources, such as numbers of emergency physicians, emergency
departments, registered nurses, and trauma centers per person,
along with proximity to Level I or II trauma centers, and the
median time from arrival to departure from the emergency
department. Because emergency department capacity is also a
function of the broader health care system, the access category
includes key measures of that system’s capacity, such as the avail-
ability of primary care, mental health care, and substance abuse
treatment. It also includes the numbers of available inpatient
hospital beds, psychiatric beds, and designated pediatric special-
ty centers, because greater capacity in those areas can alleviate
crowding and boarding within emergency departments. Since
one of the most commonly cited concerns in emergency depart-
ments across the country is the lack of access to on-call special-
ists, this category also includes measures of the total supply of
commonly requested specialists, including neurosurgeons, or-
thopedists, hand surgeons, plastic surgeons, and ear, nose, and
throat specialists. As an example of the complexity of the access
issue, it should be noted that while the number of specific spe-
cialists is measurable, many of these specialists have curtailed
their availability for emergency services for any number of rea-
sons, including conflicting clinical responsibilities and the cost
and risk of medical liability when caring for emergency patients.

Finally, another critical issue that affects the demand for and ac-
cess to emergency care is the ability of patients to pay for needed
health services. Emergency departments are obligated under
the unfunded government mandate of the Emergency Medi-
cal Treatment and Labor Act (EMTALA) to screen and stabilize
individuals with emergency medical conditions(10). Therefore,
the percentage of adults and children who are uninsured or
underinsured, the number of people relying on public health
insurance such as Medicaid, and the availability of physicians
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to treat those patients are included as important measures of
the demand for care that must be absorbed by the emergency
medical system. It is expected that these factors will change as
components of the Affordable Care Act are implemented.

Quality and Patient Safety Environment (20% of total
grade)

Subcategories: State Systems (66.7% of the category),
Institutions (33.3%)

One of the critical concerns regarding the increasing pressures
on our emergency medical system is the effect these pressures
may have on the quality and patient safety environment. There-
fore, it is important to be able to measure that environment and
how improved systems and technologies can contribute to its
enhancement.

State governments and private institutions, led by federal agen-
cies, have made great advances over the past five years in the
development and implementation of indicators of health care
quality, and this is reflected through the expansion in the indica-
tors measured here since the 2009 Report Card. We continue to
monitor direct state investments in quality and safety improve-
ments—for example, whether a state provides funding for qual-
ity improvements to EMS or for a State EMS Medical Direc-
tor. Additional measures of state investments in the quality and
patient safety arena include the percentage of counties that have
Enhanced 911 services and the number of emergency medicine
resident physicians in the state relative to the population. The
latter number is important because research shows that invest-
ment in emergency medicine residency programs helps increase
the numbers of emergency physicians since most choose to stay
and practice in or nearby the state where they are trained. Fur-
ther measures of quality improvement systems include systems
of care for specific conditions, such as stroke or myocardial in-
farction (heart attack), and uniform systems for providing pre-
arrival instructions. Indicators have also been added to assess
state-level efforts to implement prescription drug monitoring
programs to control the abuse of prescription painkillers, as well
as indicators of triage and destination policies for stroke, ST-
elevation myocardial infarction (STEMI, or heart attack involv-
ing blockage of a major artery), and trauma patients.

On the institutional level, indicators are included that measure
the adoption of systems that may contribute to improving the
quality of care, such as computerized practitioner order entry
and electronic medical records. Several direct measures of qual-
ity are included as well: the percentage of patients with acute
myocardial infarction given aspirin with 24 hours of arrival in
the emergency department, the percentage of these patients
given percutaneous coronary intervention (PCI) within 90
minutes, and the median time to transfer to another facility for
acute coronary intervention. Finally, since equity is an essential
component of quality, two indicators were added that address
institutions’ attention to health equity: the percentage of hospi-
tals collecting data on the race, ethnicity, and primary language

of their patients, and the percentage of hospitals who have or are
working on a diversity strategy or plan.

Medical Liability Environment (20% of total grade)

Subcategories: Legal Atmosphere (25% of the category),

Insurance Availability (20%), Tort Reform (55%)
According to the U.S. Department of Health and Human Ser-
vices, the medical liability system in our nation is “broken”(11).
There are wide variations in practices and policies across states.
In some states, high liability insurance rates have forced physi-
cians to curtail their practices, stop performing high-risk but
critically necessary procedures, such as delivering babies or pro-
viding on-call specialty care to emergency patients, or move to
other states with more favorable liability environments. The li-
ability crisis has forced the closure of trauma centers in some
states. Physicians may practice “defensive medicine”—providing
extra medical treatments or tests solely out of concern to avoid
litigation. For patients, the result is greater costs, longer waits,
and more difficulty accessing care. For our nation, the result is
increased health care expenditures. Studies estimate that medical
liability costs add between $55 billion and $108 billion to the
total cost of health care each year(12). At the lowest estimate,
these costs account for 2.4% of total health care expenditures.

In 2012, the average state’s medical liability insurance premium
for internal medicine was $13,338, with the highest average
premium reaching $31,133. For obstetrician/gynecologists and
general surgery specialists, the insurance premium in the average
state was $57,459 per year, but reached as high as $128,555(13).
High medical liability insurance rates and fear of lawsuits, par-
ticularly in the higher risk environment of the emergency de-
partment, may lead to reductions in the numbers of specialists
willing to offer on-call services to emergency departments(14).
For instance, a recent study assessing malpractice risk by physi-
cian specialty indicates that every year about 20% of neurosur-
geons and nearly 15% of orthopedists and plastic surgeons face
a malpractice claim(15). Another recent study has estimated
that physicians can expect to spend 11% of a 40-year career with
an unresolved medical malpractice claim which further contrib-
utes to the emotional burden of high-risk practice(16). High
insurance costs and the risk of malpractice claims also discour-
age medical students from going into high risk, but critically
important specialties, such as emergency medicine, surgery,
neurosurgery, orthopedics, and obstetrics.

Further aggravating the situation is evidence that the lack of ac-
cess to on-call specialists contributes to adverse patient outcomes
because of delayed treatment or the need to transfer patients
long distances to obtain the care they need (14).Two-thirds of
emergency department directors in Level I and II trauma centers
surveyed by ACEP in 2006 reported that more than half of the
patient transfers that they received were referred there because of
a lack of timely access to specialty physicians in the emergency
department of origin(17). In other words, a medical liability
environment in crisis may result in a greater risk of adverse out-

comes for patients.
5
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In the face of rising medical liability insurance costs and phy-
sician shortages, all but 5 states and the District of Columbia
introduced some type of medical liability reform legislation in
2011 and 2012(18). However, many of the reforms have not
passed, and in some cases those that were enacted have been re-
versed by state judicial systems. In addition, the extent and types
of liability reforms vary significantly across states.

To assess the status and variation of these measures, this Report
Card category includes data on numerous types of liability re-
forms, based on a detailed review of existing legislation impact-
ing the liability environment in each state. Examples of reform
indicators include medical liability caps on non-economic dam-
ages, pretrial screening panels, periodic payments of malprac-
tice awards, the presence or absence of a state-funded patient
compensation fund, and additional liability protections for
EMTALA-mandated care. There are several indicators related to
expert witness rules and a measure of whether or not the state
has abolished joint and several liability.

Further measures of the liability environment in this category
include information on the numbers of malpractice award pay-
ments, average value of awards, and average liability insurance
premium costs. The 2014 Report Card also includes state apol-
ogy inadmissibility laws, as well as whether states provide for
malpractice awards to be offset by collateral sources.

Public Health and Injury Prevention (15% of total
grade)

Subcategories: Traffic Safety and Drunk Driving (22.2%
of the category), Immunization (16.7%), Fatal Injury
(16.7%), State Health and Injury Prevention Efforts
(22.2%), Health Risk Factors (22.2%)

Nearly one-third (31.5%) of emergency visits are for injury-re-
lated causes. In addition, more than half of the causes of death
and disability are due to preventable and behavior-related fac-
tors, such as smoking, poor diet, lack of physical activity, alcohol
consumption, motor vehicle crashes, firearms, and illicit drug
use(19,20). Consequently, the impact of public health and in-
jury prevention on the need for emergency care and other health
care services is considerable, and state investments in these areas
are important.

The public health measures include such indicators as rates
of obesity among adults and children, cigarette smoking, and
binge drinking. They also include infant mortality rates as well
as adult and child immunization rates, each of which is an im-
portant measure of access to primary care services that are prov-
en to greatly reduce morbidity and mortality. To recognize the
growing issues of health equity, indicators have been added that
measure racial and ethnic disparities in the critical public health
indicators of cardiovascular disease, human immunodeficiency
virus (HIV) diagnosis, and infant mortality.

The rates of traffic fatalities, including those that are alcohol-
related, are represented, as are homicides and suicides and fatal
injuries from falls, fires, firearms, and occupational incidents.
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In recognition of the increasing rate of drug-overdose deaths,
which has surpassed that of traffic-related deaths, the rate of
unintentional poisoning deaths has been newly added in this
Report Card. Within injury prevention, there are measures of
seatbelt use, state policies on seatbelts and child safety seats, and
legislation on distracted driving and graduated drivers’ licenses,
as well as state investments in various forms of injury prevention
programs. Wherever possible, the indicators in this section were
designed to measure the outcomes of prevention efforts—such
as rates of seatbelt use and traffic fatalities—in addition to the
policies, such as seatbelt laws, that may influence safe behaviors.

Disaster Preparedness (15% of total grade)

Subcategories: Financial Resources (13.3% of the

category), State Coordination (40%), Hospital Capacity

(20%), Personnel (26.7%)
Threats of terrorism and the number of disasters of natural and
human origin in the United States continue to increase, high-
lighting the fact that at no time in our history has the need for
disaster preparedness been more urgent or pronounced. Several
factors, such as population growth, greater urbanization, popu-
lation migration to states at higher risk of natural disasters, and
decreased health care access and capacity have magnified the
potential effects of disasters on individuals and infrastructure.

Emergency physicians have training and experience in manag-
ing mass casualty events and delivering lifesaving care to the sick
and injured. As such, they play an integral role in local and na-
tional disaster preparedness and response. However, while there
has been increased state and federal focus on disaster prepared-
ness, there is great variability among states in terms of planning
and response capacity. In addition, there is increasing concern
regarding the fact that the emergency care system in many com-
munities is already stretched to the limit, and that surge capac-
ity, staffing, and resources are inadequate to deal with the ex-
traordinary demands of a major disaster.

To measure support for disaster preparedness and response, this
category includes numerous measures of disaster planning, ca-
pacity, and systems that are designed to ensure a quick and ef-
fective response. Examples of those measures range from levels
of federal funding received by each state for disaster prepared-
ness to training, drills, bed surge capacity, and numbers of burn
beds and intensive care unit beds per capita. There are several
indicators associated with medical response plans and the degree
to which they incorporate emergency physician input, patients
with special health care needs, and communication with emer-
gency and hospital staff. Indicators also measure development of
communication and tracking systems, including “just-in-time”
training, redundant communication, patient tracking, and syn-
dromic surveillance. The presence or absence of medical strike
teams and liability protection for health care workers during a
disaster is included as is the level of participation by physicians,
nurses, and behavioral health professionals in the Emergency
System for Advance Registration of Volunteer Health Profes-

sionals (ESAR-VHP).
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Comparing the 2014 and 2009 Report Cards
Environment of the 2014 Report Card

The 2014 Report Card evaluates the conditions under which
emergency care is delivered during a time of mounting pressure
— it does not attempt to measure the quality of care provided
by hospitals and emergency providers. Emergency physicians are
trained to respond to urgent and emergent care needs; however,
they are increasingly playing a key role in disaster response due
to the rise of mass-casualty events and natural disasters. They
are also increasingly tasked with coordinating transitions of care
and providing care for patients with limited immediate or long
term access to primary care providers. While some states have
instituted policies and systems that will help to lighten the load
on their overburdened emergency care system, as demonstrated
in this Report Card, others are clearly falling short.

Differences between the Report Cards

The 2009 and 2014 Report Cards are similar in several impor-
tant ways. First, the five categories of indicators remain the same
(Access to Emergency Care, Quality and Patient Safety Environ-
ment, Medical Liability Environment, Public Health and Injury
Prevention, and Disaster Preparedness) as do their relative contri-
bution to the overall grades. Second, there is extensive overlap
in the specific indicators included in both Report Cards. In to-
tal, 108 of the 116 measures included in the 2009 Report Card
are retained in this Report Card (a few measures were retired
because data were no longer available or they were no longer
pertinent to the overall Report Card). Third, the methods used
to score and grade the states in this Report Card are the same as
those used for the 2009 Report Card.

The benefit of these similarities is that they allow direct compar-
isons between Report Cards. It is important to note, however,
that the states are graded in this Report Card (and in the 2009
Report Card) in relation to other states, so the grades are not an
absolute measure of a state’s support for its emergency care sys-
tem. Therefore, a change in a given state’s grade reflects changes
in that state’s emergency care environment, as well as changes
in other states” scores — both of which will affect the state’s rank
and grade. (More detail about the scoring and grading of states
is provided in the Methodology section.) For this reason, it may
be most appropriate to compare values for specific measures and
state rankings over time. In this regard, the 2014 Report Card
helps to identify both areas of improvement relative to 2009 and
areas that require immediate attention.

Although similar in content and methodology, this Report Card
includes a number of measures that were not presented in the
2009 version, increasing the total number of measures by 20.
Most of these additional measures fall under the categories of
Public Health and Injury Prevention, Quality and Patient Safety
Environment, and Disaster Preparedness; several measures were
also added to the remaining two categories. Individual measures
are reported on the state data pages.

Highlights of the 2009 Report Card

In January of 2009, ACEP published its second National Re-
port Card on the State of Emergency Medicine, which incorpo-
rated substantial revisions to both the content and methodology
relative to ACEP’s first Report Card, published in 2006. The
2009 Report Card included 116 measures across five categories:
Access to Emergency Care, Quality and Patient Safety Environ-
ment, Medical Liability Environment, Public Health and Injury
Prevention, and Disaster Preparedness. Measures and grades were
reported for each state in the nation, as well as for the District

of Columbia.

Overall, the nation received a C- grade for its support of emer-
gency care in 2009. The nation fared best but was still under par
in the area of Public Health and Injury Prevention, receiving a
C grade for this category, and it was worst in the area of Access
to Emergency Care, receiving only a D- grade for this category.
While none of the states earned straight A’s, several states were
ranked among the best (the top 5) in more than one category.
Likewise, none of the states failed across the board, but several
states ranked among the worst (the bottom 5) in more than one
category. Individual overall state grades ranged from a B in Mas-
sachusetts to a D- in Arkansas.

The 2009 Report Card presented findings that were consid-
ered “sobering” and pointed to a national emergency health
care system that was in serious condition. Concerns related to
emergency department boarding and crowding were paramount
in 2009, particularly because numerous trends, such as an in-
creasing number of patients using emergency departments and
a subsequent decline in the number of emergency departments
open to serve this population, underscored the need for reform.
Issues, such as the cost and availability of medical liability in-
surance, the shortage of on-call specialists, inconsistent use of
systems and standards of care within states, and the less than
ideal coordination of emergency services only compounded the
seriousness of the situation. To combat these multiple pressures,
the 2009 Report Card made the following recommendations:

¢ Create stronger emergency departments through
national health care reform.

* Alleviate boarding in emergency departments and
hospital crowding.

e DPass the Access to Emergency Medical Services Act.
* Enact federal and state medical liability reform.

* Infuse a greater level of federal funding and support into
disaster preparedness and response.

* Increase support for the nation’s health care safety net.
* Develop greater coordination of emergency services.

* Increase the use of systems, standards, and informa-
tion technologies to track and enhance the quality and
patient safety environment.
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Results

The findings of the 2014 Report Card indicate
D + that, as a whole, the emergency care environment

in the United States has worsened and patients
continue to face significant challenges in accessing life-saving
care. Overall, the national grade has declined to a D+, reflecting
subpar grades in three of the five categories measured. The na-
tion continues to perform worst in Access to Emergency Care,
for which it earns a D-. This grade accounts for 30% of the na-
tional grade because it most directly impacts the emergency care
environment, touching on issues related to the adequacy of the
health care workforce, hospital capacity, and financial barriers to
care. Particularly troubling, however, are the declining grades in
several other categories, including Disaster Preparedness (C-) and
the Quality and Patient Safety Environment (C). The nation held
steady in Public Health and Injury Prevention (C) and Medical
Liability Environment overall with a subpar C-.

Among the individual states, there were many changes in overall
state rankings, with the District of Columbia placing first and
surpassing Massachusetts, which held the top spot in the 2009
Report Card. Two states rose to the top 10 for the first time,
Colorado (5th) and Ohio (7th), while at the other end of the
spectrum, several states made their first appearance among the
10 bottom-ranked states: Montana (48th), Illinois (45th), Ala-
bama (44th), Louisiana and Alaska (tied for 42nd).

Top ranked states Bottom ranked states
(change in rank since 2009) (change in rank since 2009)
1. District of Columbia (+1) 51. Wyoming (-9)
2. Massachusetts (-1) 50. Arkansas (+1)
3. Maine (+4) 49. New Mexico (0)
4. Nebraska (+1) 48. Montana (-13)
5. Colorado (+8) 47. Kentucky (-3)
6. Pennsylvania (+2) 46. Michigan (-3)
7. Ohio (+11) 45, lllinois (-18)
8. North Dakota (+2) 44. Alabama (-6)
9. Utah (+1) 42. Louisiana* (-6)
10. Maryland (-6) 42. Alaska* (-4)
*Tied for 42nd place

2009 2014
Grade Grade
Access to
Emergency Care D- D-
Quality & Patient Safety
Environment C+ c
Medical Liability C- c-
Environment
Public Health & C c
Injury Prevention
Disaster
Preparedness C+ C-
OVERALL GRADE C- D+



America’s Emergency Care Environment, A State-by-State Report Card - 2014

RESULTS

In 2014, the highest grade received is a B- and the lowest grade
is an F. Comparatively, 2009 grades ranged from a B to a D-,
reflecting a declining trend in overall state grades and contribut-
ing to the overall worsening national grade. While four states
received grades falling in the range of a B in both Report Cards,
the number of states with a C grade has dropped dramatically.
That gap is accounted for by the increase in states receiving D’s
and the addition for the first time of one state, Wyoming, receiv-
ing an F overall. It is also worth noting that within each of the
letter grades in 2014, many states fall below the average, threat-
ening to drop further if major and immediate improvements are
not made.

OVERALL STATE GRADES

Figure 1. Letter Grades Received by States Overall, 2009 and
2014 Report Card
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National Trends and State Comparisons by Category
Access to Emergency Care

The national grade for Access to Emergency Care remains a D- as
states continue to struggle with a plethora of issues, including
health care workforce shortages, shortages of on-call specialists,
limited hospital capacity to meet the needs of patients, long
emergency department wait times, and increasing financial bar-
riers to care. While the number of emergency physicians per
capita, including board-certified emergency physicians, has
increased slightly since the previous Report Card, the rates of
many specialists have remained largely unchanged, with a na-
tional average of about 2 neurosurgeons per 100,000 people;
2.2 plastic surgeons; 3.5 ENTs; and 9.7 orthopedists and hand
surgeons. While these rates reflect overall specialty areas, they do
not indicate a specialist’s willingness to provide on-call services,
and thus may overstate access to services.

Access to treatment centers has also shown mixed results since
the 2009 Report Card, with no change in the per capita rate
of Level I or II trauma centers (1.8 per 1 million people) but
an improvement in the proportion of the population within 60
minutes of a trauma center (from 76.0 to 82.1%). Access to ac-
credited chest pain centers has also improved (from 1.1 to 2.5
per 1 million people), however some states still lack any accred-
ited chest pain centers. On the other hand, the per capita rate
of pediatric specialty centers has decreased slightly (from 3.8 to
3.6 per 1 million people) and the proportion of adults with an

ACCESS TO EMERGENCY CARE STATE GRADES
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unmet need for substance abuse treatment has increased (from

8.4 to 8.9%).

Financial barriers to care also persist, with increasing propor-
tions of adults lacking health insurance (17.7%), and while
more children are uninsured than was reported in 2009 (9.4%),
this ranges from 2.5% in Massachusetts to 21.0% of children in
Nevada. Additionally, data included in the current Report Card
indicate that even those with insurance face financial barriers:
18.0% of children who have health insurance are underinsured,
with health care costs reported as unreasonable by their parents.
The rate of financial underinsurance among children ranges
from a low of 11.8% of children in the District of Columbia to
23.2% in Minnesota.

Finally, hospitals’ capacity for providing effective and efficient
emergency care has declined since the 2009 Report Card on
nearly every measure. Per capita rates of staffed inpatient beds
have fallen from 358.3 to 329.5 per 100,000 people, and psychi-
atric care beds have also declined from 29.9 to 26.1 per 100,000.
Contributing to these declines were an additional 19 hospital
closures in 2011 alone. These factors contribute to emergency
department crowding, reflected in the median emergency wait

time of 272 minutes, or 4.5 hours, from emergency department
arrival to departure for admitted patients. This ranges, however,
from 176 minutes in South Dakota (2.9 hours) to 452 minutes
in the District of Columbia (7.5 hours).
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Figure 2. Letter Grades Received by States in Access to
Emergency Care, 2009 and 2014

35 —

2009

28 |- H 2014

21
21 —

14—

17
14
"o 12
10
7_
4
- ]

0 m— ! ! !

B c D F

A

While the national grade in Access to Emergency Care has not
changed, an overall shift in state-level grades tells a different
story. Only 5 states in 2014 earn a B grade or better, compared
with 11 states in 2009. The number of states receiving a C has
also decreased, while the number earning a D did not change.
The difference in grades from 2009 to 2014 is accounted for
solely by the increase in the number of states receiving an E
which grew from 12 to 21 states, indicating that two-thirds of
the states received a failing grade of a D oran E

QUALITY & PATIENT SAFETY ENVIRONMENT STATE GRADES

Quality and Patient Safety Environment

The nation continues to fare best in the Quality and Patient
Safety Environment category, as many states have implemented
systems and protocols to improve life-saving care and to fa-
cilitate effective and efficient systems of care. Despite improve-
ments for a number of states in this category, the nation receives
a C overall, representing a slight decline since 2009. Part of this
decline is related to the addition of new indicators that allow
better measurement of the true quality and patient safety en-
vironment. For instance, while hospitals have greatly increased
adoption of electronic medical records (92.0%) and computer-
ized practitioner order entry (77.1%) since 2009, they lag in
developing diversity strategies or plans (44.0%) and efforts to
collect data on patients’ race and ethnicity and primary language
(58.6%). The addition of these latter two indicators is particu-
larly important as it will allow hospitals to investigate and ad-
dress racial and ethnic disparities in the quality of care and types
of treatment provided.

Another important addition to assessing the Quality and Patient
Safety Environment is the time it takes to transfer a patient with
chest pain to another facility. Nationally, this process takes 72
minutes on average; however this varies dramatically across the
48 contiguous states, from 28 minutes in Vermont to 178 min-

utes in Wyoming (the average transfer time in Hawaii was even
higher, 219 minutes).
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While these new indicators are important, it is also notewor-
thy that the nation overall failed to make progress on a num-
ber of measures. The number of states providing funding for
quality improvement of the EMS system has declined, with five
fewer states reporting doing so in 2014. No additional states
reported (1) having a uniform system for providing pre-arrival
instructions (2) funding for a state EMS medical director and
(3) maintaining a statewide trauma registry in 2014 compared
with 2009.

On the other hand, the nation has made some notable improve-
ments, including a dramatic increase in the number of emergen-
cy medicine residents. On average, there are 18.3 residents per
1 million people, which represents a 42% increase over the 12.9
per 1 million reported in 2009. The number of states having or
working on a STEMI system of care stands at 43, an increase
from 29 in 2009. Finally, about half of states report having des-
tination policies in place for stroke and STEMI patients that
would allow EMS to bypass a local hospital for an appropriately
designated specialty center, and 41 states have such a policy for
trauma patients.

Figure 3. Letter Grades Received by States in Quality and Patient
Safety Environment, 2009 and 2014
20 —

2009

16 |- B 2014

17
15
12 12
12 |
10
9
8
8 —
4
| I |
0 l 1 1 1 1
B C D F

A

The slight decline in the national grade is affected by overall
declines among the states. Many more states in 2014 earned C’s
and F’s than in 2009, while there were eight fewer A’s and only
three more B’s awarded. Maryland, Utah, Pennsylvania, and
North Carolina all earned A’s in 2014, while the five bottom-
ranking states were Wyoming, Montana, Louisiana, Nevada,
and South Dakota.
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Medical Liability Environment

The Medical Liability Environment in the United States s still in
crisis and threatens to further diminish the availability of on-call
specialists and other providers in states where the risks of lawsuit
or costs of liability insurance are prohibitive. The nation again
receives a C- for its overall Medical Liability Environment—
however, while this indicates that the nation has failed to make
progress, it does not mean nothing has changed. Since the previ-
ous Report Card, a number of states have seen liability reforms
declared unconstitutional, and there are constant challenges to
rules already in place in many other states. While the overall
grade may mask these serious problems, a few states, such as
North Carolina, saw great success in improving its medical li-
ability environment, which prevented the national grade from
declining.

Since the 2009 Report Card, the states overall have seen slight
positive changes in insurance premiums but detrimental chang-
es in the legal atmosphere. While insurance premiums, on
average, have declined for both primary care physicians and
specialists, the average malpractice payment has increased 9%
from $285,218 to $311,088. There is also great variation across
the states in awards, which range from an average payment of
$75,882 in Louisiana to $681,839 in Hawaii. While these num-
bers reflect the best available data on malpractice award pay-
ments, they likely underestimate the true cost of malpractice
award payments, especially among states with patient compen-
sation funds, due to limitations inherent in the data. Finally, the
per capita rate of malpractice award payments (2.4 per 100,000
people) has not changed.

For tort reform, there have been virtually no changes overall,
despite movement in both directions among the states. While
two states passed legislation to place a cap on non-economic
damages in medical liability cases (North Carolina, Tennessee),
three states that had these rules prior to 2009 saw them struck
down by the courts (Georgia, Illinois, Missouri). There were no
changes in the number of states having abolished joint and sev-
eral liability, either in full or partially, and providing for periodic
payments of malpractice awards. The states have also seen de-
clines in expert witness rules, with two fewer states providing
for case certification (24 states total), one fewer requiring expert
witnesses to be of the same specialty as the defendant (21) and
licensed to practice medicine in the state (3).
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RESULTS

On a positive note, however, two states passed additional liabil-
ity protections for EMTALA-mandated care, bringing the total
to eight states across the nation. This is particularly important
since emergency care often requires that split-second, life-sav-
ing decisions be made with little or no knowledge of a patient’s
medical history, including allergies, health conditions, medica-
tions, and prior treatment. States that provide additional protec-
tions to these providers, such as requiring clear and convincing
evidence of negligence in liability cases, encourage physicians to
provide coverage (including on-call coverage for high-risk spe-
cialties) for the emergency department and reduces the need to
practice defensive medicine that may not be in a patient’s or
payer’s best interest.

States that stand-out in this category include Colorado, Texas,
Idaho, and Kansas—all of which received an A—while 10 states
received an F: the District of Columbia, Illinois, New York,
Kentucky, Rhode Island, Maryland, Pennsylvania, Missouri,
New Jersey, and Washington.

MEDICAL LIABILITY ENVIRONMENT STATE GRADES

Figure 4. Letter Grades Received by States in Medical Liability
Environment, 2009 and 2014
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Public Health and Injury Prevention
‘The Public Health and Injury Prevention category is unique in
that the overall focus is on areas where state systems and initia-
tives can preemptively have a tremendous impact on improv-
ing health outcomes and ultimately reduce the overall need
for emergency care. One example of this is immunizations
for children and the elderly—reducing the number of people
susceptible to contagious disease will ultimately save lives and
prevent cases from reaching the emergency department, leav-
ing the health care system available for other emergent needs.
The grade for this category has not improved since 2009, and
the nation earns a C overall. This grade reflects a mix of posi-
tive and negative changes over time, as well as the addition of

important new indicators that have been incorporated into the
2014 Report Card.

Since the previous Report Card, there have been some dramatic
declines in the proportion of children receiving the full schedule
of immunizations, as well as in the proportion of older adults
receiving influenza vaccinations, with rates varying widely across
the states. Only about half of older adults in Alaska (51.8%)
received an influenza vaccine in the previous 12 months, com-
pared with 70.2% in Iowa and Louisiana. Health risk factors
also continue to be a major concern with increasing rates of
adult obesity, binge drinking, and smoking, as well as increasing
rates of homicides and suicides, fall-related deaths, and poison-
ing-related deaths, which include drug overdoses.

PUBLIC HEALTH & INJURY PREVENTION STATE GRADES

Figure 5. Letter Grades Received by States in Public Health and
Injury Prevention, 2009 and 2014
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At the same time, however, the nation has made some prog-
ress in certain areas. For instance, traffic safety has improved,
with increased seat belt use and fewer traffic fatalities involving
alcohol (from 42.0 to 36.3% of traffic fatalities). The overall
infant mortality rate has also decreased slightly, although racial
and ethnic health disparities vary widely across the states on this
measure.

Figure 5 shows the grades earned in Public Health and Injury
Prevention in 2009 and 2014. There has been a slight shift, with
more states earning D’s and F’s in 2014, although a few more
states also earned A’s. The states earning the top seven spots in
this category were Massachusetts, Hawaii, Oregon, Utah, Wash-
ington, Minnesota, and Maine. The poorest performances, all
earning an E were from South Carolina, Mississippi, Texas, Ar-

kansas, Wyoming, Missouri, Louisiana, Alaska, Alabama, and
West Virginia.
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Disaster Preparedness

While the states overall have continued to improve and refine
their disaster preparedness planning and practices, the national
grade has fallen slightly to a C-. This is due, in large part, to
wide variations across the states in hospital capacity and per-
sonnel preparedness. For instance, while nationally the number
of health professionals registered in the Emergency System for
Advance Registration of Volunteer Health Professionals (ESAR-
VHP) has increased considerably, some states have yet to imple-
ment such a system for preparing its volunteer response: cur-
rently, there is an average of 61.0 physicians registered per 1
million people, but this ranges from 0 to 656.8 per 1 million
across the states. Similarly, there are 279.6 nurses registered in
ESAR-VHP per 1 million people overall, ranging from 0 in Mis-
sissippi to 1,069.1 per 1 million in the District of Columbia.

Federal funding for disaster preparedness has also declined since
2009, with states receiving an average of $9.52 per person,
compared with $13.82 per person previously. There has been
no change in the number of verified burn centers or burn unit
beds per capita, and a slight decrease in availability of ICU beds.
At the same time, however, the states have seen a large increase
in bed surge capacity, (from 673.4 to 933.8 beds per 1 million
people).

A considerable number of states have incorporated specific pa-
tient populations in their medical response plans to facilitate
their ongoing care in the event of a natural disaster or mass ca-
sualty event. Many state medical response plans include special

DISASTER PREPAREDNESS STATE GRADES

Figure 6. Letter Grades Received by States in Disaster
Preparedness, 2009 and 2014
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needs patients (44), mental hea,lth patients (35 patients de-
pendent on dialysis (27), and patients dependent on medica-
tions for chronic conditions (25). Fewer states, however, include
patients dependent on psychotropic medications (18) in their
medical response plans.

Some Disaster Preparedness indicators used in the 2009 Report
Card were achieved by all or virtually all states and were not
included in this Report Card. New indicators were added to
the category which revealed wide variations across the states and
resulted in far fewer states receiving an A and far more receiv-

ing an F. The overall national grade for the category fell from a
C+ to a C-. Only two states held on to A grades, the District of
Columbia and North Dakota, while Louisiana, New York, and
Nevada moved up in the rankings to fill out the top five places.
The five bottom-ranking states were Ohio, Washington, Maine,
Idaho, and Wyoming,.
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Recommendations

Emergency medicine has played a critical role in the delivery
of health care for decades, serving as the foundation for treat-
ing acute illness and severe injury, addressing key public health
challenges and ensuring effective medical response to disasters
and mass casualty events. Today’s emergency departments are
providing even more vital services in their expanding role as
the health-care entry point for millions of people each year.
Emergency physicians make vital decisions every day about
high-quality care for their patients and cost-effective treatments.
They also coordinate care among providers and set the direction
of care for hospitalized patients and for discharged patients in
appropriate follow-up settings.

In an environment in which the nation seeks to enhance access
to care, improve quality of care, and generate meaningful cost
containment, emergency departments are uniquely positioned
to significantly advance these goals. To that end, the American
College of Emergency Physicians makes the following recom-
mendations.

Protect access to emergency care as health care reforms are
implemented. As more Americans become insured under the
Affordable Care Act, many for the first time, emergency depart-
ments are likely to play a more pivotal role and to become more
stressed. Measures to protect access to high-quality emergency
care, such as ensuring an adequate health professional workforce
and increasing hospital capacity, are essential.

Support programs that recognize the pivotal role emergency
medicine plays in care coordination and transitions of care.
Emergency physicians provide services that were once reserved
for inpatient hospital units and other health care facilities. They
mobilize medical resources to diagnose and treat patients, refer
patients to other specialists, and coordinate patients’ transitions
to other settings for additional care. Initiatives that support and
expand these efforts can help substantially enhance quality of
care and reduce costs.

Reduce the incidence of hospital crowding and boarding of
admitted patients in the emergency department. Timely access
to quality emergency care continues to be threatened by crowd-
ing, boarding, and ambulance diversion. Further development is
needed of effective low- and no-cost strategies to ensure imple-
mentation of systems to identify and prevent these problems.

Enact federal and state medical liability reforms that en-
hance timely access to quality care, particularly reforms that
provide appropriate liability protections for EMTALA-man-
dated care. Failure to enact meaningful liability reform contin-
ues to create barriers to health care access, including access to
essential on-call specialists in emergencies. Additionally, mean-
ingful reforms can help reduce unnecessary health care costs as-
sociated with the widespread practice of defensive medicine.
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Increase coordination and regionalization of specialized emer-
gency services and support funding of federally authorized re-
gional pilot programs. Regionalization helps direct patients with
acute or life-threatening illness or injury to designated facilities
that can provide comprehensive, specialized treatment, allowing
for more effective use of limited health care resources.

Devote consistent federal and state funding to ensure adequate
and sustainable local and regional disaster preparedness. Fed-
eral and state funding for emergency medical preparedness and
response to natural and man-made disasters remains inadequate.
Sustained investment in disaster preparedness is critical for com-
munities and states to be able to respond in times of crisis.

Continue to increase the use of systems, standards, and infor-
mation technologies to track and enhance the quality and pa-
tient safety environment. Health care systems need to provide
the highest quality of care possible. To that end, all stakeholders
must maintain an unwavering commitment to the continued de-
velopment and implementation of initiatives that effectively mea-
sure and improve quality of care through process improvements,
data collection and monitoring, and technological enhancements.

Continue pursuit of state laws that help reduce the number of

preventable deaths and injuries, particularly those that ad-
dress traffic-related injuries and fatalities. Many emergency
visits are driven by preventable injuries or exacerbations of ill-
nesses, such as diabetes and cardiovascular disease, which can be
prevented or effectively managed. Supporting programs aimed at
addressing these problems through public education and changes
in state and local policy is essential.

Expand access to standardized and user-friendly state and/or
Jederal prescription drug monitoring programs to decrease un-
intentional deaths by drug overdose. The epidemic of prescrip-
tion drug overdose plagues communities nationwide and requires
a multi-faceted response by many stakeholders. One element of
this response must be to expand robust government prescription
drug monitoring programs that enable providers to quickly assess
the recent prescription drug history of patients.

Fund graduate medical education programs that support
emergency care, especially those related to addressing physician
shortages in disadvantaged areas and in rural areas. Emer-
gency medicine residency programs must have an adequate, pre-
dictable, and stable source of funds to ensure an ample supply of
residency trained emergency medicine specialists. Groups tasked
with examining or revising policy relating to GME reform should
include emergency medicine representatives.

Support emergency medicine research, including basic, clini-
cal, and translational research into improving the delivery of
emergency care services. The continued advancement of qual-
ity emergency medicine is dependent upon high quality research.
Support is needed for all types of emergency medicine research,
with a focus on developing and disseminating evidence-based best
practices to emergency physicians and programs.
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R Alabama

Alabama continues to support Disaster Pre-
paredness systems and has worked to main-
tain an adequate Quality and Patient Safety
Environment. However, the state continues
to struggle with workforce shortages related
to Access to Emergency Care and high rates
of preventable injury and chronic disease.

Strengths. Alabama has a relatively strong
Disaster Preparedness system with several
provisions in place to protect its citizens
in the event of a disaster. For instance, the
state addresses special needs patients, pa-
tients dependent on medication for chronic
conditions, patients dependent on dialysis,
mental health patients, and patients on
psychotropic medications in its medical
response plans. Furthermore, Alabama has
made great improvements since the last Re-
port Card in hospital capacity to respond
to a disaster or mass casualty event, rank-
ing among the top states for its bed surge
capacity (1,634.0 beds per 1 million peo-
ple), burn unit beds (11.0 per 1 million),
and intensive care unit beds (350.1 per 1
million). The state also has strong liability
protections in place for health care workers
responding to a disaster, which will encour-
age a timely and effective medical response.

Alabama has been working to maintain
its Quality and Patient Safety Environment
by continuing to fund a state emergency
medical services (EMS) medical director
as well as quality improvement initiatives
within the EMS system. The state has or
is working on a stroke system of care, and
it has destination policies in place that al-
low EMS to bypass local hospitals to take
stroke patients to a hospital specialty cen-
ter. In addition, 95% of patients with acute
myocardial infarction are given percutane-
ous coronary intervention within 90 min-
utes, and the median time to transfer to
another facility for chest pain patients is
well below the average across the states (60
versus 72 minutes).

Challenges. Alabama has failed to address
its health care workforce shortage since the
last Report Card, severely affecting overall
Access to Emergency Care. Despite a slight
increase in the number of emergency phy-
sicians, the state ranks 50th for having only
7.5 emergency physicians per 100,000
people. Alabama has low rates of special-

ists, including neurosurgeons, orthope-
dists, and plastic surgeons, as well as phy-
sicians accepting Medicare (2.0 per 100
beneficiaries) and mental health providers,
with an additional 1.7 full-time provid-
ers needed per 100,000 people. While
the state has lower-than-average rates of
adults (14.9%) and children (7.3%) with
no health insurance, a relatively large pro-
portion of adults are underinsured (9.7%),
which may further impede access to care.

Contributing to Alabamas workforce
shortage is an unfavorable Medical Liabil-
ity Environment, which has not improved
since the previous Report Card. The state
continues to lack reforms that would re-
quire clear and convincing evidence of
wrongdoing in medical liability cases in-
volving Emergency Medical Treatment
and Labor Act (EMTALA)-mandated care
and medical liability caps on non-eco-
nomic damages. Alabama has also failed
to abolish joint and several liability or pass
legislation that would prevent apologies
made by health care providers from being
used as evidence of wrongdoing. Finally,
the average malpractice award payment is
$330,942, representing a 12.5% increase
since 2009.

Alabama’s workforce shortage is a critical
challenge in light of the high rates of fatal
injuries in several cat-
egories. Alabama has
some of the nation’s
highest rates of traf-
fic fatalities (16.6 per
100,000 people), bi-
cyclist fatalities (10.9
per 100,000 cyclists), pedestrian fatalities
(11.0 per 100,000 pedestrians), homicides
and suicides (22.5 per 100,000 people),
and unintentional fire- or burn-related
deaths (2.0 per 100,000 people). Ala-
bama’s inhabitants also suffer dispropor-
tionately from chronic disease risk factors
with high rates of adult and child obesity
(32.0 and 18.6%, respectively) and a high
percentage of adults who currently smoke

(24.3%).

Recommendations. In the area of Public
Health and Injury Prevention, there are
several steps that Alabama could take to
advance the health and safety of its citi-

Alabama has failed to
address its health care
workforce shortage.

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 30 D- ! F
Quality & Patient

Safety Environment 18 B 28 C
Medical Liability

Environment 3 0 31 D

Public Health &
Injury Prevention 44 F 43 F

Disaster
Preparedness 21 B 15 C+

OVERALL 38 D+ [ 44 D

zens. With high rates of traffic fatalities,
Alabama should consider strengthening its
safety belt and child safety seat legislation.
The state may consider expanding primary
enforcement of its current adult seat belt
law to cover all vehicle seats. Similarly,
child safety restraint laws may be expand-
ed to require that children through age 8
use booster seats, as opposed to current
requirements that cover children through
age 5. The state also lacks smoke-free leg-
islation that targets worksites, restaurants,
and bars, despite the high rates of adults
who currently smoke
and the known poor
chronic health out-
comes associated with
tobacco use.

Alabama must work
diligently to increase its health care work-
force and implement measures to attract
and retain emergency physicians, special-
ists, and primary care providers. Support-
ing a more favorable Medical Liability En-
vironment would help address this issue. As
such, the state should consider instituting
additional liability protections for EM-
TALA-mandated care, requiring pretrial
screening panels to determine whether a
medical liability case has merit, and plac-
ing a $250,000 medical liability cap on
non-economic damages.

§ American College of
¢ Emergency Physicians®
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ALABAMA: INDICATORS

Collateral source rule, provides for awards to Yes, No Unintentional firearm-related fatal injuries per
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 45  Expert witness must be of the same specialty per 100,000 pop. 107
Emergency physicians per 100,000 pop. 75 asthe defendant Yes Total injury prevention funds per 1,000 pop. $286.61
Neurosurgeons per 100,000 pop. 1.7  Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicing in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.8 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.7 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 3.9 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 945.1 E‘,{nnsd's”fstf;[ﬂq“a“w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 8.7
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 32 funded state EMS medical director Yes  Binge alcohol drinkers, % of adults 137
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 62 Current smokers, % of adults 243
100,000 pop. 17 Adverse event reporting required No o of adults with BMI >30 320
% of children able to see provider 954 %o of counties with E-911 capability 100.0 o, of children obese 18.6
Level | or Il trauma centers per 1M pop. 1.0  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.7
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 75
Il trauma center 75.2 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 18
Accredited chest pain centers per 1M pop. 3.1 protocols - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS C+
substance abuse treatment 67 Ocare P o Yeo Per capita federal disaster preparedness funds ~ $4.84
Pediatric specialty centers per 1M pop. 35 |rage and destination policy n place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,0  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 920  Tiage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process PRI Yes
(;_’007 to 2012) 0.0 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 149 4rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 97 “prescription drug monitoring program personnel, equipment, facilities per hospital 0.2
% of children with no health insurance 7.3 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 15.2 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 9.4 order entry 68.3 Special needs patients in medical response
Emergency departments per 1M pop. 185 9% of hospitals with electronic medical records ge.4 Pl _ : _ Yes
Hospital closures in 2011 3 9% of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3843 minutes of arrival g5 Inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 62.1 Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 245 acute coronary intervention 60 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 240 _within 24 hours 99 Medical response plan for supplying
State collects data on diversion % of hospitals collecting data on race/ethnicity psychotropic medication Yes
and primary language 40.0 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 1] % of hospitals having or planning to develop a providers : _ level
tawyefs per physician — 12? PUBLIC HEALTH & INJURY PREVENTION [ State able to report number of e);ercises with
AWYers per emergency physician : n i long-term care or nursing home facilities Yes
T — T —
Malpractice award payments/ 100,000 pop. 0.8 - — ’ - : in place Statewide
Average malpractice award payments $330,942 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 11.0 St_atewide medical communication system
Databank reports per 1,000 physicians 13.1 b of traffic fatalties alcohal raelated 35 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No | rontoccupant restraint use (%) - 80 Statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system No
policies per 1,000 physicians 7g  range0-10) _ 5 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 2 _common ED presentations No
for primary care physicians $7,484 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1634.0
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 350.1
for specialists $36,126 o of children immunized, aged 19-35 months 792 Byrn unit beds per 1M pop. 11.0
Presence of pretrial screening panels No o ofadults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/ac(;me in past year - 626 Physicians in ESAR-VHP per 1M pop. 6.2
as evidence N/A ;;gu;%‘é'gsc 2fec G5+ Who ever recelved sgg  Nursesin ESAR-VHP per 1M pop. 3333
Egyr%(:elﬁts ;tsg:’;ﬁ Fatal_ o_ccupational_ ipjuries per 1M workgrs 37.8 Egrmo{)zlphea“h professionals in ESAR-VHP 147
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams No
damages None _Per 100,000 pop. — 25 Disaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per a5 hospital, EMS personnel Yes
mandated emergency care ) 9,900 pop. _ - i :
Joint and several liability abolished No gg:n}ggtg)ggl pfgg/burn-related fatal injuries N I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers \
’ : : % of RNs received disaster training 40.8

NR = Not reported
N/A = Not applicable
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AK

# Alaska

Alaska has made great strides in improv-
ing its Disaster Preparedness, implementing
policies and procedures that allow the state
to respond to natural disasters and protect
its citizens. Improvements, however, are
still needed in the areas of Public Health
and Injury Prevention, Access to Emergency
Care, and Quality and Patient Safety Envi-
ronment.

Strengths. Alaska has made great improve-
ments in its Disaster Preparedness, moving
from 49th to 18th in this category since
the 2009 Report Card. It ranks fourth in
number of nurses registered in the Emer-
gency System for Advanced Registration
of Volunteer Health Professionals (ESAR-
VHP; 853.1 per 1 million people) and
20th in number of physicians registered
(31.4 per 1 million). Alaska RESPOND,
the medical strike team, is also part of the
national ESAR-VHP system, further en-
hancing medical response. Alaska plans to
exercise the Patient Forward Movement in
a statewide Alaska Shield 2014 Full-Scale
Exercise to test addi-
tional medical teams,
including out-of-state
physicians. In addi-
tion, it has developed
a statewide medical
communication  sys-
tem with redundancy,
and the state is in the
process of procuring
communications trailers and backpacks to
provide additional layers of redundancy.

Alaska continues to have a strong Medical
Liability Environment. Despite a relatively
high average malpractice award payment
($405,000), Alaska has enacted such pro-
tections as mandatory pretrial screening
panels, joint and several liability reform,
and a $400,000 medical liability cap on
non-economic damages. It also has the
16th lowest average medical liability insur-
ance premiums for both primary care phy-
sicians ($9,203) and specialists ($39,853),
as well as the second highest rate of insur-
ers writing medial liability policies (31.8
per 1,000 physicians).

