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RESPONSE OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES TO THE NATION’S EMERGENCY CARE CRISIS
Rep. Henry A. Waxman 

                         Chairman, Committee on Oversight and Government Reform


I.
OVERVIEW OF THE CRISIS

 Timely emergency care can prevent death or lifelong disability following major life-threatening events such a car crash, heart attack, or stroke.  Emergency care is so important that it is the only care to which Americans have access without regard for their ability to pay.  

Nationwide, over 10% of all outpatient visits and more than 40% of hospital admissions occur through the ER.   Americans use emergency departments approximately 115 million times per year for a variety of reasons, ranging from heart attacks and life threatening trauma to less serious problems.  In 2004, the most recent year for which data is available, slightly more than half of ER visits were categorized as emergent or urgent, meaning care was needed within 15 minutes to an hour of arrival. Approximately one fifth were semi-urgent, meaning care should be delivered within 1 to 2 hours. Only 13% of visits were categorized as non-urgent, meaning care should be rendered between 2-24 hours.  

When the system works, and it often does, lives are saved and lifelong disability is prevented.  But when the system fails, the results can be catastrophic:

•
On May 9, a 40-year-old woman collapsed on the waiting room floor of the ER at the Martin Luther King-Harbor Hospital in Los Angeles. Her pleas for help were ignored. She died 45 minutes later. 

•
On June 10, the regional edition of the New York Times reported the results of an American College of Emergency Physicians survey sent to 2,821 members practicing in Connecticut, New Jersey and New York State.  In New York, 28.2% of respondents reported that they “personally had experience of a patient dying as a result of [ER] boarding.”  In Connecticut and New Jersey, 16.2 and 11.9 respondents, respectively, said they had had a patient die as a result of boarding. 

•
And in a June 19 article on the health crisis in Houston, USA Today reported that Texas has the highest rate of uninsurance nationwide, that Houston ERs divert ambulances 20% of the time, and ambulances can wait 2 hours to off-load a patient.  One doctor, describing a patient who died after being diverted from a Houston area hospital to one in Austin, stated “Diversion kills you.”

Additional information on the crisis was reported by Newsweek.com in a three-part series in May. 

In addition to being vital for individuals in personal emergencies, a functional emergency and trauma care system is essential for communities to respond to disasters.  Historically, disaster planners assumed that area hospitals had sufficient “surge capacity”  to care for a large influx of casualties.  This is no longer true.  Government statistics indicate that 40 to 50% of U.S. hospitals are severely crowded; the proportion is closer to two-thirds in urban areas.   A 2002 survey determined that 90% of level I trauma centers (which offer the most advanced care) and hospitals over 300 beds are operating “at” or “above” full capacity.   This begs the question – if our largest and most strategic hospitals can barely handle their current load of emergency cases, how will they absorb a surge of casualties following a terrorist attack or the onset of pandemic flu?

II.
ORIGINS OF THE CRISIS

The emergency care crisis results from a widening mismatch between supply and demand.  Between 1993 and 2003, ER use grew by 26%, twice the rate of population growth.  During the same period, 425 hospitals closed their ERs and the health care industry reduced inpatient capacity by 198,000 inpatient beds.   With more patients needing emergency care, and fewer beds to accommodate them, ER crowding—the most visible manifestation of the crisis—was inevitable. 

To understand the crisis, one needs to understand two terms – “ER boarding” and “ambulance diversion.”  When an ER patient needs admission but no inpatient bed is available, the patient is “boarded,” in an ER exam room or hallway until a bed opens up.  Some wait hours for a bed; others wait for days.   Since these patients are seriously ill, the ER’s staff must carefully monitor them and provide ongoing care. This limits the space and resources available for incoming ER patients.  Under such circumstances, it doesn’t take long for the hallways and waiting room to fill with patients.  Sometimes, ambulance crews have to wait to offload their patients because there are no empty stretchers in the ER.

When crowding reaches dangerous levels, the ER staff may ask inbound ambulances to go elsewhere.  In 2003, U.S. hospitals diverted more than a half million ambulances—an average of one per minute.   Ambulance diversion may provide the ER with a temporary respite, but it often worsens the situation in the rest of the community.  Since nearby ERs are often crowded as well, one hospital’s decision to divert ambulances may prompt others to follow suit.  The result is the health care equivalent of a “rolling blackout.”  Everyone’s access to care is affected – insured and uninsured alike.  In extreme circumstances, ambulances are forced to radio one hospital after another, looking for one that is willing to accept their patient.

If all patients had a source of payment, it is unlikely that the current problem would exist, because hospitals would be consistently reimbursed for providing emergency care, including necessary hospitalization.    Historically, the reluctance of many hospitals to even stabilize uninsured emergency patients led to such troubling practices as “patient dumping” – the transfer of severely ill or injured patients for financial reasons.  In 1986, Congress enacted the “Emergency Medical Treatment and Labor Act” (EMTALA).   The first hearing on patient dumping was held by the House Oversight and Government Reform Committee, then known as the Committee on Government Operations.

