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Background

The Problem Nationally:

According to many observers and experts, the United States is facing a growing shortage of emergency medical care, arguably leading to an unprecedented crisis.  The Los Angeles Times reported that, “Nationwide, the number of emergency departments has fallen from about 5,000 to 4,600 over the last decade.  ER visits, meanwhile, have risen from 89 million in 1992 to more than 100 million in 1998, according to the National Center for Health Statistics.”  According to the American Hospital Association, from 1988 to 1998, the nation lost 1,128 emergency rooms.  In 1988, 94% of hospitals reported having an Emergency Room (ER); in 1998, that percentage dropped to 92.6%.  USA Today recently reported that the amount of time Maryland hospitals spent on near-capacity “yellow alerts” has doubled in each of the past three years.

Drs. Robert Derlet and John Richards, U.C. Davis emergency physicians, recently published a seminal article in the Annals of Emergency Medicine on the crisis in emergency care.  They wrote that, “The general public may no longer be able to rely on emergency departments for quality and timely emergency care, placing the safety of people of this country at risk.”

The Problem in California:

The problem in California warrants immediate attention.  In the mid-1980’s, Los Angeles County had 102 acute care hospitals with basic emergency department permits; today there are 81 hospitals maintaining basic emergency departments and not all 81 provide a full range of services, the L.A. County Emergency Medical Services Director reported to the Legislature in 1997.  The Director reported, as an example, that of the 81 hospitals, only 67 provided perinatal services and 22 did not provide neurosurgical services.  USA Today wrote in February that for nearly 10 days in December (1999), 60 of Los Angeles’ 81 emergency rooms were so full that hospital administrators asked to send ambulances elsewhere.  A report issued by the National Health Foundation in 1997 predicted that Los Angeles County, which has seen a 20% decrease in emergency departments over the last two decades, will face a “serious under-supply of emergency room capacity” in all regions except the Westside by 2005, as reported by the Los Angeles Times.

This past winter’s flu season resulted in long delays for people in emergency rooms throughout the state, bringing this issue to the fore and creating concern about the capacity of California’s emergency care system to respond to future crises, such as natural disasters.

Contributing Factors:

Shortage of on-call physicians:

According to an analysis prepared by the Assembly Health Committee in May of 1999 on emergency call coverage, California’s emergency departments are required, both by federal law and state regulation, to maintain a roster of specialty physicians available for consultation and care during, and immediately following, emergency care.  A hospital must have a specialist available for emergency call, within a reasonable amount of time, for every specialty service it provides.  Yet, in many cases, staff and patients are waiting for hours for a specialist to respond.  Traditionally, doctors provided emergency call coverage on a voluntary basis as part of their perceived duties associated with clinical privileges at a given hospital.  However, managed care has changed that, leading to shortages and delays.

Shortage of nurses:

California currently faces a severe shortage of nurses, thereby creating staff shortages even in existing emergency rooms.

Increasing numbers of people seeking care in emergency rooms (both insured and uninsured):

Although some people expected managed care to reduce emergency visits by providing preventive services, the volume of ER care has increased instead.  Moreover, policy experts suggest that insured patients are becoming increasingly frustrated by managed care bureaucracies and therefore put off seeking care until they are sick enough to go to emergency rooms.  The uninsured have always received care in emergency rooms and this population continues to expand.

Hospital financing:

According to the American Hospital Association, “in 1998, 27% of hospitals were losing money, up from 20% the year before.”  Similarly, the Massachusetts Hospital Association  reported total profit margins of .3% in 1999, down from a still-slim 1.9% the previous year.   Time magazine reported in January that “Traditionally, emergency departments have been overused and underfunded, routinely collecting only about half of what they bill and being subsidized on the backs of other, moneymaking parts of the hospital.”  With additional financial pressures, that cushion is quickly eroding. USA Today reported recently that reductions in revenue from insurers and declining amounts of time patients spend in the hospital leave many facilities struggling financially.

Current Law:

The Contra Costa County Board of Supervisors recently requested the California Department of Health Services (DHS) to not allow the closure or downgrading of the emergency room at Doctors Medical Center in Pinole, California.  The Department did not intervene citing the following statutory limitations:

Health and Safety Code Sections 1255.1 and 1300 require hospitals to provide advance notice to the department, public hearings, and an Impact Evaluation Report, in order to close an emergency department.  The department explained that current state law “does not authorize DHS to prevent or delay downgrades or closures of emergency services, even when Impact Evaluations state the downgrades or closures will have an adverse impact upon the local community.”

The department also believes that it does not have the authority to force a private business to operate any specific services, other than services required for hospital licensure, which does not include emergency care (as per Health and Safety Code Section 1250a).

Possible Solutions:

AB 421, authored by Assembly Member Dion Aroner, would prohibit the closure of emergency services if a county or local emergency medical services agency concludes it would pose a danger to public health and safety.  Specifically, AB 421:

1. Prohibits DHS from approving a general acute care hospital's (hospital's) request for a permit for standby emergency services, or from permitting the closure of emergency services, if the county or its local emergency services agency (LEMSA) concludes that such a downgrade or closure would not be in the best interest of the general public.  Exempts rural hospitals, as defined, from these requirements.

2. Permits a hospital owner to appeal such a decision to the Secretary of Health and Human Services, according to procedures and timelines recommended by DHS.

3. Provides that the prohibition against DHS approving a downgrade or closure is inapplicable:

a) To a situation where DHS requires the closure of emergency services because a facility poses a danger to the health and safety of patients; or

b) If DHS makes a finding that the denial of a permit would imperil the financial stability of the hospital corporation.

4. Adds an evaluation of the economic impact on the owner of a facility, to the criteria to be considered in a LEMSA impact evaluation of a proposed downgrade or closure.

AB 421 is currently in the Senate Health and Human Services Committee.
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