While Alaska fared poorly overall with re-
gard to the Quality and Patient Safety En-

High rates of preventable
deaths and low
vaccination rates point
to the need for a stronger
public health system.

vironment, the state has made some note-
worthy improvements. It ranks among the
best in the nation for the proportion of
hospitals adopting electronic medical re-
cords and computerized practitioner order
entry and has improved the proportion of
patients with acute myocardial infarction
who are given percutaneous coronary in-
tervention within 90 minutes of arrival.
Alaska has also allocated funding for qual-
ity improvement of the EMS system.

Challenges. Alaska is a large, rural state
with a very low population density com-
pared to other states, and it faces unique
challenges, particularly in the area of Access
to Emergency Care. Although it has high
numbers of board-certified emergency
physicians (14.8 per 100,000 people) and
emergency physicians (16.1 per 100,000),
the state faces workforce shortages in sev-
eral professions, including neurosurgeons
(1.2 per 100,000), plastic surgeons (1.4
per 100,000), and registered nurses (754.3
per 100,000). Since about half the state’s
population lives in
the Anchorage area,
home to the state’s
only Level II trauma
center, only 57.9% of
Alaska’s population is
within 60 minutes of
Level I or II trauma
center care. The state
also has low rates of
adequate health insurance coverage, with
20.9% of its adults and 10.7% of its chil-
dren having no health insurance at all.

Furthermore, Alaska ranks poorly in Pub-
lic Health and Injury Prevention. It has the
lowest rate of adults aged 65 and older who
received an influenza vaccination in the
past 12 months (51.8%) and has lower-
than-average immunization rates among
children aged 19-35 months (73.2%).
Alaska has the highest rate of fatal occu-
pational injuries in the nation (103.4 per
1 million workers) and among the high-
est rates of homicides and suicides and
unintentional poisoning-related deaths,
which includes drug overdoses. It also has
relatively high proportions of adults who
binge-drink (20.8%) and smoke (22.9%).

D

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care

28 ¢ 38 F

Quality & Patient
Safety Environment

45 D- 46 F

Medical Liability
Environment 8

Public Health &
Injury Prevention

39 D- |44 F

Disaster
Preparedness 49 F 18 C
OVERALL 38 D+ [ 42 D

Recommendations. Alaska’s high rates of
preventable deaths and low vaccination
rates point to the need for a stronger pub-
lic health system. The state needs to fund
and support activities related to vaccina-
tion and injury prevention in order to im-
prove the well-being of its citizens. Alaska
should consider funding injury prevention
efforts to address its highest-in-the-nation
rate of fatal occupational injuries. The
state should also consider efforts to reduce
binge drinking and drug use, which likely
contribute to disproportionately high rates
of homicide and suicide and poisoning-
related deaths.

The state also needs to continue to improve
the Quality and Patient Safety Environment
by implementing triage and destination
policies for stroke and ST-elevation myo-
cardial infarction patients and a uniform
system for providing pre-arrival instruc-
tions, which provide a critical opportunity
to provide life-saving care while waiting
for first responders to arrive. Alaska’s Qual-
ity and Patient Safety Environment will also
be improved greatly when it incorporates
the Centers for Disease Control and Pre-
vention’s Guidelines for Field Triage into
its State Trauma System Plan, which ulti-
mately will improve the care received by
the state’s emergency patients.

i American College of
¢ Emergency Physicians®
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ALASKA: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 148  Expert witness must be of the same specialty per 100,000 pop. 15.8
Emergency physicians per 100,000 pop. 161 as the defendant Yes Total injury prevention funds per 1,000 pop.  $1,069.72
Neurosurgeons per 100,000 pop. 12 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 115 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 14 gﬂc:i’:.(l;:ll{&nglﬂ BN ARSI funding — No
ENT specialists per 100,000 pop. 42 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 7543 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yoo :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 3.8
?88%%%arl)g[r)|.mary care FTEs needed per 26 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 20.8
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 0 Current smokers, % of adults 229
100,000 pop. 10  Adverse event reporting required No o of adults with BMI >30 274
% of children able to see provider 940 % of counties with E-911 capability 556 9 of children obese 14.0
Level | or Il trauma centers per 1M pop. 1.4 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 24
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 75
Il trauma center 57.9 CDC guidelines are basis for state field triage No Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 0o Protocols i protocols
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS (1
substance abuse treatment 94 g:i;a;eand destination policy in place for o her capita federal disaster preparedness funds  $15.64
Pediatric specialty centers per 1M pop. 27 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 4  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — No hospital personn.ell : ; Yes
the national average 2291 gr%;vtlel ar;s[ii éistsstmanon policy in place for | E{Qﬁ;?ﬁg%gcheyss;man input into the state Yoo
" S " . 0
zgoc(;]; ?336'} gl)ledlcald fees for office visits 26.0 Statewirzie trauma registry Yes Pub_Iic health and emergency physician input
% of adults with no health insurance 209  Jriage and destination policy in place for during an ESF-8 response _ - Yes
- trauma patients No Drills, exercises conducted with hospital
% of adults underinsured 88 prescription drug monitoring program personnel, equipment, facilities per hospital 5.5
% of children with no health insurance 10.7 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 15.5 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 8.0 order entry 94.1 Special needs patients in medical response
Emergency departments per 1M pop. 164 % of hospitals with electronic medical records 1000 _Plan __ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2621 minutes of arrival go In medical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 635  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 34.3 acute coronary intervention 122 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 274 _Within 24 hours 100 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 40.7 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT i) % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — g'i PUBLIC HEALTH & INJURY PREVENTION [ State able to report number of e);ercises with
AWYers per emergency physician - n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists Zg “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 2.1 - — ’ - . in place Statewide
Average malpractice award payments saosoop - edestnin faalos per 100,000 pecestrians 15 “Statewide medical communication system
Databank reports per 1,000 physicians 185 b of traffic fatalities alcohol roelated 38 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No rontoccupant restraint use (%) . 893 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system NR
policies per 1,000 physicians a1g \range0-10) _ 9 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 2 common ED presentations No
for primary care physicians $0,203 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1730.8
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 229.7
for specialists $39,853 o of children immunized, aged 19-35 months 732 By unit beds per 1M pop. 0.0
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 518 Physicians in ESAR-VHP per 1M pop. 314
as evidence Yes ;;g&;%ucl(t)sc ;gle\;iagg;ewm ever received g6 Nursesin ESAR-VHP per 1M pop. 853.1
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 103.4 Egrmo{)zlphea“h professionals in ESAR-VHP 123
Medical liability cap on non-economic $350,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages 500000  Per 100,000 pop. — 24 Disaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per a5 hospital, EMS personnel Yes
mandated emergency care o 9,000 pop. _ - i :
Joint and several liability abolished Yes Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesctg?r(]rsagehgﬂt)h care workers NR
per 100,000 pop. 1.3 . - - —
% of RNs received disaster training 46.9

NR = Not reported
N/A = Not applicable
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AZ

& Arizona

Since the last Report Card, Arizona has
made significant improvements to its Med-
ical Liability Environment and addressed
some challenges in Public Health and In-
jury Prevention. However, the state contin-
ues to struggle with health care workforce
shortages and overall Access to Emergency
Care.

Strengths. Arizona has made great strides
in improving its Medical Liability Envi-
ronment, having instituted several reforms
that help protect practitioners and reduce
frivolous lawsuits. It provides additional
liability protections for Emergency Medi-
cal Treatment and Labor Act (EMTALA)-
mandated emergency care that require
clear and convincing evidence of negli-
gence. It has also mandated expert witness
rules that require that the witness be of the
same specialty as the defendant. While the
state still has relatively high average medi-
cal liability insurance premiums for prima-
ry care physicians ($17,883) and special-
ists ($65,100), these rates are considerably
lower than reported in 2009.

Arizona continues to improve its Quality
and Patient Safety Environment with strong
and effective policies, including destination
policies in place for both stroke and ST-
elevation myocardial infarction patients,
as well as funding for quality improve-
ment of the EMS system. The state ranks
among the top 10
for indicators re-
lated to quality of

There is a stark need for
better access to mental

Challenges. Arizona continues to struggle
with Access to Emergency Care and ranks
close to last in the nation in this category.
The state ranks among the bottom 10 for
access to several essential medical profes-
sionals, including registered nurses; ear,
nose, and throat specialists; and orthope-
dists and hand surgeons. Arizona also has
a great need for primary care and mental
health care providers (4.3 and 2.1 full-
time providers needed per 100,000 peo-
ple, respectively). There is a glaring need
for better access to mental health care and
substance abuse treatment in Arizona; the
state has one of the lowest rates of psychi-
atric care beds available (11.6 per 100,000
people) and one of the highest levels of
unmet need for substance abuse treatment
(10.1%). Emergency physicians in the
state report that psychiatric patients often
spend days in the emergency department
(ED) waiting for admission to inpatient
behavioral health treatment beds.

Despite improvements in Public Health
and Injury Prevention, Arizona still lags in
the area of early childhood immunizations:
only 68.1% of children received recom-
mended immunizations. Although it has
a relatively low obesity rate among adults
(24.7%), the very high rate among chil-
dren (19.8%) is a growing public health
emergency. The state also has some of the
highest rates of
pedestrian  fa-
talities (9.1 per
100,000 pedestri-

care for patients

suffering cardiac  N€Alth care and substance zns)t,h fﬁl;;lated
evens, including  ahyge treatment in Arizona 0000 e
the proportion of Lll(l)loi,g(t)g)étioitci

patients with acute

myocardial infarction given percutaneous
coronary intervention within 90 minutes
of arrival (91%) and the median time to
transfer to another facility for chest pain
patients (54 minutes). Arizona also has a
unique sudden cardiac arrest reporting and
education network called SHARE (Save
Hearts in Arizona Research and Educa-
tion), which includes the majority of peo-
ple living in Arizona.

poisoning-related deaths, which include
drug overdoses (14.7 per 100,000).

While Arizona has maintained its strong
Disaster Preparedness policies and proce-
dures, it has lagged behind other states in
the number of physicians, nurses, and be-
havioral health providers registered in the
Emergency System for Advance Registra-
tion of Volunteer Health Professionals. The
state also falls below average for bed surge
capacity and intensive care unit beds per 1
million, which could impede timely, safe,

D+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 48 F 43 F
Quality & Patient
Safety Environment C 14 B-
Medical Liability
Environment 4 F 29 C-

Public Health &
Injury Prevention 40 D- | 26 D+

Disaster
Preparedness 9 A- 24 C-

OVERALL 45 D+ | 31 D+

and effective emergency care response dur-
ing a major disaster or mass casualty event.

Recommendations. Arizona desperately
needs to improve Access to Emergency Care
by both growing the state’s health care
workforce and increasing hospital capacity
to reduce ED boarding and crowding. Ad-
ditional graduate medical education fund-
ing for more residency positions could be
one strategy to help address the workforce
shortage issue. The state needs to cultivate
an environment that attracts and retains
specialists, particularly for mental health
care and substance abuse care, as well as
on-call specialty care. The low numbers
of psychiatric care beds, staffed inpatient
beds, and number of EDs overall likely
contribute to boarding and crowding, as
evidenced in higher-than-average ED wait
times (292 minutes from ED arrival to de-
parture for admitted patients).

Arizona must continue to improve its
Medical Liability Environment. While
the state has taken major steps forward,
more attention is needed to help further
reduce physician liability insurance pre-
miums to ensure that high insurance costs
do not inhibit efforts to address physician
workforce shortages. Adoption of pretrial
screening panels could help further weed
out frivolous lawsuits and reduce unneces-
sary liability-related costs.

§ American College of
¢ Emergency Physicians®
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ARIZONA: INDICATORS

Collateral source rule, provides for awards to Yes, No Unintentional firearm-related fatal injuries per
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 9.8 Expert witness must be of the same specialty per 100,000 pop. 147
Emergency physicians per 100,000 pop. 135 asthe defendant Yes Total injury prevention funds per 1,000 pop. $68.71
Neurosurgeons per 100,000 pop. 17 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 7.4 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.2 gﬂc:i’:.(l;:ll{&nglﬂ BN ARSI funding — No
ENT specialists per 100,000 pop. 23 : s o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 691.3 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yoo :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 6.0
?88%%%arl)g[r)|.mary care FTEs needed per 43 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 18.0
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 189 Current smokers, % of adults 192
100,000 pop. 21 Adverse event reporting required No o of adults with BMI >30 4.7
% of children able to see provider 946 0 Of counties with E-911 capability 100.0 o of children obese 19.8
Level | or Il trauma centers per 1M pop. 11 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 15
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 5.0
Il trauma center 89.7 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 25
Accredited chest pain centers per 1M pop. 4.6 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment 101 ofcare P ro— Yes Per capita federal disaster preparedness funds ~ $5.08
Pediatric specialty centers per 1M pop. 18 nage and destination poficy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries 33  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 10a0  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process P Yes
(;_’007 ,[3 2012) -89 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. . ; Triage and destination policy in place for during an ESF-8 response NR
% of adults with no health insurance 186 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 100 “proscription drug monitoring program personnel, equipment, facilities per hospital 0.2
% of children with no health insurance 135 (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 18.3 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 11.8 order entry 88.6 Special needs patients in medical response
Emergency departments per 1M pop. 93 9% of hospitals with electronic medical records 920 Plan — : - Yes
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2380  minutes of arrival g1 _inmedical response plan Yes
Hospital occupancy rate per 100 staffed beds 626  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 16 acute coronary intervention 54 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan_ - Yes
departure for admitted patients 202 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychatrapic medication No
ethnicity and primary language 51.5 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT [ % of hospitals having or planning to develop a providers : __ level
Lawyers per 10,099 pop. 1441 duersilystategy par = Ir_r?ljlsgt :l(;rvrg \?v?ir?t:nngirs];:é?gpg?lme fecites Yes
Il:awyers per physician — 12'2 PUBLIC HEALTH & INJURY PREVENTION DEY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) 1 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists Z'z “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 2.7 - — ’ - : in place Statewide
Average malpractice award payments $315,364 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 9.1 St_atewide medical communication system
Databank reports per 1,000 physicians 292 o otiraffic fatalities aloohol related 32 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 829 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians g range0-10) _ 4 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 0  _common ED presentations Statewide
for primary care physicians $17,883 Graduated drivers' license legislation Bed surge capacity per 1M pop. 750.3
Average medical liability insurance premium gan?ehqlf) - e a0ed 19-35 month 0 cu beds per 1M pop. 285.4
for specialists $65100 0 ot children immunized, aged months 68.1  Byrn unit beds per 1M pop. 8.1
Presence of pretrial screening panels No % of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
. . . o vaccine in past year 579 Physicians in ESAR-VHP per 1M pop. 19.2
Pretn_al screening panel's findings admissible % of adults aged 65+ who ever received N in ESAR-VHP per 1M 691
as evidence N/A pneumococcal vaccine 7.3 urse§ n per - p°P- 9.
Periodic Fatal occupational injuries per 1M workers 23.4 E:Pmo‘r)zlphealth professionals in ESAR-VHP 56
payn.1ent§ - - o Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
Medical liability cap on non-economic per 100,000 pop. 22 Disaster training required for essential
damages None Unintentional fall-related fatal injuries per hospital, EMS p%rsgnnel NR
Additional liability protection for EMTALA- 100,000 pop. 122 Liabilit , rotections for health care workers
mandated emergency care Yes Unintentional fire/burn-related fatal injuries during);%isaster (range 0-4) 3
Joint and several liability abolished Yes per 100,000 pop. 0.6 % of RNs received disaster training 370

NR = Not reported
N/A = Not applicable
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AR

W Arkansas

Arkansas continues to struggle with its
emergency care environment but has made
laudable improvements in Quality and Pa-
tient Safety and Disaster Preparedness over
the past 5 years. Reversing the trend in its
Medical Liability Environment, strength-
ening current systems for ensuring quality
health care and patient safety, and improv-
ing Access to Emergency Care will help the
state face its formidable public health and
injury problems.

Strengths. Arkansas moved up 12 places in
Disaster Preparedness, largely due to its en-
hanced hospital capacity for responding to
a disaster. The state has one of the highest
per capita number of ICU beds (396.0 per
1 million people), as well as a high bed surge
capacity (1,332.6 per 1 million). Since the
previous Report Card, Arkansas has been
accredited by the Emergency Management
Accreditation Program and implemented li-
ability protections for health care workers
during a declared disaster.

Arkansas has also made improvements to
its Quality and Patient Safety Environment.
The state has or is working on a stroke sys-
tem of care, as well as a percutaneous coro-
nary intervention (PCI) network or ST-
elevation myocardial infarction (STEMI)
system of care, and has implemented des-
tination policies to allow EMS to bypass
local hospitals to
take STEMI and
stroke patients to
hospital specialty
centers. The state
ranks fifth in the
nation in the time
that it takes to
transfer a chest
pain patient to
another facility (50 minutes). Arkansas
hospitals have demonstrated a commit-
ment to quality improvement, with 77.7%
collecting data on race/ethnicity and pri-
mary language and 51.5% having or plan-
ning to develop a diversity strategy.

While Arkansas received poor marks in Ae-
cess to Emergency Care overall, it has seen
a number of improvements related to its
hospital capacity. In 2009, Arkansas was
the only state in the nation with no Level I

Arkansas suffers from
several notable workforce
shortages, which greatly
impede access to critical
emergency care.

or II trauma centers; now the state has four
certified trauma centers, greatly improv-
ing access to life-saving emergency care.
The state has the third highest number of
psychiatric care beds per capita (50.0 per
100,000 people), as well as a relatively
high rate of staffed inpatient beds (377.9
per 100,000 people) and low hospital oc-
cupancy rate (57.9 per 100 staffed beds).
As such, the state enjoys the 13¢h lowest
emergency department (ED) wait time
(223 minutes from ED arrival to ED de-
parture for admitted patients).

Challenges. Arkansas faces significant
challenges in several areas. It continues to
be one of the last states in terms of Pub-
lic Health and Injury Prevention, with poor
ratings on a wide range of indicators. Ar-
kansas has one of the highest rates of traf-
fic fatalities for drivers and passengers (17.9
per 100,000 people), as well as notably high
rates of bicyclist fatalities (11.3 per 100,000
cyclists) and pedestrian fatalities (8.1 per
100,000 pedestrians). Arkansas fares poorly
in indicators of chronic disease burden and
risk. The state has one of the highest adult
smoking rates (27.0%) and very high rates
of obesity among adults (30.9%) and chil-
dren (20.0%).

Arkansas suffers several notable workforce
shortages, which greatly impede Access ro
Emergency Care. 'The
state ranks among the
bottom five for emer-
gency physicians, or-
thopedists and hand
surgery specialists, and
plastic surgeons. The
state also has the low-
est per capita rate of
physicians  accepting
Medicare (1.7 per 100 beneficiaries), and
its Medicaid fee levels have remained stag-
nant since 2007.

Arkansas’s Medical Liability Environment
is mixed. On the positive side, the state has
one of the lowest average medical liability
insurance premiums for primary care phy-
sicians ($7,119) and specialists ($31,602).
On the negative side, it has seen an in-
crease in the average medical malpractice
award payment; had its provisions for case

D-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 3 D 39 F
Quality & Patient

Safety Environment F 41 D
Medical Liability

Environment 12 ¢+ | 37 D-

Public Health &
Injury Prevention a1 F 48 F

Disaster
Preparedness 48 F 36 D-

OVERALL 51 D- | 50 D-

certification declared unconstitutional;
and has failed to enact many important li-
ability reforms.

Recommendations. Arkansas’s high rate
of traffic-related fatalities points to a need
for education and legislation related to
traffic safety. The state should consider
passing legislation to require motorcycle
riders to wear a helmet and require that all
car occupants use seat belts in all seats. Ad-
ditionally, given the third highest rate of
adults who currently smoke in the nation,
public health officials in Arkansas should
focus on passing smoke-free legislation for
bars, restaurants, and worksites.

To help combat its workforce shortages
and improve overall Access to Emergency
Care, Arkansas should enact such medical
liability reforms as a medical liability cap
on non-economic damages, additional lia-
bility protections for care mandated by the
Emergency Medical Treatment and Labor
Act (EMTALA), pretrial screening panels,
and a complete repeal of joint and several
liability. Improving the Medical Liability
Environment will help to ensure that the
state can recruit and retain a health care
workforce that matches the gains made in
hospital capacity and specialty facilities.

§ American College of
i Emergency Physicians®
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ARKANSAS: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.6
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 46  Expert witness must be of the same specialty per 100,000 pop. 88
Emergency physicians per 100,000 pop. 83 as the defendant Yes Total injury prevention funds per 1,000 pop. $1,199.77
Neurosurgeons per 100,000 pop. 21 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 6.9 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.2 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 32 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 801.4 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 1
i ; nfant mortality rate per 1, ive births 7.3
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 15 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 141
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 81 Current smokers, % of adults 27.0
100,000 pop. 09 Adverse event reporting required No o of adults with BMI >30 30.9
% of children able to see provider 950 % of counties with E-911 capability 94.7 9 of children obese 20.0
Level | or Il trauma centers per 1M pop. 1.4 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.5
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 5.8
Il trauma center 17.9 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 25
Accredited chest pain centers per 1M pop. 2.4 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS D-
substance abuse treatment go Ocare P o Yes Per capita federal disaster preparedness funds ~ $5.93
Pediatric specialty centers per 1M pop. a7 nageand destination policy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries 47  State has or is working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average g3g  Trage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process PRI No
(;_’007 to 2012) 0.0 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. - - Triage and destination policy in place for during an ESF-8 response Yes, No
% of adults with no health insurance 204 o ima patients Yes Drills, exercises conducted with hospital
% of adults underinsured 98 “prescription drug monitoring program personnel, equipment, facilities per hospital 44
% of children with no health insurance 8.1 (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 15.0 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 8.9 order entry 68.5 Special needs patients in medical response
Emergency departments per 1M pop. 264 9 of hospitals with electronic medical records 5.4 plan _ : _ NR
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3779  minutes of arrival g3  _inmedical response plan NR
Hospital occupancy rate per 100 staffed beds 579  Median time to transfer to another facility for Medical response plan for supplying dialysis NR
Psychiatric care beds per 100,000 pop. 50.0 acute coronary intervention 50 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan : NR
departure for admitted patients 223 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication NR
ethnicity and primary language 77.7 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 8 % of hospitals having or planning to develop a providers : _ level
e Logemm et
Il:awyers per physician — 12'? PUBLIC HEALTH & INJURY PREVENTION [ State able to report number of e);ercises with
AWYers per emergency physician : n i long-term care or nursing home facilities No
i m— T —
Malpractice award payments/ 100,000 pop. 2.0 - — ’ - . systems in place city-wide
Average malpractice award payments $286,534 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 8.1 St_atewide medical communication system
Databank reports per 1,000 physicians 255 b of traffic fatalties alcohal roelated 35 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No - Tontoccupant restraint use (%) - 784 Statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system No
policies per 1,000 physicians 118 range0-10) _ 5 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 2 common ED presentations No
for primary care physicians $7,119 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1332.6
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 396.0
for specialists $31,602 o of children immunized, aged 19-35 months 791 By unit beds per 1M pop. 3.4
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 03
Pretrial screening panel's findings admissible L/accme in past year - 573 Physicians in ESAR-VHP per 1M pop. 19.3
as evidence N/A ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received ea5 Nursesin ESAR-VHP per 1M pop. 1085
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 66.9 Egrmo{)zlphea“h professionals in ESAR-VHP 92
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 23 Disaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per 45 hospital, EMS personnel Yes
mandated emergency care o 9,900 pop. _ . i :
Joint and several liability abolished No gg:n}ggtg)ggl pfgg/burn-related fatal injuries 0 I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 36.3

NR = Not reported
N/A = Not applicable
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CA

\ California

California continues to rank among the
top 10 states for Public Health and Injury
Prevention and has improved in three of
the other four categories. However, this
large and diverse state suffers from poor
overall Access to Emergency Care, with an
inadequate supply of medical facilities and
low rates of health insurance coverage.

Strengths. California is a national leader
in Public Health and Injury Prevention. It
has extremely low rates of adult smoking
(13.7%) and obesity (23.8%). California’s
infant mortality rate (4.7 per 1,000 live
births) is among the lowest in the nation,
and the infant mortality disparity ratio is
better than average. California has imple-
mented strong child safety seat and seat
belt legislation, primary enforcement of
distracted driving laws, and requires mo-
torcycle helmet use for all riders. These
state policies, in concert with the provi-
sion of outstanding trauma care in a large
state where 97.7% of the population lives
within 60 minutes of a Level I or II trauma
center, contribute to a low overall rate of
traffic fatalities (5.3 per 100,000 people).

California continues to support a favor-
able Medical Liability Environment and
has been rewarded with lower-than-aver-
age medical liability insurance premiums,
which will help recruit physicians to the
state and improve access to emergency
care. 'The state
encourages physi-
cian apologies by
preventing them
from being admit-
ted as evidence in
a trial. Califor-
nia has enacted
a $250,000 cap
on non-economic
damages in medical liability cases, which
helps to control health care costs by keep-
ing medical liability insurance premiums

affordable.

California has also improved in Disaster
Preparedness since the 2009 Report Card.
It is one of only 11 states that has a state
budget line item for disaster prepared-
ness funding specific to health care surge.
In 2011, it conducted more than nine

Overcrowding and lack of
medical specialty facilities
are critical problems
affecting Californians’
access to emergency care.

emergency drills per hospital involving
hospital personnel, equipment, or facili-
ties. California has been accredited by the
Emergency Management Accreditation
Program.

Challenges. California continues to strug-
gle with provider and facility shortages in
Access 1o Emergency Care. Overcrowding
and lack of access to needed medical facili-
ties are critical problems for the state. Cali-
fornia has the lowest number of emergency
departments (ED) per capita (6.7 per 1 mil-
lion people) and lacks adequate numbers of
staffed inpatient beds (223.8 per 100,000
people) and psychiatric care beds (18.3
per 100,000 people). The state also has ex-
tremely low rates of orthopedists and hand
surgeon specialists (8.5 per 100,000 people)
and registered nurses (664.0 per 100,000
people), and has a shortage of physicians
accepting Medicare fee-for-service patients.
All these factors contribute to high ED wait
times, which average 334 minutes (or 5.6
hours) from ED arrival to ED departure for
admitted patients.

Financial barriers to care persist in Cali-
fornia, impeding access to care. The state
has one of the highest rates of adults with
no health insurance (22.7%) and a high
rate of children with no health insurance
(10.8%). It also has moderately high rates
of underinsurance for adults (8.2%) and

children (18.9%).
While California

has  regionalized
much of its emer-
gency medical ser-
vices (EMS), there
are some key as-
pects of the Qual-
ity and Patient
Safety Environment that the state could
support, including funding for quality
improvement of the EMS system and the
development of state field triage protocols.
California lacks a statewide trauma reg-
istry and a uniform system for providing
pre-arrival instructions.

Recommendations. California must work
to address a number of issues in Access to
Emergency Care, including a gap in medi-
cal facilities, financial barriers to care, and

C-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 51 F 42 F
Quality & Patient

Safety Environment 44 D- 32 G-
Medical Liability

Environment 9 B- | 20 C+

Public Health &

Injury Prevention 6 B+ 10 B+
Disaster

Preparedness 49 0+ 30 C-
OVERALL 37 D+ 23 (-

long wait times in the emergency depart-
ment. It should invest in ensuring that its
citizens can afford doctor visits. Without a
concentrated effort to increase the health
care workforce and support adequate fa-
cilities, the problem of overcrowding will
worsen.

Despite its improved Disaster Preparedness
grade, California should consider devel-
oping additional statewide systems and
procedures to ensure that all citizens are
protected in the event of a disaster. Cali-
fornia does not have a statewide patient
tracking system or a real-time or near real-
time syndromic surveillance system. While
this kind of surveillance system has been
installed in some counties, the state could
work to ensure that all counties have access
to this technology.

California could also improve its overall
emergency care system by enhancing its
Medical Liability Environment, including
pretrial screening panels or case certifica-
tion, which would help discourage frivolous
lawsuits. Additional liability protection for
care mandated by the Emergency Medi-
cal Treatment and Labor Act (EMTALA)
would help ensure fairness regarding the
liability burden placed on emergency care
providers and help encourage specialists to
be on call for high-risk patients.

§ American College of
i Emergency Physicians®
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CALIFORNIA: INDICATORS

Collateral source rule, provides for awards to Yes, No Unintentional firearm-related fatal injuries per
ACCESS TO EMERGENCY CARE F be offset offset 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 105 Expert witness must be of the same specialty per 100,000 pop. 9.6
Emergency physicians per 100,000 pop. 129 as the defendant No Total injury prevention funds per 1,000 pop. $272.29
Neurosurgeons per 100,000 pop. 18 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No  Dedicated elderly injury prevention funding No
100,000 pop. 8.5 Dedi_cated occupational injury prevention
Plastic surgeons per 100,000 pop. 3.1 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding No
ENT specialists per 100,000 pop. 3.3 : i - Gun-purchasing legislation (range 0-6) 5
Registered nurses per 100,000 pop 664.0 Ellillnsdmg thF quality improvement within the Anti-smoking legislation (range 0-3) 0
i ; ’ ' ' system No  |nfant mortality rate per 1,000 live births 47
Additional primary care FTES needed per - - y peri, .
100,000 pop. 17 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 186
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 141 Current smokers, % of adults 13.7
100,000 pop. 04  Adverse event reporting required Yes o of adults with BMI >30 238
% of children able to see provider 931 % of counties with E-911 capability 100.0 o of children obese 15.1
Level | or Il trauma centers per 1M pop. 1.2 ,U"'tfomt“_ system for providing pre-arrival Cardiovascular disease disparity ratio 2.8
% of population within 60 minutes of Level | or I(?S(;uc !gnls_ basis for state field i No HIV diagnoses disparity ratio 9.6
Il trauma center 977 roto?;g:se Ines are basls for state Tield friage ot N|° Infant mortality disparity ratio 24
Accredited chest pain centers per 1M pop. 08 P i i protocols
% of population with an unmet need for Sftate has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment o1 2.54° Py o Yes Per capita federal disaster preparedness funds ~ $6.98
Pediatric specialty centers per 1M pop 32 Triage and destination policy in place for od -
— - . : . stroke patients Yes State budget line item for health care surge Yes
ng:}?é?:rsieascceptlng Medicare per 100 g  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visit % of . STEMI system of care Yes hospital personnel Yes
o ndionz) averace oSS @ a0l Triage and destination policy in place for Emergency physician input into the state
% ch nM d.g id Tees for office visit : STEMI patients Yes planning process Yes
(50c07a [[]3 Z[','} 2)e icald Tees for otlice VIStts 108.7 Statewide trauma registry No Pub_Iic health and emergency physician input
% of adults with no health insuran 22'7 Triage and destination policy in place for during an ESF-8 response Yes
o O acu'ts _0 ealth Insurance : trauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 82 “prescription drug monitoring program personnel, equipment, facilities per hospital 95
% of ch!ldren with no health insurance 10.8 (range 0-4) 2 Accredited by the Emergency Management
% of children _undenn.sur_ed 18.9 % of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 12.9 order entry 81.9 Special needs patients in medical response
Emergency departments per 1M pop. 6.7 % of hospitals with electronic medical records 946 Plan __ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2238  minutes of arrival g4 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 69.8 Median time to transfer to another facility for Medical response‘plan for supplymg dialysis No
Psychiatric care beds per 100,000 pop. 18.3 acute coronary intervention 64 Mental health patients in medical response
Median minutes from ED arrival to ED %. Of. patients with AMI who received aSpirin plan_ - No
departure for admitted patients 334 within 24 hours 99 Medical res_ponse_plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication _ No
ethnicity and primary language 44.4 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT (Y % of hospitals having or planning to develop a Erowdters P level
diversity strategy/plan 35.3 ong-term care and nursing home facilities
Lawyers per 10,000 pop. 17.7 must have written disaster plan Yes
tawyers per physician — LU PUBLIC HEALTH & INJURY PREVENTION :FY  State able to report number of exercises with
awyers per emergency physician 13.7 n o long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) . raffic fatalities per 100,000 pop. 53 . justin-time” trainin County- or
Bicyclist fatalities per 100,000 cyclists 3.0 9 y
Malpractice award payments/ 100,000 pop. 2.1 Pedestrian fatalit 1 E)O 000 pedesti 5'9 systems in place city-wide
verage malpractice award payments $143,192 : — atewide medical communication system
Average malpracti d payment oe estrian fatalities per 100,000 pedestrians I Statewide medical — n
Databank reports per 1,000 physicians 217 % of traffic fatalities e_llcohol related 32 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 956 Statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legislation syndromic surveillance system No
policies per 1,000 physicians 14  range0-10) — 8 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations No
for primary care physicians $9,834 Graduated drivers' license legislation Bed surge capacity per 1M pop. 358.8
Average medical liability insurance premium grange 0-5) . 1. ICU beds per 1M pop. 236.5
for specialists $39,135 0/" of children immunized, aged 19-35 months 804 Byrn unit beds per 1M pop. 5.3
Presence of prefrial screening panels No % of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
vaccine in past year 57.2 —
Pretrial screening panel's findings admissible % of adults aged 65+ who ever received Physicians in ESAR-VHP per 1M pop. 437
as evidence N/A pneumococcal vaccine 68.1 Nurses in ESAR-VHP per 1M pop. 180.0
Egyr%(:alﬁts re:upe“s'; Fatal occupational injuries per 1M workers 19.0 Egrmoir)zlphealth professionals in ESAR-VHP 83
Medical liability cap on non-economic ;Igmlglf()i%sogngogumldes (non-motor vehicle) 164 Strike teams or medical assistance teams Yes
damages $250,000 —— - —— - Disaster training required for essential
Additional Tiability protection for EMTALA- ?36"566‘5";2%' fall-related fatal injuries per 5 hosoial, EMS personnel NR
mandated emergency care No TR - — - Liability protections for health care workers
Joint and several liability abolished Partially gg:n:ggtg)gglggglbum related fatal injuries 04 during a disaster (range 0-4) 4
’ ; - % of RNs received disaster training 43.7

NR = Not reported
N/A = Not applicable
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COo

M Colorado

Colorado continues to rank first in the na-
tion for its Medical Liability Environment
and has improved from 13th to 5th for its
overall emergency care environment since
2009. However, some serious concerns
remain with regard to Access to Emergency
Care, including high rates of uninsured
and underinsured adults and children and
the need for greater access to behavioral
health care.

Strengths. Colorado continues to lead the
nation in its Medical Liability Environment,
having implemented and maintained legis-
lation that allows health care providers to
issue apologies to patients without those
statements being admissible as evidence of
wrongdoing; maintaining expert witness
rules that provide for case certification and
require expert witnesses to be of the same
specialty as the defendant and licensed to
practice medicine in the state; and allow-
ing malpractice awards to be offset by col-
lateral sources. The state has maintained its
$300,000 cap on non-economic damages
despite continuous efforts to increase it.

In Public Health and
Injury Prevention,
Colorado has some of
the lowest obesity rates
for adults and children
(20.7 and 10.9%, re-
spectively) and rela-
tively high rates of
influenza and pneumococcal vaccinations
among older adults (65.9 and 75.8%, re-
spectively). The state also has low rates of
adult cigarette smoking (18.3%), support-
ed by legislation that prohibits smoking in
restaurants, bars, and private worksites.

While dropping eight places since 2009,
Colorado maintains some noteworthy prac-
tices in Disaster Preparedness. Its medical re-
sponse plan specifically addresses patients
with special needs, patients dependent on
medication for chronic conditions, and
mental health patients. Colorado is one of
only five states to require training in disaster
management and response to biological and
chemical terrorism for essential hospital
and emergency medical services personnel.
Since the previous Report Card, Colorado
has become accredited by the Emergency
Management Accreditation Program.

Financial barriers to

care continue to burden
Colorado’s people and the
overall system of care.

Challenges. Colorado continues to face
critical issues in Access ro Emergency Care,
especially related to financial barriers to
care and behavioral health capacity. Colo-
rado continues to have one of the highest
rates of uninsured people, and even those
who have health insurance face financial
barriers to receiving care: 17.4% of adults
and 10.4% of children in Colorado lack
health insurance, while an additional
8.4% of adults and 19.7% of children are
underinsured.

Access to behavioral health care is a major
barrier in Colorado, which has the second
highest proportion of adults reporting an
unmet need for substance abuse treatment
(10.7%) and the lowest rate of psychiat-
ric care beds (5.5 per 100,000 people) in
the nation. Adding to this the sixth low-
est rate of staffed inpatient beds (226.7 per
100,000 people), the state faces challeng-
es in addressing emergency department
boarding and crowding.

While Colorado has improved slightly in the
Quality and Patient Safety Environment, the
state is still lacking
in many respects.
It does not have
a uniform system
for providing pre-
arrival instructions
and scored below
average in the per-
centage of hospitals with electronic medical
records (89.7%). Additionally, while Colo-
rado has triage and destination policies in
place for trauma patients, it lacks similar
policies to enhance the timeliness and qual-
ity of care for stroke and ST-elevation myo-
cardial infarction (STEMI) patients.

Recommendations. Financial barriers to
care continue to be a major burden on
Colorado’s people and weaken the state’s
overall system of emergency care. Colora-
do must take steps to ensure that all people
not only have health insurance but the ca-
pability to obtain the care that they need
when they need it. The state also should
improve access to substance abuse treat-
ment and work with hospitals to increase
capacity related to psychiatric care beds
and staffed inpatient beds.

C+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 31 D- | 22 D+

Quality & Patient
Safety Environment 25 C | 11 B-

Medical Liability
Environment A 1 A

Public Health &
Injury Prevention 15 B | 17 B-

Disaster
Preparedness 14 B+ | 22 C
OVERALL 13 C+ 5 C+

To improve Colorado’s Quality and Patient
Safety Environment, efforts should be made
to implement triage and destination poli-
cies for STEMI and stroke patients; how-
ever, the stroke and STEMI system effort
is concentrated outside of state govern-
ment and statewide regulatory functions,
which may pose challenges to improving
the overall system of emergency care. The
state also should work with and encourage
hospitals to collect data on race, ethnicity
and primary language and to develop a di-
versity strategy or plan, as these are the first
steps in being able to examine and address
health inequities.

Despite overall high performance in Pub-
lic Health and Injury Prevention, Colorado
must work to reduce racial and ethnic dis-
parities in cardiovascular disease and in-
fant mortality rates in its population. The
state should address the high rate of binge
drinking reported among adults (20.1%),
a proportion that has increased consider-
ably since 2009. Colorado could further
improve traffic safety in the state by in-
stituting more rigorous graduated driver’s
license laws, requiring all motorcycle riders
to use helmets, and passing a ban on all
cellphone use while driving.
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COLORADO: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE D+ be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 146  Expert witness must be of the same specialty per 100,000 pop. 11.0
Emergency physicians per 100,000 pop. 169 as the defendant Yes Total injury prevention funds per 1,000 pop. $687.33
Neurosurgeons per 100,000 pop. 21 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state Yes gegicate: elderly injur)l/ prevention funding No
100,000 pop. 10.2 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.1 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 3.5 : i o Gun-purchasing legislation (range 0-6) 2
Registered nurses per 100,000 pop. 830.9 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yoo :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 5.9
?88%%%arl)g[r)|.mary care FTEs needed per 25 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 201
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 1.6 Current smokers, % of adults 183
100,000 pop. 05 Adverse event reporting required Yes 9 of adults with BMI >30 207
% of children able to see provider 955 0 of counties with E-911 capability 100.0 o of children obese 10.9
Level | or Il trauma centers per 1M pop. 1.9 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 5.9
Il trauma center 89.9 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 29
Accredited chest pain centers per 1M pop. 2.9 protocols - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS (1
substance abuse treatment 107 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $5.19
Pediatric specialty centers per 1M pop. 50 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 45 State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average 1062  Tage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process o Yes
(;_’007 to 2012) 87 Statewide trauma registry Yes Public health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 174 \rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 84 prescription drug monitoring program personnel, equipment, facilities per hospital 20
% of children with no health insurance 10.4 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 19.7 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 8.1 order entry 80.5 Special needs patients in medical response
Emergency departments per 1M pop. 139 9% of hospitals with electronic medical records  s9.7  _Plan __ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 226.7  minutes of arrival g3 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 61.0  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 55 acute coronary intervention 52 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 244 _Within 24 hours 100 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 54.5 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT /N % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 12'2 PUBLIC HEALTH & INJURY PREVENTION ;8 State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) 0 ;rli;f;sfi E![I:lll‘iat?ezer;;rﬂo()‘gogogotgclists Z: “Just-in-time” training systems County- or
Malpractice award payments/ 100,000 pop. 1.8 - — ’ - : in place city-wide
Average malpractice award payments $246,670 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 33 St_atewide medical communication system
Databank reports per 1,000 physicians 15.9 b of traffic fatalties alcohal roelated 39 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 821 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system NR
policies per 1,000 physicians 59  ange0-10) _ 4 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $12,275 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1089.3
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 298.6
for specialists $53,023 o of children immunized, aged 19-35 months 758 Burn unit beds per 1M pop. 6.2
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
Pretrial screening panel's findings admissible L/accme in past year - 659 Physicians in ESAR-VHP per 1M pop. 6.6
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 758  Nurses in ESAR-VHP per 1M pop. 78.5
Eg;)%(gﬁts Required Fatal occupational injuries per 1M workers 32.0 Egrmo{)zlphea“h professionals in ESAR-VHP 430
Medical liability cap on non-economic $250,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages -350000  Per 100,000 pop. — 23 Disaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per 159 hospital, EMS personnel Yes
mandated emergency care o 9,000 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries N I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 35.2

NR = Not reported
N/A = Not applicable
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CT

¥ Connecticut

With a strong commitment to Public
Health and Injury Prevention and many
provisions to ensure adequate access to
emergency care, Connecticut has a robust
emergency care system. However, a dif-
ficule Medical Liability Environment and
gaps in Disaster Preparedness resources
need to be addressed.

Strengths. Connecticut remains one of the
top 10 states for Public Health and Injury
Prevention. The state has some of the lowest
fatal injury rates in the nation, with favor-
able rankings in its rates of fire- or burn-
related deaths, accidental firearm-related
deaths, accidental poisoning deaths, and
fatal occupational injuries. Its rate of homi-
cide and suicide is the fourth lowest (12.8
per 100,000 people). Connecticut’s adult
population is in relatively good health as
well, with some of the lowest rates of adult

smoking (17.1%) and obesity (24.5%).

Connecticut has solid rankings for its
Quality and Patient Safety Environment,
with high percentages of hospitals using
computerized practitioner order entry
(93.9%) and electronic medical records
(97.0%). The state also has implemented
a prescription drug-monitoring program
that monitors drug schedules II through V
and has a funded state emergency medical
services medical director.

Connecticut’s Access to Emergency Care is
robust, with favorable ratios of providers
to population for many of the medical spe-
cialties included in this report. The state
has particularly good access to emergency
care services, with one of the highest rates
of Level I or I trauma centers (3.6 per 1
million people) and high per capita num-
bers of emergency physicians. It also has
3.5 physicians accepting Medicare per 100
beneficiaries, which is higher than the na-
tional average. Connecticut’s citizens have
a high overall level of health insurance
coverage, with only 5.3% of children and
9.6% of adults lacking insurance. This is
tempered, however, by the relatively high
proportion of children who are underin-
sured (19.0%).

Challenges. Connecticuts Medical Li-
ability Environment continues to be a

challenge. The state has the third highest

average medical liability insurance pre-
miums for both primary care physicians
($24,211) and specialists ($110,269). The
average premium for primary care physi-
cians is more than $10,000 higher than
the national average, while specialists in
the state pay nearly twice the national
average. Connecticut has few protections
from lawsuits in place for practitioners,
a relatively high number of malpractice
award payments (2.4 per 100,000 people),
and the seventh highest average malprac-
tice award payment ($482,371).

Connecticut’s lackluster grade in Disaster
Preparedness is largely due to its failure to
keep pace with other states’ improvements.
The state fell below the national average in
its bed surge capacity (509.7 per 1 million
people), burn unit beds (2.8 per 1 mil-
lion), and intensive care unit beds (249.6
per 1 million). While Connecticut has the
highest rate of physicians registered in its
Emergency System for Advance Registra-
tion of Volunteer Health Professionals
(656.8 per 1 million people), it lags be-
hind other states in nurses and behavioral
health professionals registered. It also lacks
some of the policies and procedures that
could enhance its
ability to respond
quickly to a large-
scale disaster, in-
cluding the lack of
integration into its
medical response
plan of the needs
of patients depen-
dent on medica-
tion for chronic
conditions, psychotropic medication, or
dialysis, as well as the lack of a statewide
patient-tracking system.

Recommendations. Connecticut must
work to improve its Medical Liability En-
vironment and be steadfast in supporting
liability protections that have been put in
place, such as case certification require-
ments. A medical liability cap on non-
economic damages is also highly recom-
mended, and mandatory pretrial screening
panels could help discourage frivolous law-
suits. Additional liability protections are
needed to help retain providers, discour-

Connecticut must

improve access to quality
emergency care by reducing
factors that contribute to
emergency department
boarding and crowding.

C

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 5 ¢+ 18 C-

Quality & Patient
Safety Environment

20 B | 18 C+

Medical Liability
Environment % D 32 D

Public Health &
Injury Prevention 3 A 8 B+

Disaster
Preparedness 29 C 29 C-

OVERALL 14 ¢+ | 15 €

age unnecessary lawsuits, and tamp down
soaring medical liability insurance premi-
ums and the correspondingly high average
malpractice award payments.

Despite its strong health care workforce,
Connecticut must improve access to qual-
ity emergency care by reducing factors
that contribute to emergency department
(ED) boarding and crowding. The state
has one of the high-
est hospital occu-
pancy rates in the
nation (76.6 per
100 staffed beds)
and relatively low
rates of staffed in-
patient beds (259.8
per 100,000 peo-
ple) and psychiat-
ric care beds (21.3
per 100,000 people). It also has few EDs
(8.1 per 1 million people) and the sixth
longest ED wait time in the nation: 351
minutes from ED arrival to departure for
admitted patients. These issues point to a
need for the state to invest in more hospi-
tal infrastructure to ensure that it can keep
up with demand for services. Improving
the medical infrastructure also will enable
Connecticut to better respond to disasters
where a surge in demand for beds and care
is anticipated.

