TESTIMONY OF
THE DEPARTMENT OF THE ATTORNEY GENERAL
TWENTY-SEVENTH LEGISLATURE, 2013

ON THE FOLLOWING MEASURE:
H.B. NO. 1482, H.D. 1, RELATING TO HEALTH.

BEFORE THE:
HOUSE COMMITTEE ON CONSUMER PROTECTION & COMMERCE

DATE: Monday, February 25, 2013 TIME: 2:30 p.m.
LOCATION:  State Capitol, Room 325

TESTIFIER(S): David M. Louie, Attorney General, or
Ann Andreas, Deputy Attorney General

Chair McKelvey and Members of the Committee:

The Department of the Attorney General provides the following comments on this bill.

The purpose of this bill is to create a new part in chapter 323, Hawaii Revised Statutes,
that would: (1) require the Department of Health (DOH) to recognize hospitals or health care
facilities that meet the criteria for three levels of stroke care, (2) publish a list of recognized
hospitals and health care facilities and their levels of recognition, and (3) establish a statewide
stroke database.

While the general powers and duties of the DOH do not encompass establishing clinical
standards of care, this bill moves the DOH into that role, creating the potential for the DOH’s
exposure to significant liability. This bill requires the DOH to recognize three classifications of
stroke care programs. Each of the classifications reference criteria specified by the American
Heart Association, the American Stroke Association, or the Brain Attack Coalition. In addition,
at page 7, lines 5-8, this bill allows the DOH to accept an accreditation or certification from the
Joint Commission, or “other nationally recognized organizations that use criteria consistent with
the American Heart Association, the American Stroke Association or the Brain Attack
Coalition’s criteria.” The lack of specificity as to the standard by which the DOH will be
expected to determine the level of stroke care provided by a facility can be expected to create
opportunities for at least confusion, inconsistency, and ambiguity as the DOH proceeds with
implementation of the bill, and possibly liability for the State if the DOH’s actions or inability to

act contributed to a stroke patient’s injury or death.
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At page 9, lines 6-9, this bill also requires the DOH to “adopt standardized pre-hospital
stroke-triage assessment guidelines for use by recognized stroke centers and emergency medical
services and publish the guidelines on its website.” This provision is so vague that it can be read
as a mandate to redefine emergency medical services standards of care without providing any
criteria as to what those standards should be.

The Department of the Attorney General has concerns that this bill creates a “regulatory”
scheme, but provides no enforcement authority for the DOH. The lack of a fully developed
regulatory scheme also contributes to the potential for significant liability. For example, at page
6, lines 13-17, this bill requires the hospital or health care facility seeking recognition to submit
an application to the DOH without allowing the DOH to specify the contents of the application
or the documentation required to support the application. The bill fails to give the DOH any
authority to require additional documentation or investigate the facility seeking recognition. In
fact, if the facility submits documentation of its accreditation or certification from American
Heart Association, American Stroke Association, or Brain Attack Coalition, this bill requires the
DOH to presume that the facility meets the classification criteria set forth in the bill. Because
these organizations and the Joint Commission issue such accreditations or certifications, the
DOH’s determination that a facility meets the criteria for a certain level of recognition does not
appear to be necessary or meaningful. The bill, however, allows recognized hospitals and health
care facilities to advertise to the public their “state-approved status” and “state level
recognition.” Page 8, line 13.

The bill does not give the DOH any authority to enforce this regulatory scheme. As set
forth on page 7, lines 19-22, the only information that the DOH receives about a recognized
facility’s current status is an annual self-report by affidavit of its chief executive officer that the
facility “continues to meet” the necessary criteria. If the facility fails to meet criteria for
recognition for more than six weeks or chooses not to maintain its recognition, it self-reports that
failure or choice to the DOH. See page 8, lines 1-4. The bill, however, does not specify any
process for removal the facility’s name from the DOH’s list of recognized facilities. Other
common aspects of a regulatory scheme are missing from this bill. The bill does not specify a
complaint report and resolution process or authorize the DOH to establish such a process by