EMTALA requires all non-federal hospitals that participate in the Medicare program and operate an ER to provide an appropriate medical screening examination and stabilizing care to any patient who comes to the ER for evaluation, regardless of the patient’s ability to pay.  Over time, EMTALA’s scope has expanded to require hospitals to provide all needed emergency care, up to and including emergency surgery and hospitalization. Other than Disproportionate Share Hospital (DSH) payments to certain hospitals, Medicare does not fund EMTALA-mandated care of the uninsured. 

EMTALA had several unintended consequences.  First, some hospitals closed their ER to avoid their legal obligation to treat uninsured patients.  EMTALA doesn’t require a hospital to operate an ER, but if it does, it requires the facility to screen and stabilize all patients. 

Second, the law created a powerful financial incentive for hospitals to tolerate ER crowding in order to preserve scarce beds for better-paying elective admissions. In its report on ER crowding, the GAO observed that “less than one-third of hospitals that went on [ambulance] diversion in fiscal year 2001 (29 percent) reported that they had canceled any elective procedures to minimize going on diversion.”   Today, the ER is one of the few ways the uninsured can gain access to hospital care.  Nationwide, 57% of uninsured inpatients are admitted through the ER, but only one-third of hospitalized patients with private insurance are admitted through this route.  

Third, rising burdens of ER-related uncompensated care have led many specialists to stop taking ER and trauma call.  Coverage by plastic surgeons, hand surgeons, orthopedic surgeons, neurosurgeons, psychiatrists, and ENT specialists is particularly difficult to maintain. This problem appears to be getting worse.  In 2006, three-quarters of ER directors responding to a national survey reported inadequate on-call coverage, compared with two-thirds of respondents to a similar survey in 2004.  A survey conducted by the National Center for Health Statistics produced similar findings.  

III.
DOCUMENTATION OF THE CRISIS

The emergency care crisis has been a subject of academic and government reports for years.  Nearly 6 years ago, US News and World Report published a cover story entitled “Crisis in the ER:  Turnaways and Delays are a Surefire Recipe for Disaster.  The issue was published on September 10, 2001. 

Five weeks after September 11, Representative Waxman released a report detailing the national problem of ambulance diversions and its implications for how well ERs are prepared for possible terrorist attacks.  The report’s analysis of state and local news articles published since January 2000, identified 22 states where hospital officials had declared they could not safely accept emergency vehicles, causing delays in patient care.  The report noted that these problems were occurring under normal clinical conditions, demonstrating that attention to the system was needed to prepare fully for future challenges. 

Other reports followed.  In 2002, a survey conducted for the American Hospital Association determined that 90% of level I trauma centers and hospitals over 300 beds were operating “at” or “above” full capacity.   A Centers for Disease Control and Prevention study found that in 2003, U.S. hospitals diverted more than a half million ambulances per year due to ER crowding –an average of one per minute, 24 hours a day. 

Also in 2003, the GAO released a report on ER crowding around the country.  It found that hospitals in areas with larger populations, areas with high population growth in recent years, and areas with higher-than-average percentiles of people without health insurance reported higher levels of crowding. GAO also found that the factor most commonly associated with crowding was “the inability to transfer patients to inpatient beds once a decision had been made to admit them as hospital inpatients.”  The report went on to note, “When patients ‘board’ in the emergency department due to the inability to transfer them elsewhere, the space, staff, and other resources available to treat new emergency patients are diminished.”  

In 2005, the Center for Studying Health System Change issued report confirming the national scope of the problem.   That same year, the American College of Emergency Physicians released its first state-by-state report card on emergency care.   The nation as a whole received a grade of “C minus.”

In June, 2006, the Institute of Medicine (IOM) of the National Academy of Sciences released a comprehensive, 3-volume report on the future of emergency care in the U.S. health system.   The project, one of the largest ever undertaken by the IOM, was sponsored by the Josiah Macy Foundation and four federal agencies: the National Highway Traffic Safety Administration, the Agency for Healthcare Research and Quality, the Health Resources Services Administration and the Centers for Disease Control and Prevention.  After taking testimony from numerous experts and reviewing more than 4,300 government and non-governmental reports the 40 member IOM committee concluded that our nation’s emergency and trauma care system is “at the breaking point”.  The report can be accessed at www.iom.edu/emergencycare.

IV.
CONSEQUENCES OF THE CRISIS

In the best of circumstances, emergency care proceeds smoothly from the 911 call to provision of definitive care.  An EMS unit arrives promptly to stabilize and transport the patient to the nearest appropriate hospital.  Once there, ER personnel swiftly evaluate and manage the patient.  Those who need hospitalization are quickly admitted to an inpatient bed or the ICU, and those who can be treated and released are sent home with outpatient follow-up.  Medical information is seamlessly exchanged at each step in the process, with safeguards to protect the patient’s confidentiality.  