§ American College of
i Emergency Physicians®
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CONNECTICUT: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C- be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 121 Expert witness must be of the same specialty per 100,000 pop. 9.1
Emergency physicians per 100,000 pop. 15.8 as the defendant Yes Total injury prevention funds per 1,000 pop. NR
Neurosurgeons per 100,000 pop. 25 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding NR
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding NR
100,000 pop. 111 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.7 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : — NR
ENT specialists per 100,000 pop. 43 : s o Gun-purchasing legislation (range 0-6) 5.5
Registered nurses per 100,000 pop. 10126 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 5.3
?88%%%arl)g[r)|.mary care FTEs needed per 30 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 17.9
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 242 Current smokers, % of adults 17.1
100,000 pop. 12 Adverse event reporting required Yes 9 of adults with BMI >30 245
% of children able to see provider 956 0 of counties with E-911 capability 100.0 o of children obese 15.0
Level | or Il trauma centers per 1M pop. 36  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 14
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 10.7
Il trauma center 100.0 CDC guidelines are basis for state field triage Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 0.8 protocols - - No
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment 9.0 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $5.50
Pediatric specialty centers per 1M pop. 38 stroﬂe patients Poleyinp No  State budget line item for health care surge Yes
Physlcians accepting Medicare per 100 45 State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average 778  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o Yes
(;_’007 to 2012) 205 Statewide trauma registry Yes Public health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 96 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 73 prescription drug monitoring program personnel, equipment, facilities per hospital 18
% of children with no health insurance 5.3 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 19.0 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 9.9 order entry 93.9 Special needs patients in medical response
Emergency departments per 1M pop. 81 9% of hospitals with electronic medical records g70  Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 259.8  minutes of arrival g4 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 766  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 21.3 acute coronary intervention 73 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 351 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion 9% of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 54.3 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT )l % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 13'? PUBLIC HEALTH & INJURY PREVENTION :F8  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
T m— T —
Malpractice award payments/ 100,000 pop. 2.4 - — ’ - - in place Statewide
Average malpractice award payments $482,371 ;ed?imfa;] fatall_tlfes per 100,000 pedesirians 34 St_atewide medical communication system
Databank reports per 1,000 physicians 178 oot taffic fatalities aloohol related 4 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes rontoccupant restraint use (%) . 84 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians 5g  ange0-10) _ 6 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $24,211 Graduated drivers' license legislation Bed surge capacity per 1M pop. 509.7
Average medical liability insurance premium ganfgeh(?l— 5 . - 2 o beds per 1M pop. 249.6
for specialists $110,269 o of children immunized, aged 19-35 months 812 By unit beds per 1M pop. 2.8
Presence of pretrial screening panels Voluntary 70 Of adults aged 65+ who received flu Verified burn centers per 1M pop. 03
Pretrial screening panel's findings admissible L/accme in past year - 602 Physicians in ESAR-VHP per 1M pop. 656.8
as evidence No ;;gﬂ;%ljclgscgge\?agg;ewho ever received 710 Nurses in ESAR-VHP per 1M pop. 167.7
Eg;)%(gﬁts re:f:; Fatal occupational injuries per 1M workers 22,5 Egrmo{)zlphea“h professionals in ESAR-VHP 156
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams No
damages None _Per 100,000 pop. — 128 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per op ospital, EMS personnel No
mandated emergency care o 9,900 pop. _ - i :
Joint and several liability abolished Partially Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesﬁg?rgfaa‘gehgﬂt)h care workers 4
per 100,000 pop. 0.7 % - - —
o of RNs received disaster training 32.8

NR = Not reported
N/A = Not applicable
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DE

\ Delaware

Delaware dropped ten places overall due
to worsening grades in Disaster Prepared-
ness and Public Health and Injury Preven-
tion. At the same time, however, Delaware
continues to support a strong emergency
medical system and has slightly improved
its Medical Liability Environment.

Strengths. Delaware continues to sup-
port one of the nation’s strongest Quality
and Patient Safety Environments stemming
largely from the state’s careful develop-
ment of uniform guidelines and policies
for providing emergency services. Dela-
ware has a uniform system for pre-arrival
instructions, maintains a statewide trauma
registry, and has triage and destination
policies in place for trauma patients, ST-
elevation myocardial infarction patients

(STEMI), and stroke patients.

Delaware also fares well in Access to Emer-
gency Care, with some of the highest rates
of emergency physicians (17.8 per 100,000
people) and registered nurses (1,157.3 per
100,000) in the nation. Delaware lacks ac-
cess to some classes of specialty care provid-
ers, with very poor rates of access to neuro-
surgeons (1.0 per 100,000 people) and ear,
nose, and throat specialists (2.2 per 100,000
people), but other
measures are more
favorable. The state
ranks fourth in the
country for a child’s
ability to see a pro-
vider when needed
(97.4%) and has a
relatively low per- .
centage of people ED CrOWdlng.
with an unmet need for substance abuse
treatment (7.8%).

Challenges. Indicator changes in the
Disaster Preparedness category may have
played some role in Delaware’s grade fall-
ing precipitously since 2009, but the state
ranks poorly compared to other states. Del-
aware has not developed mutual aid agree-
ments with behavioral health providers to
provide care during a disaster or incorpo-
rated mental health patients or patients on
psychotropic medication into its medical
response plan. It lacks the infrastructure to
absorb a potential influx of emergency pa-
tients, with no burn unit beds and no veri-

Delaware’s high hospital
occupancy rate and low rate
of emergency departments
per capita contribute to
excessive boarding and

fied burn centers, few intensive care unit
beds (256.2 beds per 1 million people),
and a low bed surge capacity (378.4 per
1 million). However, a state preparedness
program is coordinating with hospitals in
an effort to expand surge capacity and to
provide burn and other specialized care.
Additional funding and training is also be-
ing provided to help address the need for

resources to treat burn patients.

Delaware saw a sharp drop in Public
Health and Injury Prevention overall, with
high rates of traffic fatalities and decreas-
ing immunization rates. Delaware has
some of the highest rates of bicyclist fa-
talities (12.6 per 100,000 cyclists) and
pedestrian fatalities (8.2 per 100,000 pe-
destrians) in the nation, and 44% of traf-
fic fatalities are alcohol related. One in five
adults in Delaware also reported binge
drinking (20.3%). While state injury pre-
vention initiatives have been assumed by
an active coalition through the Office of
EMS and injury prevention funds have in-
creased (from $23.13 to $66.82 per 1,000
people), this funding level is still 10 times
lower than the average across the states.

Delaware’s health professionals continue
to face a challeng-
ing Medical Liabil-
ity  Environment.
While the state has
seen a decline in
the number of mal-
practice award pay-
ments, it has one of
the highest average
malpractice awards
in the nation at $507,388. The state has
correspondingly high average medical li-
ability insurance premiums for primary
care physicians and specialists; these are
well above the national average and have
increased since 2009.

Recommendations. Delaware must con-
tinue to support Access to Emergency Care,
specifically psychiatric care. The state
ranks poorly in its availability of psychi-
atric care beds (23.2 per 100,000), which
is a 50% decrease in capacity since 2009.
Emergency psychiatric care is particularly
important, and Delaware must continue
to explore and expand such options as
telepsychiatry and the state’s Crisis and

C-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 8 B | 7 C+
Satoty Envronment 9 A 7 B+
Evitonmont© 45 F | 34 D
inury Prevention 26 G| 36 D-
E::?)ztril;lness mnm A 38 F
OVERALL 10 C+ | 20 C-

Psychiatric Emergency Services program
to address this critical need. Delaware also
has one of the worst hospital occupancy
rates in the nation and the second lowest
rate of emergency departments (ED) per
capita. These factors all contribute to the
state having the second longest ED wait
times (387 minutes from ED arrival to de-
parture), which is an indicator of an over-
loaded system that often results in board-
ing and crowding in the ED.

Delaware should create a more favorable
Medical Liability Environment by strength-
ening existing policies to require periodic
payments and pretrial screening panels,
as well as implementing a medical liabil-
ity cap on non-economic damages and
additional liability protections for Emer-
gency Medical Treatment and Labor Act
(EMTALA)-mandated care.

Delaware must continue to support its
already strong Quality and Patient Safety
Environment by funding quality improve-
ment of the EMS system and continuing
to be at the forefront of statewide innova-
tions and policies that aim to improve the
overall emergency care system. Finally, the
state should consider increasing funding
for Public Health and Injury Prevention
efforts aimed at improving health risk be-
haviors, traffic safety, and childhood im-

munization rates.

i American College of
i Emergency Physicians®
ADVANCING EMERGENCY CARE_\/\,_ 31



America’s Emergency Care Environment, A State-by-State Report Card - 2014

DELAWARE: INDICATORS

Collateral source rule, provides for awards to Yes, No Unintentional firearm-related fatal injuries per
ACCESS TO EMERGENCY CARE C+ be offset offset 100,000 pop. NR
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 99  Expert witness must be of the same specialty per 100,000 pop. 13.9
Emergency physicians per 100,000 pop. 1738 as the defendant No Total injury prevention funds per 1,000 pop. $66.82
Neurosurgeons per 100,000 pop. 1.0 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding No
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.2 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.4 gﬂc:i’:.(l;:ll{&nglﬂ BN ARSI funding — No
ENT specialists per 100,000 pop. 22 : i o Gun-purchasing legislation (range 0-6) 2
Registered nurses per 100,000 pop. 1157.3 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 7.7
?88%%%arl)g[r)|.mary care FTEs needed per 0.7 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 203
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 393 Current smokers, % of adults 21.8
100,000 pop. 05 Adverse event reporting required No o of adults with BMI >30 28.8
% of children able to see provider 974 % of counties with E-911 capability 100.0 o of children obese 16.9
Level | or Il trauma centers per 1M pop. 11 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 3.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 76
Il trauma center 100.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 0.0 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment 7g Ocare P o Yes Per capita federal disaster preparedness funds ~ $12.83
Pediatric specialty centers per 1M pop. 33 Tage and_ cestination poficy n place for State t?ud et line item for hialltjh care surge .NR
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries 30  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : ; Yes
the national average 1435 g}ﬁ/‘a ‘:)’;E[ji g:tsstmatlon policy in place for y E{Qﬁ;?:g%g’chey:s'c'a” input into the state Yes
" S " . es
zgoc(;‘f’t‘g‘;['ﬂ g’)'ed'ca'd fees for office visits qa5  Statewide trauma registry Yes Z’ﬂﬁ'n” g?]alEtgFagdr emergency physician input "
% of adults with no health insurance 114 tTrr;?]gr]ﬁaaSgtg?]stgnatmn poliey n place for Yes Drills,gexercises congucted with hospital
% of adults underinsured 78 “prescription drug monitoring program personnel, equipment, facilities per hospital 0.6
% of children with no health insurance 6.4 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 18.3 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 10.9 order entry 100.0 Special needs patients in medical response
Emergency departments per 1M pop. 76 % of hospitals with electronic medical records 1000 Pian Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 289.6  minutes of arrival g4 inmedical response plan No
Hospital occupancy rate per 100 staffed beds 744  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 23.2 acute coronary intervention 67 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 37 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 58.3 Mutqal aid agreements with behavioral health
MEDICAL LIABILITY ENVIRONMENT )l % of hospitals having or planning to develop a providers : __ None
Il:awyers per physician — 1;; PUBLIC HEALTH & INJURY PREVENTION B State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
T e —— T e
Malpractice award payments/ 100,000 pop. 1.1 - — ’ - - in place Statewide
Average malpractice award payments soor,gps - edestnin faallos por 100,000 pecestrans 82 “Statewide medical communication system
Databank reports per 1,000 physicians 23.0 o Of traffic fatalities e_llcohol roelated a4 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes rontoccupant restraint use (%) . 903 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system NR
policies per 1,000 physicians 6  \range0-10) _ 8 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $15,760 Graduated drivers' license legislation Bed surge capacity per 1M pop. 378.4
Average medical liability insurance premium ganfgeh(?—5) - . - T o beds per 1M pop. 256.2
for specialists $62,902 o of children immunized, aged 19-35 months 721 By unit beds per 1M pop. 0.0
Presence of pretrial screening panels Voluntary 70 Of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 634 Physicians in ESAR-VHP per 1M pop. 38.2
as evidence Yes ;;gﬂ;%ljclgscgge\?agg;ewho ever received g2 Nursesin ESAR-VHP per 1M pop. 214.8
Eg;)%(gﬁts (lt\its:?:t%: Fatal_ o_ccupational_ ipjuries per 1M workgrs 20.3 Egrmo{)zlphea“h professionals in ESAR-VHP 29
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 84 Disaster training required for essential
Additonal ity proteton for ENTALA- 100,000 o, related fatal s per s hospital, EMS personnel NR
mandated emergency care No =000 POP. __ - il :
Joint and several liability abolished No Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesctg?r(]rsagehgﬂt)h care workers NR
per 100,000 pop. 0.7 . - - —
% of RNs received disaster training 43.7

NR = Not reported
N/A = Not applicable

32

Visit www.emreportcard.org for 2009 and 2014 comparisons and additional material



America’s Emergency Care Environment, A State-by-State Report Card - 2014

DC

9 District of Columbia

The District of Columbia remains at the
top of the pack, with one of the stron-
gest emergency care environments in the
nation, stellar overall Access to Emergency
Care, and a strong commitment to Di-
saster Preparedness. While the District has
improved the Quality and Patient Safety
Environment, it continues to struggle with
the worst Medical Liability Environment
in the nation and excessive emergency de-
partment (ED) wait times.

Strengths. The District has the top-ranked
environment for Access to Emergency Care
and is first in the nation for rates of many
specialists, such as neurosurgeons; emer-
gency physicians; and ear, nose, and throat
specialists. The District has high rates of
health insurance among adults and chil-
dren, with only 4.3% of children and
9.3% of adults lacking health insurance. It
also has the second highest per capita rate
of physicians accepting Medicare (5.3 per
100 beneficiaries), as well as high Medic-
aid reimbursement rates for office visits,
which realized the largest increase in the
nation from 2007 to 2012 (121.7%).

Thanks in part to the availability of medi-
cal facilities, an ample health care work-
force, and the presence of the federal gov-
ernment, the District continues to boast
the best Disaster
Preparedness  ca-
pacity in the na-
tion. Washingto-
nians have access
to the highest
rates of burn unit
beds, intensive
care unit beds,
and verified burn
centers. The Dis-
trict also has many important plans and
systems in place to address the needs of
medically fragile populations during an
emergency.

its people.

The District made significant gains in its
Quality and Patient Safety Environment
since the 2009 Report Card by funding
both quality improvements in the emer-
gency medical services (EMS) system and
an EMS medical director. There are also
significantly more emergency medicine

The District must reduce the
excessively long emergency
department wait times, and
address racial and ethnic
health disparities affecting

residents in the District compared with
2009: 107.5 residents per 1 million peo-
ple, for which it ranks first in the nation.

Challenges. The District of Columbia
struggles with an adverse Medical Liability
Environment that is the worst in the coun-
try. The District’s courts award more mal-
practice awards than almost any state (4.8
per 100,000 people), and those payments
are among the 10 highest ($416,388).
Practitioners in the District face sky-high
average medical liability insurance pre-
miums for both primary care physicians
($24,010) and specialists ($110,307). The
District has enacted few laws that protect
practitioners from frivolous lawsuits, and
it allows only periodic payments of mal-
practice awards at the court’s discretion.

Access to Emergency Care in the District is
a dichotomy. While enjoying few financial
barriers to care and an ample supply of
specialists, it has some of the highest hos-
pital occupancy rates and longest ED wait
times in the nation. At an average of 452
minutes from ED arrival to ED departure,
patients can expect to wait nearly 3 hours
longer than the national average to be ad-
mitted into a hospital. The District also
ranks second to last in the nation for its
critical need for primary care providers and
last for the propor-
tion of the popula-
tion with an unmet
need for substance
abuse treatment.

These basic access
issues are particular-
ly worrisome when
considering the
District’s challenges
in  Public Health
and Injury Prevention. The District has the
highest homicide and suicide rate in the
country, at 29.9 per 100,000 people, com-
pared with the national average of 18.8 per
100,000. The District also has the highest
proportion of adults engaging in binge
drinking (25.0%) and the highest rate of
traffic fatalities that are alcohol-related
(50.0%).

Recommendations. The District must act
to improve its highly unfavorable Medi-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 1 A1 A
S c| 9 B
Evitonmont© 51 F Bl F
uryprovention 25 © | 24 D+
E:::itril;lness 1 A 1 A
OVERALL 2 8|1 B

cal Liability Environment and rein in high
malpractice awards and insurance premi-
ums. A medical liability cap on noneco-
nomic damages, abolishing joint and sev-
eral liability, and requiring awards to be
offset by collateral sources would help low-
er the costs of malpractice lawsuits. Pretrial
screening panels or case certification provi-
sions would help cull frivolous lawsuits be-
fore they begin. Finally, additional liability
protections for Emergency Medical Treat-
ment and Labor Act-mandated emergency
care would go a long way toward protect-
ing emergency care providers as they serve
high-risk patients with little or no knowl-
edge of the patient’s medical history.

Significant attention should be given to re-
ducing the excessively long ED wait times
facing Washingtonians. To address part of
the problem, the District should intensify
efforts to increase access to primary care.

There is also evidence of severe racial and
ethnic health disparities in the District:
The infant mortality rate for Black infants
(16.5 deaths per 1,000 live births) is 3.8
times the rate for White infants. Similar
disparities exist for cardiovascular discase.
The District must ensure that all receive
the preventive care, education, and treat-
ment that they need, and it must work to
increase the number of primary care pro-
viders able to meet those needs.

i American College of
i Emergency Physicians®
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DISTRICT OF COLUMBIA: INDICATORS

ACCESS TO EMERGENCY CARE A

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. NR
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 182  Expert witness must be of the same specialty per 100,000 pop. 120
Emergency physicians per 100,000 pop. 35.4 as the defendant No Total injury prevention funds per 1,000 pop. NR
Neurosurgeons per 100,000 pop. 76 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding NR
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding NR
100,000 pop. 17.9 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 7.4 gﬂc:i’:.(l;:ll{&nglﬂ BN ARSI funding — NR
ENT specialists per 100,000 pop. 1041 : i o Gun-purchasing legislation (range 0-6) 4
Registered nurses per 100,000 pop. 1725.3 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 7.9
?88%%%arl)g[r)|.mary care FTEs needed per 6.7 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 25.0
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 1075 Current smokers, % of adults 20.8
100,000 pop. 05 Adverse event reporting required Yes 9 of adults with BMI >30 2.8
% of children able to see provider 948  _%of counties with E-911 capability 100.0 o of children obese 214
Level | or Il trauma centers per 1M pop. 47  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.7
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio NR
Il trauma center 100.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 38
Accredited chest pain centers per 1M pop. 0.0 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS A
substance abuse treatment ng ooare P o Yes Per capita federal disaster preparedness funds ~ $107.37
Pediatric specialty centers per 1M pop. 78 Tage and_ cestination poficy n place for State t?ud et line item for hialltjh care surge .NR
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries 53  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average 12097  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o Yes
(;_’007 to 2012) 1217 Statewide trauma registry No Public health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 93 {rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 74 prescription drug monitoring program personnel, equipment, facilities per hospital 0.7
% of children with no health insurance 4.3 (range 0-4) 1 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 11.8 % of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 20.3 order entry 70.0 Special needs patients in medical response
Emergency departments per 1M pop. 127 o of hospitals with electronic medical records so0 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 7038  minutes of arrival 79 _in medical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 722 Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 46.2 acute coronary intervention 77 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 452 within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 60.0 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 4 % of hospitals having or planning to develop a providers : _ level
Lawyers per 10,000 pop. ms B e hove witen disastran e
Il:awyers per physician — 122'; PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists ;g “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 4.8 - — ’ - - in place Statewide
Average malpractice award payments segps - ooosn faallos por 100,000 pecestrans 20 “Statewide medical communication system
Databank reports per 1,000 physicians 135 b of traffic fatalities alcohol roelated 50 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes rontoccupant restraint use (%) . 952 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians 113 range0-10) _ 9 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $24,010 Graduated drivers' license legislation Bed surge capacity per 1M pop. 632.6
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 687.9
for specialists $110,307 o of children immunized, aged 19-35 months 814 Burn unit beds per 1M pop. 31.6
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 16
Pretrial screening panel's findings admissible L/accme in past year - %7 Physicians in ESAR-VHP per 1M pop. 338.4
as evidence N/A ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received g33  Nursesin ESAR-VHP per 1M pop. 1069.1
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 36.4 Egrmo{)zlphea“h professionals in ESAR-VHP 206
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 29 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per o5 ospital, EMS personnel No
mandated emergency care o 9,900 pop. S - i :
Joint and several liability abolished No gg:n}ggtg)ggl pfgg/burn-related fatal injuries y I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers \
’ ; - % of RNs received disaster training 47.2

NR = Not reported
N/A = Not applicable
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FL

““Florida

Florida has implemented strong practices
and policies to ensure quality care, patient
safety, and disaster preparedness. However,
the state is plagued by a health care work-
force shortage, financial barriers to care,
and limited hospital capacity, as well as a
Medical Liability Environment that makes
it exceedingly difficult to fill these gaps.

Strengths. Floridas Quality and Patient
Safety Environment has many strengths, in-
cluding dedicated funding for both quality
improvement within the emergency medi-
cal services (EMS) system and a funded
state EMS medical director. The state has
instituted triage and destination policies
for both stroke and ST-elevation myocar-
dial infarction patients, and it maintains a
statewide trauma registry. However, emer-
gency physicians in the state warn of a risk
that Florida’s trauma system could become
fragmented.

Florida has implemented some important
Disaster Preparedness policies and proce-
dures to ensure that the state is able to
respond quickly to a disaster or mass casu-
alty event. For licensure, all Florida long-
term care facilities and nursing homes are
required to have annual internal facility di-
saster drills and exercises in addition to the
higher level drills and trainings conducted
with state agen-
cies. Florida has
greatly improved
its registration of
health profession-
als in the Emer-
gency System for
Advance Registra-
tion of Volunteer Health Professionals,
with high per capita rates of physicians,
nurses, and behavioral health professionals
registered. Continuing to show its dedica-
tion to improving its Disaster Preparedness,
Florida is nearing implementation of a
statewide high-tech solution for electronic
patient tracking to improve on its current
low-tech patient-tracking system.

care system.

Challenges. Florida faces a triple chal-
lenge in Access to Emergency Care: physi-
cian shortages, insufficient hospital capac-
ity, and a lack of adequate health insurance
coverage. Florida is experiencing a severe
physician workforce shortage, with spe-

Many critical gaps in Access
to Emergency Care threaten
to overburden the emergency

cialty coverage for emergency departments
(ED) posing a particular challenge. Flori-
da has an inadequate supply of neurosur-
geons; emergency physicians; orthopedists
and hand surgeons; ear, nose, and throat
specialists; and registered nurses. Florida
ranks last in the nation for children who
are able to see a provider (91.7%). With
full implementation of the Patient Pro-
tection and Affordable Care Act and the
current lack of Medicaid expansion, access
to primary care physicians may be further
limited in the near future. Florida already
has one of the greatest needs for additional
primary care providers in the nation (4.5
providers per 100,000 people) and one of
the lowest Medicaid fee levels for office vis-
its, at 57.6% of the national average.

Florida has few psychiatric care beds (13.3
per 100,000 people) and EDs (8.1 per 1
million people), which likely contribute to
long ED wait times (315 minutes from ED
arrival to ED departure). Financial barriers
to care also persist in Florida, which has
high rates of uninsured adults and children
(21.6 and 13.0%, respectively). Addition-
ally, Florida has reportedly experienced se-
vere medication shortages in pre-hospital
and emergency care settings.

Despite having some key medical liability
reforms in place,
Florida has failed
to make significant
progress with its
Medical  Liability
Environment since
the 2009 Report
Card. While medi-
cal liability insurance premiums for prima-
ry care physicians and specialists decreased
slightly, they are still the highest in the na-
tion. Concurrently, the state has very few
insurers writing medical liability policies
(2.4 per 1,000 physicians) and still lacks
pretrial screening panels.

Floridas challenges in accessing needed
care are particularly worrisome when cou-
pled with its subpar performance in Pub-
lic Health and Injury Prevention. The state
has the highest rate of pedestrian fatalities
(17.0 per 100,000 pedestrians), which is
more than three times the average across
the states, while the rate of bicyclist fatali-

C-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 50 F 49 F
Quality & Patient

Safety Environment A 17 C+
Medical Liability

Environment 27 ¢ |28 C

Public Health &
Injury Prevention 37 D- 30 D+

Disaster
Preparedness 0 A 16 C+

OVERALL 3 ¢ | 27 C-

ties is more than twice the national aver-
age. These rates point to a need for con-
centrated public education on safe driving
and focused enforcement of these laws.
The state is moving forward in this area,
having passed legislation in 2013 that bans
texting for all drivers.

Recommendations. Many critical gaps
in Access to Emergency Care threaten to
overburden the emergency care system in
Florida. The state needs to recruit, train,
and retain all types of health profession-
als, including emergency physicians and
specialists willing to be on call in the ED.
At the same time, the state must increase
Medicaid reimbursement levels that have
steadily declined for the past decade, sup-
port increased hospital capacity to reduce
the likelihood of ED boarding and crowd-
ing, and improve health insurance cover-
age for adults and children.

Improving the Medical Liability Environ-
ment further may help Florida in attracting
and retaining health care providers. The
state must make an effort to encourage ad-
ditional insurers to write medical liability
policies in the state and reduce the highest-
in-the-nation insurance premiums. Imple-
menting pretrial screening panels and re-
quiring that expert witnesses be licensed
to practice medicine in the state also may
discourage frivolous lawsuits.

i American College of
¢ Emergency Physicians®
ADVANCING EMERGENCY CARE_\/\,_ 35



America’s Emergency Care Environment, A State-by-State Report Card - 2014

FLORIDA: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 90  Expert witness must be of the same specialty per 100,000 pop. 14.3
Emergency physicians per 100,000 pop. 12.0 as the defendant Yes Total injury prevention funds per 1,000 pop. $29.83
Neurosurgeons per 100,000 pop. 21 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.7 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 33 gﬂc:ign‘&ngﬁ; IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 32 : i o Gun-purchasing legislation (range 0-6) 2
Registered nurses per 100,000 pop. 863.6 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yoo :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 2
i ; nfant mortality rate per 1, ive births 6.5
?88%%%arl)g[r)|.mary care FTEs needed per 45 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 171
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 99 Current smokers, % of adults 193
100,000 pop. 04 Adverse event reporting required Yes 9 of adults with BMI >30 266
% of children able to see provider 917 % of counties with E-911 capability 100.0 o of children obese 134
Level | or Il trauma centers per 1M pop. 0.  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.7
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 14.8
Il trauma center 98.2 CDC guidelines are basis for state field triage Infant mortality disparity ratio 24
Accredited chest pain centers per 1M pop. 4.0 protocols - - No
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS C+
substance abuse treatment g Ocare P o Yes Per capita federal disaster preparedness funds ~ $4.27
Pediatric specialty centers per 1M pop. 24 Jnageand destination policy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,4  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average 576  [rage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o Yes
(;_’007 ,[3 2012) 38 Statewide trauma registry Yes Public health and emergency physician input
. : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 216 auma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 99 “prescription drug monitoring program personnel, equipment, facilities per hospital 0.6
% of children with no health insurance 13.0 (range 0-4) 2 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 19.2 % of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 85 order entry 76.3 Special needs patients in medical response
Emergency departments per 1M pop. 81 9% of hospitals with electronic medical records 953 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2995  minutes of arrival g6  Inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 648  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 133 acute coronary intervention 58 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 315 within 24 hours 99  Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 37.9 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT ] % of hospitals having or planning to develop a providers : _ level
Lawyers per 10,000 pop. 20 C B e witon diaster s
Il:awyers per physician — 12'3 PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
e L T
Malpractice award payments/ 100,000 pop. 3.6 - — ’ - - in place Statewide
Average malpractice award payments $212,364 ;ed?imfa;] fatall_tlfes per 100,000 pedesirians 170 St_atewide medical communication system
Databank reports per 1,000 physicians 200 o Of traffic fatalities e_llcohol roelated 36 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes -rontoccupant restraint use (%) . 8a.1 Statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 04  range0-10) _ 3 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 1. common ED presentations Statewide
for primary care physicians $31,133 Graduated drivers' license legislation Bed surge capacity per 1M pop. 494.4
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 274.2
for specialists $128,555 o of children immunized, aged 19-35 months 778 By unit beds per 1M pop. 4.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
Pretrial screening panel's findings admissible L/accme in past year - 576 Physicians in ESAR-VHP per 1M pop. 50.0
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received gog Nursesin ESAR-VHP per 1M pop. 286.3
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 25.5 Egrmo{)zlphea“h professionals in ESAR-VHP 271
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages >$500,000 _Per 100,000 pop. 21.3 - = : .
Additional liabili - Unintentional fall-related fatal injuries per Disaster training required for essential
o S T et .
Joint and several liability abolished Yes ggn%g%ggggg burn-related fatal injuries 07 I&ﬁir?rlmlg );pdrigtaesctg(r)r(]rsagehgillt)h care workers 3
’ : - % of RNs received disaster training 38.7

NR = Not reported
N/A = Not applicable
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GA

» Georgia

Georgias strong Medical Liability Envi-
ronment continues to be its biggest asset,
although the state has made considerable
progress in improving its Quality and Pa-
tient Safety Environment. Georgia contin-
ues, however, to suffer from health care
wortkforce shortages and financial barriers
to care, putting Access to Emergency Care in
this state among the worst in the nation.

Strengths. Georgia continues to support a
strong Medical Liability Environment with
protections for health care providers. It
prohibits apologies by providers from be-
ing used as evidence of wrongdoing and
has enacted additional liability protections
for care mandated by the Emergency Med-
ical Treatment and Labor Act (EMTALA),
which protects providers caring for very
high-risk patients with little or no knowl-
edge of their medical history. The state has
numerous expert witness rules and is one
of three states that require expert witnesses
to be licensed to practice medicine in the
state. Despite the positive overall environ-
ment, however, Georgia’s medical liability
cap on non-economic damages was ruled
unconstitutional in 2010, and other chal-
lenges persist.

Georgia has demonstrated a strong com-
mitment to improving the Quality and
Patient Safety Environment by incorporat-
ing Centers for Disease Control and Pre-
vention guidelines into its state field triage
protocols.  Geor-
gia continues to
fund a state emer-
gency medical ser-
vices (EMS) med-
ical director and
has  destination
policies in place
that allow EMS to bypass local hospitals
to take stroke, ST-elevation myocardial in-
farction, and trauma patients to a hospital
specialty center.

While some work is still needed, Georgia
has made improvements in Disaster Pre-
paredness. The state’s medical response plan
now includes patients with special needs,
mental health patients, and patients de-
pendent on medications or dialysis. Geor-
gia has also implemented a paper-based

Georgia’s biggest challenge
is ensuring that all people
have adequate access to
emergency care.

statewide patient tracking system and is in
the process of implementing an electronic
patient-tracking system for everyday use as
well as disaster use. It has one of the top 10
bed surge capacities in the nation (1,507.0
beds per 1 million people). The state also
has a high number of burn unit beds (9.4
beds per 1 million), although there is a
noted shortage of intensive care unit beds
(204.2 per 1 million).

Challenges. Georgia’s biggest challenge is
ensuring that all people have adequate Ac-
cess to Emergency Care. The state has low
per capita rates of specialists, including
emergency physicians; neurosurgeons; or-
thopedists and hand surgeons; plastic sur-
geons; ear, nose, and throat specialists; and
registered nurses. Access to mental health
care is a particular problem for Georgia,
with only 17.9 psychiatric care beds for
every 100,000 people and a need for ad-
ditional mental health care providers. The
state has a shortage of physicians accepting
Medicare fee-for-service patients (2.7 per
100 beneficiaries). Georgia’s population
struggles with adequate insurance cover-
age: 22.2% of adults and 10.9% of chil-
dren have no health insurance, and both
groups have high proportions of people
who are underinsured (9.1 and 18.5%,

respectively).

Georgia has a mixed report card in Public
Health and Injury Prevention. The state is
second in the na-
tion in early child-
hood immuniza-
tions (83.9%). At
the same time, it
has some of the
lowest rates of in-
fluenza and pneu-
mococcal vaccination among older adults
(55.2 and 66.5%, respectively). Georgia
has the third lowest rate of traffic fatalities
that are alcohol-related (26%), but it also
has very high rates of bicyclist fatalities
(8.3 per 100,000 cyclists) and pedestrian
fatalities (9.4 per 100,000 pedestrians).

Recommendations. Georgia’s most press-
ing concern is attracting needed specialists
and other health care providers to the state
to improve Access to Emergency Care. In

D+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 4 F 46 F
Quality & Patient

Safety Environment D+ 26 C
Medical Liability

Environment 4 A 12 B-

Public Health &
Injury Prevention 24 ¢ | 31 D+

Disaster
Preparedness 2 ¢+ | 32 D+

OVERALL 31 ¢ | 29 D+

addition, improved health insurance cov-
erage for adults and children in Georgia
is necessary to ensure that they can afford
care when needed.

Additionally, Georgia must address the ra-
cial and ethnic disparities that persist for
cardiovascular disease, HIV diagnoses, and
infant mortality. The state has the seventh
highest cardiovascular disease disparity ra-
tio, with Native Americans having rates
of cardiovascular disease that are 2.8 times
higher than the race with the lowest likeli-
hood of developing heart disease. Similarly,
non-Hispanic Black infants are 3.1 times
more likely to die in the first year of life
than the race that is least likely. Georgia
should work to ensure that all of its citizens
have adequate access to preventive health
care, education, treatment, and support to
reduce these disparities.

Although Georgia has many strong Di-
saster  Preparedness policies, it is nearly
last in the nation in terms of physicians,
nurses, and behavioral health profession-
als registered in the Emergency System for
Advance Registration of Volunteer Health
Professionals. Engaging health care profes-
sionals in disaster preparedness is needed
to support Georgia’s ability to respond
quickly and effectively during a disaster or
mass casualty event.

7
ADVANCING EMERGENCY CARE_\/\,_ 3
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GEORGIA: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 8.0 Expert witness must be of the same specialty per 100,000 pop. 101
Emergency physicians per 100,000 pop. 104 as the defendant Yes Total injury prevention funds per 1,000 pop. $320.98
Neurosurgeons per 100,000 pop. 16 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state Yes gegicate: elderly injur)l/ prevention funding No
100,000 pop. 75 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 19 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding Yes
ENT specialists per 100,000 pop. 32 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 664.9 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 6.4
?88%%%arl)g[r)|.mary care FTEs needed per 26 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 166
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 94 Ccurrent smokers, % of adults 212
100,000 pop. 1.0  Adverse event reporting required Yes 9 of adults with BMI >30 28.0
% of children able to see provider 959 % of counties with E-911 capability 97.5 9 of children obese 16.5
Level | or Il trauma centers per 1M pop. 11 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 16.2
Il trauma center 89.6 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 31
Accredited chest pain centers per 1M pop. 2.6 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS D+
substance abuse treatment 75 Ooare TR Yes Per capita federal disaster preparedness funds  $4.72
Pediatric specialty centers per 1M pop. 26 Jage and destination policy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,7  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1874 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process P Yes
(5007 to 2012) 545 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 22 4 ima patients Yes Drills, exercises conducted with hospital
% of adults underinsured 91 “prescription drug monitoring program personnel, equipment, facilities per hospital 0.7
% of children with no health insurance 10.9 (range 0-4) 2 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 185 o4 of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 74 order entry M7 Special needs patients in medical response
Emergency departments per 1M pop. 10.1 % of hospitals with electronic medical records 950  Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3049  minutes of arrival g3 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 677  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 17.9 acute coronary intervention 58 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 279 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 50.3 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT ;8 % of hospitals having or planning to develop a providers : _ level
Il:awyers per physician — 12'? PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician : n i long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists 1:'2 “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 1.7 - — ’ - : in place Statewide
Average malpractice award payments $358,985 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 94 St_atewide medical communication system
Databank reports per 1,000 physicians 02 oo traffic fatalities alcohol related 26 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 930 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians ag ange0-10) _ 7 Real-time surveillance system in place for In metro
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations areas
for primary care physicians $14,572 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1507.5
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 204.2
for specialists $58,811 o of children immunized, aged 19-35 months 839  Burn unit beds per 1M pop. 9.4
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
Pretrial screening panel's findings admissible L/accme in past year - 552 Physicians in ESAR-VHP per 1M pop. 2.5
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received g65 Nursesin ESAR-VHP per 1M pop. 56.8
Eg;)%(gﬁts re(:Jupeos'; Fatal occupational injuries per 1M workers 23.2 Egrmo{)zlphea“h professionals in ESAR-VHP 26
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 82 pisaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 64 ospital, EMS personnel No
mandated emergency care es 2,000 POp-_ _ - b :
Joint and several liability abolished Yes gg:"fgg“ggg'pfgg/ burn-related fatal injuries .y E'fr?r','g Va‘gﬁ‘;;esiﬂﬂfage“gﬂﬁ“ care workers 3
’ : : % of RNs received disaster training 37.3

NR = Not reported
N/A = Not applicable
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s Hawaii

Hawaii boasts a strong commitment to
Public Health and Injury Prevention, for
which it ranks second in the nation, as well
as a top-notch emergency medical services
(EMS) system focused on patient safety
and quality of care. However, a severe gap
in hospital capacity impedes the state’s
ability to respond to both everyday emer-
gency care needs and potential disasters or
mass casualty events.

Strengths. Hawaii continues to stand out
in Public Health and Injury Prevention. The
state has both low rates of chronic disease
and low rates of fatal injuries in almost all
measured categories. These stellar numbers
are supported by the state’s fiscal commit-
ment to injury prevention, with high per
capita injury prevention funding ($961.64
for every 1,000 people) and funding sourc-
es specifically set aside for prevention of
occupational injuries, childhood injuries,
and injuries among older adults. Hawaii
also has some of the lowest rates of adult
and child obesity in the nation.

Hawaii has greatly improved its Quality
and Patient Safety Environment since the
last Report Card. The state has adopted
a uniform system for providing pre-ar-
rival instructions and has implemented a
statewide trauma registry. Hawaii is ninth
in the nation in
terms of hospitals
with computerized
practitioner order
entry (87.0%). It
provides funding
for quality
provement within
the EMS system
and has a funded
state EMS medical director, demonstrat-
ing a strong commitment to quality im-
provement and system oversight.

im-

Although Hawaii has numerous challenges
related to Access to Emergency Care, the state
ranks among the five best states for the
proportion of adults (91.0%) and children
(95.9%) with health insurance. Rates of un-
derinsurance for both adults and children
are also well below the national average.

Gaps in hospital and
treatment facility capacity
are highly problematic and
lead to poor overall access
to emergency care.

Challenges. Hawaii’s poor grade in Ac-
cess to Emergency Care is primarily due to
a lack of adequate hospital capacity, which
can lead to dire outcomes. The closure of
two hospitals in 2011 could be a contrib-
uting factor to a sharp need for beds and
treatment centers, and Hawaii’s isolated
geography keeps its people from taking
advantage of facilities in other states. Ha-
waii has one of the highest per capita rates
of emergency physicians but few emer-
gency departments (ED; 9.3 per 1 million
people). Its hospitals are nearly at capac-
ity, with the second highest hospital oc-
cupancy rate in the nation (77.1 per 100
staffed beds) and low numbers of staffed
inpatient beds overall (231.9 per 1 million
people), which contributes to long waits
in the ED (330 minutes from ED arrival
to departure). Other contributing factors
to Hawaii’s poor grade include low Med-
icaid reimbursement rates and shortages
in some specialties, such as neurosurgeons
and ear, nose, and throat specialists.

Hawaii’s infrastructure problem is echoed
by challenges in Disaster Preparedness. The
state has no verified burn centers and low
numbers of burn unit beds (2.2 per 1 mil-
lion people), the lowest per capita rate of
intensive care unit (ICU) beds in the na-
tion (117.8 per 1 million), and the sec-
ond lowest bed surge
capacity (229.8 beds
per 1 million). These
infrastructure  issues
will greatly hamper
Hawaii’s ability to re-
spond to a large-scale
disaster or mass casu-
alty event.

Hawaii’s subpar grade for its Medical Li-
ability Environment is aided by relatively
low numbers of malpractice award pay-
ments (1.5 per 100,000 people) and aver-
age medical liability insurance premiums
for primary care physicians ($10,432) and
specialists ($44,860). Offsetting these rela-
tive advantages are few protections for the
state’s health care workforce and the high-
est average malpractice award payments in
the nation ($681,839).

C-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 22 c 44 F
Quality & Patient

Safety Environment D+ 16 B-
Medical Liability

Environment 16 ¢+ | 30 D+

Public Health &
Injury Prevention 5 A- 2 A

Disaster
Preparedness 24 C+ | M F

OVERALL 16 C+ | 24 C-

Recommendations. Hawaii has high rates
of insurance and plenty of doctors overall,
but gaps in hospital and treatment facil-
ity capacity are highly problematic and
lead to overcrowding, long waits in the
ED, and poor overall Access to Emergency
Care. Increasing the availability of medical
facilities, ICU beds, burn beds, EDs, and
inpatient beds would go a long way toward
improving the state’s access to emergency
medical care and increase its ability to re-
spond to large-scale disasters.

Hawaii should consider adopting medical
liability reforms such as reducing the medi-
cal liability cap on non-economic damages
to $250,000, requiring awards to be offset
by collateral sources, and requiring periodic
payments of malpractice awards. These re-
forms can reduce the incidence of defensive
medicine and encourage more specialists to
provide on-call services to emergency pa-
tients. Additionally, Hawaii should imple-
ment expert witness rules requiring case
certification; ensure that expert witnesses
are of the same specialty as the defendant;
and institute liability protections for care
mandated by the Emergency Medical Treat-
ment and Labor Act, which requires emer-
gency care providers to perform life-saving
procedures without a pre-existing patient
relationship and little to no knowledge of a
patient’s medical history.

i American College of
i Emergency Physicians®
ADVANCING EMERGENCY CARE_\/\,_ 39




America’s Emergency Care Environment, A State-by-State Report Card - 2014

HAWAILI: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. NR
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 157 Expert witness must be of the same specialty per 100,000 pop. 76
Emergency physicians per 100,000 pop. 167 s the defendant No Total injury prevention funds per 1,000 pop. $961.64
Neurosurgeons per 100,000 pop. 11 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
; . o medicine in the state No  Dedicated elderly injury prevention fundin Yes
Orthopedists and hand surgeon specialists per Dedicated yt'] lllp g 9
edicated occupational injury prevention
Ilgit?co (s)uprgz.ons per 100,000 pop ?-: QUALITY & PATIENT SAFETY funding P e Yes
ENT specialists per 100,600 pop. 29 ENVRONMEN : o Gun-purchasing legislation (range 0-6) 35
Registered nurses per 100,000 pop. 740.9 Eknnsd'sr;?stfglfﬂqua"w improvement within the Yes Anti-smoking legistation (range 0-3) 3
i ; Infant mortality rate per 1,000 live births 6.2
,?ggl’t(;%%a[l)g[r;mary care FTEs needed per 04 Funded state EMS medical director Yes Binge alcohol drinkers, % of adults 215
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 0 Current smokers, % of adults 168
100,000 pop. 03 Adverse event reporting required No o of adults with BMI >30 21.9
% of children able to see provider 962 /% of counties with E-O11 capability 100.0 o of children obese 115
Level | or Il trauma centers per 1M pop. 0.7 ,U"'tfomt“_ system for providing pre-arrival Cardiovascular disease disparity ratio 15
% of population within 60 minutes of Level | or I(?S(;uc !gnls_ basis for state field i Yes HIV diagnoses disparity ratio NR
Il trauma center 61.7 roto?;g:se nes are basis or state field triage 20:'25 Infant mortality disparity ratio 1.3
Accredited chest pain centers per 1M pop. 0.0 p - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment 99 g:i;:(reeand destination policy in place for e capita federal disaster preparedness funds  $9.38
Pe“"{‘tf'c spemalty_ centersl per 1M pop. 0.7 stroke patients No State budget line item for health care surge No
ng:}?é?:rsieascceptlng Medicare per 100 a3  Statehas oris working on a PCI network or a ESF'3tP||atf1‘ shgtreld with all ||5M3 and No State
— — : STEMI system of care Yes essential hospital personne ESF-8 plan
9 PP -
hedcald 1ec levels for office visits asa% of -, Triage and destination policy i place for Emergency physician input into the state
€ hatlona average ___ 4 STEMI patients Yes planning process Yes
% change in Medicaid fees for office visits p n —
(;_’007 ,[3 2012) 0.0 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
% of adults with 1o health insuran 9'0 Triage and destination policy in place for during an ESF-8 response Yes
» 0f aqdults 10 health Insurance i trauma patients Yes Drills, exercises conducted with hospital
OAJ of adults underinsured 83 prescription drug monitoring program personnel, equipment, facilities per hospital 43
% of ch!ldren with np health insurance 4.1 (range 0-4) 3 Accred!teq by the Emergency Management
% of children _undenn.sur_ed 13.3 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 125 order entry 87.0 Special needs patients in medical response
Emergency departments per 1M pop. 93 9% of hospitals with electronic medical records o13  plan — : - No
Hospital closures in 2011 2 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 231.9  minutes of arrival gg _In medical response plan _ No
Hospital occupancy rate per 100 staffed beds 771 Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 24.6 acute coronary intervention 219 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan_ - No
departure for admitted patients 330 within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication . No
ethnicity and primary language 50.0 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT OIS 9% of hospitals having or planning to develop a providers : _ level
Lawyers per 10,000 pop 12.2 diversity strategy/plan 429 Longt-;erm car;:t ang .nur?mg |home facilities
- POP. : must have written disaster plan Yes
tawyers per physician — LLENN PUBLIC HEALTH & INJURY PREVENTION /Y State able to report number of exercises with
awyers per emer an 7.3 " - - i
AT‘}IRVX' d_P_ emergency physici - Traffic fatalities per 100,000 pop. 6.2 Iuong tgrm_carf: 0r_ngrsmg home facilities Yes
judicial hellholes (range 2 to -6) 0 — — - Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 15 Bicyclist fatalities per 100,000 cyclists 25 in place Statewide
- - Pedestrian fatalities per 100,000 pedestrians 35 : : P
Average malpractice award payments $681,839 - — Statewide medical communication system
Databank reports per 1,000 physicians 12.0 % of traffic fatalities alcohol related 50 with one layer of redundancy Yes
: P : - Front occupant restraint use (%) 9.0  Statewide patient tracki "
Provider apology is inadmissible as evidence Yes - - atewide patient tracking system Yes
Patient compensation fund No gﬁ!Eet lst;requtllred I"br T::I|m9t(|)rgy0|e riders No Statewide real-time or near real-time
- ™ PR lld safety seat/seat belt legisiation syndromic surveillance system Yes
Number of insurers writing medical liabilit
policies per 1,000 physicigns y 134  range0-10) _ 8 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations No
for primary care physicians $10,432 Graduated drivers' license legislation Bed surge capacity per 1M pop. 229.8
Average medical liability insurance premium (range 0-5) 0 ICU beds per 1M pop. 117.8
for specialists $44,860 % of children immunized, aged 19-35 months 80.7 Burn unit beds per 1M pop. 22
Presence of pretrial screening panels Mandaory o of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
- - . — vaccine in past year 64.7 PR
Pretrial screening panel's findings admissible 0 - Physicians in ESAR-VHP per 1M pop. 25.1
id N % of adults aged 65+ who ever received : 5
as evidence o pneumacoccal vaceine 67.7 Nurses in ESAR-VHP per 1M pop. 185.3
Periodic - —— - Behavioral health professionals in ESAR-VHP
payments No ;atal_ q((:jcupatl(;)nal_ m(junes per 1l\:| worEgrls 35.5 per 1M pop. 144
Medical liability cap on non-economic $350,001 omicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages -500,000 ﬁer 1t00t,'0 OOIpfo?I. \ated fatal T M8 Disaster training required for essential
Addigo?a(; liability protection for EMTALA- 13'0" gé‘o'g';% all-refated tatal injuries per 44 hospital, EMS personnel No
mandated emergency care No PSP —— : Liability protections for health care workers
Joint and several liability abolished Partially Unintentional fire/burn-related fatal injuries during a disaster (range 0-4) 3
per 100,000 pop. NR - - —
% of RNs received disaster training M.1

NR = Not reported
N/A = Not applicable
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ID

4 Idaho

While Idaho continues to boast one of the
best Medical Liability Environments in the
nation, it still lacks focused planning in
Disaster Preparedness and key provisions
for improving the Quality and Patient
Safety Environment, and it suffers from a
severe workforce shortage.