rulemaking. The DOH has no authority to suspend or revoke any facility’s level of recognition.
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The bill involves the DOH in improvement of care for stroke patients by mandating that
the DOH require both recognized stroke centers and emergency medical services to demonstrate
effective use of unspecified recommendations and clinical practice guidelines and maintain
quality assurance programs that include performance measurements and improvement activities.
See page 9, lines 11-16. The performance measurements will have to be consistent with
nationally recognized guidelines such as those published by the American Heart Association or
the Joint Commission, and reported to the DOH. Again, the lack of a specific standard creates
ambiguity, and the lack of any enforcement powers means that the DOH will be collecting
information that will not lead to remedial action.

In prior testimony on this bill’s companion measure, the Director of Health expressed
“some concerns over what liability the State may incur as an ostensible certifier of the quality of
medical practice and policy.” The Director’s concern is well founded. If a stroke patient
suffered a serious adverse outcome at a hospital or health care facility recognized by the DOH as
providing a certain level of care to stroke patients and if the care provided actually failed to meet
the criteria for the recognized level of care, the DOH could be exposed to significant liability for
the adverse outcome.

Accordingly, the Department of the Attorney General respectfully requests that the
Committee hold this bill.
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Monday, February 25, 2013 — 2:30 pm
Conference Room 325

The House Committee on Consumer Protection & Commerce

To: Representative Angus McKelvey, Chair
Representative Derek Kawakami, Vice Chair

From: Celeste Mausolf, RN, BSN, MBA
Executive Director, Cardiovascular Service Line

Re: HB 1482, HD1 RELATING TO HEALTH - Testimony in Strong Support

My name is Celeste Mausolf and | am the Executive Director of the Cardiovascular Service Line
for Hawaii Pacific Health (HPH). HPH is a nonprofit health care system and the state’s largest
health care provider anchored by its four nonprofit hospitals: Kapi'olani Medical Center for
Women & Children, Pali Momi Medical Center, Straub Clinic & Hospital and Wilcox Memorial
Hospital on Kauai. HPH is committed to providing the highest quality medical care and service
to the people of Hawai‘i and the Pacific Region through its four affiliated hospitals, 49 outpatient
clinics and service sites, more than 5,400 employees and 1,300 physicians on staff.

We are writing in strong support of HB 1482, HD1 which establishes a stroke system of care in
the State of Hawaii as well as requirements for the measuring, reporting and monitoring of
stroke care performance through data collection of a stroke database.

HB 1482, HD1 represents the collaborative efforts of the American Heart Association,
Department of Health, and various health care providers including Pali Momi Medical Center
and Straub Clinic & Hospital. This bill will help to create an effective system to support the rapid
assessment and triage of stroke patients so that they are treated in a timely manner. The
creation of this legislation will lead to greater collaboration and coordination among health care
providers, and most importantly facilitate better data collection to guide efforts to better patient
outcomes.

The bill is also drafted with sensitivity to the Department of Health’s budget considerations by
leveraging existing data collection and benchmarking activities to develop the much needed
data registry.

We are continuing our ongoing discussions with the stakeholders on this measure. We ask that
this Committee pass the bill so that these discussions can continue.

Thank you for the opportunity to provide this testimony.

FOR WOMEN & CHILDREN CLINIC & HOSPITAL

KAPLOLANI @) KAPLOLANI @) STRAUB [ wiicox Hearr

AT PALI MOMIN

Affiliates of Hawai'i Pacific Health
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H.B. 1482, HD1 Relating to Health
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We are Matthew Koenig, M.D., stroke neurologist and Associate Medical Director of Neurocritical Care, Karen Seth,
Director, Neuroscience Institute and Ancillary Services, and Cherylee Chang, M.D., Director of the Stroke Center
and Medical Director of the Neuroscience Institute/Neurocritical Care, all of The Queen’s Medical Center. We
would like to provide testimony in strong support of HB 1482, HD1, Relating to Health.