The reality is often different.  Because many metropolitan areas are served by multiple 911 centers, calls may be bounced back and forth.  Sometimes, fire departments and Emergency Medical Services (EMS) agencies fail to coordinate their response with each other or with receiving hospitals and trauma centers.  Six years after 9/11, many services still don’t operate common radio frequencies, and inbound ambulances are sometimes forced to call one hospital after another to find one willing to accept their patient.  Once the patient reaches an ER, the emergency physician often lacks access to the patient’s medical record.  Also, ER crowding compromises the staff’s ability to provide prompt and safe care.  Once stabilized, a patient may wait hours or even days for an inpatient bed.  For those who are discharged, follow up care is often difficult to arrange.  

EMS—i.e., ambulance services—are chronically under-funded.  A newly released GAO report notes that average Medicare payments for ambulance services are 6% below the average cost per transport.   EMS represents a third of the nation’s first responders, and they, not police or fire personnel, are directly responsible for treating the victims of a terrorist attack.  Nonetheless, EMS has received only a small share of homeland security funds allocated by the federal government.   The IOM noted that EMS personnel in non-fire based ambulance services have received, on average, less than 1 hour of training in disaster response.  EMS workers are often poorly paid, and have a limited career ladder.  

Emergency care of children is another important concern.  The vast majority of children are treated in community hospital ERs rather than children’s hospitals.  Although progress has been made, many community hospitals still lack all necessary equipment, polices and training for proper pediatric emergency care. Many drugs and devices have not been adequately tested on, or dosed properly for, children.  Children are particularly vulnerable in disasters owing to their small size, physiology, and dependence on adult caregivers, but most disaster plans overlook the special needs of children. 

The federal Emergency Medical Services for Children (EMS-C) program, established in 1984, was founded in part on the policymakers’ first hand experiences with emergency care of their children.   It specifically supports research to advance the emergency care of children both in the prehospital (i.e., ambulance) and ER settings.  Although the program is modestly funded ($20 million in FY 07), it has achieved several successes over its 22 year history.  

The operational problems of emergency care are dramatically magnified by a mass casualty incident, whether caused by tornado, hurricane, bombing, or an outbreak of infectious disease.  With many hospitals already operating at or above capacity, our nation’s emergency and trauma care systems have little capacity to absorb a surge of victims from a terrorist bombing, much less a major mass casualty event.   The problem of lack of capacity is compounded by a lack of timely information.  For example, because few cities have the ability to actively monitor day to day rates ER crowding, ambulance diversion and on-call specialist coverage, they are unable to efficiently allocate casualties in the first hours following a major disaster.

V.
THE ROLE OF HHS

Responsibility for oversight and support of emergency and trauma care is scattered across three departments of the federal government.    The National Highway Traffic Safety Administration, in the Department of Transportation (DOT) is the lead agency for EMS issues.  The Department of Homeland Security (DHS) has a Chief Medical Officer who advises the Secretary on biodefense, pandemic flu, and other health issues related to homeland security.  But the bulk of federal activity and statutory authority for emergency care resides within the Department of Health and Human Services (HHS) and its many agencies, centers and institutes.  Three have particularly important roles to play: 

•
Assistant Secretary for Preparedness and Response (ASPR) – Shortly after the IOM emergency care reports were released last June, the 109th Congress enacted the Pandemic and All Hazards Preparedness Act, which explicitly assigned responsibility for medical preparedness to the Secretary of HHS.  To assist the Secretary in performing this task, the Act created the position of Assistant Secretary for Preparedness and Response (ASPR) within HHS, and shifted several programs and funding streams from DHS and HRSA to the ASPR.

•
The National Institutes of Health (NIH) – The NIH is our nation’s premier biomedical research agency.  The NIH also provides an important funding stream to the Agency for Healthcare Research and Quality, which focuses on health services research.  In its report, the IOM noted that the NIH’s disease and organ-based structure does not adapt well to cross-cutting issues like emergency and trauma care. Due to historical patterns in how the NIH awards training grants, young emergency care professionals are largely excluded from the process.  This places them a competitive disadvantage for research funding later in their careers.  As a result of these obstacles, progress in advancing the science of emergency care (including civilian and military trauma care) is slow. 

•
Centers for Medicare and Medicaid Services (CMS) – Nationwide, more than 60% of ER patients who are hospitalized are covered by Medicare or Medicaid, programs administered by CMS.  Medicare is also a major purchaser of ambulance care.  Through a variety of long-standing mechanisms, CMS provides supplemental funds through Medicaid that support safety net hospitals and major academic medical centers.  Many of these hospitals are key providers for trauma, burn, emergency and disaster care in their respective regions.  Recently, CMS announced its intent to limit supplemental funding arrangements through rulemaking.   Congress has placed a one-year moratorium on CMS’ authority to implement these rules, but the agency appears determined to proceed once this moratorium expires.
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