Strengths. Idaho’s Medical Liability En-
vironment benefits from several impor-
tant reforms that have been implemented
over the years. The state’s medical liability
cap on non-economic damages reduces
out-of-control medical malpractice pay-
ments, and mandatory pretrial screening
panels help weed out frivolous lawsuits.
Idaho also has instituted apology laws and
abolished joint and several liability. The
environment is further strengthened by a
relatively high number of insurers writing
medical liability policies (25.5 per 1,000
physicians) and only 1.4 malpractice
award payments for every 100,000 people.

Idaho showed some strengths in Pub-
lic Health and Injury Prevention, having
among the lowest HIV diagnosis and in-
fant mortality disparity ratios in the nation
(1.1 and 1.4, respectively). The highest
HIV diagnosis rate (among Hispanic per-
sons) is only 1.1 times
greater than the low-
est rate. Idaho’s deni-
zens also demonstrate
healthy habits: Few
adults smoke (17.2%)
or engage in binge
drinking (16.6%), and Idaho’s infant mor-
tality rate is among the top 10 in the na-
tion (4.8 per 1,000 live births).

Although Idaho ranks poorly in Access
to Emergency Care, there are some bright
spots. It has the lowest hospital occupan-
cy rate in the country, with 52.6 of 100
staffed beds occupied. The state has good
access to emergency departments (ED)
and an admirably low median time from
ED arrival to departure (238 minutes).
The vast majority of the state’s children can
see a provider when necessary (96.7%).

Challenges. Idaho ranks among the bot-
tom 10 states for its Quality and Patient
Safety Environment due to a lack of fund-
ing and relatively few policies and proce-

Idaho continues to
struggle with a severe
workforce shortage.

dures designed to better support the safety
and quality of emergency medical care.
The state lacks funding for a state emer-
gency medical services (EMS) medical di-
rector and does not require adverse event
reporting, which would help discover and
prevent medication- and medical equip-
ment-related issues. Idaho lacks statewide
field triage protocols and a uniform sys-
tem for providing pre-arrival instructions,
which could help in the administration of
life-saving care while awaiting EMS ar-
rival. Only half of all hospitals in the state
collect data on race/ethnicity and primary
language, and fewer have or are planning

for a diversity strategy (26.9%).

In Access to Emergency Care, ldaho con-
tinues to struggle with a severe workforce
shortage, with low rates of numerous spe-
cialty care providers. The state needs an
additional 3.6 primary care providers and
1.2 mental health providers per 100,000
people, pointing to a sharp problem in ac-
cessing basic care. The state has relatively
few staffed inpatient beds for its popula-
tion (243.3 per 100,000 people), and the
shortage of psychiatric care beds has inten-
sified substantially since 2009, dropping
from 29.0 to 13.8 per 100,000 people.

Finally, Idahos Di-
saster  Preparedness
policies are in need
of enhancement and
revision. Idaho is one
of the weakest states
in this category largely due to a lack of
state-level disaster planning. For instance,
the state does not have just-in-time train-
ing systems in place; nor does it have state
or regional strike teams or medical assis-
tance teams. Idaho also lacks a patient-
tracking system and a process for incor-
porating emergency physician input into
state planning.

Recommendations. Idaho could benefit
greatly from improving its Quality and
Patient Safety Environment. In 2013, the
state passed legislation to begin developing
systems of care for stroke and heart attack,
which could standardize care across the
state and improve patient outcomes. The
state should also invest in a funded EMS

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 42 F 43 F
Quality & Patient

Safety Environment D- 45 F
Medical Liability

Environment 6 B+ 3 A-

Public Health &
Injury Prevention 29 D+ 33 D+

Disaster
Preparedness 50 F 43 F

OVERALL 46 D 41 D

medical director position to oversee the
implementation of these systems; it should
also develop a uniform system for provid-
ing pre-arrival instructions and field trau-
ma triage protocols. These changes would
go a long way toward improving patient
safety and the quality of care throughout
the state.

Idaho should take steps to strengthen its
Disaster Preparedness. It needs to incorpo-
rate emergency physician input into the
state’s planning and share its all-hazards
plan with all EMS and essential hospital
personnel. Idaho also should incorporate
plans for medically fragile populations,
such as patients dependent on medication
for chronic conditions and mental health
patients, into its medical response plan. Fi-
nally, implementing state or regional strike
teams or medical assistance teams would
help enhance the state’s ability to respond
quickly in an emergency.

Idaho must work to improve Access o
Emergency Care by addressing the special-
ist (particularly on-call specialist) and pri-
mary care workforce shortages. Failure to
improve access to on-call specialists in the
ED ultimately may result in poor health
outcomes. The state should also address its
limited mental health care resources.

i American College of
¢ Emergency Physicians®
ADVANCING EMERGENCY CARE_\/\,_ e
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IDAHO: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 90  Expert witness must be of the same specialty per 100,000 pop. 8.3
Emergency physicians per 100,000 pop. 1.7 as the defendant No Total injury prevention funds per 1,000 pop. $26.73
Neurosurgeons per 100,000 pop. 17 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.8 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.4 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 24 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 7362 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yoo :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 1
i ; nfant mortality rate per 1, ive births 4.8
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 36 runded state EMS medical director No  Binge alcohol drinkers, % of adults 166
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 0 Current smokers, % of adults 17.2
100,000 pop. 12 Adverse event reporting required No o of adults with BMI >30 2.1
% of children able to see provider 967 0 of counties with E-911 capability 97.8 9 of children obese 10.6
Level | or Il trauma centers per 1M pop. 1.3 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 1.1
Il trauma center 30.9 CDC guidelines are basis for state field triage No | fant mortality disparity ratio 14
Accredited chest pain centers per 1M pop. 25  protocols i protocols
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment 88 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $8.50
Pediatric specialty centers per 1M pop. 44 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 4 State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; No
the national average Nr  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process P No
(5007 ,[3 2012) NR Statewide trauma registry Yes Public health and emergency physician input
- - Triage and destination policy in place for during an ESF-8 response Yes, No
% of adults with no health insurance 190 4 rauma patients No  Drills, exercises conducted with hospital
% of adults underinsured 81 prescription drug monitoring program personnel, equipment, facilities per hospital 1.9
% of children with no health insurance 1.3 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 17.3 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 6.4 order entry 714 Special needs patients in medical response
Emergency departments per 1M pop. 201 9 of hospitals with electronic medical records 929  Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2433  minutes of arrival gg  _inmedical response plan No
Hospital occupancy rate per 100 staffed beds 526  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 13.8 acute coronary intervention 52 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 238 within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 50.0 Mutqal aid agreements with behavioral health Local-
MEDICAL LIABILITY ENVIRONMENT '™ 9 of hospitals having or planning to develop a providers : __ level
Lawyers per 10,000 pop. 183 B hove witen disasterpian e
Il:awyers per physician — 1‘1)'2 PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists 1:: “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 1.4 - — ’ - - in place None
Average malpractice award payments $471,936 ;ed?imfa;] fatall_tlfes per 100,000 pedesirians 26 St_atewide medical communication system
Databank reports per 1,000 physicians 237 oo traffic fatalities alcohol related 33 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes -rontoccupant restraint use (%) . 791 Statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians 55  \range0-10) _ 4 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $5,009 Graduated drivers' license legislation Bed surge capacity per 1M pop. 533.3
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 309.6
for specialists $28,703 o of children immunized, aged 19-35 months 688  Burn unit beds per 1M pop. 0.0
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - %3 Physicians in ESAR-VHP per 1M pop. 18.2
as evidence No ;;gﬂ;%ljclgscgge\?agg;ewho ever received eao Nursesin ESAR-VHP per 1M pop. 391.7
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 44.9 Egrmo{)zlphea“h professionals in ESAR-VHP 57.0
Medical liability cap on non-economic $250,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams No
damages -350000  Per 100,000 pop. — BT Disaster training required for essential
Additonal ity proteton for ENTALA- 100,000 o, related fatal s per o5 hospital, EMS personnel NR
mandated emergency care No 9,900 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries o I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers "
’ : : % of RNs received disaster training 37.9

NR = Not reported
N/A = Not applicable
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IL

% lllinois

lllinoiss fall from 27th to 45th place for
its overall emergency care environment is
largely due to major setbacks in its already
challenging Medical Liability Environment
and a failure to keep pace with other states
in improving Disaster Preparedness.

Strengths. Illinois’s strongest performance
was for the Quality and Patient Safety En-
vironment, largely due to a number of im-
portant policies and procedures that have
been put in place. Illinois has a strong pre-
scription drug monitoring program and
a statewide trauma registry, which help
ensure patient safety and quality improve-
ment. It has also developed or is develop-
ing a system of care for stroke patients
and ST-elevation myocardial infarction
patients. These plans, along with triage
and destination policies, help ensure that
these patients receive prompt care in the
most appropriate setting to enhance their
chances for favorable outcomes. The state
is currently adopting the new trauma tri-
age guidelines for pre-hospital and trauma
center activation, using the Centers for
Disease Control and Prevention recom-
mendations as baseline criteria.

Mlinois has improved slightly in Access to
Emergency Care over the past 5 years, hav-
ing increased its per
capita rates of emer-
gency  physicians,
neurosurgeons,
plastic  surgeons,
and registered nurs-
es. It also has better-
than-average health
insurance coverage for children, with only
6.2% of children lacking insurance and
16.5% underinsured.

Illinois has several strengths in Public
Health and Injury Prevention, especially in
traffic safety. The state has one of the lowest
rates of traffic fatalities (6.1 per 100,000
people) and a high rate of seatbelt use
(92.9% of front-seat occupants). Strong
child safety seat and seatbelt legislation
and distracted driving laws are currently in
place, and the state has below-average rates
of bicyclist and pedestrian deaths.

Without medical liability
reform, the state risks losing
its most qualified doctors
and medical professionals.

Challenges. Illinois’s ranking for its Medi-
cal Liability Environment fell sharply, from
34th to 50th in the nation, placing it near
the bottom for medical liability support
for emergency care. The state has fallen
behind in the types of medical liability
reforms enacted in other states over the
past 5 years and has earned a reputation
as a litigation environment unfavorable to
defendants and prone to excessive verdicts.
Compounding these issues, provisions for
periodic payments and the state’s medical
liability cap on non-economic damages
were ruled unconstitutional in 2010. Cur-
rently, Illinois has the second highest av-
erage malpractice award payments in the
nation ($599,439). Average medical liabil-
ity insurance premiums for primary care
physicians are also second highest in the
country and premiums for specialists are
$36,000 more per year than the national
average. llinois currently has virtually no
medical liability reforms in place to dis-
courage frivolous lawsuits.

In Public Health and Injury Prevention, 11-
linois could do more to combat causes of
chronic disease and illness in its popula-
tion. The state has very low rates of immu-
nization against influenza and pneumonia
for older adults
and a relatively

high rate of
binge drinking
among  adults

(23%). Despite
an average rate
of adult obesity,
the child obesity rate in Illinois is among
the highest in the country (19.3%). Illi-
nois also has a high cardiovascular discase
disparity ratio, indicating that there are
populations in the state who may not be
receiving adequate preventive care.

Recommendations. The most pressing
problem in Illinois is the state of its Medical
Liability Environment. Without reform and
a reversal of recent trends, the state risks los-
ing its most qualified doctors and medical
professionals to states where there is more
protection against unnecessary lawsuits and
excessive verdicts. Unfortunately, medical
liability reform has not fared well in the Il-
linois court system to date.

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 39

D- |24 D

Quality & Patient
Safety Environment

8 A 22 C+

Medical Liability
Environment % 0 |50 F

Public Health &
Injury Prevention 28 D+ | 29 D+

Disaster
Preparedness 8 A- 43 F

OVERALL 27 C 45 D

While changes in a number of Disaster
Preparedness indicators from 2009 may
partially explain the significant grade drop,
llinois now ranks well below most other
states in this category. In 2012, the state’s
Department of Public Health sought legis-
lation to enhance immunity for its health
care responders during an emergency but
was unsuccessful. Adopting liability pro-
tections might help the state increase the
per capita numbers of physicians, nurses,
and behavioral health professionals reg-
istered in the Emergency System for Ad-
vance Registration of Volunteer Health
Professionals, which are currently among
the lowest in the nation.

Dwindling Medicaid reimbursement rates
are another challenge for accessing needed
care, especially with full implementation of
the Patient Protection and Affordable Care
Act and Medicaid expansion underway.
The state has one of the lowest Medicaid
fee levels for office visits, at only 57.9% of
the national average, and rates have been
stagnant since 2007. Illinois needs to in-
crease Medicaid payments to attract more
physicians to serve the Medicaid popula-
tion and meet the state’s growing need for
primary care.

4
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ILLINOIS: INDICATORS

ACCESS TO EMERGENCY CARE D

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 121 Expert witness must be of the same specialty per 100,000 pop. 9.0
Emergency physicians per 100,000 pop. 151 as the defendant No Total injury prevention funds per 1,000 pop. $162.29
Neurosurgeons per 100,000 pop. 22 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding No
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.6 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.3 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 32 : s o Gun-purchasing legislation (range 0-6) 35
Registered nurses per 100,000 pop. 9625 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 6.8
?88%%%arl)g[r)|.mary care FTEs needed per 32 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 23.0
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 301 Current smokers, % of adults 209
100,000 pop. 06 Adverse event reporting required No 9 of adults with BMI >30 27.1
% of children able to see provider 941 % of counties with E-911 capability 854 o of children obese 19.3
Level | or Il trauma centers per 1M pop. 33  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 11.0
Il trauma center 95.8 CDC guidelines are basis for state field triage Infant mortality disparity ratio 27
Accredited chest pain centers per 1M pop. 3.2 protocols - - NR
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment g Olcare P o Yes Per capita federal disaster preparedness funds ~ $8.47
Pediatric specialty centers per 1M pop. 24 lnageand destination policy in place for State t?ud et line item for hzzalltjh care surge Yes
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,5  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; No
the national average 579  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o Yes
(;_’007 to 2012) 0.0 Statewide trauma registry Yes Public health and emergency physician input
. - - Triage and destination policy in place for during an ESF-8 response Yes, No
% of adults with no health insurance 175 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 87 prescription drug monitoring program personnel, equipment, facilities per hospital 154
% of children with no health insurance 6.2 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 16.5 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 9.7 order entry 85.0 Special needs patients in medical response
Emergency departments per 1M pop. 129 o of hospitals with electronic medical records 950 Plan Yes
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 288.6  minutes of arrival g4 inmedical response plan No
Hospital occupancy rate per 100 staffed beds 64.1 Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 21.1 acute coronary intervention 45 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 265 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 67.0 Mutqal aid agreements with behavioral health Local-
MEDICAL LIABILITY ENVIRONMENT | % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 12": PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician : n i long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) -4 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists g':) “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 1.4 Pedestrian fatalities per 160 000 pedestrians 3.4 in place NR
Average malpractice award payments $599,439 % of raffic fatalities alcohol’relate d ?:5 St_atewide medical communication system
Databank reports per 1,000 physicians 17.6 - . with one layer of redundancy Yes
Provider apology is inadmissible as evidence No - Tontoccupant restraint use (%) - 929 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 29  range0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted dr{V|ng Igg|slat|on (.rang.e 0-4) 4 common ED presentations NR
for primary care physicians $27,503 Graduated drivers' license legislation Bed surge capacity per 1M pop. 290.0
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 2485
for specialists $94,220 o of children immunized, aged 19-35 months 773 Burn unit beds per 1M pop. 5.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
Pretrial screening panel's findings admissible L/accme in past year - 541 Physicians in ESAR-VHP per 1M pop. 3.1
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received g5 Nursesin ESAR-VHP per 1M pop. 20.0
Eg;)%(gﬁts No Fatal occupational injuries per 1M workers 29.2 Egrmo{)zlphea“h professionals in ESAR-VHP 14
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 59 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 4o hospital, EMS personnel No
mandated emergency care o =000 POP. _ ! TR :
Joint and several liability abolished No gg:n}ggtg)ggl pfgg/burn-related fatal injuries N I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 36.4

NR = Not reported
N/A = Not applicable
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P Indiana

Indiana has improved its Medical Liability
Environment and Access to Emergency Care
grades but still faces numerous challenges,
including a need for state-level planning
and coordination to improve the Quality
and Patient Safety Environment, as well as
Disaster Preparedness.

Strengths. Indiana’s Medical Liability En-
vironment improved somewhat since 2009
and now boasts the second lowest average
malpractice award payment in the nation
($122,334). The state has implemented
many important reforms that contribute
to this low rate, including apology inad-
missibility laws, mandatory pretrial screen-
ing panels, rules that require malpractice
awards to be offset by collateral sources,
and a medical liability cap on total dam-
ages. Indiana also has a patient compensa-
tion fund in place to help cover monetary
awards in medical malpractice cases. In-
diana providers enjoy lower-than-average
medical liability insurance premiums for
primary care physicians ($10,154) and
specialists ($49,113).

Although Indiana faces significant work-
force challenges with low per capita rates
of neurosurgeons; orthopedists and hand
surgeons; plastic surgeons; and ear, nose,
and throat specialists, the state has some
strengths in Access
to Emergency Care.
The state has a
relatively adequate
number of medi-
cal facilities, with
a very low hospi-
tal occupancy rate
(60.6 per 100 staffed beds) and better-
than-average emergency department wait
times (239 minutes), staffed inpatient beds
(313.3 per 100,000 people), and psychiat-
ric care beds (24.6 per 100,000). Indiana
has some of the lowest rates of adults and
children with no health insurance (14.2
and 5.6%, respectively). It has an unfor-
tunately low Medicaid fee level for office
visits, at 66.1% of the national average,
though this represents a 16.8% fee level
increase since 2007.

Indiana must address
the severe shortage of
specialists to improve
care for its people.

Challenges. Indiana faces many challeng-
es in Disaster Preparedness due to lack of
written procedures for emergency response
coordination and a fractured emergency
response system. The state does not have
an Emergency Support Function 8 (ESF-
8) or all-hazards plan. Although Indiana
has a statewide medical communication
system and a statewide just-in-time train-
ing system, other statewide planning and
coordination efforts are lacking, including
statewide patient tracking and real-time
syndromic surveillance systems. In terms
of infrastructure, however, Indiana has a
high per capita rate of intensive care unit
beds and verified burn centers, although
the state’s bed surge capacity is quite low.

Indianas Quality and Patient Safery En-
vironment grade has declined, largely be-
cause of its failure to implement policies
at a pace consistent with the rest of the na-
tion. For instance, Indiana is one of few
states that have not begun developing a
stroke or a ST-elevation myocardial infarc-
tion (STEMI) system of care. The state
also lacks destination policies for stroke
and STEMI patients.

Indiana continues to face challenges relat-
ed to Public Health and Injury Prevention,
particularly in the area of child and infant
health. For instance, the
state has a relatively low
percentage of young chil-
dren who have received
recommended immuniza-
tions (73.4%) and one of
the higher infant mortal-
ity rates in the nation (7.6
per 1,000 live births). It also has a relatively
high infant mortality disparity ratio, with
non-Hispanic Black infants being 2.8 times
more likely to die in the first year than the
racial and ethnic group with the lowest in-
fant mortality rate.

Recommendations. Indiana must ad-
dress the severe shortage of specialists to
improve care for its people. The positive
changes to the Medical Liability Environ-
ment that have resulted in low insurance
premiums are a good start toward recruit-
ing and retaining more providers; however,

D+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 29 D 20 D+
Quality & Patient

Safety Environment c 39 D
Medical Liability

Environment 29 b+ |23 C

Public Health &
Injury Prevention 41 D- 35 D

Disaster
Preparedness 31 c 42 F

OVERALL 40 D+ 40 D+

a concerted effort is needed to significantly
increase the number of providers available
and willing to be on call in the emergency
department.

Indiana’s Disaster Preparedness planning is
in need of substantial improvement, start-
ing with improved coordination between
the various agencies responsible for emer-
gency response and involvement of the
state’s public health and emergency physi-
cians in emergency response planning. Im-
proving the state’s medical response plans
and implementing more training opportu-
nities should follow from these first steps.

Indiana should work to improve its Qual-
ity and Patient Safety Environment by de-
veloping policies and procedures that en-
sure that patients get the care they need.
A uniform system for providing pre-arrival
instructions and destination policies for
stroke and STEMI patients would go a
long way toward improving the state’s
emergency medical system of care. The In-
diana House of Representatives has estab-
lished a taskforce to examine the need for
and establishment of a state EMS physi-
cian medical director to improve the quali-
ty of services delivered. The findings of this
taskforce must be thoughtfully considered,
as it represents a potentially promising step
toward improving the system of care.

4
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INDIANA: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE D+ be offset Yes 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 86 Expert witness must be of the same specialty per 100,000 pop. 1.0
Emergency physicians per 100,000 pop. 103 asthe defendant No Total injury prevention funds per 1,000 pop. $0.85
Neurosurgeons per 100,000 pop. 15 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.0 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 16 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding Yes
ENT specialists per 100,000 pop. 27 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 938.4 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 7.6
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 12  Funded state EMS medical director No  Binge alcohol drinkers, % of adults 17.8
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 86 Current smokers, % of adults 256
100,000 pop. 05 Adverse event reporting required Yes 9 of adults with BMI >30 30.8
% of children able to see provider g6.1 0 of counties with E-911 capability 100.0 o of children obese 143
Level | or Il trauma centers per 1M pop. 0.9  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 8.7
Il trauma center 97.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 7.2 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment 84 g:i;a;eand destination policy in place for o her capita federal disaster preparedness funds  $4.55
Pediatric specialty centers per 1M pop. 35 stroﬂe patients Poleyinp No  State budget line item for health care surge Yes
ng:}?é?:rsieascceptmg Medicare per 100 ,5  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and No State
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — No essentil hOSplta.I pers.onnell ESFS plan
the national average 66.1 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process P R
(5007 to 2012) 16.8 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response No
% of adults with no health insurance 142 - 2uma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 8.1 Prescription drug monitoring program personnel, equipment, facilities per hospital 8.3
% of children with no health insurance 5.6 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 18.0 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 10.9 order entry 88.6 Special needs patients in medical response
Emergency departments per 1M pop. 156 % of hospitals with electronic medical records 960 Plan No
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3133  minutes of arrival g2  _inmedical response plan No
Hospital occupancy rate per 100 staffed beds 606  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 24.6 acute coronary intervention 63 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 239 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 53.4 Mutqal aid agreements with behavioral health Local-
MEDICAL LIABILITY ENVIRONMENT ] % of hospitals having or planning to develop a providers : __ level
ao e
Il:awyers per physician — 12'5 PUBLIC HEALTH & INJURY PREVENTION 1] State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists 12: “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 25 - — ’ - : in place Statewide
Average malpractice award payments $122,334 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 38 St_atewide medical communication system
Databank reports per 1,000 physicians 279 oo traffic fatalities alcohol related 82 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 932 statewide patient tracking system No
Patient compensation fund Yes He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system No
policies per 1,000 physicians 65 ange0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 2 common ED presentations No
for primary care physicians $10,154 Graduated drivers' license legislation Bed surge capacity per 1M pop. 317.6
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 356.1
for specialists $49,113 o of children immunized, aged 19-35 months 734 Burn unit beds per 1M pop. 41
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.5
Pretrial screening panel's findings admissible L/accme in past year - 606 Physicians in ESAR-VHP per 1M pop. 23.9
as evidence Yes ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received 705  Nurses in ESAR-VHP per 1M pop. 156.9
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 38.6 Egrmo{)zlphea“h professionals in ESAR-VHP 15
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages >$500000  Per100.000 pop. — B0 pisaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per s hospital, EMS personnel No, Yes
mandated emergency care o 2,000 POp-_ _ - b :
Joint and several liability abolished No Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesﬁg?rgfaa‘gehgﬂt)h care workers 4
per 100,000 pop. 1.2 5 - - —
% of RNs received disaster training 28.8

NR = Not reported
N/A = Not applicable
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1A

™ lowa

Iowa ranks 11¢h in the nation for its overall
emergency care environment, with a strong
commitment to Public Health and Injury
Prevention and notable improvements in its
Disaster Preparedness and Quality and Pa-
tient Safety Environment. However, the state
faces critical health care workforce shortages
and must continue to improve the Medical
Liability Environment.

Strengths. lowa’s best performance was in
Public Health and Injury Prevention. lowa
supports relatively high injury prevention
funding ($588.66 per 1,000 people) and
enjoys low fatal injury rates. For instance,
it has the eighth lowest rate of homicide
and suicide (14.2 per 100,000 people). For
motor vehicle accidents, it has a very low
rate of traffic fatalities that are alcohol-re-
lated (27%), and one of the lowest pedes-
trian fatality rates in the country (1.7 per
100,000 pedestrians). lowa fares well with
immunizations, ranking second in the na-
tion for influenza vaccination among older
adults (70.2%). It has an exceedingly low
infant mortality rate (4.9 per 1,000 live
births) and a below-average rate of child-

hood obesity (13.6%).

Iowa has made notable improvements
to its Disaster Preparedness practices and
policies since the last Report Card, more
than doubling
bed surge capacity
(1,742.6 beds per
1 million people)
to the third high-
est in the country,
as well as incorpo-
rating patients de-
pendent on medi-
cation for chronic
conditions  into
its medical response plan. It also has the
fifth highest percentage of nurses who have
received disaster training (47.2%), and it
has substantially increased the per capita
rates of physicians, nurses, and behavioral
health providers registered in the Emer-
gency System for Advance Registration
of Volunteer Health Professionals (ESAR-
VHP), though these rates still fall well be-
low the national average.

Limited access to health
care providers, including
the lowest per capita rate of
emergency physicians in the
nation, burdens the lowa
health care system.

Challenges. Although lowa has a strong
showing in many areas of Access to Emergen-
¢y Care, the state is facing a severe shortage
of health care providers. It has the lowest
per capita rate of emergency physicians in
the nation, (6.8 per 100,000 people). Iowa
also lacks neurosurgeons, plastic surgeons,
and orthopedists and hand surgeons, rank-
ing almost last in the nation for all these
specialties. It is below average in terms of
access to physicians accepting Medicare fee-
for-service patients, a trend that is likely to
worsen as the population ages. The states
Medicaid fee levels have declined by 1.2%
since 2007, a troubling trend in light of the
state’s decision to expand Medicaid under

the Affordable Care Act.

Iowa has developed a percutancous coro-
nary intervention network or a ST-eleva-
tion myocardial infarction (STEMI) sys-
tem of care and increased the number of
emergency medicine residents since the
last Report Card, which has helped to im-
prove its overall standing in Quality and
Patient Safety Environment. However, the
state lacks important provisions, including
triage and destination policies for stroke
and STEMI patients that allow emergency
medical services (EMS) to bypass local
hospitals for medical specialty centers.
Iowans also could
benefit from the
implementation  of
a uniform system for
providing pre-arrival
instructions, which
could help to ad-
minister  life-saving
care while awaiting

EMS arrival.

lowa’s Medical Li-
ability Environment ranks squarely in the
middle of the pack. Although Iowa has
relatively low average medical liability in-
surance premiums for primary care physi-
cians ($7,280) and specialists ($32,184), it
has few protections in place for providers,
including those responsible for adminis-
tering emergency care.

Recommendations. Limited access to
specialists and other health care providers

C

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 9

B- | 13 G-

Quality & Patient
Safety Environment

2 D |27 C

Medical Liability
Environment 2 0 27 C

Public Health &
Injury Prevention 12 B 14 B

Disaster
Preparedness 23 ¢+ 14 C+

OVERALL 19 ¢ 11 C

continues to burden the Towa health care
system. The state must work to attract and
retain a skilled health care workforce to
handle the growing heath care needs of its
population. Increasing Medicaid fee levels
to meet or exceed the national average may
help address the problem, as would a more
favorable Medical Liability Environment.

Iowa should enact liability protections for
providers administering care mandated by
the Emergency Medical Treatment and
Labor Act: care to high-risk patients when
the provider does not have a preexisting
patient relationship and has little to no
knowledge of a patient’s medical history.
Additionally, pretrial screening panels or
provisions for case certification could help
discourage frivolous lawsuits, and a medi-
cal liability cap on non-economic damages
could prevent excessive verdicts.

Despite its stellar score in Public Health
and Injury Prevention, lowa has one of the
higher rates of fatal occupational injuries
(48.5 per 1 million workers). Dedication
of funds specifically for occupational in-
jury prevention may be useful in address-
ing this concern. Iowa also needs to reach
out to medical professionals and increase
registration in ESAR-VHP to increase the
state’s ability to respond quickly to a major
disaster or mass casualty event.

§ American College of
i Emergency Physicians®
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IOWA: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C- be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 43  Expert witness must be of the same specialty per 100,000 pop. 6.7
Emergency physicians per 100,000 pop. 6.8 as the defendant No Total injury prevention funds per 1,000 pop. $588.66
Neurosurgeons per 100,000 pop. 13 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 7.2 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.1 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 3.8 : s o Gun-purchasing legislation (range 0-6) 0.5
Registered nurses per 100,000 pop. 1084.5 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 4.9
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 21 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 231
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 78 Current smokers, % of adults 204
100,000 pop. 08 Adverse event reporting required No o of adults with BMI >30 290
% of children able to see provider 976 0 of counties with E-911 capability 100.0 o of children obese 136
Level | or Il trauma centers per 1M pop. 20  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 14
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 8.5
Il trauma center 80.1 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 25
Accredited chest pain centers per 1M pop. 2.3 protocols - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS C+
substance abuse treatment 93 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $5.90
Pediatric specialty centers per 1M pop. 6.2 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 ,,  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 935  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process o Yes
(;_’007 ,[3 2012) 12 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. : : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 16 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 35 prescription drug monitoring program personnel, equipment, facilities per hospital 43
% of children with no health insurance 4.9 (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 15.9 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 10.4 order entry 85.1 Special needs patients in medical response
Emergency departments per 1M pop. 40.0 o of hospitals with electronic medical records 934  Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3444  minutes of arrival g4 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 578  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 28.0 acute coronary intervention 59 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 198 _within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 85.7 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT ] % of hospitals having or planning to develop a EFOV'dtefS Ty level
Lawyers per 10,000 pop. P e R B must have witien disaster plan . Yes
Il:awyers per physician — 12: PUBLIC HEALTH & INJURY PREVENTION ;] State able to report number of e);ercises with
AWYers per emergency physician : n i long-term care or nursing home facilities Yes
W T —
Malpractice award payments/ 100,000 pop. 1.7 - — ’ - - place Statewide
Average malpractice award payments $256,226 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 17 St_atewide medical communication system
Databank reports per 1,000 physicians 282 b of traffic fatalties alcohal raelated 27 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | 1ontoccupant restraint use (%) - 935 Statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 115  range0-10) _ 5  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 1 _common ED presentations No
for primary care physicians $7,280 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1742.6
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 272.6
for specialists $32,184 o of children immunized, aged 19-35 months 789 By unit beds per 1M pop. 5.2
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 03
Pretrial screening panel's findings admissible L/accme in past year - 702 Physicians in ESAR-VHP per 1M pop. 10.1
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 709  Nurses in ESAR-VHP per 1M pop. 113.2
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 48.5 Egrmo{)zlphea“h professionals in ESAR-VHP 49
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — M2 pisaster training required for essential
Additonal ity proteton for ENTALA- 100,000 o, related fatal s per 159 hospital, EMS personnel NR
mandated emergency care No 9,900 pop. S - b :
Joint and several liability abolished Yes Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesﬁg?rgfaa‘gehgﬂt)h care workers 3
per 100,000 pop. 1.1 5 - - —
% of RNs received disaster training 47.2

NR = Not reported
N/A = Not applicable
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KS

= Kansas

With its strong Medical Liability Environ-
ment, Kansas enjoys relatively solid access
to health care providers and hospital facili-
ties. However, the state should concentrate
on improvements to the Quality and Pa-
tient Safety Environment to ensure that its
citizens are receiving uniform care that will
enhance outcomes in emergencies.

Strengths. Kansas has the fourth best Medi-
cal Liability Environment in the nation,
boasting strong protections for health care
providers. The state has the seventh low-
est average malpractice award payments
($154,127) and well-below-average medi-
cal liability insurance premiums for both
primary care physicians ($8,610) and spe-
cialists ($37,651). Kansas has enacted many
reforms that discourage frivolous lawsuits,
including voluntary pretrial screening pan-
els whose findings are admissible as evidence
and rules on expert witness qualifications.
The state’s $250,000 cap on non-economic
damages was also recently upheld by the
state’s Supreme Court.

While declining somewhat in Access ro
Emergency Care since 2009, Kansas con-
tinues to enjoy a solid health care work-
force with better than average numbers
of orthopedists and hand surgeons; plas-
tic surgeons; and registered nurses. The
state fared well for access to emergency
care facilities, with
the third high-
est per capita rate
of emergency de-
partments  (ED)
(44.7 per 1 million
people) and the
second lowest ED
wait times (180
minutes from ED arrival to departure for
admitted patients), despite having one of
the lowest rates of emergency physicians in
the nation (8.3 per 100,000 people). Kan-
sas has the third lowest hospital occupancy
rate in the nation and ranks among the top
10 states in access to accredited chest pain
centers and pediatric specialty centers.

Kansas has made several improvements in
Disaster Preparedness since the last Report
Card. The state’s medical response plan

Kansas must invest in
quality improvement efforts,
including funding a state
emergency medical services
medical director.

now includes special needs patients, pa-
tients dependent on medication for chron-
ic conditions, and patients dependent on
dialysis. Public health and emergency phy-
sician input is included during an Emer-
gency Support Function 8 response, and
emergency physicians have input into state
disaster planning. In addition, Kansas has a
strong infrastructure for a disaster or mass
casualty event, with high rates of burn unit
beds and intensive care unit beds.

Challenges. Kansas’s poor grade in Qual-
ity and Patient Safety Environment is due
to a lack of guidelines and protocols for its
emergency medical services (EMS) system.
For instance, Kansas lacks a uniform sys-
tem for providing pre-arrival instructions
that could aid in providing life-saving care
in an emergency and does not have state
field triage protocols. Outside of the major
metropolitan areas, Kansas does not have
triage and destination policies in place for
trauma, ST-elevation myocardial infarc-
tion (STEMI), or stroke patients. The
state has not dedicated funding for quality
improvement within the EMS system and
lacks a funded state EMS medical direc-
tor to oversee quality improvement and
patient safety in the state.

Although the state performed better than
average in Public Health and Injury Preven-
tion, Kansas has a
few  concerning
indicators.  The
state has a very
high rate of fatal
occupational in-
juries (56.1 per
1 million work-
ers), which is only
slightly lower than reported in the previous
Report Card, and has no funding sources
specifically dedicated for occupational in-
jury prevention. Kansas also has a high
rate of traffic fatalities, and lacks a ban on
handheld cellphone use while driving.

Recommendations. Kansas must invest
in quality improvement efforts that will
benefit its population, such as instituting
a uniform system for providing pre-arriv-
al instructions. The state must consider

C

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 7 B- | 14 C-
Quality & Patient
Safety Environment D+ 44 F
Medical Liability
Environment 3 A4 A-

Public Health &
Injury Prevention 22 c | 18 C+

Disaster
Preparedness 3 D+ 26 G-

OVERALL 8 C 16 C

funding a state EMS medical director po-
sition to oversee development and imple-
mentation of field triage guidelines and
destination policies for stroke, STEMI,
and trauma patients to take full advantage
of the state’s relative abundance of trauma
centers and chest pain centers.

The state must continue to support and
build on the success it has realized in es-
tablishing its first emergency residency
program in order to increase the number
of emergency physicians, as well as board-
certified emergency physicians, practicing
in the state. Expanding the size of its resi-
dency program would be a significant step
in this direction. Kansas also must work
to address its high rates of uninsured and
underinsured children (9.4 and 21.1%, re-
spectively) to ensure all are able to access
care when they need it.

Kansas should continue to improve its Di-
saster Preparedness by increasing the num-
ber of health care providers registered with
the Emergency System for Advance Regis-
tration of Volunteer Health Professionals.
The state has a very low rate of physicians
registered (5.9 per 1 million people) and
only an average rate of nurses registered
(189.5 per 1 million).

4
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KANSAS: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C- be offset No 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 79  Expert witness must be of the same specialty per 100,000 pop. 76
Emergency physicians per 100,000 pop. 83 as the defendant Yes Total injury prevention funds per 1,000 pop. $415.63
Neurosurgeons per 100,000 pop. 15 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 9.9 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.4 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 3.4 : i o Gun-purchasing legislation (range 0-6) 1
Registered nurses per 100,000 pop. 981.7 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 6.2
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 23 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 17.0
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 62 Current smokers, % of adults 220
100,000 pop. 0.7 Adverse event reporting required Yes 9 of adults with BMI >30 206
% of children able to see provider 963 /b of counties with E-911 capability 100.0 o of children obese 14.2
Level | or Il trauma centers per 1M pop. 21 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.1
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 84
Il trauma center 78.7 CDC guidelines are basis for state field triage No Infant mortality disparity ratio 26
Accredited chest pain centers per 1M pop. gz  protocols i protocols
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment 87 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $6.12
Pediatric specialty centers per 1M pop. 5.2 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 ,5  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average goo  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process o Yes
(;_’007 to 2012) 0.0 Statewide trauma registry Yes Public health and emergency physician input
. : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 149 rauma patients No Drills, exercises conducted with hospital
% of adults underinsured 87 “prescription drug monitoring program personnel, equipment, facilities per hospital 04
% of children with no health insurance 9.4 (range 0-4) 2 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 211 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 71 order entry 63.8 Special needs patients in medical response
Emergency departments per 1M pop. 447 % of hospitals with electronic medical records 75,9 Plan __ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 4183  minutes of arrival g5 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 565  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 39,0 acute coronary intervention 66 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 180 _within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 74.1 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT '™ 9 of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 12': PUBLIC HEALTH & INJURY PREVENTION (HS  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
s T N
Malpractice award payments/ 100,000 pop. 3.1 - — ’ - - in place Statewide
Average malpractice award payments $154,127 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 26 St_atewide medical communication system
Databank reports per 1,000 physicians 26.7 b of traffic fatalties alcohal raelated 34 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No - Tontoccupant restraint use (%) - 829 statewide patient tracking system No
Patient compensation fund Yes He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system No
policies per 1,000 physicians 107 range0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 2 common ED presentations No
for primary care physicians $8,610 Graduated drivers' license legislation Bed surge capacity per 1M pop. 612.6
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 335.8
for specialists $37,651 o of children immunized, aged 19-35 months 811 Byrn unit beds per 1M pop. 9.7
Presence of pretrial screening panels Voluntary 0 Of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.7
Pretrial screening panel's findings admissible L/accme in past year - 676 Physicians in ESAR-VHP per 1M pop. 5.9
as evidence Yes ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received 708  Nurses in ESAR-VHP per 1M pop. 189.5
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 56.1 Egrmo{)zlphea“h professionals in ESAR-VHP 378
Medical liability cap on non-economic Hg:n1|(6|(<)j%sogndOSU|C|des (non-motor vehicle) 17  Strike teams or medical assistance teams Yes
damages $250,000 ﬁ et Ipf ﬁ \ated fatal T : Disaster training required for essential
Addigg{]:(; !an?g:tgeﬁrcc;tigt:gn for EMTALA- ) 13'0" gé‘o'g';% all-related fatal injuries per 115 hospital, EMS personnel No
man o ; : - i :
Joint and several liability abolished Yes gg:"fgg“ggg'pfgg/ burn-related fatal injuries .y E'fr?r','g Va‘gﬁ‘;;esiﬂﬂfage“gﬂﬁ“ care workers 4
’ : - % of RNs received disaster training 37.9

NR = Not reported
N/A = Not applicable
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KY

= Kentucky

With ample medical facilities and high
rates of insured children, Kentucky has
improved somewhat in Access ro Emergency
Care. However, the state’s poor Medical Li-
ability Environment and lack of provisions
to improve the Quality and Patient Safety
Environment bring the state’s overall emer-
gency care environment to fifth worst in
the nation.

Strengths. Kentucky ranks 12th in the na-
tion in Access to Emergency Care, largely due
to improvements in key measures since the
previous Report Card. Kentucky’s citizens
enjoy increasing access to accredited chest
pain centers (5.5 per 1 million people)
and above-average per capita rates of pe-
diatric specialty centers (3.9 per 1 million
people). Access to behavioral health care is
also relatively strong, with a low rate of un-
met need for sub-
stance abuse treat-
ment (7.3%) and
one of the nation’s
highest per capita
rates of psychiatric
care beds (34.5 per
100,000  people).
Kentucky has also
increased Medicaid
fee levels for office visits by 58.0% since
2007, although those payments continue
to lag behind the national average.

Kentucky also has some bright spots in
Disaster Preparedness, including the fifth
highest bed surge capacity (1,707.8 per
1 million people). The state’s disaster pre-
paredness plans are relatively comprehen-
sive, and statewide systems are in place,
such as a just-in-time training system and
a statewide medical communication sys-
tem with one layer of redundancy.

Challenges. Kentucky continues to
suffer from a poor Medical Liability
Environment, having made no progress
since the previous Report Card and failing
to enact even the most basic reforms,
such as apology inadmissibility laws that
would allow providers to apologize to
patients and their families for unfortunate
circumstances without fear that it will be
used against them as evidence in court.

Kentucky must improve
quality and patient safety
by continuing to implement
statewide emergency
response policies.

e state also lacks pretrial screening
The state also lack: trial

panels and a process for case certification
by expert witnesses.

Kentucky lags in its Quality and Patient
Safety Environment. Although it does have
a funded state EMS medical director, Ken-
tucky lacks some state-level protocols that
can ensure that emergency patients receive
life-saving care, such as a uniform system
for providing pre-arrival instructions, and
triage and destination policies for ST-
elevation myocardial infarction (STEMI)
patients. The state does not require adverse
event reporting, which can help track and
prevent medication errors and unfavorable
patient outcomes.

In the area of Public Health and Injury Pre-
vention, Kentucky has some bright spots,
such as the fourth highest rate of childhood
immunizations and
above-average rates
of influenza vac-
cinations for older
adults. These indi-
cators are tempered
by high health risk
factors. Kentucky
has the highest rate
of adult smoking in
the nation (29.0%), and weak antismok-
ing laws increase opportunities for second-
hand smoke exposure. Kentucky also has
among the highest rates of adult and child
obesity in the country (30.4 and 19.7%,
respectively). Additionally, a high cardio-
vascular disease disparity ratio indicates
that some racial and ethnic groups lack
access to proper prevention and medical
care.

Recommendations. Kentucky must work
to improve its failing grade in Quality
and Patient Safety by continuing to de-
velop and improve statewide emergency
response policies. The state should inves-
tigate implementing statewide policies
to improve and standardize care, includ-
ing destination policies for STEMI and
stroke patients, which could benefit from
the state’s relatively high rate of accredited
chest pain centers.

D

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 19 C 12 C

Quality & Patient

Safety Environment F 43 F
Medical Liability
Environment a7 F |48 F

Public Health &
Injury Prevention 35 D 34 D

Disaster
Preparedness 28 ¢+ 33 D

OVERALL 4 D+ 47 D

Kentucky is long overdue for improving its
Medical Liability Environment. The state
must work to implement expert witness
rules that require experts to be of the same
specialty as the defendant and licensed to
practice medicine in the state. Requiring
case certification by expert witnesses may
also reduce the number of frivolous mal-
practice cases brought to court, alleviating
this burden on providers, patients, and the
court system as a whole. Kentucky should
also consider implementing additional lia-
bility protections for care mandated by the
Emergency Medical Treatment and Labor
Act (EMTALA), which requires physicians
to provide lifesaving care, often without a
preexisting patient relationship and litte
to no knowledge of a patient’s medical his-
tory.

While Kentucky’s decision to expand
Medicaid under the Patient Protection and
Affordable Care Act undoubtedly will help
increase health insurance coverage among
adults, the state must continue to increase
reimbursements for providers accepting
Medicaid. While Kentucky has increased
fee levels since 2007, these rates still fall
below the national average and may not be
sufficient to attract and retain primary care
providers needed to meet increasing health
care demands.