The Stroke Center at The Queen’s Medical Center has been the only hospital certified by The Joint Commission
(TJC) as a Primary Stroke Center in the State of Hawaii since 2004. Currently, TJC Primary Stroke Center
certification is the most widely recognized process for medical centers seeking certification nationally. “The Joint
Commission's Certificate of Distinction for Primary Stroke Centers recognizes centers that make exceptional efforts
to foster better outcomes for stroke care.”(1)

Queen’s has also been instrumental in working with the American Stroke Association, the Hawaii State Department
of Health (DOH), the Hawaii Neurological Society, and other hospitals and local organizations over the last sixteen
years to strengthen the State’s stroke system of care, including actively participating in a stroke coordinator
collaborative established by the American Stroke Association. We have been heavily involved with professional
and community stroke education and outreach efforts, such as sharing best practices at workshops about how other
hospitals can become certified as a TIC Primary Stroke Center. Queen’s is also the hub hospital for the The
Hawaiian Islands Regional Stroke Network, which is funded by a grant from the DOH Neurotrauma Supports
Fund. This network increases patient access to expert stroke consultation through the establishment of a
telemedicine-based regional stroke network and increases public education about the recognition of stroke
symptoms and the need to call 911.

As such, The Queen’s Stroke Center has been working to strengthen the system of stroke care throughout all areas
of the state. There is indeed a need to facilitate the development of stroke treatment capabilities and improve the
access to emergency stroke care across the state. As the leading cause of chronic adult disability and the third
leading cause of death, stroke is a major public health problem in Hawaii. Reliable data regarding the incidence of
stroke, access to acute stroke expertise, and utilization of alteplase (tPA) — the only FDA-approved treatment
proven to reduce long term disability in acute stroke — are currently lacking in the state. Based on our best estimate,
however, recent alteplase (tPA) utilization rates have been around one-third of the national average and far below
those of well-organized stroke systems of care in other states. The major barrier to acute stroke treatment in Hawaii
is the lack of a coordinated system of stroke care whereby patients with acute stroke symptoms are rapidly triaged
to centers with rapid, on-site stroke expertise. Without such a system, emergency physicians in the state are often
hesitant to treat patients with acute stroke at smaller hospitals where coordinated post-treatment care pathways and
other safety measures are lacking. In order to successfully address these problems, the majority of U.S. states have
passed similar legislation to adopt a coordinated statewide stroke system of care (see attached map). If the current

The mission of The Queen’s Health Systems is to fulfill the intent of Queen Emma and King Kamehameha IV to provide in
perpetuity quality health care services to improve the well-being of Native Hawaiians and all of the people of Hawai .



bill passes, Hawaii will join more than thirty states that have enacted similar legislation. Creation of a statewide
stroke system of care will lead to significant long term cost savings due to the reduction of chronic disability among
stroke survivors (see attached document).

The current bill has several merits that will directly improve acute stroke care in the State. All of these elements are
necessary for the State to meet current standards of care for acute stroke treatment as outlined in the 2013
Guidelines for the Early Management of Patients With Acute Ischemic Stroke from the American Heart
Association/American Stroke Association and endorsed by the American Academy of Neurology and the American
Association of Neurological Surgeons (see attached excerpt).

1) The bill outlines a recognition program for three tiers of acute stroke care: comprehensive stroke center,
primary stroke center, and stroke support facility. This recognition program provides an aspirational
framework for hospitals in the state to raise the level of stroke care we provide to meet current national
standards. It also provides a platform for appropriate pre-hospital triage by EMS and inter-hospital
collaborative care and transfer agreements so state hospitals can better work together to share stroke
expertise.

2) The bill supports efforts by EMS providers to establish a uniform tool for pre-hospital recognition of stroke
symptoms and early notification of emergency physicians so patients can be evaluated more efficiently and
receive treatment more rapidly.

3) The bill creates a statewide registry of stroke data overseen by the DOH, which will provide much needed
data about the incidence of acute stroke, alteplase (tPA) treatment rates, and quality-of-care indicators.
Importantly, these data will be collected and analyzed by the DOH without having to create a freestanding
registry or requiring hospitals to report redundant data. In Hawaii, hospitals already submit data through the
American Heart Association-sponsored database Get With The Guidelines — Stroke. By customizing the
Get With The Guidelines — Stroke database for Hawaii hospitals and allowing the DOH “super-user” access
to the existing database, the DOH will be able to evaluate the quality of stroke care without significant
additional expenses.

We are also supportive of the continued dialogue that the DOH and other stakeholders are engaging in around the
language of this measure. Pending the outcome of these discussions, amendments may be proposed at a later time.

As stroke providers, we see a tremendous need for a coordinated stroke system of care to address disparities in
access to stroke expertise throughout the state and reduce the chronic disability caused by stroke. This legislation is
a major step forward in advancing stroke care in the state and will directly benefit the people of Hawaii.

Thank you for the opportunity to testify.

Literature cited:

1. http://www.jointcommission.org/certification/primary stroke centers.aspx
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Guidelines for the Early Management of Patients
With Acute Ischemic Stroke

A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association

The American Academy of Newrology affirms the value of this guideline as an educational
tool for neurologisis.

Endorsed by the American Association of Neurological Surgeons and Congress
of Neurological Surgeons

Edward C. Jauch, MD, MS, FAHA, Chair; Jeftrey L. Saver, MD, FAHA, Vice Chair,
Harold P. Adams, Jr, MD, FAHA: Askiel Bruno, MD. MS; 1.1, (Buddy) Cennors, MD:
Bart M. Demaerschalk, MD, MSc; Pooja Khatri, MD., MSc¢, FAHA,;

Paul W. McMullan, Jr, MD, FAHA; Adnan I. Qureshi, MD., FAHA;

Kenneth Rosenfield, MD, FAHA; Phillip A. Scott, MD, FAHA;

Debbie R. Summers, RN, MSN, FAHA,; David Z. Wang, DO, FAHA;

Max Wintermark, MD; Howard Yonas, MD; on behalf of the American Heart Association Stroke
Council, Council on Cardiovascular Nursmg Council on Peripheral Vasauldr Disease,
and Council on Clinical Cardiolog

Background and Purpose—The authors present an over view of the current evidence and management recommendations
for evaluation and treatment of adults with acate ischemic stroke. The intended audiences are prehospital care providers,
phvmmnx cﬂimd health pro‘rcsu(ma]' ;and hmp]ml ddzna matrdtm 3 rmp@nszbic for Iha £are af acute mhumc stroke pamnls
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expertise, rcwcwe.,d i ka l]tf,mmm wﬂh mehm : 5 since thc pnor Gu:dclmu dﬂd dmﬁud rcc()mmunddmms in
accordance with the American Heart Association Stroke Council’s Level of Evidence grading algorithm.

Results—The goal of these guidelines is to limit the morbidity and mortality associated with stroke. The guidelines support
the overarching concept of stroke systerns of care and detail aspects of stroke care from patient recognition; emergency
medical services activation, transport, and triage; throngh the initial hours in the emergency department and stroke unit.
The guideline discusses early stroke evaluation and general medical care, as well as ischemic stroke, specific interventions
such as reperfusion strategies, and general physiological optimization for cerebral resuscitation.
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This stalement was approved by the American Heart Association Science Advisory and Coordinaiing Commitree on December 12, 2012 A copy of the
document is available al htip:/fmy.americanheari.orgfstatements by selecting either the "By Topic™ link or the "By Publication Dare” link, To purchase
additional veprints, call 843-216-2533 or e-mail kelleramsay @wolterskluwer.com.

The Execetive Swnmary is available as an online-only Data Supplement with this article af hitp://stroke.abajournals.or wilookup/suppl/
doit10.1161/STR.Ob013e318284056a/-/DCT.