1
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KENTUCKY: INDICATORS

ACCESS TO EMERGENCY CARE c

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.5
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 70  Expert witness must be of the same specialty per 100,000 pop. 219
Emergency physicians per 100,000 pop. 1.7 as the defendant No Total injury prevention funds per 1,000 pop. $221.51
Neurosurgeons per 100,000 pop. 19 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.7 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.2 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding Yes
ENT specialists per 100,000 pop. 3.0 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 1026.1 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 6.8
?88%%%arl)g[r)|.mary care FTEs needed per 13 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 161
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 128 Current smokers, % of adults 20.0
100,000 pop. 08 Adverse event reporting required No o of adults with BMI >30 304
% of children able to see provider 965 0 0f counties with E-911 capability 96.7 9 of children obese 19.7
Level | or Il trauma centers per 1M pop. 05  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 35
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 8.3
Il trauma center 90.1 CDC guidelines are basis for state field triage No Infant mortality disparity ratio 25
Accredited chest pain centers per 1M pop. g5  protocols i protocols
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS D
substance abuse treatment 73 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $5.03
Pediatric specialty centers per 1M pop. 38 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 ,4  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average 930  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng DrOcess P Yes
(5007 to 2012) 58.0 Statewide trauma registry Yes Public health and emergency physician input
. - - Triage and destination policy in place for during an ESF-8 response Yes, No
% of adults with no health insurance 174 \rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 98 “prescription drug monitoring program personnel, equipment, facilities per hospital 25
% of children with no health insurance 4.6 (range 0-4) 3 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 17.2 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 10.8 order entry 67.9 Special needs patients in medical response
Emergency departments per 1M pop. 185 % of hospitals with electronic medical records 927  Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3769  minutes of arrival g3 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 609  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 345 acute coronary intervention 65 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 244 Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 54.6 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 4 % of hospitals having or planning to develop a providers : _ level
Il:awyers per physician — 12'2 PUBLIC HEALTH & INJURY PREVENTION 1] State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
e L T
Malpractice award payments/ 100,000 pop. 2.4 - — ’ - - in place Statewide
Average malpractice award payments $259,211 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 50 St_atewide medical communication system
Databank reports per 1,000 physicians 419 b of traffic fatalties alcohal raelated 28 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No - Tontoccupant restraint use (%) - 822 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system No
policies per 1,000 physicians gg  range0-10) _ 7 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 2 common ED presentations No
for primary care physicians $12,089 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1707.8
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 285.1
for specialists $52,383 o of children immunized, aged 19-35 months 824 By unit beds per 1M pop. 3.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 642 Physicians in ESAR-VHP per 1M pop. 11.9
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 700  Nurses in ESAR-VHP per 1M pop. 209.6
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 36.6 Egrmo{)zlphea“h professionals in ESAR-VHP 148
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 182 pisaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per 65 hospital, EMS personnel No, Yes
mandated emergency care o 9,000 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries - I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 39.8

NR = Not reported
N/A = Not applicable
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LA

“ Louisiana

Louisiana continues to support one of
the best Disaster Preparedness systems in
the nation, with robust training and well-
developed plans and policies in place.
However, the state has faltered in its Qual-
ity and Patient Safety Environment, which
lacks similar statewide policies and proce-
dures for providing superior care.

Strengths. Louisiana’s Disaster Prepared-
ness is third best in the nation. The state has
strong protocols and plans to help ensure
the safety of medically fragile patients and
a demonstrated commitment to including
stakeholders’ input in the state’s planning.
Louisiana has robust systems for prepar-
ing emergency workers, with just-in-time
training systems available statewide and a
well-above-average rate of nurses who have
received disaster training (42.2%). The
state’s medical workforce is engaged, with
the fifth highest per capita rate of physi-
cians registered in the Emergency System
for Advance Registration of Volunteer
Health Professionals (146.7 per 1 million
people). Louisiana also has secured addi-
tional liability protections for health care
workers during a disaster by passing Uni-
form Emergency Volunteer Health Practi-
tioners Act model legislation.

Louisiana’s Medical Liability Environment
is moderate and boasts the lowest aver-
age  malpractice
award payments
in the nation at
$75,882—a 75%
decrease since the
previous  Report
Card—although
the number of
award payments
has increased sig-
nificantly (3.6 per 1,000 physicians), as
has the number of National Practitioner
Databank Reports (55.6 per 1,000 physi-
cians), which indicates the high number of
cases that are reviewed. Louisiana has en-
acted several reforms that protect its health
care workforce, including mandatory pre-
trial screening panels whose findings are
admissible as evidence, required periodic
payments of awards, and a medical liabil-
ity cap on damages.

Louisiana should invest

in improvements to the
emergency medical services
system and increase access
to emergency care.

Challenges. Adequate Access to Emergency
Care continues to be a major concern in
Louisiana, which has among the highest
rates of adults and children without health
insurance (23.9 and 11.6%, respectively)
and a desperate need for primary care and
mental health care providers. Access to
trauma centers is particularly problematic
as well, with the fewest Level I or I trauma
centers per capita (0.4 per 1 million peo-
ple) and a low proportion of its population
living within 60 minutes of a Level I or II
trauma center (59.1%).

While Louisiana’s provisions for quality and
patient safety are among the weakest in the
nation, initiatives are underway to address
some of the key areas of concern. For ex-
ample, while the state does not fund quality
improvement efforts within the emergency
medical services (EMS) system, the Bureau
of Health Standards requires mandatory re-
porting of quality assurance for ambulance
licensure and renewals. Additionally, while
the state does not currently have ST-ele-
vation myocardial infarction (STEMI) or
stroke systems of care, the Louisiana Emer-
gency Response Network has been working
with its provider partners throughout the
state to make substantial progress towards
developing those systems.

Louisiana continues to face many chal-
lenges in the area
of Public Health
and Injury Preven-
tion. Traffic safety
is a pressing con-
cern: Louisiana has
the second highest
rate of pedestrian
deaths in the na-
tion (12.0 per
100,000 pedestrians) as well as high rates
of motor vehicle occupant deaths (13.7
per 100,000 people). Louisiana’s people
also face dire health risk factors, with high
proportions of adults who smoke (25.7%)
and high rates of obesity among adults and
children (33.4 and 21.1%, respectively).
The state has among the 10 highest infant
mortality rates (7.6 deaths per 1,000 live
births) and infant mortality disparity ra-
tios (3.3), which means that the mortality

D

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 33 D- 34 F
Quality & Patient

Safety Environment 41 D 49 F
Medical Liability

Environment 17 ¢ |26 C

Public Health &
Injury Prevention 51 F 45 F

Disaster
Preparedness 3 A 3 B+

OVERALL 3 D+ | 42 D

rate among non-Hispanic Black infants is
more than three times higher than the ra-
cial and ethnic group with the lowest rate.

Recommendations. Louisiana should
work to improve its Quality and Patient
Safety  Environmment by investing in
improvements to the EMS system and
funding a state EMS medical director.
The state should continue efforts to fully
implement systems of care for stroke and
STEMI patients.

Louisiana must make a concentrated ef-
fort to address the poor health risk factors
affecting the health and well-being of all
through outreach and education aimed at
reducing smoking and obesity, as well as
measures to improve access to primary and
preventive care. A public health commit-
ment to improving traffic safety for motor-
ists, bicyclists, and pedestrians alike is also

needed.

The state’s poor showing in Access to Emer-
gency Care could be improved by a focus
on ensuring that Louisiana’s denizens have
access to adequate health insurance. At the
same time, the state must invest in pro-
vider recruitment and retention to fill the
gaps in access to primary care.

i American College of
i Emergency Physicians®
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LOUISIANA: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.9
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 86  Expert witness must be of the same specialty per 100,000 pop. 1.4
Emergency physicians per 100,000 pop. 139 asthe defendant No Total injury prevention funds per 1,000 pop. $80.87
Neurosurgeons per 100,000 pop. 24 Expert witness must be licensed to practice Dedicated child injury prevention funding No
Orthopedists and hand surgeon specialists per medicing in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 10.0 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.1 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 5.4 : i o Gun-purchasing legislation (range 0-6) [1)
Registered nurses per 100,000 pop. 892.7 E‘,{nnsd's”fstf;[ﬂq“a“w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 2
i ; nfant mortality rate per 1, ive births 7.6
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 34 funded state EMS medical director No  Binge alcohol drinkers, % of adults 16.1
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 259 Current smokers, % of adults 25.7
100,000 pop. 1.4 Adverse event reporting required No % of adults with BMI >30 334
% of children able to see provider 943  _%of counties with E-911 capability 100.0 o of children obese 21.1
Level | or Il trauma centers per 1M pop. 04  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.6
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 7.0
Il trauma center 50.1 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 33
Accredited chest pain centers per 1M pop. 2.2 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B+
substance abuse treatment 87 g:i;a;eand destination policy in place for o her capita federal disaster preparedness funds  $5.24
Pediatric specialty centers per 1M pop. 6.3 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 b6 State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — No hospital personn.ell : : Yes
the national average g6g  Iriage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process PRI Yes
(;_’007 to 2012) 446 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance B3 iauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 86 “prescription drug monitoring program personnel, equipment, facilities per hospital 03
% of children with no health insurance 11.6 (range 0-4) 3 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 15.3 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 10.9 order entry 63.6 Special needs patients in medical response
Emergency departments per 1M pop. 159 9% of hospitals with electronic medical records g70 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 4142 minutes of arrival go inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 596  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 21.3 acute coronary intervention 102 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 266 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 30.1 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT ] % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 1‘1)'2 PUBLIC HEALTH & INJURY PREVENTION [ State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
T m—— T —
Malpractice award payments/ 100,000 pop. 3.6 - — ’ - - in place Statewide
Average malpractice award payments $75,882 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 120 St_atewide medical communication system
Databank reports per 1,000 physicians 55.6 b of traffic fatalties alcohal roelated 38 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 7.7 Statewide patient tracking system Yes
Patient compensation fund Yes He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 59 ange0-10) _ 6 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $17,358 Graduated drivers' license legislation Bed surge capacity per 1M pop. 2066.5
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 354.4
for specialists $65,738 o of children immunized, aged 19-35 months 795 Burn unit beds per 1M pop. 9.1
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 702 Physicians in ESAR-VHP per 1M pop. 146.7
as evidence Yes ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received goq Nursesin ESAR-VHP per 1M pop. 194.9
Eg;)%(gﬁts Required Fatal_ o_ccupational_ ipjuries per 1M workgrs 54.0 Egrmo{)zlphea“h professionals in ESAR-VHP 193
Medical liability cap on non-economic $350,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages 500000  Per 100,000 pop. — 20 pisaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per a5 hospital, EMS personnel No
mandated emergency care o 9,900 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries Ny I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers \
’ ; - % of RNs received disaster training 422

NR = Not reported
N/A = Not applicable
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ME

# Maine

Maine boasts the third strongest overall
emergency care environment in the na-
tion, bolstered by high levels of Access ro
Emergency Care; a dedication to improv-
ing the Quality and Patient Safety Environ-
ment; and low rates of health risk factors
and fatal injuries. However, the state’s poor
Disaster Preparedness score indicates that it
may not be adequately prepared for large-
scale emergencies.

Strengths. Maine continues its stellar
performance in Access to Emergency Care,
with the third highest mark in the nation.
Only 11.0% of adults and 6.3% of chil-
dren in the state have no health insurance.
Additionally, only 8.2% of adults report
an unmet need for substance abuse treat-
ment. Overall the state’s supply of health
care providers compares favorably to most
states, however gaps remain, including a
lack of specialists such as neurosurgeons;
plastic surgeons; ear, nose, and throat spe-
cialists; and, according to emergency phy-
sicians in the state, ophthalmologists and
oral surgeons.

Maine has dem-
onstrated a strong
commitment to
Public Health and
Injury Prevention,
with the fourth
highest per capita
injury prevention
funds in the nation ($1,232.77 per 1,000
people) and funding that is dedicated to
preventing injuries among both children
and the elderly. Although Maine has a
higher-than-average rate of traffic fatali-
ties, few are alcohol-related, and the state
has below-average rates of fatalities among
bicyclists (2.7 per 100,000 cyclists) and
pedestrians (2.0 per 100,000 pedestrians).
In terms of health risk factors, Maine has
relatively low rates of adult binge drink-
ing and childhood obesity, although a
high proportion of adults smoke cigarettes
(22.8%).

Maine’s dedication to its Quality and Pa-
tient Safety Environment has lifted the state
to rank among the top 10 in the nation.
Maine has dedicated funding for quality
improvement within its emergency medi-
cal services (EMS) system, as well as an

the state level.

Maine has implemented
few elements of disaster
preparedness planning at

EMS medical director. It has destination
policies in place for stroke, ST-elevation
myocardial infarction, and trauma pa-
tients. In addition, Maine hospitals are
more likely than those in most other states
to have adopted computerized practitioner
order entry (92.3%) and electronic medi-
cal records (97.4%).

Challenges. While Maine has some of
the highest rates of physicians and nurses
registered in the Emergency System for
Advance Registration of Volunteer Health
Professionals (97.1 and 662.1 per 1 mil-
lion people, respectively), the state has
implemented very few elements of Disaster
Preparedness planning at the state level. The
state does not have an Emergency Support
Function 8 (ESF-8) plan in place and con-
ducts planning for hospital surge only at
the regional level. Instead, Maine has three
trauma referral centers that are charged
with helping regional health care organiza-
tions to carry out emergency planning and
exercises. While regional-level planning
can be robust and effective, particularly
in a rural state, the
lack of state-level
planning may be
problematic in the
event of a large di-
saster or mass ca-
sualty event. These
challenges  could
be alleviated by providing clear guidelines
in a medical response plan for addressing
special-needs and medication-dependent
patients in a disaster.

Maine’s Medical Liability Environment
reflects some positive reforms, although
more work could be done. The state has
relatively low average medical liability in-
surance premiums for primary care physi-
cians ($8,563) and specialists ($38,035).
Of concern is the state’s relatively high
average malpractice award payment
($443,372), which is a significant increase
since the 2009 Report Card.

While Access to Emergency Care fares well
overall, emergency physicians in the state
report that there are often long waits for
psychiatric care beds, especially for chil-
dren. Some waits in the emergency depart-
ment are reported to last 8 days.

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 2 B+ 3 B
Quality & Patient

Safety Environment 15 B+ | 6 B+
Medical Liability

Environment 28 Db+ 21 C

Public Health &

Injury Prevention 16 B- 7 A-
Disaster

Preparedness 46 D- 49 F
OVERALL 7 6 3 B-

Recommendations. Maine should con-
sider instituting state-level policies and
procedures for Disaster Preparedness to
provide guidance to, enhance, and sup-
port the current regionalized efforts. In
particular, a statewide medical communi-
cation system with redundancy could help
coordinate the emergency responses in the
event of a disaster impacting multiple re-
gions. The ability to communicate quickly
and securely between responding agencies
and units could prove critical to providing
quick and appropriate care in the event of
a large disaster or mass casualty event.

Maine should work to strengthen its
Medical Liability Environment by pass-
ing additional liability protections for
care mandated by the Emergency Medical
Treatment and Labor Act (EMTALA) in
which providers care for high-risk patients
without a preexisting patient relationship
and litde to no knowledge of a patient’s
medical history. Instituting liability pro-
tections in these cases may attract addi-
tional specialists who provide critical on-
call services to the emergency department.
The state should also consider requiring
expert witnesses to be of the same specialty
as the defendant and licensed to practice
medicine in Maine.
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MAINE: INDICATORS

ACCESS TO EMERGENCY CARE B

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 147 Expert witness must be of the same specialty per 100,000 pop. 8.7
Emergency physicians per 100,000 pop. 196 asthe defendant No Total injury prevention funds per 1,000 pop.  $1,232.77
Neurosurgeons per 100,000 pop. 14 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
; . o medicine in the state No  Dedicated elderly injury prevention fundin Yes
Orthopedists and hand surgeon specialists per Dedicated yt'] lllp g 9
edicated occupational injury prevention
Ilgit?co (s)uprgz.ons per 100,000 pop "1].: QUALITY & PATIENT SAFETY funding P e No
ENT specialists per 100,600 pop. 26 ENVRONMEN : o Gun-purchasing legislation (range 0-6) 1
Registered nurses per 100,000 pop. 1114.8 El,:nnsdlsn!?stfg;ﬂquallty improvement within the Yes Anti-smoking legistation (range 0-3) 3
i ; Infant mortality rate per 1,000 live births 5.4
,?ggl’t(;%%a[l)g[r;mary care FTEs needed per 06 Funded state EMS medical director Yes Binge alcohol drinkers, % of adults 173
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 181 Current smokers, % of adults 2238
100,000 pop. 0.3 Adverse event reporting required Yes o of adults with BMI >30 27.8
% of children able to see provider 965 /% of counties with E-911 capability 100.0 o of children obese 125
Level | or Il trauma centers per 1M pop. 2.3 ,U"'tfomt“_ system for providing pre-arrival Cardiovascular disease disparity ratio 2.2
% of population within 60 minutes of Level | or I(?S(;uc !gnls_ basis for state field i Yes HIV diagnoses disparity ratio 20.3
Il trauma center 886 rotogg:se ines are basis for state Tield triage " Infant mortality disparity ratio NR
Accredited chest pain centers per 1M pop. 1.5 p - - 0
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment gy Ofcare P o N Per capita federal disaster preparedness funds ~ $9.67
Pediatric specialty centers per 1M pop 23 Triage and destination policy in place for v :
— - . : u stroke patients Yes State budget line item for health care surge No
ng:}?é?:rsieascceptlng Medicare per 100 aq  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and No State
st — d STEMI system of care No essential hospital personnel ESF-8 plan
Medicaid fee levels for office visits as a % of y P ;
the national aver 0 ga7  Triage and destination policy in place for Emergency physician input into the state
€ hatlona average ___ T STEMI patients Yes planning process No
% change in Medicaid fees for office visits p n —
(;_’007 ,[3 2012) 389 Statewide trauma registry No Pub_Ilc health and emergency physician input
% of adults with no health insuran 110  Triage and destination policy in place for during an ESF-8 response Yes, No
Do of adults 10 health Insurance : trauma patients Yes Drills, exercises conducted with hospital
OAJ of adults underinsured 81 prescription drug monitoring program personnel, equipment, facilities per hospital 0.5
% of ch!ldren with no health insurance 6.3 (range 0-4) 2 Accredited by the Emergency Management
:ﬁ’ OI cl;n?tren 'l:r:](:\:ng'sur'zd 181 o4 of hospitals with computerized practitioner /S\CCrgdlltatlog Pm?'rartn — No
% of adults with Medicai 19.0 order entry 92.3 pecial needs patients in medical response
Emergency departments per 1M pop. 286 9% of hospitals with electronic medical records o74  Plan — : - No
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3036  minutes of arrival g6  Inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 644  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 296 acute coronary intervention 48 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan_ - No
departure for admitted patients 281 within 24 hours 100 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication . No
ethnicity and primary language 85.7 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT (W % of hospitals having or planning to develop a providers : _ level
Lawyers per 10,000 pop 123 diversity strategy/plan 50.0 Longt-;erm car;:t ang.nur?mg |home facilities
- POP. : must have written disaster plan Yes
tawyers per physician — LLENN PUBLIC HEALTH & INJURY PREVENTION /%) State able to report number of exercises with
awyers per emergency physician 6.2 n o long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) o lraffic fatalities per 100,000 pop. N1 stin-time” training Across
Malpractice award payments/ 100,000 pop. 1.8 Bicyclist fatalities per 100,000 cyclists 2.7 systems in place coalitions
Average malpractice award payménts $443,372 Pedestrian fatalities per 100,000 pedestrians 20 Statewide medical communication system
Databank reports per 1,000 physicians ’27 5 hoftraffic fatalities alcohol related 29 yith one layer of redundancy No
: P : - Front occupant restraint use (%) 816 Statewide patient tracki "
Provider apology is inadmissible as evidence Yes - - atewide patient tracking system No
Patient compensation fund No gﬁ!Eet lst;requtllred I"br T::I|m9t(|)rgy0|e riders No Statewide real-time or near real-time
- ™ PR lld safety seat/seat belt legisiation syndromic surveillance system Yes
Number of insurers writing medical liabilit
policies per 1,000 physicigns y 132 range0-10) _ 8 Real-time surveillance system in place for In metro
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations areas
for primary care physicians $8,563 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1026.9
Average medical liability insurance premium (range 0-5) 1 ICU beds per 1M pop. 261.8
for specialists $38,035 % of children immunized, aged 19-35 months 79.1 Burn unit beds per 1M pop. 45
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
- - . — vaccine in past year 61.6 PR
Pretrial screening panel's findings admissible 0 - Physicians in ESAR-VHP per 1M pop. 97.1
id N % of adults aged 65+ who ever received : 5
as evidence o pneumococcal vaccine 727 Nurses in ESAR-VHP per 1M pop. 662.1
Periodic Upon - —— - Behavioral health professionals in ESAR-VHP
payments request ;atal_ q((:jcupatl(;)nal_ m(junes per 1l\:| worEgrls 32.8 per 1M pop. 135
Medical liability cap on non-economic $350,001 omicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages -500,000 ﬁer 1t00t,'0 OOIpfo?I. \ated fatal T 164 Disaster training required for essential
Addigo?a(; liability protection for EMTALA- 13'0" gé‘o'g';% all-related fatal injuries per 63 Nospital, EMS personnel No
mandated emergency care No PSP —— : Liability protections for health care workers
Joint and several liability abolished No Unintentional fire/burn-related fatal injuries during a disaster (range 0-4) NR
per 100,000 pop. 0.8 - - —
% of RNs received disaster training 376

NR = Not reported
N/A = Not applicable
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MD

~ Maryland

Maryland has a statewide model of emer-
gency care. The high grades in Quality and
Patient Safety Environment, Public Health
and Injury Prevention, and Disaster Pre-
paredness reflect a relentless commitment
to these arecas. However, the state has not
kept pace with other states regarding med-
ical liability reform and faces some hospi-
tal capacity shortages.

Strengths. Maryland has the highest Qual-
ity and Patient Safety Environment ranking
in the nation. The state has enacted mul-
tiple policies and procedures to ensure
that its patients receive swift and effective
care, including triage and destination poli-
cies for trauma, stroke, and ST-elevation
myocardial infarction (STEMI) patients.
Maryland maintains a statewide trauma
registry, and nearly all its hospitals have ad-
opted computerized practitioner order en-
try (93.9%) and electronic medical records
(95.9%). To ensure that the state’s diverse
population receives quality care, more than
half its hospitals have or are planning for a
diversity strategy, and 60.9% collect data
on patient race and ethnicity and prima-
ry language. Finally, Maryland has made
a financial commitment to quality and
patient safety, with dedicated funds for a
state emergency medical services (EMS)
medical director and for quality improve-
ment in the EMS
system.

Maryland is
10th in the na-
tion in Disaster
Preparedness  and
has incorporated
many important
state-level policies
and procedures. The state has developed
medical response plans that address the
requirements of special needs patients and
patients dependent on medication. Mary-
land’s just-in-time training systems are in
place statewide, and almost 40% of the
state’s registered nurses have received disas-
ter training. Maryland’s statewide patient
tracking system and surveillance system

Maryland should support
efforts to increase capacity
for emergency care and
alleviate crowding in the
emergency department.

for common emergency department (ED)
presentations help ensure that the state is
able to identify and respond to evolving
disasters.

Maryland also rates highly in Public Health
and Injury Prevention due to strong legisla-
tion aimed at improving public health and
traffic safety, such as banning all smoking
in bars, restaurants, and worksites; dis-
tracted driving bans; and child safety seat
and seat belt legislation. The state also ben-
efits from low rates of unintentional injury.
Maryland has the lowest rate of poisoning
deaths, which include drug overdoses, in
the nation.

Challenges. Maryland has not, however,
kept pace with developments in the Medi-
cal Liability Environment, slipping to 47th
in the nation. Although the state has im-
plemented some needed medical liability
reforms, such as a cap on non-economic
damages and pretrial screening panels,
it has relatively high average malpractice
awards ($374,121) and a high per capita
number of malpractice award payments
(3.4 per 100,000 people). Maryland has
one of the highest average medical liabil-
ity insurance premiums for specialists at
$96,807, more than 1.7 times the national
average, and a relatively high average med-
ical liability insur-
ance premium for
primary care phy-
sicians ($18,089).
In Access to Emer-
gency Care, there
are  signs  that
Maryland’s  emer-
gency  medicine
infrastructure s
strained. The state has one of the longest
median ED wait times (367 minutes from
ED arrival to departure for admitted pa-
tients) and a high hospital occupancy rate
(74.7 per 100 staffed beds). Maryland also
has few EDs per capita (8.3 per 1 million
people), despite relatively high rates of
emergency physicians.

C

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 25 C- 23 D

Quality & Patient

Safety Environment A 1 A
Medical Liability
Environment 39 D | 47 F

Public Health &
Injury Prevention " B 9 B+

Disaster

Preparedness 2 A 10 B-
OVERALL 4 B 10 C
Recommendations. Maryland would

benefit most from reforms aimed at lower-
ing the state’s high medical liability insur-
ance rates and malpractice awards. Adopt-
ing structured settlements would better
match the award to the ongoing needs of
the plaintiff. Collateral source rule reform
would help to ensure that plaintiffs are not
doubly compensated and be advantageous
to the state. Strengthening the state’s cur-
rently weak apology law would protect
physician apologies from being admissible
in liability cases.

Maryland should support efforts to in-
crease capacity for emergency care and
alleviate crowding in EDs. A failure to
address this growing issue may result in
loss of quality of care and poor health out-
comes for patients.

Although Maryland fared well in Public
Health and Injury Prevention overall, the
state lags in some traffic safety indicators.
Maryland must work to reduce its high
proportion of traffic fatalities that are alco-
hol-related (40.0%) and high rates of bi-
cyclist and pedestrian fatalities. Maryland
should concentrate on ensuring the safety
of all road users, educating drivers on the
dangers of drinking and driving.

§ American College of
i Emergency Physicians®
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MARYLAND: INDICATORS

ACCESS TO EMERGENCY CARE D

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 127 Expert witness must be of the same specialty per 100,000 pop. 21
Emergency physicians per 100,000 pop. 151 as the defendant No Total injury prevention funds per 1,000 pop. $281.39
Neurosurgeons per 100,000 pop. 29 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 12.0 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 33 gﬂc:ign‘&ngﬁ; IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 4.9 : i o Gun-purchasing legislation (range 0-6) 3
Registered nurses per 100,000 pop. 849.7 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yoo :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 6.8
,?ggl’t(;%%a[l)g[r;mary care FTEs needed per 28 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 18.0
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 141 Gyrrent smokers, % of adults 194
100,000 pop. 05 Adverse event reporting required Yes 9 of adults with BMI >30 28.3
% of children able to see provider 958 % of counties with E-O11 capability 100.0 o of children obese 15.1
Level | or Il trauma centers per 1M pop. 0.7  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.9
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio NR
Il trauma center 99.3 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 1.5 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B-
substance abuse treatment 79  Ofcare P P Yes Per capita federal disaster preparedness funds ~ $6.20
Pediatric specialty centers per 1M pop. 27 lnage and destination policy in place for State budget line item for health care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes g - g :
beneficiaries 31 State has or is working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 994  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patlents - Yes planplng PrOGBSS PErp— Yes
(5007 0 2012) 57 Statewide trauma registry Yes zﬂgll;(é gﬁaggFagdr:;gg:%iﬂCy physician input Yos
% of adults with no health insurance 150 tTrr;?]gr]ﬁaaSgtg?]stgnatmn policy n place for Yes Drills, exercises conducted with hospital
% of adults underinsured 6.5 Prescription drug monitoring program personnel, equipment, facilities per hospital 1.3
% of children with no health insurance 10.0 (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 174 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 75 order entry 93.9 Special needs patients in medical response
Emergency departments per 1M pop. 83 9% of hospitals with electronic medical records 959  Plan _ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 270.1 minutes of arrival g1 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 747  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 29.4 acute coronary intervention NR Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 367 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 60.9 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 4 % of hospitals having or planning to develop a EFOV'dtefS Ty level
iversi ong-term care and nursing home facilities
Lawyers per 10,099 pop. 18.7 duversiy strategy/plan 8 musgt have written disastergplan Yes
Il:awyers per physician — 12': PUBLIC HEALTH & INJURY PREVENTION :F8  State able to report number of e);ercises with
AWYers per emergency physician - n i long-term care or nursing home facilities Yes
T —
Malpractice award payments/ 100,000 pop. 34 y - — p ’ YCUSts - : in place Statewide
Average malpractice award payments $374,121 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 8.1 St_atewide medical communication system
Databank reports per 1,000 physicians 276 b of traffic fatalties alcohal raelated 40 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 942 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 3g ange0-10) _ 8 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 4 _common ED presentations Statewide
for primary care physicians $18,089 Graduated drivers' license legislation Bed surge capacity per 1M pop. 537.5
Average medical liability insurance premium ganfgeh(?—5) - . - T o beds per 1M pop. 255.6
for specialists $96,807 o of children immunized, aged 19-35 months 811 Byrn unit beds per 1M pop. 3.4
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.2
Pretrial screening panel's findings admissible L/accme in past year - 628 Physicians in ESAR-VHP per 1M pop. 47.8
as evidence No ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received gog Nursesin ESAR-VHP per 1M pop. 165.2
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 22.6 Egrmo{)zlphea“h professionals in ESAR-VHP 206
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages >¢$500,000  _Per 100,000 pop. 17.3 - = : .
o e - Unintentional fall-related fatal injuries per Disaster training required for essential
Addlgo?a(; liability protection for EMTALA- " 100,000 pop 18 hospital, EMS personnel NR
mandated emergency care 0 e o = Liability protections for health care worker
Joint and several liability abolished No Unintentional fire/burn-related fatal injuries dl?r?ng);%g:scte? (rsanog ; 3514) care workers .
per 100,000 pop. 1.0 . - - —
% of RNs received disaster training 39.2

NR = Not reported
N/A = Not applicable
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MA

= Massachusetts

Massachusetts is the second highest ranked
state in the nation for its overall emergen-
cy medical care system, with a statewide
commitment to Access to Emergency Care,
Public Health and Injury Prevention, and
the Quality and Patient Safety Environ-
ment. However, Massachusetts continues
to lag behind other states with regard to its
Medical Liability Environment and has not
improved in Disaster Preparedness.

Strengths. Massachusetts ranks first in the
nation in Public Health and Injury Preven-
tion, bolstered by dedicated funding for
injury prevention efforts for both children
and the elderly as well as low rates of fatal
injuries. Notably, Massachusetts has the
lowest rate of homicide and suicide (11.2
per 100,000 people) in the nation and one
of the lowest rates of fire- and burn-related
deaths (0.5 per 100,000). The state has high
rates of vaccinations for both children and
older adults and low rates of chronic disease
risk factors among adults, such as smoking
(18.2%) and obesity (22.7%).

The Quality and Patient Safety Environ-
ment in Massachusetts continues to surpass
most other states. Massachusetts maintains
a statewide trauma registry and has triage
and destination policies in place for trauma,

stroke, and ST-elevation myocardial infarc-
tion (STEMI) pa-

lowest rates of adults and children with no
health insurance (3.6% and 2.5%, respec-
tively), largely due to its health insurance
mandate. Massachusetts has a high rate of
Medicare fee-for-service physicians (4.1
per 100 beneficiaries) and the need for ad-
ditional primary care and mental health
providers is less than in most states. The
state’s Medicaid fee levels are slightly high-
er than the national average (107.1%).

Challenges. Massachusetts’ Medical Liabil-
ity Environment lags behind the rest of the
country, with relatively few liability reforms
in place and one of the highest average mal-
practice award payments in the country at
$519,991—more than $200,000 higher
than the national average. There have been
small advances in this area in recent years.
Massachusetts included apology inadmissi-
bility language in the state’s new health care
reform law, and the state developed a dem-
onstration project to examine the benefits
of a “Disclosure, Apology and Offer” sys-
tem for early resolution of medical malprac-
tice claims. Massachusetts must continue to
build on these efforts to bring the state’s ex-
cessive medical malpractice awards more in
line with national averages.

In Access to Emergency Care, Massachusetts
still has a relatively high proportion of adults
with an unmet need for

tients, which aclll.ow Massachusetts substar(19ce9 O/al))uZi: htreat};
emergency medic . ment (9.9%), althoug

services teams to should work to increase the state is working
bypass local hos- hospital capaCity. on addressing  this

pitals for medical
specialty  centers.
The state has also developed and imple-
mented state field triage protocols based on
CDC guidelines and maintains a prescrip-
tion drug monitoring program (PDMP)
that monitors schedule II-V drugs. As
PDMP regulations are finalized, the state
should continue to ensure that emergency
providers are not burdened by a mandate to
check the program when it is not clinically
indicated.

Massachusetts patients enjoy good Access
to Emergency Care. The state has high per
capita rates of specialists, emergency phy-
sicians, and registered nurses, as well as the

gap. Stakeholders have

worked to improve the
response to all behavioral health patients,
including those patients with substance
abuse and dual diagnoses. This includes
working to see that insurers eliminate pre-
authorization screening to ensure that these
patients are treated the way other patients
are treated. The state should work to stem
the reduction in the number of psychiatric
beds per capita that has occurred over the
past five years.

Recommendations. Massachusetts must
work to improve its Medical Liability En-
vironment. One particularly important re-
form would be passing additional liability

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 3 B 4 B
Quality & Patient

Safety Environment A 5 B+
Medical Liability

Environment 33 D 40 D-

Public Health &
Injury Prevention 1 A 1 A

Disaster
Preparedness 19 B 20 C

OVERALL 1 B 2 B-

protection for Emergency Medical Treat-
ment and Labor Act-mandated emergency
care. Massachusetts’ policymakers should
also closely monitor the effectiveness of the
state’s new “Disclosure, Apology, and Of-
fer” demonstration project as part of an on-
going effort to identify, adopt, and expand
meaningful reforms that can help contain
high costs associated with medical malprac-
tice litigation and further support the provi-
sion of quality patient care.

Massachusetts scores relatively well in Di-
saster Preparedness, but it has one of the
lowest bed surge capacities in the nation
(248.6 beds for every 1 million people).
Massachusetts also has a relatively low ca-
pacity of intensive care unit beds (248.4
per 1 million people). Similarly, while
Massachusetts has overall superior Ac-
cess to Emergency Care, the relative lack
of emergency departments (ED) (9.6 per
1 million) and high hospital occupancy
rate (75.0 per 100 staffed beds) point to
an overwhelmed emergency care infra-
structure. This is reflected in long ED wait
times (311 minutes from ED arrival to
ED departure for admitted patients) that
are higher than the national average. Mas-
sachusetts should work to increase hospital
capacity to ensure that admirable levels of
timely, high-quality care can continue to
be provided throughout the state.
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MASSACHUSETTS: INDICATORS

ACCESS TO EMERGENCY CARE B

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. <0.1
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 142  Expert witness must be of the same specialty per 100,000 pop. 10.5
Emergency physicians per 100,000 pop. 197 as the defendant No Total injury prevention funds per 1,000 pop.  $2,950.94
Neurosurgeons per 100,000 pop. 26 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding Yes
100,000 pop. 12.7 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 33 gﬂc:ign‘&ngﬁ; IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 42 : i o Gun-purchasing legislation (range 0-6) 4
Registered nurses per 100,000 pop. 1317.4 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 4.4
?88%%%arl)g[r)|.mary care FTEs needed per 0.7 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 206
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 331 Current smokers, % of adults 182
100,000 pop. 0.3 Adverse event reporting required Yes 9 of adults with BMI >30 27
% of children able to see provider 97.3 % of counties with E-911 capability 100.0 o of children obese 145
Level | or Il trauma centers per 1M pop. 1.4 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.5
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio NR
Il trauma center 99.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 27
Accredited chest pain centers per 1M pop. 0.2 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS (1
substance abuse treatment g9 ~Olcare P o Yes Per capita federal disaster preparedness funds ~ $6.54
Pediatric specialty centers per 1M pop. 21 Tage and_ cestination poficy n place for State t?ud et line item for hialltjh care surge .NR
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries a1 State has or is working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1074 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process PRI Yes
(;_’007 to 2012) 178 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 36 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 89 “prescription drug monitoring program personnel, equipment, facilities per hospital 0.2
% of children with no health insurance 2.5 (range 0-4) 3 Accredited by the Emergency
% of children underinsured 175 "o of hospitals with computerized practitioner Management Accreditation Program Conditionally
% of adults with Medicaid 17.7 order entry 92.7 Special needs patients in medical response
Emergency departments per 1M pop. 96 % of hospitals with electronic medical records  97.6  Plan __ : _ Yes
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3212 minutes of arrival g5 _in medical response plan Yes
Hospital occupancy rate per 100 staffed beds 750  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 27.4 acute coronary intervention 59 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 311 _within 24 hours 100 Medical response plan for supplying
State collects data on diversion NnA % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 52.3 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 8 % of hospitals having or planning to develop a providers : __ level
Lawyers per 10,000 pop. us B hove witen disasterpan e
Il:awyers per physician — 12'2 PUBLIC HEALTH & INJURY PREVENTION I\ State able to report number of e);ercises with
AWYers per emergency physician - n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists ?’g “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 1.4 - — ’ - : in place Statewide
Average malpractice award payments $519,991 ;ed?imfa;] fatall_tlfes per 100,000 pedesirians 21 St_atewide medical communication system
Databank reports per 1,000 physicians 17.3 b of traffic fatalities alcohol roelated 39 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes rontoccupant restraint use (%) . 732 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 94  range0-10) _ 5 Real-time surveillance system in place for In metro
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations areas
for primary care physicians $15,235 Graduated drivers' license legislation Bed surge capacity per 1M pop. 248.6
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 2484
for specialists $77,658 o of children immunized, aged 19-35 months 80.3  Burn unit beds per 1M pop. 105
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.5
Pretrial screening panel's findings admissible L/accme in past year - 669 Physicians in ESAR-VHP per 1M pop. 87.6
as evidence Yes ;;g&;%ucl(t)sc ;gle\;iagg;ewm ever received 729  Nurses in ESAR-VHP per 1M pop. 537.2
Eg;)%(gﬁts No Fatal occupational injuries per 1M workers 16.5 Egrmo{)zlphea“h professionals in ESAR-VHP 50.9
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages >$500000  Per100.000 pop. — N2 picaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per 4o hospital, EMS personnel No, Yes
mandated emergency care o 9,900 pop. _ . o :
Joint and several liability abolished No gg:n}ggtg)ggl pfgg/burn-related fatal injuries N I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers 1
’ : : % of RNs received disaster training 35.4

NR = Not reported
N/A = Not applicable
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% Michigan

Michigan has made extensive improve-
ments in its Quality and Patient Safety
Environment, implementing key policies
and practices to improve the timeliness of
emergency care. However, the state’s weak
Medical Liability Environment and issues
with adequate hospital capacity continue
to hamper progress in improving the overall
emergency care environment.

Strengths. Michigan has worked to im-
prove its Quality and Patient Safety Envi-
ronment over the past 5 years. The state has
implemented a statewide trauma registry.
The vast majority of the state’s hospitals
have adopted computerized practitioner
order entry (91.1%) and electronic medi-
cal records (97.5%). Michigan has also
begun the process of implementing overall
trauma system and destination protocols
and is developing administrative rules that
will address verification and designation of
STEMI and stroke centers, along with tri-
age criteria and destination protocols.

While Michigan has fallen further behind
other states in Disaster Preparm’nm, it main-
tains a number of policies and procedures
to ensure that it can mount a coordinated
and effective disaster response. The state has
conducted many
drills and exercises
involving hospitals
(4.5 per hospital in
2011) and tracks
exercises  involv-
ing long-term care
and nursing home
facilities. Special needs patients, patients
dependent on dialysis, and mental health
patients are included in Michigan’s medi-
cal response plan, and there is a statewide
patient tracking system in place. The state is
accredited by the Emergency Management
Accreditation Program and has moderate
levels of health professionals registered in
the Emergency System for Advance Regis-
tration of Volunteer Health Professionals.
In terms of hospital capacity, Michigan has
better than average access to burn centers
and burn unit beds, although its bed surge
capacity is relatively low, compared with the
rest of the nation.

Michigan must work

to improve access to
emergency care by reducing
financial barriers to care.

Challenges. Michigan’s main challenge
is ensuring Access to Emergency Care. Al-
though the state has high per capita rates of
emergency physicians, it has below average
rates of specialists, such as orthopedists and
hand surgeons; plastic surgeons; and ear,
nose, and throat specialists. There is also
concern that Michigan lacks an adequate
supply of psychiatric care beds (21.5 per
100,000 people) and staffed inpatient beds
(286.9 per 100,000 people). In addition,
financial barriers to care may impede ac-
cess to preventive and emergency care, with
a high proportion of adults reporting that
they delayed or declined care due to cost
(9.3%). Michigan’s Medicaid fee levels for
office visits are also among the lowest in the
nation, at 60.5% of the national average.

In Public Health and Injury Prevention,
Michigan falls below average on many indi-
cators, and some worrying numbers stand
out: Michigan ranks among the worst in
the nation for adult obesity (31.3%) and
a relatively high proportion of adults cur-
rently smoke (23.3%). The state has one of
the lowest rates of pneumonia vaccination
among older adults (67.1%). The propor-
tion of older adults receiving an annual in-
fluenza vaccination
has decreased signifi-
cantly since the last
Report Card, from
71.3% to 58.0%,
which may also indi-
cate financial barriers
to care.

Recommendations. Michigan should con-
tinue to strengthen its Medical Liability
Environment, particularly by passing ad-
ditional liability protections for care man-
dated by the Emergency Medical Treatment
and Labor Act (EMTALA), such as those
requiring clear and convincing evidence of
gross negligence, as has been proposed in
legislation in recent years. This will help en-
sure access to emergency care, especially the
availability of on-call specialists, which is a
major concern in the state. Other potential
reforms include abolishing joint and several
liability and establishing pretrial screening
panels to discourage unfounded lawsuits.

D

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 3 Db 32 F
Quality & Patient
Safety Environment - 33 C-
Medical Liability
Environment 44 D33 D

Public Health &
Injury Prevention 21 c 27 D+

Disaster
Preparedness 12 B+ 25 G-

OVERALL 43 D+ 46 D

Michigan must work to improve Access to
Emergency Care by reducing financial bar-
riers to care and increasing its capacity to
care for high-risk patients. The state would
also benefit from a concerted immunization
outreach and education effort, especially for
its older population.

In April 2012, a new law went into effect
in Michigan allowing motorcycle riders 21
years of age and older to ride without a hel-
met. Subsequently, a report from the Gov-
ernors Highway Safety Association showed
a substantial increase in motorcycle fatali-
ties during the first 9 months of 2012. In
addition to the significantly heightened risk
of fatal and serious injury associated with
repeal of the state’s all-rider helmet law, the
new law requires helmetless riders to main-
tain only $20,000 in medical insurance,
leaving injured motorcyclists and  their
families vulnerable to uncovered medical
bills. While reinstatement of the all-rider
helmet law should be a priority, the state
should take steps to ensure that helmetless
motorcyclists have adequate insurance to
cover treatment of significant injuries and
to ensure access to care. Similar attention
should be paid to maintaining the state’s
no-fault automobile insurance provisions
that do not limit medical coverage for those
severely injured in automobile crashes.

1
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MICHIGAN: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 13.8 Expert witness must be of the same specialty per 100,000 pop. 107
Emergency physicians per 100,000 pop. 1738 as the defendant Yes Total injury prevention funds per 1,000 pop. $248.11
Neurosurgeons per 100,000 pop. 19 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 9.0 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.1 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 32 : s o Gun-purchasing legislation (range 0-6) 35
Registered nurses per 100,000 pop. 907.9 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 71
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 21 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 197
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 662 Current smokers, % of adults 233
100,000 pop. 06 Adverse event reporting required No o of adults with BMI >30 31.3
% of children able to see provider 953 0 of counties with E-911 capability 100.0 o of children obese 14.8
Level | or Il trauma centers per 1M pop. 2.2 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 17.2
Il trauma center 91.7 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 1.7 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment o1 ~Olcare P o Yes Per capita federal disaster preparedness funds ~ $4.75
Pediatric specialty centers per 1M pop. 21 Jnage and destination policy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - No - g - g :
beneficiaries 30  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 605  rage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process P Yes
(5007 to 2012) 70 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 147 rauma patients No Drills, exercises conducted with hospital
% of adults underinsured 9.3 Prescription drug monitoring program personnel, equipment, facilities per hospital 45
% of children with no health insurance 5.4 (range 0-4) 3 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 169 o4 of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 11.9 order entry 91.1 Special needs patients in medical response
Emergency departments per 1M pop. 134 o of hospitals with electronic medical records o75  Plan Yes
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 286.9  minutes of arrival g3 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 668  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 215 acute coronary intervention 55 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 291 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 66.7 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 1] % of hospitals having or planning to develop a providers : _ level
Il:awyers per physician — g': PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) 0 giﬁ;;ﬁg't':l‘:e‘;er 101068000080& = Z: “ Just-in-time” training Across
Malpractice award payments/ 100,000 pop. 2.6 y - — per 100,898 CYCIIStS - : systems in place coalitions
Average malpractice award payments $184,095 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 52 St_atewide medical communication system
Databank reports per 1,000 physicians ng oo traffic fatalities alcohol related 33 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 945 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians 3p range0-10) _ 7 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $20,233 Graduated drivers' license legislation Bed surge capacity per 1M pop. 578.1
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 279.8
for specialists $65,941 o of children immunized, aged 19-35 months 764 Burn unit beds per 1M pop. 8.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 03
Pretrial screening panel's findings admissible L/accme in past year - 580 Physicians in ESAR-VHP per 1M pop. 20.0
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 674  Nurses in ESAR-VHP per 1M pop. 201.8
Eg;)%(gﬁts No Fatal occupational injuries per 1M workers 30.5 Egrmo{)zlphea“h professionals in ESAR-VHP 352
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages >¢$500,000  _Per 100,000 pop. 18.6 - = : .
Additional liabili - Unintentional fall-related fatal injuries per Disaster training required for essential
oo I T3 .
Joint and several liability abolished No gg:"fgg“ggg'pfgg/ burn-related fatal injuries . E'fr?r','g Va‘gﬁ‘;;esiﬂﬂfage“gﬂﬁ“ care workers 2
’ : : % of RNs received disaster training 33.1

NR = Not reported
N/A = Not applicable
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¥ Minnesota

Minnesota’s commitment to Public Health
and Injury Prevention is reflected in low fa-
tal injury rates and a fairly healthy popula-
tion. Additionally, its citizens enjoy com-
paratively good access to physicians and
medical facilities. However, Minnesota has
fallen behind in putting uniform policies
and practices in place for promoting quick
and effective response to emergencies both
during disasters and in everyday situations.

Strengths. Minnesota continues to rank
among the top performing states in Public
Health and Injury Prevention, with a dem-
onstrated commitment to injury preven-
tion funding for children and the elderly
and a high level of overall funding ($485.48
per 1,000 people). It has very low rates of
homicides and suicides; fire- and burn-re-
lated deaths; and poisoning-related deaths,
which include drug overdoses. Minnesota’s
only poor rating is its rate of fall-related
deaths (14.8 per 100,000 people), which
is significantly higher than the national av-
erage (9.5 per 100,000 people). The state
has relatively high rates of immunizations
among both older adults and children and
one of the lowest infant mortality rates in
the nation (4.5 deaths per 1,000 births).

Minnesota has improved its Access to Emer-
gency Care ranking since the previous Report
Card and boasts the
highest per capita
rate of physicians
accepting  Medi-
care in the nation
(5.5 for every 100
beneficiaries). The
state has relatively
high Medicaid fee
levels for office vis-
its (112.1% of the national average). Min-
nesota fares well with low proportions of
adults with no health insurance (10.1%)
and inadequate insurance (6.5%) and a
fairly low proportion of children with no
health insurance (6.4%). There are some
insurance gaps, however, as the state’s chil-
dren have the highest rate of underinsur-
ance in the nation (23.2%). Minnesota has
fair per capita rates of specialists and certain
facilities, such as emergency departments
and level I and II trauma centers, but has
exceedingly low rates of accredited chest
pain centers.

Minnesota should work
to further enhance its
safeguards for quality
and patient safety in its
emergency care system.

Challenges. Minnesotas ranking in the
Quality and Patient Safety Environment fell
substantially, in part due to a lack of state-
wide policies and procedures for enhanc-
ing emergency medical services (EMS)
systems. The state did not report funding
for a state EMS medical director position.
Minnesota also lacks a uniform system
for providing pre-arrival instructions that
could offer an opportunity to provide life-
saving care, and it does not have state field
triage protocols in place. It has, however,
increased the number of emergency medi-
cine residents to be close to the national
average and has been working on a percu-
taneous coronary intervention (PCI) net-
work or ST-elevation myocardial infarc-

tion (STEMI) system of care.

The strength of Minnesotas Disaster Pre-
paredness planning has also slipped com-
pared with other states. Minnesota has
particularly strong systems in place to
ensure an adequately trained medical re-
sponse, with just-in-time training systems
in place statewide and a high percentage of
nurses who have received disaster training
(48.2%). However, Minnesota’s medical re-
sponse plan does not specifically address pa-
tients dependent on medication for chronic
conditions, patients dependent on dialysis,
patients on psychotropic medication, and
mental health patients.
Despite a high bed
surge capacity (1428.1
per 1 million people)
and availability of burn
unit beds (11.2 per 1
million people), Min-
nesota has a very low
number of ICU beds
available in the event of a disaster (226.4
per 1 million people).

Recommendations. Minnesota should
work to further enhance its safeguards for
quality and patient safety in its emergency
care system by exploring destination poli-
cies to ensure that stroke and STEMI pa-
tients are triaged to the most appropriate
medical facilities. Adopting other state-
level standards, such as field triage pro-
tocols and uniform systems for providing

C

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 20 C 15 C-

Quality & Patient

Safety Environment B- 40 D
Medical Liability
Environment % ¢ |13 B-

Public Health &
Injury Prevention 10 B 6 A-

Disaster
Preparedness 7 A- 28 C-

OVERALL 6 C |12 C

pre-arrival instructions, would also im-
prove the overall environment.

Minnesotas Medical Liability Environment
could be stronger. While the state has the
second lowest medical liability insurance
premiums for primary care physicians
($4,202) and specialists ($16,674), it lacks
some needed liability protections for health
care providers. The state does not have a
cap on non-economic damages, which may
help reduce what are some of the highest
average malpractice award payments in
the nation ($584,175). Minnesota should
also protect its emergency care providers
with additional liability protections for care
mandated by the Emergency Medical Treat-
ment and Labor Act.

Minnesota should explore its high rates of
binge drinking and lack of access to sub-
stance abuse treatment and ensure that
there are systems and processes in place
for education, outreach, and treatment.
The state should also take note of the few
psychiatric care beds available (17.7 per
100,000 people) and work to fill the gap in
mental health providers (0.5 full-time pro-
viders needed per 100,000 people), which
may alleviate emergency department board-
ing of mental health patients.

i American College of
¢ Emergency Physicians®
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MINNESOTA: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C- be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 9.1 Expert witness must be of the same specialty per 100,000 pop. 6.7
Emergency physicians per 100,000 pop. 133  asthe defendant No Total injury prevention funds per 1,000 pop. $485.48
Neurosurgeons per 100,000 pop. 20 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
; . o medicine in the state No  Dedicated elderly injury prevention fundin Yes
Orthopedists and hand surgeon specialists per Dedicated yt'] lllp g 9
edicated occupational injury prevention
P, s LLANN QUALITY & PATIENT SAFETY funding. " P o
E 0 LIS per e T pob S ENVIRONMENT Gun-purchasing legislation (range 0-6 1
ENT specialists per 100,000 pop. 35 - = e un-purchasing legislation (range 0-6)
Registered nurses per 100,000 pop. 1059.6 Eknnsd'sr;?stfglfﬂq“a"w improvement within the NR Anti-smoking legislation (range_O-S)_ 3
Additional primary care FTEs needed per S— Infant mortality rate per 1,000 live births 45
100,000 pop. 09 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 224
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 162 Current smokers, % of adults 19.1
100,000 pop. 05 Adverse event reporting required Yes 9 of adults with BMI >30 25.7
% of children able to see provider 970 % of counties with E-911 capability 100.0 o of children obese 14.0
Level | or Il trauma centers per 1M pop. 1.7 ,U"'tfomt“_ system for providing pre-arrival Cardiovascular disease disparity ratio 2.6
% of population within 60 minutes of Level | or I(?S(;uc !gnls_ basis for state field i No HIV diagnoses disparity ratio 14.9
Il trauma center 89.9 roto?;g:se nes are basis or state field triage ot N|° Infant mortality disparity ratio 2.4
Accredited chest pain centers per 1M pop. 06 P : : protocols
% of population with an unmet need for Sftate has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment 01 2A¢ P o Yes Per capita federal disaster preparedness funds ~ $5.56
Pediatric specialty centers per 1M pop 22 T?aae an? detstmatlon polcy n place for State budget line item for health care surge No
— - . - : stroke patients No
ng:}?é?:rsieascceptlng Medicare per 100 55  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system of care Yes fioepial personn.ell ; ; Yes
the national aver 121 Triage and destination policy in place for Emergency physician input into the state
€ hatlona average ___ 1 STEMI patients No planning process Yes
% change in Medicaid fees for office visits p n —
;_’007 ,[3 2012 1013 Statewide trauma registry No Pub_Ilc health and emergency physician input
.(,/  adult wilh o health insuran ; 0'1 Triage and destination policy in place for during an ESF-8 response Yes
» Of a “I S 10 health Insurance - trauma patients Yes  Drills, exercises conducted with hospital
Oj; of ag_LIJ dts und_et:]lnsu[]ed — 2.2 Prescription drug monitoring program personpel, equipment, facilities per hospital 10.8
o O children with no health Insurance - (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 23.2 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 10.7 order entry 86.8 Special needs patients in medical response
Emergency departments per 1M pop. 17.7 % of hospitals with electronic medical records o7 Plan — : - Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3015  minutes of arrival g4 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 662  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 177 acute coronary intervention 54 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan_ - No
departure for admitted patients 202 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication . No
ethnicity and primary language 58.8 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT B % of hospitals having or planning to develop a providers : _ level
Lawyers per 10,000 pop 181 diversity strategy/plan 419 Longt-;erm car;:t ang.nur?mg |home facilities
=V POP. - must have written disaster plan Yes
tawyers per physician — L PUBLIC HEALTH & INJURY PREVENTION /%) State able to report number of exercises with
awyers per emergency physician 13.7 " e long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) 0 Tr'afﬂc. fatalltlgg per 100,000 pop. - 6.9 “Just-in-time” training systems
g sy
Malpractice award payments/ 100,000 pop. 0.9 Bicyclist fatalities per 100,000 cyclists 22 in place Statewide
- - Pedestrian fatalities per 100,000 pedestrians 2.1 : : P
Average malpractice award payments $584,175 - — Statewide medical communication system
Databank reports per 1,000 physicians 82 % of traffic fatalities alcohol related 36 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Y(;s Front occupant restraint use (%) 927 Statewide patient tracking system Yes
Patient compensation fund No Helmet use required for all motorcycle riders No  “Statewide real-time or near real-time
- — — Child safety seat/seat belt legislation syndromic surveillance system No
Number of insurers writing medical liabilit
policies per 1,000 physicigns y as ange0-10) _ 8 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations No
for primary care physicians $4,202 Graduated drivers' license Iegislation Bed surge capacity per 1M pop. 1428.1
Average medical liability insurance premium grange 0-5) . 0 ICU beds per 1M pop. 226.4
for specialists $16,674 0/0 of children immunized, aged 19-35 months 790 Byrn unit beds per 1M pop. 1.2
Presence of pretrial screening panels No o of adults agted 65+ who received flu 636 Verified burn centers per 1M pop. 0.4
Pretrial screening panel's findings admissible \D//ac(;lnz Ttpas Séegg n ved : Physicians in ESAR-VHP per 1M pop. 22.1
as evidence N/A p‘;] gu ;‘] OUCOSC ;glevacci;e"" 0 BVer Teceive 7ap  Nurses in ESAR-VHP per 1M pop. 3155
Periodic Upon - —— . Behavioral health professionals in ESAR-VHP
payments request ;atal_ q((:jcupatl(;)nal_ m(junes per 1l\:| worEgrls 21.7 per 1M pop. 91
Medical liability cap on non-economic pgm"(:)lo %sognpoguml es (non-motor vehicle) 134  Strike teams or medical assistance teams Yes
damages None Unint t T ”' lated fatal iniuri : Disaster training required for essential
Addigo?a(; liability protection for EMTALA- 13'0" gé‘o'g';% all-related fatal injuries per 1ag Nospital, EMS personnel No
mandated emergency care No PSP —— : Liability protections for health care workers
Joint and several liability abolished Yes Unintentional fire/burn-related fatal injuries during a disaster (range 0-4)
per 100,000 pop. 0.6 P - - —
% of RNs received disaster training 48.2

NR = Not reported
N/A = Not applicable
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MS

A Mississippi

Mississippi has solid response plans in place
for Disaster Preparedness, a good supply of
specialty medical care facilities, and reforms
in place to discourage unfounded medical
malpractice litigation. However, the state
suffers from several challenging issues in
Public Health and Injury Prevention and a
subpar Quality and Patient Safety Environ-
ment.

Strengths. Mississippi supports a relatively
strong Medical Liability Environment. The
state provides for case certification by an
expert witness, which can help identify
lawsuits without merit, and it has abolished
joint and several liability. Mississippi has
capped medical liability awards for non-
economic damages at a moderate rate and
the average malpractice award payments are
the 6th lowest in the nation ($153,415).
These reforms have helped lower medical li-
ability insurance premiums: The premiums
for primary care physicians are just $7,062,
more than $6,000 below the national aver-
age; and $36,223 for specialists, more than
$21,000 below the national average.

While Mississippi faces a critical health care
workforce shortage, the state ranks well
in Access to Emergency Care overall due in
large part to high levels of hospital capacity.
Its population enjoys high per capita rates
of pediatric spe-
cialty centers and
emergency depart-
ments (ED), and
it has the highest
rate of psychiatric
care beds in the
nation (52.7 per
100,000 people).
In  conjunction
with a low hospital occupancy rate and the
third highest rate of staffed inpatient beds,
the state has one of the lowest ED wait
times in the country (217 minutes from ED
arrival to ED departure).

concern.

In Disaster Preparedness, Mississippi has
numerous policies in place to respond uni-
formly and effectively to a disaster. For in-
stance, the state has an Emergency Support
Function 8 (ESF-8) plan that is shared with
all emergency medical services and essen-

Mississippi has the highest
rates of adult and child
obesity in the nation, and
traffic safety is a major

tial hospital personnel, and it incorporates
public health and emergency physician
input during an ESF-8 response. The state
also has a medical communication system
with one layer of redundancy, a statewide
patient-tracking system, and a statewide
syndromic surveillance system.

Challenges. Mississippi has failed to im-
prove in Public Health and Injury Preven-
tion, with high rates of fatal injury and poor
marks in health risk factors. It has the high-
est rates of adult and child obesity in the
nation (34.9% and 21.7%, respectively) as
well as high adult smoking rates (26.0%).
Mississippi’s infant mortality rate is 9.7
deaths per 1,000 live births, compared with
the national average of 6.2. It has some of
the highest rates of homicides and suicides,
fire- and burn-related deaths, and acciden-
tal firearm deaths in the country. Most criti-
cally, traffic safety in Mississippi is a major
concern: The state has the second highest
rate of motor vehicle occupant deaths (19.8
per 100,000 people), the highest rate of bi-
cyclist deaths (14.1 per 100,000 cyclists),
and one of the highest rates of pedestrian
deaths (10.4 per 100,000 pedestrians).

Although Mississippi has many policies
and procedures in place to enhance the
Quality and Patient Safety Environment, it
has slipped in these
rankings, largely be-
cause its hospitals
have not kept pace
with most states re-
garding  adoption
of technological ad-
vances. Only 59.8%
of the state’s hospi-
tals have computer-
ized practitioner order entry, compared
with 77.1% nationally; and only 79.4%
have adopted electronic medical records,
far less than the national average of 92.0%.
Fewer than half the state’s hospitals are col-
lecting data on race and ethnicity and pri-
mary language.

Recommendations. Mississippi has several
troubling trends in Public Health and Injury
Prevention. A focus on lowering the state’s
adult and child obesity rates is critical. Mis-

C-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 27 ¢ 16 C-
Quality & Patient

Safety Environment c | 38 D+
Medical Liability

Environment 19 c 22 C

Public Health &
Injury Prevention 49 F 30 F

Disaster
Preparedness 7 ¢+ 19 C

OVERALL 3 C | 26 G-

sissippi’s high rate of smoking should be ad-
dressed by enhancing current laws to ban
all smoking in bars, restaurants, and work-
places. Finally, Mississippi’s roads are dan-
gerous, with very high numbers of deaths
for drivers and passengers, cyclists, and
pedestrians. Enhancing and enforcing exist-
ing traffic safety laws, as well as a concerted
educational and outreach effort is needed to
help make roadways safer for all road users.

Mississippi has a severe workforce shortage
and must work to recruit and retain emer-
gency physicians, orthopedists and hand
surgeons, and primary care providers in
particular. While the state’s Medicaid fee
levels for office visits are 122.1% of the na-
tional average and have trended positively
since 2007, the state must do more to at-
tract providers to fill this critical gap.

Finally, Mississippi’s Disaster Preparedness
grade was hampered by a lack of infrastruc-
ture for responding to the diverse needs of
patients during a natural disaster or mass
casualty event. The state has no physicians,
nurses, or behavioral health providers regis-
tered in the Emergency System for Advance
Registration of Volunteer Health Profes-
sionals (ESAR-VHP), and it has no burn
unit beds. Enhancing volunteer health pro-
vider capacity would help the state respond
quickly and effectively to disasters.

i American College of
¢ Emergency Physicians®
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MISSISSIPPI: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C- be offset No 100,000 pop. 0.7
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 60  Expert witness must be of the same specialty per 100,000 pop. 9.4
Emergency physicians per 100,000 pop. 9.1 as the defendant No Total injury prevention funds per 1,000 pop. $224.95
Neurosurgeons per 100,000 pop. 19 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No  Dedicated elderly injury prevention funding No
Dedicated occupational injury prevention
Ilgit?co (s)uprgz.ons per 100,000 pop :: QUALITY & PATIENT SAFETY funding P e No
roe 000 pop. SBN ENVIRONMENT Sun-ourchasing leaisiat o6
ENT specialists per 100,000 pop. 3.7 : —— — un-purchasing legisiation (range 0-6) 0
Registered nurses per 100,000 pop. 995.5 E‘;A"Sd's“fs{gl[ﬂq“a“‘y improvement within the ‘o ﬁ]r;gnm%ﬂgﬁtf?iaggp 1(rggge”8é3;inhs 9(71
?88%%%arl)g[r)|.mary care FTEs needed per 74 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 142
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 127 Gyrrent smokers, % of adults 26,0
100,000 pop. 17 Adverse event reporting required No 9 of adults with BMI >30 349
% of children able to see provider w5 b _Of counties with E'91_1 F:apablllty i 92.7 9 of children obese 217
Level | or Il trauma centers per 1M pop. 27 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.1
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 9.2
Il trauma center 78.1 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 21
Accredited chest pain centers per 1M pop. 2.7 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS (1
substance abuse treatment 67 ofoare P P Yes Per capita federal disaster preparedness funds ~ $5.89
Pediatric specialty centers per 1M pop. 7.0 l?riﬂee 32%3&?'%“0” polcy n place for No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 g State has or is working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1221 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process PRI Yes
(2007 t0 2012) 292 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
% of adults with 1o health i Triage and destination policy in place for during an ESF-8 response Yes
» 0f adu'ts with no health insurance 187 rauma patients Yes  Drills, exercises conducted with hospital
02 g}‘ igﬁgrsetllnv?’ﬁznnsou;eei T 2:2 Prescription drug monitoring program personnel, equipment, facilities per hospital 0.1
(range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 15.2 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 1.1 order entry 59.8 Special needs patients in medical response
Emergency departments per 1M pop. 362 % of hospitals with electronic medical records 794 Plan __ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 5230  minutes of arrival g6 i medical response plan S Yes
Hospital occupancy rate per 100 staffed beds 584  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 52.7 acute coronary intervention 64 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan : Yes
departure for admitted patients 217 within 24 hours 99  Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 422 Mutqal aid agreements with behavioral health
MEDICAL LIABILITY ENVIRONMENT (W % of hospitals having or planning to develop a providers : __ None
tawyefs per physician — 12: PUBLIC HEALTH & INJURY PREVENTION 4 State able to report number of e);ercises with
aWyers per emergency physician : n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) 2 giﬁ;;ﬁg't':l‘;fe‘;er 101068000080& = 198 Just-in-time” raining systems
Malpractice award payments/ 100,000 pop. 2.3 y - — per 100,898 CYCIIStS - . in place Statewide
Average malpractice award payments $153,415 Pedestnag fatall_tlfes per 100,000 pedesirians 104 Statewide medical communication system
Databank reports per 1,000 physicians 337 % of traffic fatalities alcohol related 26 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No rontoccupant restraint use (%) . 819 Statewide patient tracking system Yes
Patient compensation fund No gﬁ!Eet lst;requtllred I"br T::I|m9t(|)rgy0|e riders Yes Statewide real-time or near real-time
; ™ ol Tiahili lld safety seat/seat Delt legisiation syndromic surveillance system Yes
ygﬁ;ﬁgSérlq%%sva;;ggnn;edmal Vbily 123 range0-10) _ 6 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving Ilgg|slat|on (range 0-4) 0 common ED presentations Statewide
for primary care physicians $7,062 Graduated drivers' license legislation Bed surge capacity per 1M pop. 6968.7
Average medical liability insurance premium ganfgeh(?—5) - . - 0 cu beds per 1M pop. 327.6
for specialists $36,223 o of children immunized, aged 19-35 months 738 Burn unit beds per 1M pop. 0.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 654 Physicians in ESAR-VHP per 1M pop. 0.0
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received goo Nursesin ESAR-VHP per 1M pop. 0.0
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 51.1 Egrmo{)zlphea“h professionals in ESAR-VHP 0.0
Medical liability cap on non-economic $350,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages 500000  Per 100,000 pop. — B3 Disaster training required for essential
Additonal ity proteton for ENTALA- 100,000 o, related fatal s per o5 hospital, EMS personnel No
mandated emergency care No ey r—— = Liability protections for health care worker:
Joint and several liability abolished Yes Unintentional fire/burn-related fatal injuries dl?r?ng);%g:scte? (rsanog ; 3514) care workers .
per 100,000 pop. 2.7 5 - - —
% of RNs received disaster training 40.8

NR = Not reported
N/A = Not applicable
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MO

B Missouri

Missouri has a strong Disaster Preparedness
system with plans, policies, and facilities in
place for an effective disaster response and
above-average Access to Emergency Care.
However, the state also has a challenging
Medical Liability Environment, worrisome
chronic disease risk factors, and high rates
of preventable deaths.

Strengths. Missouri has worked to improve
its already strong Disaster Preparedness by
instituting a statewide patient-tracking sys-
tem and including patients dependent on
dialysis in its medical response plan. These
and other policies and procedures help en-
sure that the medically vulnerable are cared
for in the event of a disaster and that disaster
data are tracked and monitored to ensure a
quick and nimble state response. Missouri
also has high per capita rates of burn unit
beds (13.1 per 1 million people) and in-
tensive care unit beds (372.3 per 1 million
people). The state has a demonstrated com-
mitment to training, with an above-average
number of drills and exercises conducted
with hospitals. Missouri has the second
highest rate of behavioral health profession-
als registered in the Emergency System for
Advance Registration of Volunteer Health
Professionals (74.6 per 1 million people)
and is among the top 10 states for physi-
cians and nurses registered, as well.

Missouri  ranks
sixth in the na-
tion for Access to
Emergency  Care.
An overall strong
health care work-
force bolsters this
grade, with above-average per capita rates
of many types of specialists. Missouri also
has adequate hospital capacity, with high
per capita rates of staffed inpatient beds
(366.1 per 1 million people) and psychi-
atric care beds (52.6 per 1 million people).
The state also has above-average rates of
accredited chest pain centers, level I and
IT trauma centers, and emergency depart-
ments. Although Missouri’s Medicaid fee
levels for office visits need attention, at
only 76.8% of the national average, they
are at least trending in the right direction,
with a 14.4% increase since 2007.

Missouri should work to
discourage risky behaviors
that can lead to preventable
disease and injury.

Challenges. Missouri has fallen in the
Medical Liability Environment rankings.
Missouri’s $350,000 cap on non-economic
damages was struck down by the state Su-
preme Court in 2012, eliminating a key
protection for health care providers in a
state where the average malpractice award
payments are almost $130,000 higher than
the national average. The state’s medical li-
ability insurance premiums for physicians
are also higher than average. In addition,
Missouri has few other protections in place
for its health care providers. It does not pro-
vide for pretrial screening panels, which can
help prevent frivolous lawsuits, and does
not have rules requiring expert witnesses
in medical liability cases to practice in the
same specialty as the defendant or to be li-
censed to practice medicine in the state.

Missouri faces several challenges in Public
Health and Injury Prevention. The state has
one of the lowest rates of funding for in-
jury prevention ($13.36 per 1,000 people)
in the nation, which may be reflected in
higher-than-average preventable death rates
in several areas, including homicides and
suicides, traffic facalities, poisoning-related
deaths (which include drug overdoses), and
fire- and burn-related deaths. Adults in
Missouri have high rates of cigarette smok-
ing (25.0%) and are more likely to be obese
(30.3%) than adults
in most states. Al-
though  Missouri’s
infant mortality rate
is only slightly high-
er than average (6.6
deaths per 1,000 live
births), the state has
one of the highest infant mortality disparity
ratios in the nation, with the non-Hispanic
Black infant mortality rate being 3.6 times
greater than that of the racial or ethnic
group with the lowest rate.

Recommendations. Missouri must work
to implement medical liability reforms to
hold back rising medical liability insurance
premiums that could jeopardize access to
care. One important reform would be the
implemenctation of additional liability pro-
tection for care mandated by the Emer-
gency Medical Treatment and Labor Act,

C-

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 18 C 6 C+

Quality & Patient

Safety Environment c 20 C+
Medical Liability
Environment 2 ¢ 4 F

Public Health &
Injury Prevention 42 D- 46 F

Disaster
Preparedness 18 B 8 B-

OVERALL 23 € | 22 (-

which is aimed at reducing the burden on
emergency providers who serve high-risk
patients, often with little or no knowledge
of their medical histories. Given the loss
of the medical liability cap, this reform
would be an important step toward im-
proving the state’s liability climate, poten-
tially encouraging more on-call specialists
to provide services to the emergency de-
partment.

Missouri should work to discourage risky
behaviors that can lead to preventable dis-
ease and injury. Distracted driving legis-
lation and stronger enforcement of child
safety belt and seatbelt laws could help
reduce traffic fatalities. Passage of smoke-
free legislation for restaurants, bars, and
workplaces could help prevent second-
hand smoke exposure and encourage cur-
rent smokers to quit.

Despite high scores in Access to Emergency
Care, Missouri falls behind with regard to
financial barriers to care and has a shortage
of primary care providers. In addition to
low Medicaid reimbursement rates, it ranks
among the 10 worst for the proportion of
children with no health insurance (11.5%).
Missouri should work to address these is-
sues to ensure that the state’s low-income
and child populations can access the care
that they need.

§ American College of
¢ Emergency Physicians®
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MISSOURI: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C+ be offset No 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 83  Expert witness must be of the same specialty per 100,000 pop. 14.8
Emergency physicians per 100,000 pop. 13.0 as the defendant No Total injury prevention funds per 1,000 pop. $13.36
Neurosurgeons per 100,000 pop. 24 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 9.8 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.6 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding Yes
ENT specialists per 100,000 pop. 3.8 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 11255 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 6.6
?88%%%arl)g[r)|.mary care FTEs needed per 6.0 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 192
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 174 Current smokers, % of adults 25.0
100,000 pop. 09 Adverse event reporting required No o of adults with BMI >30 30.3
% of children able to see provider 967 0 of counties with E-911 capability 845 o of children obese 135
Level | or Il trauma centers per 1M pop. 27 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.1
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 8.8
Il trauma center 89.6 CDC guidelines are basis for state field triage Infant mortality disparity ratio 36
Accredited chest pain centers per 1M pop. 3.3 protocols - - No
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B-
substance abuse treatment go Ulcare P o Yes Per capita federal disaster preparedness funds ~ $5.22
Pediatric specialty centers per 1M pop. 33 Jnageand destination policy n place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,7  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : No
the national average 768  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o Yes
(;_’007 ,[3 2012) 144 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 159 4rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 78 prescription drug monitoring program personnel, equipment, facilities per hospital 27
% of children with no health insurance 115 (range 0-4) 0 Accredited by the Emergency Management
% of children underinsured 17.8 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 9.7 order entry 80.3 Special needs patients in medical response
Emergency departments per 1M pop. 204 9% of hospitals with electronic medical records 920 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 366.1 minutes of arrival g6  Inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 633  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 52.6 acute coronary intervention 74 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 239 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 85.8 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 4 % of hospitals having or planning to develop a providers : _ level
Il:awyers per physician — 13'2 PUBLIC HEALTH & INJURY PREVENTION [ State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
T —— i —
Malpractice award payments/ 100,000 pop. 2.8 - — ’ - . systems in place city-wide
Average malpractice award payments $435,588 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 59 St_atewide medical communication system
Databank reports per 1,000 physicians 28.1 b of traffic fatalties alcohal raelated 38 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 70 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 54 ange0-10) _ 5 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 0 common ED presentations Statewide
for primary care physicians $15,688 Graduated drivers' license legislation Bed surge capacity per 1M pop. 359.7
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 3723
for specialists $56,001 o of children immunized, aged 19-35 months 727 By unit beds per 1M pop. 13.1
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 631 Physicians in ESAR-VHP per 1M pop. 65.1
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 717 Nurses in ESAR-VHP per 1M pop. 616.4
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 39.2 Egrmo{)zlphea“h professionals in ESAR-VHP 746
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 25 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 100 Mospital, EMS personnel No
mandated emergency care o 9,900 pop. S - i :
Joint and several liability abolished Partially gg:n}ggtg)ggl pfgg/burn-related fatal injuries e I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 40.8

NR = Not reported
N/A = Not applicable
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MT

w Montana

Montana continues to rank among the
top 10 states for its Medical Liability En-
vironment and has high levels of injury
prevention funding and low racial and
ethnic health disparities in infant mortal-
ity. However, the state is weak in statewide
planning for disaster preparedness, quality
improvement, and patient safety assur-
ances.

Strengths. Montana has one of the top
Medical Liability Environments in the na-
tion. The state has implemented many re-
forms that help protect its health care pro-
viders. Mandatory pretrial screening panels
help ensure that meritless lawsuits do not
go forward, and Montanas $250,000
medical liability cap on non-economic
damages helps ensure that malpractice
award payments will remain modest. Pe-
riodic payments are allowed upon request,
and the state has partially reformed joint
and several liability.

While faring poorly overall, Montana has
improved somewhat in Public Health and
Injury Prevention. With funds dedicated
to injury prevention for both children and
older adults, the state has the highest per
capita level of injury prevention funding
in the nation and has funding dedicated
specifically for child and elderly injury
prevention. It also
has low fatality
rates for bicyclists
(1.8 per 100,000
cyclists) and pe-
destrians (2.7 per
100,000 pedestri-
ans).  Regarding
health risk factors,
Montana has better-than-average rates of
adult and child obesity (24.6 and 14.3%,
respectively) and a low infant mortality
rate (5.9 per 1,000 live births).

Despite overall low scores for its Quality
and Patient Safety Environment, Montana
recently implemented a prescription drug
registry, which is an important investment
for the state in helping to curb illicit use of
prescription drugs.

Public health and injury
prevention efforts in
Montana need to be
strengthened and expanded.

Challenges. Montana ranks second worst
in the nation for its Quality and Patient
Safety Environment, largely due to a lack
of state-level policies that promote qual-
ity of care. The state does not have triage
and destination policies in place for trau-
ma, stroke, or ST-elevation myocardial
infarction (STEMI) patients and lacks a
uniform system of providing pre-arrival
instructions. Such policies and procedures
can help streamline care and ensure that
patients receive the most appropriate and
effective treatments before arrival at the
hospital. While more than 75% of Mon-
tana’s hospitals have electronic medical re-
cords, they have fallen behind most other
states in the adoption of computerized
practitioner order entry (59.6%).

Montana also lags in terms of Disaster
Preparedness. While the state has high per
capita federal disaster preparedness fund-
ing levels ($11.75 per person), it lacks
some important statewide policies and
procedures that would ensure a systematic
approach to disaster response. Montana
does not have a statewide patient tracking
system or a syndromic surveillance system.
It also lacks guidance in its medical re-
sponse plan specifically for medically frag-
ile patients, including patients dependent
on dialysis, medication for chronic disease,
or  psychotropic
medication.

In terms of Access
to Emergency Care,
Montana has com-
paratively  high
per capita rates of
medical  special-
ists and hospital facilities, despite being a
large and rural state. However, there are
some troubling gaps in their systems. The
state has the second highest proportion of
adults reporting an unmet need for sub-
stance abuse treatment (10.7%). Montana
also has one of the highest rates of children
without health insurance (12.3%), with
unreasonable costs being reported by the
parents of 20% of children with health in-
surance. The state also has a relatively high
proportion of children who could not al-
ways see a provider when needed.

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 24 C- 31 F
Quality & Patient

Safety Environment D+ | 50 F
Medical Liability

Environment 7 B 10 B

Public Health &
Injury Prevention 46 F 39 D-

Disaster
Preparedness 44 D- 45 F

OVERALL 35 C 48 D

Recommendations. Montana is a large,
rural state with independent counties and
cities, but state-level policies and proce-
dures that ensure patient safety, quality
improvement, and disaster preparedness
are important safeguards that can be ap-
plied at the regional or local levels. These
policies help ensure that the state can
monitor and respond to emerging health
issues, conduct a coordinated disaster re-
sponse, and ensure that medically vulner-
able patients receive prompt and evidence-
based care.

Public Health and Injury Prevention efforts
in Montana need to be strengthened and
expanded. Montana has very high rates
of binge drinking (20.8% of adults), and
42.0% of the state’s traffic fatalities are
alcohol-related, pointing to a need for
education and enforcement. The state also
has the third highest rate of traffic fatalities
(18.2 per 100,000 people); low seatbelt
usage rates; and weak traffic safety laws
related to adult seat belt use, child safety
seats, and distracted driving. Reform of
these laws and targeted enforcement could
help improve the overall safety and health
of Montana’s citizens.

i American College of
¢ Emergency Physicians®
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MONTANA: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.5
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 98  Expert witness must be of the same specialty per 100,000 pop. 75
Emergency physicians per 100,000 pop. 16 as the defendant Yes Total injury prevention funds per 1,000 pop.  $9,538.38
Neurosurgeons per 100,000 pop. 24 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding Yes
100,000 pop. 11.3 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.7 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 3.0 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 872.0 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 5.9
?88%%%arl)g[r)|.mary care FTEs needed per 33 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 20.8
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 0 Current smokers, % of adults 221
100,000 pop. 1.0  Adverse event reporting required No o of adults with BMI >30 26
% of children able to see provider 946 0 Of counties with E-911 capability 98.3 9 of children obese 143
Level | or Il trauma centers per 1M pop. 40  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.9
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio NR
Il trauma center 40.6 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 15
Accredited chest pain centers per 1M pop. 1.0 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment 107 g:i;a;eand destination policy in place for o her capita federal disaster preparedness funds  $11.75
Pediatric specialty centers per 1M pop. 7.0 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 b  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — No hospital personn.ell ; ; Yes
the national average 1379  Tiage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process P Yes
(5007 to 2012) 505 Statewide trauma registry Yes Public health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 200 o ima patients No Drills, exercises conducted with hospital
% of adults underinsured 78 prescription drug monitoring program personnel, equipment, facilities per hospital 48
% of children with no health insurance 12.3 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 20.3 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 6.1 order entry 59.6 Special needs patients in medical response
Emergency departments per 1M pop. 517 9% of hospitals with electronic medical records 754 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 4303 minutes of arrival go inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 640  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 321 acute coronary intervention 172 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 219 _Within 24 hours 100 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 55.4 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT i) % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 12'2 PUBLIC HEALTH & INJURY PREVENTION I8 State able to report number of e);ercises with
AWYers per emergency physician - n i long-term care or nursing home facilities No
ATRA judicial hellholes (range 2 to -6) 0 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists 1?’: “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 34 - — ’ - - in place None
Average malpractice award payments $259,757 ;ed?imfa;] fatall_tlfes per 100,000 pedesirians 27 Statewide medical communication system
Databank reports per 1,000 physicians 385 b of traffic fatalities alcohol roelated 42 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes -rontoccupant restraint use (%) . 769 Statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system No
policies per 1,000 physicians a1p \range0-10) _ 3 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 0 common ED presentations Statewide
for primary care physicians $14,749 Graduated drivers' license legislation Bed surge capacity per 1M pop. 563.1
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 3124
for specialists $71,738 o of children immunized, aged 19-35 months 710 Byrn unit beds per 1M pop. 0.0
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 559 Physicians in ESAR-VHP per 1M pop. 12.9
as evidence No ;;g&;%ucl(t)sc ;gle\;iagg;ewm ever received g Nursesin ESAR-VHP per 1M pop. 395.0
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 81.7 Egrmo{)zlphea“h professionals in ESAR-VHP 5.0
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams No
damages s2s0,000 -Per 100,000 pop. — B8 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 130 Mospital, EMS personnel No
mandated emergency care o 9,900 pop. S - b :
Joint and several liability abolished Partially Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesﬁg?rgfaa‘gehgﬂt)h care workers 3
per 100,000 pop. 1.0 . . . —
% of RNs received disaster training 43.4

NR = Not reported
N/A = Not applicable
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NE

= Nebraska

Nebraska continues to support a strong
overall emergency care environment, rank-
ing fourth in the country, after improving
its already strong Medical Liability Envi-
ronment and showing substantial progress
in Disaster Preparedness. Nebraska contin-
ues to struggle, however, with low num-
bers of specialists and limited access to
trauma centers.

Strengths. Nebraska has the lowest medi-
cal liability insurance premiums in the
country for both primary care providers
($3,837) and specialists ($16,519). Since
2009, the state has also experienced re-
duced average malpractice award payments
($174,222), fewer malpractice award pay-
ments (1.7 per 100,000 population), and
a slight increase in the number of insurers
writing malpractice policies.

Nebraska improved greatly in Disaster Pre-
paredness, benefiting from high rates of in-
tensive care unit beds, burn unit beds, and
burn centers as well as overall bed surge
capacity. In addition, Nebraska ranks
among the top 10 states for registering
physicians and behavioral health provid-
ers in the Emergency System for Advance
Registration of Volunteer Health Profes-
sionals (ESAR-VHP; 94.3 and 47.4 per
1 million people, respectively). The state
also has mutual
aid  agreements
with  behavioral
health  providers
to provide care
during an event,
and it has become
accredited by the
Emergency Man-
agement Accredi-
tation Program (EMAP) since the last Re-
port Card.

Challenges. Nebraska faces challenges in
Access to Emergency Care, having among
the lowest number of emergency physi-
cians (8.4 per 100,000 people) and plastic
surgeons (1.7 per 100,000) in the nation
and below-average rates of orthopedists

and hand surgeons (9.2 per 100,000). Ad-

Nebraska’s population
faces financial barriers
and a workforce shortage
that may hinder access to
high-quality care.

ditionally, despite high proportions of the
population having health insurance, the
state has the third highest rate of under-
insured children, with unreasonable costs
being reported by the parents of 22.2% of
children with health insurance. The state
also ranked in the bottom 10 for avail-
ability of psychiatric care beds (16.0 per
100,000 people) and has a high propor-
tion of adults with an unmet need for sub-
stance abuse treatment (9.7%).

Nebraska has failed to improve its Qual-
ity and Patient Safety Environment since
the previous Report Card. Despite having
passed legislation to create a prescription
drug monitoring program, a multitude
of issues have been noted by emergency
physicians that have inhibited the effec-
tive implementation of such a program,
including individuals’ ability to opt out of
the program, a subscription fee for physi-
cians to access the program, and failure of
some pharmacies to participate. In addi-
tion, the state has a low proportion of hos-
pitals that have electronic medical records
(83%), collect data on race and ethnicity
and primary language (38.8%), and which
are planning to implement a diversity
strategy (29.6%).

Nebraska’s performance in Public Health
and Injury Prevention
falls at both ends of
the spectrum. While
the state has some of
the lowest rates of bi-
cyclist fatalities, pe-
destrian fatalities, ho-
micides and suicides,
and poisoning-related
deaths, it also has
some of the highest rates of binge drink-
ing among adults (22.7%) and fatal occu-
pational injuries (45 per 1 million work-
ers). While it has implemented legislation
banning smoking in restaurants, bars, and
workplaces, one-in-five adults still smoke.
Nebraska also has a large proportion of
adults who are obese (28.4%), which has
increased since the previous Report Card.

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care & B 9 C
Quality & Patient

Safety Environment c+ 24 C+
Medical Liability

Environment 13 ¢+ 5 B+

Public Health &
Injury Prevention 19 B- | 16 B-

Disaster
Preparedness 35 C- 7 B-

OVERALL 5 C+ | 4 B-

Recommendations. Nebraska must work
to improve the Quality and Patient Safety
Environment by effectively implementing
the prescription drug monitoring program
that was approved in legislation passed in
2011. The state should work to develop a
system for fully monitoring drug schedules
II through V and provide real-time access
to providers without requiring a subscrip-
tion fee. Hospitals should be encouraged
to adopt electronic medical records and
collect and analyze data on patient race
and cthnicity and primary language. In
addition, the state should fully fund the
implementation of a stroke system of care,
including developing destination policies
that would allow emergency medical ser-
vices to bypass local hospitals to transport
a patient directly to a hospital specialty
center.

Nebraska must work to enhance current
Public Health and Injury Prevention efforts
by maintaining its motorcycle helmet use
requirement and considering stronger reg-
ulations regarding texting and cell phone
use while driving. The state has made good
efforts to ban smoking in public places but
needs to provide more education and out-
reach to reduce the proportion of adults
who smoke.

§ American College of
¢ Emergency Physicians®
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NEBRASKA: INDICATORS

ACCESS TO EMERGENCY CARE c

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 6.3 Expert witness must be of the same specialty per 100,000 pop. 5.6
Emergency physicians per 100,000 pop. g4 asthe defendant No Total injury prevention funds per 1,000 pop. $317.06
Neurosurgeons per 100,000 pop. 21 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
; . o medicine in the state No  Dedicated elderly injury prevention fundin No
Orthopedists and hand surgeon specialists per Dedicated yt'] lllp g 9
edicated occupational injury prevention
P, s L3 QUALITY & PATIENT SAFETY funding. " P o
e su_rggons per ’ Pop. 17 ENVIRONMENT Gun-purchasing legislation (range 0-6 0.5
ENT specialists per 100,000 pop. 3.7 : —— — un-purchasing legislation (range 0-6) :
Registered nurses per 100,000 pop. 1040.6 Eknnsd'sr;?stfglfﬂq“a"w improvement within the Yes Anti-smoking legislation (range_O-S)_ 3
Additional primary care FTEs needed per S— Infant mortality rate per 1,000 live births 5.3
100,000 pop. 02 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 227
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 124 Current smokers, % of adults 200
100,000 pop. 04  Adverse event reporting required No 9 of adults with BMI >30 284
% of children able to see provider 96.9 % of counties with E-911 capability 100.0 o of children obese 13.8
Level | or Il trauma centers per 1M pop. 2.7 ,U"'tfomt“_ system for providing pre-arrival Cardiovascular disease disparity ratio 2.6
% of population within 60 minutes of Level | or I(?S(;uc !gnls_ basis for state field i Yes HIV diagnoses disparity ratio 11.0
Il trauma center 82.3 roto%g:se ines are basis for state Tield triage 20;? Infant mortality disparity ratio 26
Accredited chest pain centers per 1M pop. 10.2 p - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B-
substance abuse treatment o7  Ofcare P o Yes Per capita federal disaster preparedness funds ~ $7.81
Pediatric specialty centers per 1M pop 75 T?aae an? detstmatlon polcy n place for State budget line item for health care surge No
— - . - : stroke patients No
ng:}?é?:rsieascceptlng Medicare per 100 a0  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 933  Triage and destination policy in place for Emergency physician input into the state
L average _ 3 STEMI patients Yes planning process Yes
% change in Medicaid fees for office visits p n —
(;_’007 ,[3 2012) 138 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
% of adults with 1o health insuran ] 3'7 Triage and destination policy in place for during an ESF-8 response Yes
» Of a “I S 10 health Insurance : trauma patients Yes  Drills, exercises conducted with hospital
Oj; of ag_LIJ dts und_et:]lnsu[]ed — :.; Prescription drug monitoring program personpel, equipment, facilities per hospital 24
o OF children with no health insurance . (range 0-4) 1 Accredited by the Emergency Management
zf g}‘ ;zﬂﬂrse\r/]v;:aﬁggiscl;rizd zzi %dOf hos.tpitals With computerized practtioner /S\;(;::?glltszz)gspggfi:rps in medical response e
o - order entry 78.4
Emergency departments per 1M pop. 201 9% of hospitals with electronic medical records gag plan — : - NR
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 4214 minutes of arrival g1 inmedical response plan _ NR
Hospital occupancy rate per 100 staffed beds 58.1 Median time to transfer to another facility for Medical response plan for supplying dialysis NR
Psychiatric care beds per 100,000 pop. 16.0 acute coronary intervention 58 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan_ - NR
departure for admitted patients 209 within 24 hours 99  Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication . NR
ethnicity and primary language 38.8 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT ¥ 9% of hospitals having or planning to develop a Em‘”dters e level
diversity strategy/plan 296 ong-term care and nursing home facilities
Lawyers per 10,000 pop. 135 must have written disaster plan Yes
tawyers per physician — L PUBLIC HEALTH & INJURY PREVENTION ;B State able to report number of exercises with
awyers per emergency physician 16.1 n o long-term care or nursing home facilities NR
ATRA judicial hellholes (range 2 to -6) 0 Tr'afﬂc. fatalltlgg per 100,000 pop. - 98 “Just-in-time” training systems
g sy
Malpractice award payments/ 100,000 pop. 1.7 Bicyclist fatalities per 100,000 cyclists 15 in place Statewide
- - Pedestrian fatalities per 100,000 pedestrians 13 : : P
Average malpractice award payments $174,222 0 - — Statewide medical communication system
Databank reports per 1,000 physicians 25 % of traffic fatalities alcohol related 30 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes rontoccupant restraint use (%) 842 statewide patient tracking system No
Patient compensation fund yes _Helmetuse required for all motorcycle riders Yes  Statewide real-time or near real-time
- — — Child safety seat/seat belt legislation syndromic surveillance system Yes
Number of insurers writing medical liabilit
policies per 1,000 physicigns y 13  range0-10) _ 2 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 1 common ED presentations Statewide
for primary care physicians $3,837 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1518.2
Average medical liability insurance premium grange 0-5) . 0 ICU beds per 1M pop. 378.3
for specialists $16,519 0/0 of children immunized, aged 19-35 months 829 By unit beds per 1M pop. 12.4
Presence of pretrial screening panels Mandatory 0 of adults agted 65+ who received flu 618 Verified burn centers per 1M pop. 0.5
Pretrial screening panel's findings admissible \D//ac(;lnz Ttpas Séegg m ved : Physicians in ESAR-VHP per 1M pop. 94.3
as evidence Yes p?]gur?]oucosccazglevacci; eW 0 ever receive 703 Nurses in ESAR-VHP per 1M pop. 225.8
Periodic - —— . Behavioral health professionals in ESAR-VHP
payments No ;atal_ q((:jcupatl(;)nal_ m(junes per 1l\:| worEgrls 45.0 per 1M pop. 474
Medical liability cap on non-economic 0m1'8'0 %sogn Suicides (non-motor vehicle) Strike teams or medical assistance teams No
damages >$500,000 _Per 190,000 pop. 13.6 - > ’ -
) Unintentional fall-related fatal injuri Disaster training required for essential
Addigo?a(; liability protection for EMTALA- 13'0" gé‘o'g';% all-refated tatal injuries per 414 hospital, EMS personnel No
mandated emergency care No PSP —— : Liability protections for health care workers
Joint and several liability abolished Yes Unintentional fire/burn-related fatal injuries during a disaster (range 0-4)
per 100,000 pop. 0.9 - - —
% of RNs received disaster training 44.1

NR = Not reported
N/A = Not applicable
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NV

¥ Nevada

Despite a poor overall showing, Nevada
managed to move up 12 places and improve
its overall grade since 2009. This is due in
large part to tremendous improvements in
Disaster Preparedness; however, the state still
faces a crisis in Access to Emergency Care and
has seen further erosion of the Quality and
Patient Safety Environment.

Strengths. Nevada should be applauded
for having implemented a number of poli-
cies and practices that have helped make
its Disaster Preparedness grade among the
best in the nation. The state has invested
in a statewide medical communication
system with one layer of redundancy, has
implemented a patient-tracking system,
and has strike teams or medical assistance
teams to provide support during a disaster.
In addition, the state has passed Uniform
Emergency Volunteer Health Practitioners
Act, model legislation that includes specific
liability protections for health care work-
ers during a disaster. Nevada ranks first in
the nation in the proportion of registered
nurses who received disaster preparedness
training (57.2%).

Nevada supports a strong Medical Liabil-
ity Environment. The state has maintained
its $350,000 medical liability cap on non-
economic damages and provides for awards
to be offset by
collateral sources.
Nevada also al-
lows periodic pay-
ments of malprac-
tice awards on the
request of one or
both parties, as
well as case certi-
fication by an ex-
pert witness. In addition, expert witnesses
are required to be of the same specialty as

the defendant.

Challenges. Nevada continues to face a
crisis in Access to Emergency Care, for which
it ranks last in the nation. The state has a
severe shortage of specialists, ranking last
or next to last for the number of neurosur-
geons (1.1 per 100,000 people); orthope-
dists and hand surgeons (6.1 per 100,000);
and ear, nose, and throat specialists (2.0 per
100,000). Compounding these issues are fi-
nancial barriers to care, including high rates

system.

Workforce shortages

and financial barriers to
care continue to threaten
Nevada’s emergency care

of children and adults without insurance or
who are underinsured. Nevada ranks 51st
for the proportion of children without in-
surance (21.0%) and 43rd for those who
have inadequate insurance (20.1%). It has
only 8.7 emergency departments (ED) per
1 million people, compared with an aver-
age of 18.9 per 1 million people nationally,
which has likely contributed to long wait
times in the emergency department; the
median time from ED arrival to ED depar-
ture for admitted patients was 337 minutes
or 5.6 hours. Compounding these issues,
Nevada supports the smallest nursing pop-
ulation, with only 605.5 registered nurses
per 100,000 people.

Nevada’s Quality and Patient Safety Envi-
ronment has worsened compared to other
states since 2009. The state does not have
field triage protocols or guidelines for emer-
gency medical services (EMS) response or a
uniform system for pre-arrival instructions.
The state has failed to implement destina-
tion policies that let EMS teams bypass
local hospitals to transport stroke and ST-
elevation myocardial infarction (STEMI)
patients directly to a hospital specialty care
center, despite having one of the highest
rates of accredited chest pain centers in the
country (5.4 per 1 million people). Finally,
while the state has increased the proportion
of counties with en-
hanced 911 capabili-
ty since 2009 (70.6%
versus  52.9%, re-
spectively), Nevada
stll lags far behind
the average across
the states (96.9% of

counties).

Nevada’s poor showing in Public Health and
Injury Prevention is marked by both posi-
tive and negative results. The state has the
worst child immunization rate (66.7%)
and ranks 50th for influenza vaccination
among the elderly (53.7%). It also has
some of the highest rates of homicides and
suicides (25.6 per 100,000 people) and un-
intentional poisoning-related deaths, which
includes drug overdoses (18.3 per 100,000
people). At the same time, the state has the
eighth lowest rate of fall-related deaths (5.7
per 100,000). Similarly, Nevada ranks 10ch

D+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 46 F a1 F
Quality & Patient

Safety Environment D+ | 48 F
Medical Liability

Environment n ¢+ 15 B-

Public Health &
Injury Prevention 33 D 28 D+

Disaster
Preparedness 47 F 5 B

OVERALL 8 D 36 D+

best in obesity among adults (24.5%) but
10th worst in the proportion of children
who are obese (18.6%).

Recommendations. Nevada must take im-
mediate steps to address the crisis in Access
to Emergency Care, including the specialist
workforce shortage and financial barriers
to care that continue to threaten the state’s
entire emergency care system. Recruitment
and retention of providers must become a
priority for Nevada policymakers to ensure
that quality care is available as the Patient
Protection and Affordable Care Act takes
full effect.

Despite Nevada’s strong showing for the
Medical Liability Environment, there is
ample room for improvement. The state’s
average medical liability insurance premi-
ums for primary care providers and special-
ists have both decreased since the previous
Report Card, but they still rank 42nd in the
nation for both. The state should consider
providing additional liability protections
for care mandated by the Emergency Medi-
cal Treatment and Labor Act to further al-
leviate the burden on physicians who are
willing to provide emergent, lifesaving care
to patients. Nevada should also consider
passing apology inadmissibility laws and
implementing pretrial screening panels to
create a more favorable medical liability en-
vironment.

§ American College of
¢ Emergency Physicians®
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NEVADA: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 10.1 Expert witness must be of the same specialty per 100,000 pop. 18.3
Emergency physicians per 100,000 pop. 16 as the defendant Yes Total injury prevention funds per 1,000 pop. $30.86
Neurosurgeons per 100,000 pop. 11 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 6.1 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.0 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 20 : i o Gun-purchasing legislation (range 0-6) 2
Registered nurses per 100,000 pop. 605.5 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 2
i ; nfant mortality rate per 1, ive births 5.6
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 25 funded state EMS medical director No  Binge alcohol drinkers, % of adults 186
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 94 Ccurrent smokers, % of adults 229
100,000 pop. 01 Adverse event reporting required Yes 9 of adults with BMI >30 245
% of children able to see provider 950 % of counties with E-911 capability 706 o of children obese 18.6
Level | or Il trauma centers per 1M pop. 11 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 5.7
Il trauma center 94.2 CDC guidelines are basis for state field triage No Infant mortality disparity ratio 20
Accredited chest pain centers per 1M pop. 54 protocols i protocols
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B
substance abuse treatment 99 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $6.95
Pediatric specialty centers per 1M pop. 22 stroﬂe patients Poleyinp No  State budget line item for health care surge Yes
Physlcians accepting Medicare per 100 ,4  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average o953  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process o Yes
(;_’007 to 2012) 0.0 Statewide trauma registry Yes Public health and emergency physician input
. : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance B2 4ima patients Yes Drills, exercises conducted with hospital
% of adults underinsured 84 prescription drug monitoring program personnel, equipment, facilities per hospital 038
% of children with no health insurance 21.0 (range 0-4) 2 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 20.1 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 5.8 order entry 61.4 Special needs patients in medical response
Emergency departments per 1M pop. 87 % of hospitals with electronic medical records 795 Plan __ : _ Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2594  minutes of arrival g4 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 69.2  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 23.8 acute coronary intervention 142 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 337 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 50.0 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT B % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 12': PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician : n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) -2 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists ;’ﬁ “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 1.6 - — ’ - - in place Statewide
Average malpractice award payments $219,408 ;ed?imfa;] fatall_tlfes per 100,000 pedesirians 8 Statewide medical communication system
Databank reports per 1,000 physicians 35.2 b of traffic fatalities alcohol roelated 37 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No rontoccupant restraint use (%) . 9.1 Statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 15 (range0-10) _ 3 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $18,208 Graduated drivers' license legislation Bed surge capacity per 1M pop. 508.2
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 262.1
for specialists $79,592 o of children immunized, aged 19-35 months 66.7  Burn unit beds per 1M pop. 0.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 537 Physicians in ESAR-VHP per 1M pop. 14.5
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received eag Nursesin ESAR-VHP per 1M pop. 117.8
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 28.1 Egrmo{)zlphea“h professionals in ESAR-VHP 185
Medical liability cap on non-economic $250,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages -350000  Per 100,000 pop. — B8 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 5, hospital, EMS personnel No
mandated emergency care ) 9,000 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries . I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers \
’ ; - % of RNs received disaster training 57.2

NR = Not reported
N/A = Not applicable
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4 New Hampshire

New Hampshire continues to improve its
Quality and Patient Safety Environment
and Disaster Preparedness efforts, but a
stagnant Medical Liability Environment
and growing concerns about emergency
department (ED) boarding and crowding,
due to inadequate resources, contribute
to the state’s overall decline from 15th to
28th place.

Strengths. New Hampshire has instituted
many policies and practices to contribute
to its overall Quality and Patient Safety
Environment, including having triage and
destination policies in place for stroke, ST-
elevation myocardial infarction (STEMI),
and trauma patients, and working toward
developing and implementing a statewide
trauma registry. It has the highest rate of
hospitals with a diversity strategy or plan
(62.5%) and the fifth highest rate of hos-
pitals collecting data on patient race and
ethnicity and primary language (78.1%).

New Hampshire has dramatically im-
proved its ranking in Disaster Preparedness
since 2009, partly from
implementing a state-
wide patient-tracking
system,  significantly
increasing  volunteer
registration in  the
Emergency System for
Advance Registration
of Volunteer Health
Professionals (ESAR-VHP), and having
in place statewide mutual aid agreements
with behavioral health providers to pro-
vide care to patients during an event. The
state also has just-in-time training systems
in place to notify and train health care
workers in case of a disaster and maintains
a statewide medical communication sys-
tem.

Challenges. New Hampshire is facing a
psychiatric care crisis, which has affected
emergency care throughout the state.
Availability of psychiatric care beds (22.9
per 100,000) and staffed inpatient beds
(251.6 per 100,000) has further declined
since the 2009 Report Card. Boarding of
mental health patients in the ED has likely
contributed to New Hampshire’s higher-
than-average median time from ED arrival

New Hampshire is

facing a psychiatric

care crisis which has
affected emergency care
throughout the state.

to ED departure for admitted patients
(298 minutes). Additionally, the state
has a relatively high proportion of adults
needing but not receiving substance abuse
treatment (9.6%).

While New Hampshire continues to have
among the highest rates of health insurance
coverage for adults and children, financial
barriers that may result in declining or de-
laying needed care are still reported. In all,
8.5% of adults and 19.5% of children are
underinsured. Medicaid fees for physician
office visits have remained stagnant from
2007 to 2012, resulting in New Hamp-
shire having fee levels that are only 81.1%
of the national average.

New Hampshire’s Public Health and In-
jury Prevention grade is affected greatly
by its failure to pass traffic safety legisla-
tion. The state lacks laws requiring helmets
for motorcycle riders, requiring adults to
wear seatbelts, prohibiting cell phone use
while driving, and requiring strict gradu-
ated driver licenses aimed at increasing the
safety of teen driv-
ers. New Hamp-
shire has the third
lowest rate of front
occupant  seatbelt
use in the nation
(75.0%). Also con-
tributing to  New
Hampshire’s  score
are relatively high disparity ratios related
to cardiovascular disease prevalence and

HIV diagnoses.

New Hampshire continues to have among
the worst Medical Liability Environments
in the nation. The state has failed to en-
act case certification requirements or pass
expert witness rules requiring witnesses to
be of the same specialty as the defendant
and licensed to practice medicine in the
state. While periodic payments are permit-
ted, they are not required and are at the
courts discretion. Medical liability caps
on non-economic damages and collateral
source rule reform were declared uncon-
sticutional in 1980, and no changes have
been made since that time. The state also
lacks additional liability protections for
care mandated by the Emergency Medical
Treatment and Labor Act.

D+

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care

n B 30 D-

Quality & Patient
Safety Environment 14 B+ 10 B

Medical Liability
Environment 36 D- M D-

Public Health &

Injury Prevention 20 ¢+ 32 D+

Disaster

Preparedness 2 ¢ |12 C+
OVERALL 15 C+ | 28 D+
Recommendations. New Hampshire

must act immediately to address its under-
resourced mental health system, work with
hospitals throughout the state to increase
the number of available psychiatric and
staffed inpatient beds, and reduce boarding
and crowding in EDs. The state must in-
vest in community services and programs
for mental health care and substance abuse
treatment to alleviate these issues and to
ensure a safe and effective system of care.

To improve traffic safety, New Hampshire
should consider passing legislation to re-
quire helmet use for motorcycle riders as
well as a universal seatbelt law with pri-
mary enforcement. To reduce the burden
of disease, the state should seek to reduce
racial and ethnic health disparities in car-
diovascular disease and HIV risk.

New Hampshire should continue to sup-
port the Quality and Patient Safety Envi-
ronment by maintaining funding for qual-
ity improvement within the emergency
medical services system and developing a
prescription drug-monitoring program,
legislatively enacted in 2012, that moni-
tors drug schedules II through V and pro-
vides real-time data collection from pro-
viders.

§ American College of
¢ Emergency Physicians®
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NEW HAMPSHIRE: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE D- be offset No 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 102  FExpert witness must be of the same specialty per 100,000 pop. 9.3
Emergency physicians per 100,000 pop. 139 as the defendant No Total injury prevention funds per 1,000 pop. $304.58
Neurosurgeons per 100,000 pop. 21 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding No
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 13.3 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.3 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 3.3 : s o Gun-purchasing legislation (range 0-6) 0.5
Registered nurses per 100,000 pop. 1051.0 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 1
i ; nfant mortality rate per 1, ive births 4.0
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 04 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 187
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 45 Current smokers, % of adults 194
100,000 pop. 01 Adverse event reporting required Yes 9 of adults with BMI >30 26.2
% of children able to see provider gg.1 0 of counties with E-911 capability 100 o4 of children obese 15.5
Level | or Il trauma centers per 1M pop. 15 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.9
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 16.9
Il trauma center 96.2 CDC guidelines are basis for state field triage Infant mortality disparity ratio NR
Accredited chest pain centers per 1M pop. 1.5 protocols - - No
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS C+
substance abuse treatment 0p ~Ocare P o Yes Per capita federal disaster preparedness funds ~ $9.90
Pediatric specialty centers per 1M pop. 23 Jnage and destination policy in place for State t?ud et line item for hzzalltjh care surge Yes
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries 30  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average 811 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o No
(;_’007 ,[3 2012) 0.0 Statewide trauma registry No Public health and emergency physician input
. : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 139 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 85 Prescription drug monitoring program personnel, equipment, facilities per hospital 32
% of children with no health insurance 7.4 (range 0-4) 1 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 19.5 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 3.6 order entry 741 Special needs patients in medical response
Emergency departments per 1M pop. 235 9 of hospitals with electronic medical records 963 Pl Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 251.6  minutes of arrival g3 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 646  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 229 acute coronary intervention 50 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 208 _Within 24 hours 100 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 78.1 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT BN % of hospitals having or planning to develop a providers : _ level
Il:awyers per physician — 1‘1)': PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
T T I ST AT —
Malpractice award payments/ 100,000 pop. 2.7 - — ’ - - in place Statewide
Average malpractice award payments $321,721 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 22 St_atewide medical communication system
Databank reports per 1,000 physicians 31.2 b of traffic fatalties alcohal raelated 32 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 750 statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 154  range0-10) _ 2 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $12,552 Graduated drivers' license legislation Bed surge capacity per 1M pop. 650.4
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 273.3
for specialists $59,678 o of children immunized, aged 19-35 months 754 Burn unit beds per 1M pop. 0.0
Presence of pretrial screening panels Mandatory 0 Of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 574 Physicians in ESAR-VHP per 1M pop. 22.0
as evidence No ;;gﬂ;%ljclgscgge\?agg;ewho ever received 734 Nurses in ESAR-VHP per 1M pop. 312.7
Eg;)%(gﬁts :itsg?;';,: Fatal_ o_ccupational_ ipjuries per 1M workgrs 9.9 Egrmo{)zlphea“h professionals in ESAR-VHP 167
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — B Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 11s Mospital, EMS personnel No
mandated emergency care o 2,000 POp-_ _ . b :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries y I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 38.5

NR = Not reported
N/A = Not applicable
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NJ

¥ New Jersey

New Jersey fell 13 places, to 30th, due to
worsening scores in Access to Emergency Care
and the Quality and Patient Safety Environ-
ment. At the same time, the state has failed
to significantly improve its poor Medical Li-
ability Environment.

Strengths. New Jersey’s strongest perfor-
mance was in Public Health and Injury
Prevention, in part because of strong state
policies that require child safety seat and
adult seatbelt use, prohibit texting and cell
phone use while driving, prohibit smoking
at worksites and in bars and restaurants,
and require helmets for all motorcycle rid-
ers. These policies have likely played a criti-
cal role in the low traffic fatality rate (4.6
per 100,000 people), high rate of seat belt
use (94.5%), and low proportion of adult
smokers (16.8%) in the state.

While New Jersey’s Disaster Preparedness
grade has remained the same since 2009,
the state’s ranking has moved up 13 places
due to improvements in a number of areas.
The state has incorporated special needs
patients, patients dependent on dialysis,
and mental health patients into its medi-
cal response plans, and bed surge capacity
has significantly improved since 2009 (from
201.2 to 655.6 per 1 million people). New
Jersey is one of
only 11 states that
have a state budget
line item for disas-
ter  preparedness
funding specific to
health care surge.

Challenges. New

Jersey’s Access to Emergency Care has hit a
tipping point. The state ranks among the
lowest for many measures related to hospi-
tal capacity, financial barriers, and availabil-
ity of providers. It has below-average rates
of emergency physicians (11.8 per 100,000
people), ranking 33rd in the nation. The
state has below-average rates of neurosur-
geons; ear, nose, and throat specialists; and
registered nurses. Additionally, New Jersey
has one of the highest hospital occupancy
rates (74.5%) and a below-average num-
ber of staffed inpatient beds (287.2 per
100,000). These factors have likely con-
tributed to the long wait times in the emer-

New Jersey must work harder
to attract providers of all

types to meet growing health
care needs of its population.

gency department (ED): The median time
from ED arrival to ED departure for admit-
ted patients is 355 minutes, or 5.9 hours,
putting New Jersey at 47th nationally.

Despite the persistent need to recruit and
retain health care providers, New Jersey’s
Medical Liability Environment has changed
little since 2009. The state has some of the
highest average medical liability insurance
premiums for physicians and specialists and
falls well below average in the number of in-
surers writing policies (3.7 compared with
11.0 insurers per 1,000 physicians national-
ly). In addition, the number of malpractice
award payments has increased more than
threefold since the previous Report Card
(3.5 versus 1.0 per 100,000 people). New
Jersey lacks pretrial screening panels, peri-
odic payments, and medical liability caps
on non-economic damages, all of which
would contribute to lessening the burden
on physicians and increasing access to care.

While New Jersey continues to support the
same practices and policies that resulted in
a positive showing in 2009, the addition of
new indicators in Quality and Patient Safety
has revealed that the state is about aver-
age for many quality measures, such as the
percentage of hospitals with computerized
practitioner order
entry (81.3%) and
with electronic
medical  records
(91%). More than
half of New Jer-
sey’s hospitals col-
lect data on patient
race or ethnicity
and primary language (65.3%).

Recommendations. New Jersey must work
harder to attract providers of all types to
meet the growing health care needs of its
population and improve overall Access to
Emergency Care. The state needs to act im-
mediately to alleviate those issues that con-
tribute to crowding and boarding in the
ED, including high hospital occupancy
rates, hospital closures, and lack of special-
ists. Compounding these problems, New
Jersey has failed to increase Medicaid fees to
an adequate level, as currently it pays only
40% of the national average, representing
a slight increase since 2007. Grossly inad-

D+

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 16 C 36 F

Quality & Patient

Safety Environment A | 19 C+
Medical Liability
Environment 50 F |4 F

Public Health &
Injury Prevention 13 B 1 B

Disaster
Preparedness % C+ 13 C+

OVERALL 17 ¢+ | 30 D+

equate Medicaid fees will continue to make
it difficult to recruit and retain vital special-
ists in the state.

To aid in addressing issues of access to qual-
ity emergency care, New Jersey needs to im-
plement medical liability reforms aimed at
lowering insurance premiums and reducing
excessive malpractice award payments. The
state should enact special liability protec-
tion for providers of emergency care man-
dated by the Emergency Medical Treatment
and Labor Act who assume significant risks
in providing immediate, lifesaving care to
patients, often with no knowledge of their
medical history. New Jersey should also
consider apology inadmissibility laws, pre-
trial screening panels, and required periodic
payments of awards.

While New Jersey fared well in Public
Health and Injury Prevention overall, racial
and ethnic health disparities persist in in-
fant mortality rates, cardiovascular disease,
and HIV diagnoses. For instance, the state
has the fourth highest infant mortality dis-
parity ratio, despite having the eighth low-
est infant mortality rate, with non-Hispanic
black infants 4.5 times more likely to die
in their first year than Asians and Pacific
Islanders (who had the lowest rate). The
state should consider taking action to im-
prove health equity and reduce disparities
for these and all racial and ethnic groups.

§ American College of
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NEW JERSEY: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 95  Expert witness must be of the same specialty per 100,000 pop. 9.3
Emergency physicians per 100,000 pop. 18 as the defendant Yes Total injury prevention funds per 1,000 pop. $35.74
Neurosurgeons per 100,000 pop. 15 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding No
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 9.7 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.7 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 3.1 : i o Gun-purchasing legislation (range 0-6) 45
Registered nurses per 100,000 pop. 884.9 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 4.8
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 01 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 182
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 209 Current smokers, % of adults 1638
100,000 pop. 00 Adverse event reporting required Yes o of adults with BMI >30 237
% of children able to see provider 942 % of counties with E-911 capability 100.0 o of children obese 10.0
Level | or Il trauma centers per 1M pop. 11 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.9
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 21.0
Il trauma center 100.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 45
Accredited chest pain centers per 1M pop. 1.1 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS C+
substance abuse treatment 6p Jcare P o Yes Per capita federal disaster preparedness funds ~ $6.98
Pediatric specialty centers per 1M pop. 26 Jage and destination policy n place for State t?ud et line item for hzzalltjh care surge Yes
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,9  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell ; ; Yes
the national average a0  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process o Yes
(;_’007 to 2012) 16.8 Statewide trauma registry No Public health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 173 \rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 80 “prescription drug monitoring program personnel, equipment, facilities per hospital 04
% of children with no health insurance 9.4 (range 0-4) 2 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 20.7 % of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 8.2 order entry 83.1 Special needs patients in medical response
Emergency departments per 1M pop. 76 % of hospitals with electronic medical records g10 Plan Yes
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2872 minutes of arrival g1 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 745  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 25.3 acute coronary intervention 81 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 355  within 24 hours 99  Medical response plan for supplying
State collects data on diversion 9% of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 65.3 Mutqal aid agreements with behavioral health
MEDICAL LIABILITY ENVIRONMENT '3 % of hospitals having or planning to develop a providers i __ None
Lawyers per 10,000 pop. 21 e hove witen disasterpan e
Il:awyers per physician — 12; PUBLIC HEALTH & INJURY PREVENTION ;] State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
T m— T —
Malpractice award payments/ 100,000 pop. 35 - — ’ - - in place Statewide
Average malpractice award payments $352,610 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 51 St_atewide medical communication system
Databank reports per 1,000 physicians 23.7 b of traffic fatalties alcohal raelated 36 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No | Tontoccupant restraint use (%) - 945 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 37 range0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $19,724 Graduated drivers' license legislation Bed surge capacity per 1M pop. 655.6
Average medical liability insurance premium ganfgeh(?l— 5 . - 2 o beds per 1M pop. 225.4
for specialists $83,053 o of children immunized, aged 19-35 months 791 By unit beds per 1M pop. 3.2
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.1
Pretrial screening panel's findings admissible L/accme in past year - 613 Physicians in ESAR-VHP per 1M pop. 34.6
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received e5.6  Nursesin ESAR-VHP per 1M pop. 279.2
Eg;)%(gﬁts No Fatal occupational injuries per 1M workers 19.7 Egrmo{)zlphea“h professionals in ESAR-VHP 148
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — N4 pisaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per a7 hospital, EMS personnel No
mandated emergency care o 9,900 pop. _ . i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries . I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 34.9

NR = Not reported
N/A = Not applicable
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M New Mexico

New Mexico continues to struggle with
many aspects of the emergency care envi-
ronment, facing high rates of fatal injuries;
health care workforce shortages for special-
ists, primary care, and other providers; and
a Medical Liability Environment that serves
as a barrier to recruiting and retaining
health care professionals.

Strengths. New Mexico continues to sup-
port the Quality and Patient Safety Environ-
ment with funding for quality improvement
of the emergency medical services (EMS)
system and destination policies that allow
EMS to bypass local hospitals when neces-
sary to transport ST-elevation myocardial
infarction (STEMI), stroke, and trauma
patients directly to a hospital specialty cen-
ter. The state has also increased the number
of emergency medicine residents per capita
(from 13.7 to 15.3 per 1 million people)
since the last Report Card, though this is
still well below the national average.

Despite a stagnant grade in Public Health
and Injury Prevention, New Mexico man-
aged to move from 32nd to 25th place
in this category. The state fared well with
regard to health
equity, having the
lowest disparity
ratio in the nation
for infant mortality
and the eighth low-
est HIV diagno-
sis disparity ratio.
New Mexico also H

has a below-average crOWdlng'
proportion of adults who binge-drink, and
has passed legislation banning smoking in
worksites, restaurants, and bars.

While its overall Disaster Preparedness score
was poor, New Mexico has moved up five
places in this category since 2009. The state
has become accredited by the Emergency
Management Accreditation Program, has
implemented a statewide patient tracking
system, and is one of six states that require
training for essential hospital personnel in
disaster management and response. New
Mexico’s medical response plans also in-
clude special needs patients, patients on
dialysis, and mental health patients. The
state is one of 18 that address patients de-
pendent on psychotropic medications in

Poor access to emergency
care is resulting in long
emergency department
(ED) wait times, boarding
of patients in the ED, and

their medical response plan.

Challenges. New Mexico's Access to Emer-
gency Care is ranked second worst in the
nation. Financial barriers and major work-
force shortages continue to threaten pa-
tient health outcomes and the quality of
care available. New Mexico has extremely
low per capita rates of plastic surgeons; ear,
nose, and throat specialists; neurosurgeons;
and registered nurses. The state also has
primary care and mental health provider
shortages, needing an additional 6.7 full-
time primary care providers and 2.0 full-
time mental health providers per 100,000
people to meet the needs of its population.
The state ranks 47th for the proportion of
adults with an unmet need for substance
abuse treatment (10.5%) and next to last
for the number of psychiatric care beds
available (6.0 per 100,000), which repre-
sents a 72% decrease in available psychiatric
care beds from 2009.

The Medical Liability Environment in New
Mexico fared slightly worse than in the
previous Report Card due to an increasing
number of malpractice award payments
per capita, a slight in-
crease in the average
malpractice award, and
failure to enact addi-
tional liability reforms.
The state has seen a
ramatic increase in
National Practitio-
ner Databank reports,
from 28.2 to 41.9 per
1,000 physicians, which may be evidence
of an increasingly litigious environment.

New Mexicos Public Health and Injury
Prevention infrastructure is burdened by
some of the highest rates of fatal injuries
in the nation. The state has the second
highest rate of homicides and suicides
combined (27.6 per 100,000 people) and
the third highest rate of poisoning-related
deaths, which include overdoses (20.9 per
100,000), and ranks among the 11 worst
states for fall-related deaths, pedestrian fa-
talities, and traffic fatalities.

Recommendations. Poor Access to Emer-
gency Care has negatively affected the
quality of care in New Mexico, resulting
in long ED wait times, boarding of pa-

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 49 F 50 F
Quality & Patient

Safety Environment c- 34 D+
Medical Liability

Environment 3 D 36 D-

Public Health &
Injury Prevention 32 0+ | 25 D+

Disaster
Preparedness 3 0+ 34 D

OVERALL 49 D 49 D

tients in the ED, and crowding. The state
must help address the worsening trends in
emergency care system capacity by increas-
ing the number of EDs, staffed inpatient
beds, and psychiatric care beds available
as well as improving access to substance
abuse treatment. Finally, the health care
workforce shortage in New Mexico threat-
ens to worsen with full implementation of
the Patient Protection and Affordable Care
Act, as demand for all types of providers
will likely increase across the country.

To help address the workforce short-
age and improve access to care, the state
should consider medical liability reforms
that would offer physicians a fair and sup-
portive environment in which to practice.
The state could work to pass apology in-
admissibility laws, expert witness rules,
and collateral source rule reform, as well as
additional liability protections for Emer-
gency Medical Treatment and Labor Act-
mandated emergency care.

With regard to its Quality and Patient Safety
Environment, New Mexico should encour-
age the implementation of computerized
practitioner order entry and electronic
medical records among hospitals, both of
which currently fall well below the national
average. The state should also continue to
support an increase in the emergency medi-
cine resident population.

§ American College of
i Emergency Physicians®
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NEW MEXICO: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 11.0  FExpert witness must be of the same specialty per 100,000 pop. 209
Emergency physicians per 100,000 pop. 14.0 as the defendant No Total injury prevention funds per 1,000 pop. $464.83
Neurosurgeons per 100,000 pop. 16 Expert witness must be licensed to practice Dedicated child injury prevention funding No
Orthopedists and hand surgeon specialists per medicing in the state No gegicate: elderly injur)l/ prevention funding Yes
100,000 pop. 9.3 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.2 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 26 : i o Gun-purchasing legislation (range 0-6) [1)
Registered nurses per 100,000 pop. 740.9 E‘,{nnsd's”fstf;[ﬂq“a“w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 5.6
?88%%%arl)g[r)|.mary care FTEs needed per 6.7 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 16.4
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 153 Current smokers, % of adults 215
100,000 pop. 20  Adverse event reporting required No o of adults with BMI >30 263
% of children able to see provider 947  _%of counties with E-911 capability 100.0 o of children obese 14.4
Level | or Il trauma centers per 1M pop. 05  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.9
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 6.6
Il trauma center 62.3 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 11
Accredited chest pain centers per 1M pop. 1.9 protocols - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS D
substance abuse treatment 105 ooare P o o Per capita federal disaster preparedness funds ~ $7.75
Pediatric specialty centers per 1M pop. 19 lrage and destination policy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,g  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1104 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process PRI Yes
(;_’007 to 2012) 72 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 28 auma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 96 “prescription drug monitoring program personnel, equipment, facilities per hospital 46
% of children with no health insurance 9.9 (range 0-4) 2 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 13.5 % of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 12.7 order entry 66.7 Special needs patients in medical response
Emergency departments per 1M pop. 139 9% of hospitals with electronic medical records g6 Pl Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2532  minutes of arrival go inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 590  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 6.0 acute coronary intervention 72 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 312 _within 24 hours 99 Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 40.7 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 8 % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 1‘1)'; PUBLIC HEALTH & INJURY PREVENTION OFY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
T T G
Malpractice award payments/ 100,000 pop. 3.1 - — ’ - - in place Statewide
Average malpractice award payments $255,876 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 91 St_atewide medical communication system
Databank reports per 1,000 physicians 419 b of traffic fatalties alcohal raelated 34 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No - Tontoccupant restraint use (%) - 905 statewide patient tracking system Yes
Patient compensation fund Yes He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 145  range0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted dr{V|ng Igg|slat|on (.rang.e 0-4) 0 common ED presentations NR
for primary care physicians $13,344 Graduated drivers' license legislation Bed surge capacity per 1M pop. 176.9
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 226.3
for specialists $64,827 o of children immunized, aged 19-35 months 80.0  Byrn unit beds per 1M pop. 48
Presence of pretrial screening panels Mandatory 0 of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 588 Physicians in ESAR-VHP per 1M pop. 15.3
as evidence No ;;gﬂ;%ljclgscgge\?agg;ewho ever received g Nursesin ESAR-VHP per 1M pop. 68.1
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 48.1 Egrmo{)zlphea“h professionals in ESAR-VHP 15
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams NR
damages >$500000  Per100.000 pop. — 278 pisaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per 131 Mospital, EMS personnel Yes, No
mandated emergency care o 2,000 POp-_ _ - b :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries y I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers .
’ : : % of RNs received disaster training 37.9

NR = Not reported
N/A = Not applicable
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NY

A New York

While New York’s overall grade remains
unchanged, improved rankings in Access ro
Emergency Care, Public Health and Injury
Prevention, and Disaster Preparedness have
helped boost the state from 21st to a tie for
13¢h place overall. At the same time, New
York has failed to pass meaningful medical
liability reforms and has worsened in com-
parison to other states with regard to the
Quality and Patient Safety Environment.

Strengths. New York continues to improve
in Public Health and Injury Prevention, with
a significant increase in the proportion of
New Yorkers wearing seat belts, a require-
ment that motorcycle riders wear helmets,
and distracted-driving laws prohibiting cell-
phone use and texting. These factors have
likely contributed to the third lowest rate
of traffic fatalities in the nation (4.4 per
100,000 people).

New York earned a solid mark in Disaster
Preparedness. It is one of only 11 states with
a budget line item specifically for health

care surge and one

representing a twelve-fold increase since
the 2009 Report Card. The average mal-
practice award payment has increased from
$356,003 to $409,773 during the same pe-
riod. New York has some of the highest av-
erage medical liability insurance premiums
for primary care physicians and specialists
and few insurers writing policies.

While New York has improved in Access to
Emergency Care with more registered nurs-
es, specialists, and board-certified emergen-
¢y physicians since 2009, much more work
needs to be done. The state has the highest
hospital occupancy rate in the nation (80.3
per 100 staffed beds) and the fourth fewest
emergency departments per capita (8.0 per
1 million people). The number of staffed
inpatient beds has decreased since 2009. All
these factors contribute to emergency de-
partment (ED) boarding and crowding and
the fourth longest average ED wait time in
the nation: 366 minutes, or 6.1 hours. The
state also faces challenges with access to pri-

mary care, needing

of 14 that requires  New York must work to glﬁiglogilmis
Egmmfmrllzgeill?; improve the medical ||ab|||ty care physicians per
and response for ~environment to ensure 100000 peope
TN ans,  access to timely, high-quality o its popultion.
oo, et omergency care. Depie = &

York also has some
of the highest per
capita rates of physicians and behavioral
health professionals registered in the Emer-
gency System for Advance Registration of
Volunteer Health Professionals.

New YorKs Quality and Patient Safety En-
vironment reflects generally positive results.
The state ranks among the best with regard
to hospital adoption of electronic medical
records (99.0%) and computerized practi-
tioner order entry (87.6%). The state has
also implemented a prescription drug mon-
itoring program and has destination policies
in place for stroke, ST-elevation myocardial
infarction (STEMI), and trauma patients.

Challenges. New York's Medical Liabil-
ity Environment continues to be among
the worst in the nation with the highest
number of malpractice award payments
in the country (6.1 per 100,000 people),

fee levels for office
visits between 2007 and 2012, the state’s fee
levels are still only 77.3% of the national av-
erage, creating an additional barrier to care.

Recommendations. New York must work
to improve the Medical Liability Environ-
ment to ensure access to timely, high-quali-
ty emergency care. The state should pursue
legislation to provide special liability pro-
tections for care mandated by the Emer-
gency Medical Treatment and Labor Act,
recognizing the risks associated with pro-
viding immediate care in life-threatening
situations, often without knowledge of the
patient’s medical history. Doing so would
encourage specialists to provide on-call ser-
vices to EDs and improve the quality of care
for all New Yorkers. The state should also
investigate pretrial screening panels, a cap
on non-economic damages, and a require-

C

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 36

D- 17 G-

Quality & Patient
Safety Environment

12 A 23 C+

Medical Liability
Environment 43 F |49 F

Public Health &
Injury Prevention 18 B- 12 B

Disaster
Preparedness 6 A- 4 B

OVERALL 21 ¢ |13 ¢

ment that expert witnesses be of the same
specialty as the defendant.

Emergency department crowding remains a
major concern in New York. The state must
take immediate action to alleviate long ED
wait times, boarding, and crowding in or-
der to ensure the best patient outcomes. Ef-
forts also need to be made to increase access
to primary and mental health care to ensure
that those who need it are not forced to de-
lay secking care.

New York should continue to build on
progress that has been made with regard
to Public Health and Injury Prevention by
instituting graduated driver’s license laws
that require a greater number of supervised
practice hours and a ban on teen passengers.
The state should also make an aggressive ef-
fort to improve immunization rates for the

elderly and for children.

New York should support a statewide qual-
ity improvement initiative to allow for
standardization of care and to further align
EMS with established quality improvement
systems in other areas of medicine. Addi-
tionally, the state should identify and sup-
port a state EMS medical director to pro-
vide clinical leadership and align New York
with nationally established best practices in
out-of-hospital emergency medical care.

i American College of
i Emergency Physicians®
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NEW YORK: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE C- be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 105 Expert witness must be of the same specialty per 100,000 pop. 741
Emergency physicians per 100,000 pop. 156 asthe defendant No Total injury prevention funds per 1,000 pop. $53.71
Neurosurgeons per 100,000 pop. 24 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 10.8 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 33 gﬂc:ign‘&ngﬁ; IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 42 : i o Gun-purchasing legislation (range 0-6) 25
Registered nurses per 100,000 pop. 903.4 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 5.1
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per 2g funded state EMS medical director No  Binge alcohol drinkers, % of adults 196
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 46.7  Current smokers, % of adults 18.1
100,000 pop. 04 Adverse event reporting required Yes 9 of adults with BMI >30 245
% of children able to see provider 950 % of counties with E-911 capability 98.3 9 of children obese 145
Level | or Il trauma centers per 1M pop. 1.8 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.2
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 10.3
Il trauma center 98.1 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 35
Accredited chest pain centers per 1M pop. 0.6 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B
substance abuse treatment g1~ Jcare P o Yes Per capita federal disaster preparedness funds ~ $13.98
Pediatric specialty centers per 1M pop. 31 Jnageand destination policy in place for State t?ud et line item for hzzalltjh care surge Yes
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries 57  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 773 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process P Yes
(5007 to 2012) 603 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 138 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 76 Prescription drug monitoring program personnel, equipment, facilities per hospital 23
% of children with no health insurance 6.6 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 17.9 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 18.3 order entry 87.6 Special needs patients in medical response
Emergency departments per 1M pop. 8 % of hospitals with electronic medical records 990  Plan Yes
Hospital closures in 2011 2 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 363.2  minutes of arrival g2 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 80.3  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 31.3 acute coronary intervention 74 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 366 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion 9% of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 61.7 Mutqal aid agreements with behavioral health
MEDICAL LIABILITY ENVIRONMENT '3 % of hospitals having or planning to develop a providers i __ None
Il:awyers per physician — 2‘1)'5 PUBLIC HEALTH & INJURY PREVENTION ;] State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
ATRA judicial hellholes (range 2 to -6) -6 ;rii;fgl;isfﬁz!::lll‘iat?eze;:;rao()‘go()oogotgclists :': “Just-in-time” training systems
Malpractice award payments/ 100,000 pop. 6.1 - — ’ - - in place Statewide
Average malpractice award payments $409,773 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 23 St_atewide medical communication system
Databank reports per 1,000 physicians 35.3 b of traffic fatalities alcohol roelated 33 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No | Tontoccupant restraint use (%) - 905 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians 15 range0-10) _ 7 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $21,418 Graduated drivers' license legislation Bed surge capacity per 1M pop. 287.5
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 239.4
for specialists $100,517 o of children immunized, aged 19-35 months 703 Burn unit beds per 1M pop. 75
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.1
Pretrial screening panel's findings admissible L/accme in past year - 600 Physicians in ESAR-VHP per 1M pop. 474.6
as evidence N/A ;;g&;%ucl(t)sc ;gle\;iagg;ewm ever received g52  Nursesin ESAR-VHP per 1M pop. 3035
Eg;)%(gﬁts Required Fatal_ o_ccupational_ ipjuries per 1M workgrs 20.4 Egrmo{)zlphea“h professionals in ESAR-VHP 603
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 21 pisaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per 63 hospital, EMS personnel No, Yes
mandated emergency care o 9,900 pop. _ - i :
Joint and several liability abolished Yes ggn%g%ggggg burn-related fatal injuries 08 I&ﬁir?rlmlg );pdrigtaesctg(r)r(]rsagehgillt)h care workers 3
’ : : % of RNs received disaster training 39.2

NR = Not reported
N/A = Not applicable
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NC

- North Carolina

North Carolina has made excellent prog-
ress in improving its Medical Liability En-
vironment since 2009, which is reflected in
its overall performance. However, critical
issues hindering Access to Emergency Care
have not been adequately addressed and
continue to burden the entire emergency
care system.

Strengths. North Carolina should be ap-
plauded for passing legislation to improve
the Medical Liability Environment, in-
cluding a requirement that clear and con-
vincing evidence be provided as proof of
medical negligence in suits related to the
provision of care mandated by the Emer-
gency Medical Treatment and Labor Act
(EMTALA), adding one additional layer
of liability protection for physicians who
provide emergency care. The state also in-
stituted a $500,000 medical liability cap
on non-economic damages in 2011. Since
2009, North Carolina has seen average
medical liability insurance premiums de-
crease by more than 25% for both primary
care physicians and specialists. Average
medical malpractice award payments de-
creased as well.

North Carolina received high marks in
Quality and Patient Safety for having im-
plemented a prescription drug monitor-
ing program that
monitors  drug
schedules II to V;
putting in place
stroke and ST-
elevation  myo-
cardial infarction
(STEMI) systems
of care, including
destination policies that allow emergency
medical services to bypass local hospitals
to take patients to hospital specialty cen-
ters; and ranking third in the nation for
fewest minutes before outpatients with
chest pain were transferred to an appropri-
ate hospital (47 minutes). Nearly 97% of
the state’s hospitals have electronic medical
records, and 58.3% have or are planning
to develop a diversity strategy or plan. In
addition, 97% of patients with acute myo-

North Carolina must act
immediately to address

its many issues related to
access to emergency care.

cardial infarction were given percutaneous
coronary intervention within 90 minutes
of arrival, up from 70% in 2009, ranking

second in the nation.

Challenges. North Carolina made limited
progress regarding Access to Emergency Care
since the 2009 Report Card. While in-
creasing the proportion of the population
within 60 minutes of a level I or II trauma
center (94.1%) and the number of accred-
ited chest pain centers per capita (3.5 per
1 million people), the state lost ground in
the number of staffed inpatient beds and
emergency departments (ED) per capita
(289.6 per 100,000 and 11.2 per 1 million
people, respectively). North Carolina also
continues to have a high hospital occu-
pancy rate (70.7 per 100 staffed inpatient
beds) and a low rate of psychiatric care
beds (21.9 per 100,000 people).

North Carolina’s Public Health and Injury
Prevention grade reflects a mix of adequate
and poor performance. For instance, while
the state has relatively high rates of vacci-
nation among the elderly, only 75.3% of
children receive the full schedule of im-
munizations, down from 84.3% in 2009.
North Carolina also has higher-than-
average obesity rates among adults and
children, contributing to an overburdened
medical system.

North  Carolina’s
performance  in
Disaster Prepared-
ness fell slightly
since 2009, result-
ing in an aver-
age grade. Only
about a third of
registered nurses in North Carolina report
receiving training in emergency prepared-
ness, compared to about 40% nationally.

Recommendations. While North Caro-
lina has made great progress in improving
its Medical Liability Environment, the state
must be vigilant in maintaining recent re-
forms, such as additional liability protec-
tions for EMTALA-mandated care and

medical liability caps on non-economic

C

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 34 D- 27 D
Quality & Patient

Safety Environment A 4 A-
Medical Liability

Environment % F 24 C

Public Health &
Injury Prevention 23 c | 23 G-

Disaster
Preparedness 20 B- 27 C-

OVERALL 2 ¢ |13 ¢

damages. Additional reforms should be
considered, including abolishing joint and
several liability and providing for malprac-
tice award payments to be offset by col-
lateral sources.

North Carolina must act immediately to
address its many issues related to Access to
Emergency Care. The number of physicians
accepting Medicare has dropped to only
2.5 per 100 Medicare beneficiaries, an ac-
cess problem likely to be exacerbated by an
aging population. With regard specifically
to emergency care, the state must work
with hospitals and mental health providers
to increase the availability of psychiatric
care beds and access to community mental
health services in order to prevent board-
ing of mental health patients in the ED.
The state needs to work to reduce ED wait
times, which average 312 minutes from
ED arrival to ED departure for admitted
patients.

i American College of
¢ Emergency Physicians®
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NORTH CAROLINA: INDICATORS

ACCESS TO EMERGENCY CARE D

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset No 100,000 pop. 0.3
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 103  FExpert witness must be of the same specialty per 100,000 pop. 101
Emergency physicians per 100,000 pop. 135 as the defendant Yes Total injury prevention funds per 1,000 pop. $288.47
Neurosurgeons per 100,000 pop. 18 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 8.9 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 19 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding : _ No
ENT specialists per 100,000 pop. 3.6 : i o Gun-purchasing legislation (range 0-6) 15
Registered nurses per 100,000 pop. 946.0 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 2
i ; nfant mortality rate per 1, ive births 7.0
?88%%%arl)g[r)|.mary care FTEs needed per 15 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 15.2
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 178 Current smokers, % of adults 21.8
100,000 pop. 0.2 Adverse event reporting required No o of adults with BMI >30 20.1
% of children able to see provider 957 % of counties with E-911 capability 100.0 o of children obese 16.1
Level | or Il trauma centers per 1M pop. 0.7  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 3.7
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 11.9
Il trauma center 94.1 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 28
Accredited chest pain centers per 1M pop. 35 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS c-
substance abuse treatment 7 Ocare P o Yes Per capita federal disaster preparedness funds ~ $4.20
Pediatric specialty centers per 1M pop. 24 Jnageand destination policy n place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - Yes - g - g :
beneficiaries ,5  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1156  Tage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process PRI Yes
(;_’007 to 2012) 15 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 186 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 88 prescription drug monitoring program personnel, equipment, facilities per hospital 09
% of children with no health insurance 9.3 (range 0-4) 3 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 18.0 % of hospitals with computerized practitioner Accrgdnatlon Program : : Yes
% of adults with Medicaid 9.5 order entry 732 Special needs patients in medical response
Emergency departments per 1M pop. 112 9 of hospitals with electronic medical records 957 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 289.6  minutes of arrival g7 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 707  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 21.9 acute coronary intervention 47 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 312 _within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 715 Mutqal aid agreements with behavioral health Local-
MEDICAL LIABILITY ENVIRONMENT ] % of hospitals having or planning to develop a providers : _ level
Il:awyers per physician — g": PUBLIC HEALTH & INJURY PREVENTION (K State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
T T I T AT —
Malpractice award payments/ 100,000 pop. 1.5 - — ’ - - in place Statewide
Average malpractice award payments $242,973 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 90 St_atewide medical communication system
Databank reports per 1,000 physicians 17.2 b of traffic fatalities alcohol raelated 34 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 895 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 37 range0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $0,976 Graduated drivers' license legislation Bed surge capacity per 1M pop. 1516.0
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 258.5
for specialists $48,712 o of children immunized, aged 19-35 months 753 Burn unit beds per 1M pop. 6.2
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 666 Physicians in ESAR-VHP per 1M pop. 43.3
as evidence N/A ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received 724 Nurses in ESAR-VHP per 1M pop. 199.9
Eg;)%(gﬁts No Fatal occupational injuries per 1M workers 31.4 Egrmo{)zlphea“h professionals in ESAR-VHP 56
Medical liability cap on non-economic $350,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages 500000  Per 100,000 pop. — BT Disaster training required for essential
Adcitonal bty profection for ENTALA- ) 100,000 o, related fatal s per oo hospital, EMS personnel No, Yes
mandated emergency care es 2,000 POp-_ S - b :
Joint and several liability abolished No gg:n}ggtg)ggl pfgg/burn-related fatal injuries y I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers 1
’ : : % of RNs received disaster training 34.0

NR = Not reported
N/A = Not applicable
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ND

= North Dakota

North Dakota continues its solid per-
formance, ranking eighth in the nation
overall, improving with regard to Disaster
Preparedness and its Medical Liability En-
vironment. However, problems have wors-
ened in Public Health and Injury Preven-
tion, requiring that effective actions be
taken to improve public health and safety.

Strengths. North Dakota continued to ex-
cel in Disaster Preparedness. The state has a
budget line item for disaster preparedness
funding specific to health care surge (one
of 11 states to do so), as well as a patient-
tracking system and a statewide medical
communication system with one layer of
redundancy. The state also has systems in
place to address behavioral health concerns
during a disaster, having incorporated
mental health patients and patients depen-
dent on psychotropic medications in its
medical response plan and instituting mu-
tual aid agreements with behavioral health
providers to provide services during an
event. The state also has the fifth highest
number of behavioral health profession-
als registered in the Emergency System for
Advance Registration for Volunteer Health
Professionals (52.9 per 1 million people).

North Dakota’s Medical Liability Environ-
ment has improved since 2009, primarily
due to decreases
in  medical li-
ability insurance
premiums  and
an increase in the
number of insur-
ers writing poli-
cies. The average
medical liability
premiums for specialists is $25,510 (the
fifth lowest in the nation) compared to
$35,922 in the 2009 Report Card. North
Dakota has maintained its medical liabil-
ity cap on non-economic damages and has

abolished joint and several liability.

people.

North Dakota’s grade in Access to Emergen-
¢y Care reflects a mixture of positive and
negative results. The state ranks among
the top 10 with regard to health insurance

North Dakota should take
action to improve the public
health and safety of its

for adults and children and has the lowest
proportion of underinsured adults (4.6%).
It has the fourth highest proportion of un-
derinsured children, however, with 21.7%
of parents of children with insurance re-
porting that their out-of-pocket costs were
not reasonable. The state fares excellently
regarding hospital capacity, with 514.3
staffed inpatient beds per 100,000 people
and 37.2 emergency departments (ED)
per 1 million people. ED wait times are
third best in the nation, averaging 189
minutes from ED arrival to ED departure
for admitted patients.

Challenges. A few factors contributed to
North Dakota’s poor grade in regard to the
Quality and Patient Safety Environment.
The state lacks funding for both an emer-
gency medical services (EMS) medical
director and quality improvement of the
EMS system. Additionally, North Dakota’s
hospitals are among the least likely to col-
lect data on patients’ race and ethnicity
and primary language (28%), or have a
diversity strategy or plan (18%).

North Dakota continues to falter with re-
gard to Public Health and Injury Preven-
tion. While the state has one of the lowest
combined rates of homicides and suicides,
it has the third highest rate of fatal occu-
pational  injuries
(94.0 per 1 million
workers) and 10th
highest rate of
fall-related deaths
(12.3 per 100,000
people) in the na-
tion. In addition,
the state has only
secondary enforcement of adult seatbelt
laws applying to front seat occupants,
despite having the fourth lowest propor-
tion of front-seat occupants using seat-
belts (76.7%). Nearly a quarter of adults
in North Dakota binge-drink (23.8%), for
which they rank third worst in the nation,
and 45% of traffic fatalities are alcohol-
related (rank: 47th).

C+

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care 6

B- 8 C

Quality & Patient
Safety Environment

31 ¢ | 36 D+

Medical Liability
Environment 4 Cc+ 8 B+

Public Health &
Injury Prevention 3 Db+ 38 D-

Disaster
Preparedness 5 A 2 A

OVERALL 10 ¢ | 8 C+

Recommendations. North Dakota should
take action to improve the public health
and safety of its people. One way to do so
would be to consider legislation aimed at
reducing traffic facalities, which are much
higher than the national average (14.2
versus 9.0 per 100,000 people), including
requiring helmets for all motorcycle riders,
strengthening adult seatbelt laws through
primary enforcement and requiring that
scatbelts be used in all seats, and institut-
ing an intermediate driver’s license stage
with nighttime driving restrictions and su-
pervised practice driving hours. Additional
health promotion efforts should be aimed
at reducing cigarette smoking and binge
drinking, the latter of which may contrib-
ute to the state’s high rate of traffic fatali-
ties that are alcohol-related.

North Dakota could also help to improve
its Quality and Patient Safety Environment
by funding an EMS medical director and
encouraging hospitals to collect data on
patients’ race and ethnicity and primary
language. This may be a first step in help-
ing to address the relatively high cardiovas-
cular disease and infant mortality disparity
ratios in the state.

i American College of
¢ Emergency Physicians®
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NORTH DAKOTA: INDICATORS

ACCESS TO EMERGENCY CARE c

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 73 Expert witness must be of the same specialty per 100,000 pop. 39
Emergency physicians per 100,000 pop. 94 as the defendant No Total injury prevention funds per 1,000 pop.  $3,422.30
Neurosurgeons per 100,000 pop. 21 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 9.0 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.4 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 29 : i o Gun-purchasing legislation (range 0-6) 0
Registered nurses per 100,000 pop. 1308.5 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 1
i ; nfant mortality rate per 1, ive births 6.8
?88{3%%2‘[')3{)',"1”}/ care FTEs needed per a7 Funded state EMS medical director No  Binge alcohol drinkers, % of adults 238
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 0 Current smokers, % of adults 219
100,000 pop. 09 Adverse event reporting required No 9 of adults with BMI >30 27.8
% of children able to see provider 979 % of counties with E-911 capability 100.0 o of children obese 15.4
Level | or Il trauma centers per 1M pop. 8  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.6
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio NR
Il trauma center 60.2 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 29
Accredited chest pain centers per 1M pop. 0.0 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS A
substance abuse treatment 98 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $15.85
Pediatric specialty centers per 1M pop. 10.0 stroﬂe patients Poleyinp Yes  State budget line item for health care surge Yes
Physlcians accepting Medicare per 100 45 State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1936  Tage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process P Yes
(5007 to 2012) 98.2 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 104 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 48 “prescription drug monitoring program personnel, equipment, facilities per hospital 10.9
% of children with no health insurance 4.7 (range 0-4) 3 Accredited by the Emergency Management
EA: of children _undenn.sur_ed 21.7 % of hospitals with computerized practitioner Accrgdnatlon Program : : No
% of adults with Medicaid 5.0 order entry 80.0 Special needs patients in medical response
Emergency departments per 1M pop. 372 o of hospitals with electronic medical records o11  Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 5143  minutes of arrival g3 inmedical response plan _ Yes
Hospital occupancy rate per 100 staffed beds 620  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 23.3 acute coronary intervention 68 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 189 _within 24 hours 99 Medical response plan for supplying
State collects data on diversion 9% of hospitals collecting data on race/ psychotropic medication Yes
ethnicity and primary language 28.0 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT % of hospitals having or planning to develop a EFOV'dtefS Ty level
Lawyers per 10,000 pop. g el R B musthave witien disaster plan . Yes
Il:awyers per physician — 12'; PUBLIC HEALTH & INJURY PREVENTION I8 State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
T m— T ——
Malpractice award payments/ 100,000 pop. 1.4 - — ’ - - in place Statewide
Average malpractice award payments $320,688 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 20 St_atewide medical communication system
Databank reports per 1,000 physicians 315 b of traffic fatalties alcohal raelated 45 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontoccupant restraint use (%) - 767 Statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians a5g  range0-10) _ 3 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 2 common ED presentations Statewide
for primary care physicians $7,330 Graduated drivers' license legislation Bed surge capacity per 1M pop. 12235
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 350.2
for specialists $25,510 o of children immunized, aged 19-35 months 841 By unit beds per 1M pop. 0.0
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 580 Physicians in ESAR-VHP per 1M pop. 11.4
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 704 Nurses in ESAR-VHP per 1M pop. 497.4
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 94.0 Egrmo{)zlphea“h professionals in ESAR-VHP 52.9
Medical liability cap on non-economic $350,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages 500000  Per 100,000 pop. — BT Disaster training required for essential
Additonal ity proteton for ENTALA- 100,000 o, related fatal s per 125 Mospital, EMS personnel NR
mandated emergency care No 9,900 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries y I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers \
’ ; - % of RNs received disaster training 45.7

NR = Not reported
N/A = Not applicable
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OH

¥ Ohio

Increased Access to Emergency Care and an
improved Medical Liability Environment
contribute to Ohio’s overall success. How-
ever, the state has failed to improve on Pub-
lic Health and Injury Prevention and its Di-
saster Preparedness has worsened compared
to other states.

Strengths. Ohio continues to support Ae-
cess to Emergency Care, having increased the
numbers of emergency physicians; many
categories of specialists, such as neuro-
surgeons and orthopedists; and registered
nurses since the 2009 Report Card. The
state also has excellent access to accredited
chest pain centers (5.6 per 1 million people)
and physicians who accept Medicare (3.8
per 100 Medicare beneficiaries).

Ohio improved somewhat with regard to
its Quality and Patient Safety Environment,
moving from 21st to 15th place. The state
has a funded emergency medical services
(EMS) medical director and uses Cen-
ters for Disease Control and Prevention
guidelines for its state field trauma triage
protocols. Ohio also maintains a statewide
trauma registry and has destination poli-
cies in place for trauma patients. Being the
birthplace of emergency medicine training,
the state performs strongly with regard to
the rate of emergency medicine residents
(36.3 per 1 million people). Ohio’s hospi-
tals contributed to
the state’s overall
grade: 96.7% have

Ohio must address the
growing lack of access to

a lack of many statewide policies and prac-
tices that most other states have adopted. It
is 1 of 6 states that lacks a statewide medi-
cal communication system with one layer
of redundancy, 1 of 8 that does not have
emergency physician input into the state
planning process, and 1 of 12 that doesn
have state or regional strike teams or medi-
cal assistance teams. Additionally, Ohio has
weak liability protections for health care
workers during a disaster event that could
impede disaster response efforts.

Ohio continues to struggle with regard to
Public Health and Injury Prevention, hav-
ing the fifth highest infant mortality rate in
the nation (7.7 per 1,000 live births) and
the ninth highest infant mortality disparity
ratio, which indicates that the infant mor-
tality rate for non-Hispanic Black infants is
3.1 times greater than the mortality rate for
the race with the lowest rate. More than a
quarter of Ohio’s adults smoke cigarettes,
placing them eighth worst in the naton.
The state also lacks key traffic safety provi-
sions, including a helmet use requirement
for all motorcycle riders, a ban on handheld
cellphone use for all drivers, and adult seat-
belt laws covering all seats.

Recommendations. Ohio should work
to improve its Disaster Preparedness grade
by implementing practices and policies to
enhance  statewide
coordination in the
face of disaster. In-

adopted electronic . . corporating  emer-
medical records, D€havioral health services. ..., " physician
66.2% collect data input both into the

on patient race and ethnicity and primary
language, and 56.9% have or are planning
to implement a diversity strategy.

Ohio has improved with regard to its Medi-
cal Liability Environment, having imple-
mented apology inadmissibility laws, expert
witness rules, and a cap on non-economic
damages. While average medical liability in-
surance premiums remain higher than the
national average, they are reduced compared
to the previous Report Card: The $16,458
average premium for physicians represents a
28.5% decrease, while the $58,665 average
premium for specialists is 36.9% less.

Challenges. Ohio ranks last in the nation
for its Disaster Preparedness, largely due to

state planning process and during an Emer-
gency Support Function 8 response would
bring this expertise forward. Incorporating
patients with special needs, patients depen-
dent on medication or dialysis, and mental
health patients into the state medical re-
sponse plan would help ensure that these
vulnerable populations are protected. Ad-
ditionally, Ohio could improve its grade by
passing additional liability protections for
health care workers during a disaster event.

While Ohio showed improvement with re-
gard to the Medical Liability Environment,
measures should be taken to ensure that
policies currently in place are maintained

C+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 14 ¢+ 5 B-
Quality & Patient

Safety Environment B- | 15 B-
Medical Liability

Environment 18 C 6 B+

Public Health &
Injury Prevention

Disaster
Preparedness 36

c- 5 F

OVERALL 18 C 7 C+

and strengthened. The state should investi-
gate implementation of liability protections
for care mandated by the Emergency Medi-
cal Treatment and Labor Act that require
clear and convincing evidence of negligence
in a malpractice case. This would allevi-
ate concerns that providers may have with
high-risk emergency patients and encour-
age specialists to provide needed on-call ser-
vices in the emergency department. Ohio
should also amend its current collateral
source rules by ensuring that damages may
be offset by the amount of collateral source
payments received.

Despite its overall positive performance in
Access to Emergency Care, Ohio must ad-
dress the growing lack of access to behavior-
al health services. The proportion of adults
with an unmet need for substance abuse
treatment has increased since the 2009 Re-
port Card, and the state has the 10th high-
est rate of poisoning-related deaths, which
includes overdoses. At the same time, the
proportion of adults with no health insur-
ance has increased, further limiting access
to primary, mental, and behavioral health
care. While Medicaid coverage increased for
adults, Medicaid fee levels decreased com-
pared to the national average, posing an ad-
ditional challenge to accessing primary and
behavioral health care for this population.

7
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OHIO: INDICATORS

Collateral source rule, provides for awards to Yes, No Unintentional firearm-related fatal injuries per
ACCESS TO EMERGENCY CARE B- be offset offset 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 117 Expert witness must be of the same specialty per 100,000 pop. 145
Emergency physicians per 100,000 pop. 157 as the defendant Yes Total injury prevention funds per 1,000 pop. $339.15
Neurosurgeons per 100,000 pop. 24 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state Yes gegicate: elderly injur)l/ prevention funding Yes
100,000 pop. 9.7 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.3 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding Yes
ENT specialists per 100,000 pop. 3.6 : i o Gun-purchasing legislation (range 0-6) 1
Registered nurses per 100,000 pop. 1081.3 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the ‘o :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 7.7
?88%%%arl)g[r)|.mary care FTEs needed per 1.0 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 201
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 363 Current smokers, % of adults 25.1
100,000 pop. 0.3 Adverse event reporting required Yes 9 of adults with BMI >30 207
% of children able to see provider 953 % of counties with E-911 capability 100.0 o of children obese 17.4
Level | or Il trauma centers per 1M pop. 20  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.2
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 11.9
Il trauma center 99.3 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 31
Accredited chest pain centers per 1M pop. 5.6 protocols - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS F
substance abuse treatment 89 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $4.05
Pediatric specialty centers per 1M pop. 27 stroﬂe patients Poleyinp No  State budget line item for health care surge No
Physlcians accepting Medicare per 100 45 State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — No hospital personn.ell ; ; Yes
the national average g0 Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process o No
(;_’007 to 2012) 16.6 Statewide trauma registry Yes Public health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response No
% of adults with no health insurance 152 4rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 81 Prescription drug monitoring program personnel, equipment, facilities per hospital 15
% of children with no health insurance 8.7 (range 0-4) 3 Accredited by the Emergency Management
% of children underinsured 17.3 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 9.7 order entry 842 Special needs patients in medical response
Emergency departments per 1M pop. 15 % of hospitals with electronic medical records 967~ Plan __ : _ No
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 3250  minutes of arrival g5 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 62.1 Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 25.1 acute coronary intervention 61 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan No
departure for admitted patients 270 within 24 hours 99  Medical response plan for supplying
State collects data on diversion No % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 66.2 Mutqal aid agreements with behavioral health Local-
MEDICAL LIABILITY ENVIRONMENT ;¥ % of hospitals having or planning to develop a providers : __ level
Lawyers per 10,000 pop. 01 e B o hove witon diaster i No
Il:awyers per physician — g'z PUBLIC HEALTH & INJURY PREVENTION (K State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
T —— T —
Malpractice award payments/ 100,000 pop. 1.5 - — ’ - - in place None
Average malpractice award payments $273,667 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 3.7 St_atewide medical communication system
Databank reports per 1,000 physicians 14.8 b of traffic fatalties alcohal raelated 35 with one layer of redundancy No
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 841 Statewide patient tracking system Yes
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 3q range0-10) _ 4 Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legisiation (range 0-4) 1 _common ED presentations No
for primary care physicians $16,458 Graduated drivers' license legislation Bed surge capacity per 1M pop. 388.4
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 387.4
for specialists $58,665 o of children immunized, aged 19-35 months 806 Byrn unit beds per 1M pop. 10.3
Presence of pretrial screening panels Voluntary 0 Of adults aged 65+ who received flu Verified burn centers per 1M pop. 0.5
Pretrial screening panel's findings admissible L/accme in past year - 614 Physicians in ESAR-VHP per 1M pop. 3.0
as evidence No ;;g&;%ucl(t)sc ;gle\;iagg;ewho ever received gog Nursesin ESAR-VHP per 1M pop. 232.3
Eg;)%(gﬁts ﬁitsz:lt;: Fatal_ o_ccupational_ ipjuries per 1M workgrs 26.9 Egrmo{)zlphea“h professionals in ESAR-VHP 163
Medical liability cap on non-economic $350,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams No
damages 500000  Per 100,000 pop. — 188 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 101 ospital, EMS personnel No
mandated emergency care o 9,900 pop. _ - i :
Joint and several liability abolished Yes gg:n}ggtg)ggl pfgg/burn-related fatal injuries y I&Erli)rlllg);%riggesctg(r)r(]fagehgﬂt)h care workers 1
’ : : % of RNs received disaster training 36.2

NR = Not reported
N/A = Not applicable
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OK

= 0Oklahoma

Oklahoma improved from 50th to 37th
in the nation overall, largely due to major
improvements in Disaster Preparedness. Un-
fortunately, the state failed to improve upon
its poor grade in Access to Emergency Care
and fell further behind in Public Health and

Injury Prevention.

Strengths. Oklahoma’s Disaster Prepared-
ness grade benefitted substantially from
having implemented a statewide medical
communication system with one layer of
redundancy and a statewide syndromic
surveillance system, as well as having sig-
nificantly increased bed surge capacity
(from 444.8 to 686.3 per 1 million peo-
ple) and intensive care unit beds (312.5 to
412.6 per 1 million). The state passed Uni-
form Emergency Volunteer Health Profes-
sional Act model legislation to provide ad-
ditional liability protections to health care
workers during an event. The Oklahoma
Medical Reserve Corps played a crucial
role in rescue, shelter and recovery in the
devastating EF5 tornadoes in Oklahoma
in spring 2013.

Oklahoma continues to support a favorable
Medical Liability Environment, having es-
tablished and main-
tained a medical
liability cap on non-
economic damages,
collateral source rule
reform, and case cer-
tification by expert
witnesses. As a re-
sult, Oklahoma has medical liability insur-
ance premiums below the national average
for both primary care physicians and spe-
cialists and average malpractice award pay-
ments that are 18% lower than the average
across the states.

While Access to Emergency Carein Oklahoma
overall is poor, there were some highlights.
The state ranks among the top 10 for many
aspects of its hospital capacity, including
emergency departments (ED) (30.7 per 1
million people), psychiatric care beds (46.7
per 100,000 people), and low hospital oc-
cupancy rate (57.3 per 100 staffed beds). As
a result, it has the eighth lowest ED wait
time: 211 minutes from ED arrival to ED
departure for admitted patients. Some hos-

Oklahoma must address
the health care workforce
shortage to meet the
needs of its citizens.

pitals in the state are building freestanding
EDs that could continue to expand timely
access to emergency care.

Challenges. With regard to Access to Emer-
gency Care, Oklahoma continues to struggle
with shortages of emergency physicians,
specialists, primary care providers, men-
tal health providers, and registered nurses.
The state has made little-to-no progress in
recruiting and retaining health care provid-
ers since the 2009 Report Card, despite re-
ducing the proportion of children without
health insurance by nearly half and increas-
ing Medicaid fee levels for office visits.

Oklahoma’s Quality and Patient Safety Envi-
ronment is lacking a number of policies and
procedures aimed at improving emergency
response. Survey data indicate that the
state lacks a uniform system for providing
pre-arrival instructions that could offer an
opportunity for lifesaving care while await-
ing an emergency medical services (EMS)
response, as well as destination policies for
ST-elevation myocardial infarction (STE-
MI) and stroke patients, although emer-
gency physicians report that new state EMS
protocols are supporting improvements in
these areas. In addi-
tion, while Oklahoma
supports the only
real-time prescription
drug monitoring pro-
gram in the country,
the state’s hospitals fall
well below average in
adoption of electronic medical records and
computerized practitioner order entry.

Public Health and Injury Prevention efforts
in Oklahoma continue to lag behind the
nation overall. Oklahoma has failed to pass
smoke-free bans for restaurants, bars, or
worksites, despite having the fourth high-
est rate of adult smokers (26.1%). The
state also has among the 10 highest rates
of fire- and burn-related deaths, poison-
ing-related deaths, which includes drug
overdoses, and traffic fatalities.

Recommendations. Oklahoma should
match its outstanding hospital capacity
with an adequate physician workforce to
improve overall Access to Emergency Care.

D+

2009 2014

Rank Grade Rank Grade

éﬁl(:eersgsert;y Care 49 F 40 F
Satety Envronment % 0~ | 37 D+
Ewiroment 10 8 | 17 G+

Public Health &
Injury Prevention 36 D 40 D-

Disaster
Preparedness 45 D- 6 B-

OVERALL 50 D 37 D+

The state must work to recruit and retain
specialists, emergency physicians, primary
and mental health care providers, and reg-
istered nurses. The Oklahoma Physician
Manpower Commission is taking steps to
address some of these problems through en-
hanced incentive programs for physicians,
physician assistants, and nurses. They are
currenty focusing on filling primary care
openings, especially in the rural areas of
the state. A new emergency medicine resi-
dency program has graduated three classes
with 94% of residents staying to practice in
Oklahoma, and another emergency medi-
cine residency program will open next year.

Oklahoma patients would also benefit
from an increase in access to trauma cen-
ters and accredited chest pain centers:
Currently, only 73% of the population is
within 60 minutes of a level I or I trauma
center, and the state has only 0.3 accred-
ited chest pain centers per 1 million peo-
ple. Increased access is important in light
of the above mentioned Public Health and
Injury Prevention concerns. Passing legis-
lation that bans handheld cellphone use
and texting for all drivers and requiring
helmets for all motorcycle riders may help
reduce Oklahoma’s above-average rates of
traffic fatalities for vehicle occupants, bicy-
clists, and pedestrians.

i American College of
¢ Emergency Physicians®
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OKLAHOMA: INDICATORS

Collateral source rule, provides for awards to Yes, No Unintentional firearm-related fatal injuries per
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 73 Expert witness must be of the same specialty per 100,000 pop. 17.6
Emergency physicians per 100,000 pop. g6 asthe defendant No Total injury prevention funds per 1,000 pop. $437.88
Neurosurgeons per 100,000 pop. 21 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicing in the state No gegicate: elderly injur)l/ prevention funding Yes
100,000 pop. 7.3 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 1.3 gﬂc:i’:.(l;:ll{&nglﬂ IENT SAFETY funding Yes
ENT specialists per 100,000 pop. 26 : i o Gun-purchasing legislation (range 0-6) [1)
Registered nurses per 100,000 pop. 7476 E‘,{nnsd's”fstf;[ﬂq“a“w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 0
i ; nfant mortality rate per 1, ive births 7.6
?88%%%arl)g[r)|.mary care FTEs needed per 5.2 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 165
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 186 Current smokers, % of adults 26.1
100,000 pop. 12 Adverse event reporting required No o of adults with BMI >30 311
% of children able to see provider 945 _%of counties with E-911 capability 835 9 of children obese 17.4
Level | or Il trauma centers per 1M pop. 1.0  Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.8
% of population within 60 minutes of Level | or |nstruct!ons_ - - - No HIV diagnoses disparity ratio 6.3
Il trauma center 73.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 24
Accredited chest pain centers per 1M pop. 0.3 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS B-
substance abuse treatment g Olcare P o Yes Per capita federal disaster preparedness funds ~ $5.33
Pediatric specialty centers per 1M pop. a1 Jnageand destination policy in place for State t?ud et line item for hzzalltjh care surge Yes
Physicians accepting Medicare per 100 stroke patlen_ts - No - g - g :
beneficiaries ,0  State has oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — No hospital personn.ell : : Yes
the national average 1306  Tiage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients No planplng process P Yes
(5007 to 2012) 245 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. - - Triage and destination policy in place for during an ESF-8 response Yes, No
% of adults with no health insurance 203 4auma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 93 “prescription drug monitoring program personnel, equipment, facilities per hospital 01
% of children with no health insurance 6.4 (range 0-4) 4 Accredited by the Emergency Management
% of children underinsured 14.6 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 6.8 order entry 60.7 Special needs patients in medical response
Emergency departments per 1M pop. 30.7 % of hospitals with electronic medical records 844 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 359.6  minutes of arrival g3 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 57.3  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 46.7 acute coronary intervention 66 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 211 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion Yes % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 65.8 Mutqal aid agreements with behavioral health Local-
MEDICAL LIABILITY ENVIRONMENT (9 % of hospitals having or planning to develop a providers : _ level
e
Il:awyers per physician — 12'3 PUBLIC HEALTH & INJURY PREVENTION I8 State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
P e —C T —
Malpractice award payments/ 100,000 pop. 3.1 - — ’ - : in place Statewide
Average malpractice award payments $254,431 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 68 St_atewide medical communication system
Databank reports per 1,000 physicians 429 b of traffic fatalties alcohal raelated 36 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 859 statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Number of insurers writing medical liability Child safety seat/seat belt legisiation syndromic surveillance system Yes
policies per 1,000 physicians 103 range0-10) _ 5  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 0 common ED presentations Statewide
for primary care physicians $12,800 Graduated drivers' license legislation Bed surge capacity per 1M pop. 686.3
Average medical liability insurance premium ganfgeh(?l— 5 . - 0 cu beds per 1M pop. 4126
for specialists $49,398 o of children immunized, aged 19-35 months 773 Burn unit beds per 1M pop. 8.7
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 0.0
Pretrial screening panel's findings admissible L/accme in past year - 624 Physicians in ESAR-VHP per 1M pop. 15.2
as evidence N/A ;;g&;%ucl(t)sc ;gle\;iagg;ewm ever received 728  Nurses in ESAR-VHP per 1M pop. 239.3
Eg;)%(gﬁts re(:Jupeos'; Fatal_ o_ccupational_ ipjuries per 1M workgrs 47.0 Egrmo{)zlphea“h professionals in ESAR-VHP 2.7
Medical liability cap on non-economic $250,001 Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages -350000  Per 100,000 pop. — 20 pisaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 11, hospital, EMS personnel No
mandated emergency care o =000 POP. __ - TR :
Joint and several liability abolished Yes Unintentional fire/burn-related fatal injuries I&'fr?r']lg);%riggesﬁg?rgfaa‘gehgﬂt)h care workers 4
per 100,000 pop. 20 . . . —
% of RNs received disaster training 4.3

NR = Not reported
N/A = Not applicable
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OR

& Oregon

Oregon improved slightly in almost every
category moving from 47th to 32nd place
overall, but the state continues to receive
low grades in Access to Emergency Care and
Disaster Preparedness.

Strengths. Oregons Quality and Patient
Safety Environment has seen significant im-
provement since the 2009 Report Card,
largely due to improvements in hospital
systems. The state ranks among the best 10
in the nation with regard to hospital adop-
tion of electronic medical records (96.7%),
the proportion of hospitals collecting data
on patients race and ethnicity and primary
language (83.1%), and percentage of hospi-
tals planning to develop a diversity strategy
(58.5%). The state has also implemented
changes since 2009 that contributed to the
overall category grade, including requiring
adverse event reporting and development of
stroke and ST-elevation myocardial infarc-
tion (STEMI) systems of care.

Oregon continues to rank among the best
with regard to Public Health and Injury Pre-
vention, benefiting from low rates of traffic
fatalities that are supported by strong traf-
fic safety legislation. The state supports a
motorcycle helmet law; distracted driving
laws that ban handheld cellphone use and
texting for all drivers; and primary enforce-
ment of adult seat-
belt laws, which

parents. Only 93.7% of children can see
a provider when needed, placing Oregon
third worst in the nation for this measure.
It is also last in the nation for the num-
ber of staffed inpatient beds (204.9 per
100,000 people) and has the fourth few-
est psychiatric care beds (8.7 per 100,000
people), representing a significant decline
from the 28.8 psychiatric care beds per
100,000 reported in 2009.

Oregon continues to lack many Disaster
Preparedness practices and policies that
other states have implemented. For in-
stance, the state has not incorporated
patients dependent on medication for
chronic conditions, patients dependent on
dialysis, or patients on psychotropic medi-
cation in its medical response plan. Ore-
gon also lacks a statewide patient-tracking
system and has the sixth lowest bed surge
capacity in the nation (304.2 per 1 million
people). Its capacity for handling a disaster
event is below the national average with
regard to burn unit beds (4.1 per 1 mil-
lion people) and intensive care unit beds
(257.5 per 1 million people).

Oregon continues to support an unfavor-
able Medical Liability Environment. The
state enacted legislation in 2013 that fa-
cilitates voluntary discussions between pro-

viders and injured

likely  contribute
to the third high-

est seatbelt use

Oregon must take immediate
action to address access to
emergency care, especially

patients and allows
for early offers of
compensation for
adverse  medical

rate (96.6%) and
10th lowest traffic
fatality rate (6.5
per 100,000 peo-
ple) in the nation.
Oregon also benefits from having the low-
est rate of childhood obesity (9.9%) and
moderately low rates of smoking and binge
drinking among adults.

populations.

Challenges. Access to Emergency Care re-
mains a major challenge for people of Or-
egon, especially with regard to access to
care for children. Despite the state having
a below-average rate of uninsured children
(7.4%), more than one in five children
who have insurance is underinsured, with
unreasonable costs being reported by their

for its most vulnerable

events. However,
few other reforms
are in place and
the state’s average
malpractice award
payment skyrocketed from $251,695 in the
previous Report Card to $371,605, repre-
senting a 48% increase, despite little change
in the number of malpractice award pay-
ments (1.3 per 100,000 people).

Recommendations. Oregon must take im-
mediate action to address Access to Emer-
gency Care for all, but especially for its most
vulnerable populations. The state should
work to increase access to primary care and
specialist care for children, the availability
of trauma centers and accredited chest pain

D+

2009 2014

Rank Grade Rank Grade

Access to
Emergency Care

4 F |13 F

Quality & Patient
Safety Environment

36 D+ 21 C+

Medical Liability
Environment & 03 D

Public Health &
Injury Prevention 9 B 3 A-

Disaster
Preparedness 42 D 37 D-

OVERALL 47 D | 32 D+

centers, and access to substance abuse treat-
ment. While the state has a fair supply of
emergency physicians, extremely low rates
of staffed inpatient beds and psychiatric care
beds contribute to crowding and boarding
practices in the emergency department.

While Oregon fared well with regard to
Public Health and Injury Prevention, the
state must work to stop a troubling trend:
Childhood immunizations have plummet-
ed since the last Report Card (from 78.8%
to 67.0%), as have influenza vaccination
rates among the elderly (from 71.3% to
54.2%). Immunizations are a cost-effective,
life-saving measure; failure to increase im-
munization rates could have a major nega-
tive impact on the overall emergency care
system, draining already limited resources.

Oregon must create a more favorable Med-
ical Liability Environment by implement-
ing pretrial screening panels and expert
witness rules that provide for case certifi-
cation and require that experts are of the
same specialty as the defendant. Oregon
should also consider providing appropri-
ate liability protections for care mandated
by the Emergency Medical Treatment and
Labor Act. A failure to do so could further
discourage specialists from providing criti-
cal on-call services to emergency patients.
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OREGON: INDICATORS

ACCESS TO EMERGENCY CARE F

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

be offset Yes 100,000 pop. 0.1
Board-certified emergency physicians per State provides for case certification No  Unintentional poisoning-related fatal injuries
100,000 pop. 143 Expert witness must be of the same specialty per 100,000 pop. 101
Emergency physicians per 100,000 pop. 175 as the defendant No Total injury prevention funds per 1,000 pop. $283.94
Neurosurgeons per 100,000 pop. 27 Expert witness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding Yes
100,000 pop. 10.0 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.2 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding : __ No
ENT specialists per 100,000 pop. 37 : i o Gun-purchasing legislation (range 0-6) 15
Registered nurses per 100,000 pop. 800.4 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the - :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 3
i ; nfant mortality rate per 1, ive births 4.9
?88%%%arl)g[r)|.mary care FTEs needed per 23 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 165
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 82 Current smokers, % of adults 197
100,000 pop. 0.7 Adverse event reporting required Yes 9 of adults with BMI >30 2.7
% of children able to see provider 937 % of counties with E-911 capability 100.0 o of children obese 9.9
Level | or Il trauma centers per 1M pop. 1.3 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 1.6
% of population within 60 minutes of Level | or |nstruct!ons_ - - - NR HIV diagnoses disparity ratio 5.8
Il trauma center 79.0 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 21
Accredited chest pain centers per 1M pop. 1.0 protocols - - (201)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS D-
substance abuse treatment go Ucare P o Yes Per capita federal disaster preparedness funds ~ $5.82
Pediatric specialty centers per 1M pop. 21 Jnage and destination policy in place for State t?ud et line item for hzzalltjh care surge No
Physicians accepting Medicare per 100 stroke patlen_ts - NR - g - g :
beneficiaries 3g  Statehas oris working on a PCI network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 1039  Trage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients NR planplng process PRI Yes
(;_’007 to 2012) 126 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
. - - Triage and destination policy in place for during an ESF-8 response Yes, No
% of adults with no health insurance 157 rauma patients NR  Drills, exercises conducted with hospital
% of adults underinsured 79 Prescription drug monitoring program personnel, equipment, facilities per hospital 3.0
% of children with no health insurance 7.4 (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 20.1 % of hospitals with computerized practitioner Accreditation Program No
% of adults with Medicaid 9.6 order entry 83.6 Special needs patients in medical response
Emergency departments per 1M pop. 154 % of hospitals with electronic medical records 967 Plan Yes
Hospital closures in 2011 0 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 2049  minutes of arrival g1 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 623  Median time to transfer to another facility for Medical response plan for supplying dialysis No
Psychiatric care beds per 100,000 pop. 8.7 acute coronary intervention 51 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 234 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion NR % of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 83.1 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 1] % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — g': PUBLIC HEALTH & INJURY PREVENTION /3| State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities No
e e % o v
Malpractice award payments/ 100,000 pop. 1.3 - — ’ - : systems in place city-wide
Average malpractice award payments $371,605 ;ed?imfaf? fatall_tlfes per 100,000 pedestrians 30 St_atewide medical communication system
Databank reports per 1,000 physicians 25 oo traffic fatalities alcohol related %5 with one layer of redundancy Yes
Provider apology is inadmissible as evidence Yes | rontocoupant restraint use (%) - 956 Statewide patient tracking system No
Patient compensation fund No He!met use required for all mgtorgycle riders Yes Statewid_e real-ti_me or near real-time
Number of insurers writing medical liability Child safety seat/seat bet legislation syndromic surveillance system Yes
policies per 1,000 physicians g7 \ange0-10) _ 8  Real-time surveillance system in place for
Average medical liability insurance premium Distracted driving legislation (range 0-4) 4 common ED presentations Statewide
for primary care physicians $8,230 Graduated drivers' license legislation Bed surge capacity per 1M pop. 304.2
Average medical liability insurance premium ganfgeh(?l— 5 . - T o beds per 1M pop. 251.5
for specialists $39,030 o of children immunized, aged 19-35 months 670 Burn unit beds per 1M pop. 41
Presence of pretrial screening panels No  /oof adults aged 65+ who received flu Verified burn centers per 1M pop. 03
Pretrial screening panel's findings admissible L/accme in past year - 542 Physicians in ESAR-VHP per 1M pop. 15.9
as evidence N/A ;;gﬂ;%ljclgscgge\?agg;ewho ever received 760  Nurses in ESAR-VHP per 1M pop. 234.1
Eg;)%(gﬁts No Fatal occupational injuries per 1M workers 26.1 Egrmo{)zlphea“h professionals in ESAR-VHP 74
Medical liability cap on non-economic Homicides and suicides (non-motor vehicle) Strike teams or medical assistance teams Yes
damages None _Per 100,000 pop. — 95 Disaster training required for essential
Additonal ity proteton for ENTALA- ) 100,000 o, related fatal s per 139 ospital, EMS personnel No
mandated emergency care o 2,000 POp-_ _ - TR :
Joint and several liability abolished Partially gg:"fggtg’gglggg/ burn-related fatal injuries 07 I&ﬁir?rlmlg );pdrigtaesctg(r)r(]rsagehgillt)h care workers 3
’ : : % of RNs received disaster training 434

NR = Not reported
N/A = Not applicable
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PA

* Pennsylvania

Pennsylvania has made great strides in
Access to Emergency Care since the 2009
Report Card, moving from 23rd to 2nd
place; however, unmet liability protections
for emergency care providers, uncertainty
regarding the phase-out of the state’s li-
ability insurance program, and declin-
ing performance in Disaster Preparedness
continue to threaten the emergency care
environment.

Strengths. Pennsylvania’s Access to Emergen-
¢y Care has improved greatly since the 2009
Report Card. While a variety of sources in-
dicate a mixed picture of the current and fu-
ture adequacy of the state’s supply of health
care providers, data in this report indicate
below-average rates of health professional
shortages, though shortages persist among
some specialties. Reports of an aging phy-
sician workforce could exacerbate those
shortages as the percentage of patients with
insurance, which has already increased since
the 2009 Report Card, continues to grow
under the Affordable Care Act. Also con-
tributing to the improvement in this cat-
egory was a 79.7% increase in Medicaid fee
levels for office visits from 2007 to 2012,
although the state’s fee levels are still only
80% of the national average. Pennsylvania
has a relatively low proportion of adults
with an unmet need for substance abuse
treatment (7.9%)
and below-average
rates of underin-
surance for both
adults (7.4%) and
children (15.3%).

Pennsylvania con-
tinues to rank
among the top in
the nation with regard to the Quality and
Patient Safety Environment, having state-
wide systems and policies in place for ST-
elevation myocardial infarction, stroke, and
trauma patients. It also supports a large
number of emergency medicine residents
(48.6 per 1 million population), represent-
ing the fourth highest rate in the nation.

Challenges. While some aspects of the
state’s Medical Liability Environment have
improved with the elimination of venue

Boarding and crowding in
the emergency department
continue to be a major
concern in Pennsylvania.

shopping, the adoption of a certificate of
merit, and expert witness qualifications,
Pennsylvania has not kept up with improve-
ments seen in other states. It still has some
of the highest average medical liability in-
surance premiums for primary care physi-
cians ($20,890) and specialists ($88,865) in
the nation. The state also lacks additional
protections for care mandated by the Emer-
gency Medical Treatment and Labor Act
(EMTALA). Finally, the eventual statuto-
rily mandated phase-out of the state’s Medi-
cal Care Availability and Reduction of Error
Act (MCARE) liability insurance program,
which could require physicians and hospi-
tals to assume the program’s $1.3 billion
unfunded liability, continues to cast a dark
cloud over providers.

Pennsylvania continues to face challenges
with regard to Public Health and Injury
Prevention, falling in the bottom third of
states with regard to infant mortality rates
(7.3 deaths per 1,000 live births) and un-
intentional poisoning-related deaths (13.4
deaths per 100,000 people). The state has
also failed to pass smoking bans in bars
and has only limited bans in restaurants,
despite having above average rates of
smoking among adults (22.4%).

Pennsylvania’s grade for Disaster Prepared-
ness was heavily affected by declines in bed
surge capacity, in-
tensive care unit
beds, burn unit
beds, and the pro-
portion of nurses
who reported re-
ceiving  disaster
preparedness train-
ing, compared to
the 2009 Report Card. In addition, while
Pennsylvania reported significantly higher
rates of physicians and nurses registered in
the Emergency System for Volunteer Health
Professionals than in 2009, the state did not
keep pace with the nation, now reporting
rates less than half the national averages.

Recommendations. The state must work
to adopt a “clear and convincing” standard

for EMTALA-related care, which would
require that evidence be provided to show

C+

2009 2014

Rank Grade Rank Grade

Access to

Emergency Care 23 ¢ | 2 B+
Quality & Patient

Safety Environment A 3 A
Medical Liability

Environment 3 D 43 F

Public Health &
Injury Prevention 17 B | 21 C-

Disaster
Preparedness d A 17 C+

OVERALL 8 C+ 6 C+

that emergency care personnel’s actions
were grossly negligent under the given
circumstances. Additionally, Pennsylvania
needs to phase out the MCARE program
in a way that will not negatively affect the
state’s already high liability premiums.

While Pennsylvania has operationalized
a prescription drug monitoring program,
the state does not monitor drug sched-
ules II to V and has not implemented a
system for real-time access of this informa-
tion by providers. Doing so would further
strengthen the state’s Quality and Patient
Safety Environment.

Boarding and crowding in the emergency
department (ED) and the negative effects
that these issues have on patient care and
outcomes continue to be major concerns
in Pennsylvania, despite its improvement
in Access to Emergency Care overall. While
state reports indicate that the number of
ED visits have increased, Pennsylvania
has seen a decrease in the number of EDs,
staffed inpatient beds, and psychiatric care
beds per population and continues to have
a higher-than-average hospital occupancy
rate. The commonwealth should adopt
a statewide psychiatric bed registry and
work closely with hospitals to minimize
boarding of admitted patients in EDs.
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PENNSYLVANIA: INDICATORS

Collateral source rule, provides for awards to

Unintentional firearm-related fatal injuries per

ACCESS TO EMERGENCY CARE B+ be offset Yes 100,000 pop. 0.2
Board-certified emergency physicians per State provides for case certification Yes  Unintentional poisoning-related fatal injuries
100,000 pop. 11.9  FExpert witness must be of the same specialty per 100,000 pop. 134
Emergency physicians per 100,000 pop. 155 as the defendant No Total injury prevention funds per 1,000 pop. $263.40
Neurosurgeons per 100,000 pop. 24 Expe_rt_ wit_ness must be licensed to practice Dedicated child injury prevention funding Yes
Orthopedists and hand surgeon specialists per medicine in the state No gegicate: elderly injur)l/ prevention funding No
100,000 pop. 10.4 edicated occupational injury prevention
Plastic surgeons per 100,000 pop. 2.4 gﬂc:i’:.(l;:ll{&nglﬂ |ENT SAFETY funding Yes
ENT specialists per 100,000 pop. 4.0 : i o Gun-purchasing legislation (range 0-6) 25
Registered nurses per 100,000 pop. 1025.9 E‘;A"Sd's”fstf;[ﬂq“a"w improvement within the Yos :\r;ti-smokinlg Iegislation1(rgggeI 0-3; ! 1
i ; nfant mortality rate per 1, ive births 7.3
,?ggl’t(;%%a[l)g[r;mary care FTEs needed per 0.7 Funded state EN_IS_ medpal director Yes Binge alcohol drinkers, % of adults 183
Additional mental health FTEs needed per Emergency medicine residents per 1M pop. 486 Current smokers, % of adults 224
100,000 pop. 0.3 Adverse event reporting required Yes 9 of adults with BMI >30 2.6
% of children able to see provider 966 0 of counties with E-911 capability 100.0 o of children obese 135
Level | or Il trauma centers per 1M pop. 21 Uniform system for providing pre-arrival Cardiovascular disease disparity ratio 2.0
% of population within 60 minutes of Level | or |nstruct!ons_ - - - Yes HIV diagnoses disparity ratio 13.3
Il trauma center 99.3 CDC guidelines are basis for state field triage Yes Infant mortality disparity ratio 24
Accredited chest pain centers per 1M pop. 2.2 protocols - - (2006)
% of population with an unmet need for State has or is working on a stroke system DISASTER PREPAREDNESS C+
substance abuse treatment 79 g:i;a;eand destination policy in place for e per capita federal disaster preparedness funds  $5.18
Pediatric specialty centers per 1M pop. 33 stroﬂe patients Poleyinp Yes  State budget line item for health care surge No
Physlcians accepting Medicare per 100 4,  State has oris working on a PCl network or a ESF-8 plan shared with all EMS and essential
Medicaid fee levels for office visits as a % of STEMI system O.f ca_re — Yes hospital personn.ell : : Yes
the national average 707  Triage and destination policy in place for Emergency physician input into the state
% change in Medicaid fees for office visits STEMI patients Yes planplng process P Yes
(5007 to 2012) 797 Statewide trauma registry Yes Pub_Ilc health and emergency physician input
o . : Triage and destination policy in place for during an ESF-8 response Yes
% of adults with no health insurance 7 rauma patients Yes Drills, exercises conducted with hospital
% of adults underinsured 74 Prescription drug monitoring program personnel, equipment, facilities per hospital 5.4
% of children with no health insurance 7.6 (range 0-4) 2 Accredited by the Emergency Management
% of children underinsured 15.3 % of hospitals with computerized practitioner Accreditation Program Yes
% of adults with Medicaid 9.8 order entry 76.8 Special needs patients in medical response
Emergency departments per 1M pop. 10.7 9% of hospitals with electronic medical records 932  Plan Yes
Hospital closures in 2011 1 % of patients with AMI given PCI within 90 Patients on medication for chronic conditions
Staffed inpatient beds per 100,000 pop. 356.6  minutes of arrival g3 inmedical response plan _ No
Hospital occupancy rate per 100 staffed beds 684  Median time to transfer to another facility for Medical response plan for supplying dialysis Yes
Psychiatric care beds per 100,000 pop. 30.4 acute coronary intervention 68 Mental health patients in medical response
Median minutes from ED arrival to ED % of patients with AMI who received aspirin plan Yes
departure for admitted patients 275 _Within 24 hours 99 Medical response plan for supplying
State collects data on diversion 9% of hospitals collecting data on race/ psychotropic medication No
ethnicity and primary language 60.1 Mutqal aid agreements with behavioral health State-
MEDICAL LIABILITY ENVIRONMENT 4 % of hospitals having or planning to develop a providers : __ level
Il:awyers per physician — 1‘1)'2 PUBLIC HEALTH & INJURY PREVENTION (HY  State able to report number of e);ercises with
AWYers per emergency physician . n i long-term care or nursing home facilities Yes
T e — T T 1 e
Malpractice award payments/ 100,000 pop. 45 - — ’ - - in place Statewide
Average malpractice award payments $327,007 ;ed?imfaf? fatall_tlfes per 100,000 pedesirians 28 St_atewide medical communication system
Databank reports per 1,000 physicians 322 b of traffic fatalties alcohal raelated 36 with one layer of redundancy Yes
Provider apology is inadmissible as evidence No - Tontoccupant restraint use (%) - 838 Statewide patient tracking system Yes
Patient compensation fund Yes He!met use required for all mgtorgycle riders No Statewide real-time or near real-time
Nu