The American Heart Association requests that this docwment be cited as follows: Jauch BC. Saver JL., Adams HF Jr, Bruno A, Connors J1. Demaerschalk
BM, Khatei P, McMulian PW Ir, Qureshi AT, Rosenfield K. Scott PA, Summers DR, Wang DZ. Wintermark M, Yonas H; on behall of the American Heart
Association Stroke Council, Cotneil on Cardiovaseniar Nursing, Councii on Peripheral Vascular Disease, and Council on Clinical Cardiclogy. Guidelines
for the early management of patients with acute ischemic stroke: a guideline for healtheare professionals from the American Heart Assoclation/American
Stroke Association, Stroke, 2013;44 mmeses
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development, visit bttp:/my.americanticart.org/statements and select the Policies and Development” link.

Permissions: Multiple copies, modification, alteration. enhancement, and/or distribution of this document are not permitted without the express
permission of the American Heart Association. Tnstructions for obwining permission are located at hetp:/fwvww. heort.org/HEARTORG/ General/Copyrigh-
Permission-Guidelines_UCM_300404_Articie jsp. A link to the “Copyright Perrmissions Request Form™ appears on the vight side of the page.

& 2013 American Heart Association, Inc.
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It one study, 9-1-1 dispatchers correctly identified 80% of

all stroke calls if the caller mentioned specific words such as
stroke, facial droop, weakness/fall, or communication prob-
lems.™ If there is diagnostic concordance of stroke between
dispatchers and paramedics, the scene time and nm times are
shortened.™ Once a stroke is suspected, it becomes a high-
priority dispatch.

EMS Assessment and Management

As detailed in the recent update of the AHA’s Emergency
Cardiovascular Care Committee reconunendations for acute
stroke, the primary goals of EMS assessment and manage-
ment are rapid evaluation, early stabilization, neurological
evalradon, and rapid transport and triage 0 a stroke-ready
hospital.'”” As in all scene responses, EMS personnel must
assess and manage the patient’s airway, breathing, and circula-
tion {ABCs). Most patients with acute ischemic stroke do not
require emergency airway management or acute inferventions
for respiratory and circulatory support.

Several prehospital interventions to improve the overall
physiological state may be beneficial to patients with suspected
acute siroke. Prehospital care has emerged from general prin-
ciples of resuscitation. Although data from prehospital clinical
trials are not always stroke-specilic, they do provide guidance
for making recommendations for potential stroke patients.
Although the routine use of supplemental oxygen remains
unproven, supplemental oxygen to maintaln oxygen satura-
tiens »945% is recommended after cardiac ditest and is reason-
able for patients with suspected stroke
patients who are hypotensive, defined a5 Bleod pr_essu;’e_i‘;;lg
nificantly lower than premorbid state of systolighlogd p‘ressﬁre

<120 mmHg, placement of the head of the stretchier flat dnd
ddmxmstrauon of isotonic bdllﬂb may lmprovc their Lmebml
perfision. In contias 3 erle
tolic blood pressure :
hospital blood pressure intervention is not proven; consulfation
with medical control may assist in making treatment decisions
regarding patients with extreme hypertension (systolic blood
pressure 2220 mmHg). The types of antihypertensive medica-
tions used in this setting are described in the inpatient section of
hypertension management. Hypoglycemia is frequently found
in patients with strokelike symptoms; thus, prehospital ghicose
testing is critical. ¥ a patient is found to have blood glicose
levels <60 mg/dE, intravenous administration of giucose may

3 In poteatial stroke,
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Once the initial paticnt assessment and stabilization are
complete, EMS personnel may obtain a focused history from
the patient or bystanders. The most important piece of infor-
malion necessary for potential fibrinolytic trealment is the
time of symptom onset, defined as the time the patient was
last known normal. Often patients are aphasic or are unaware
of their deficits and arrive withont accompanying family who
can provide necessary information. Thus, it is critical for BMS
personnel to establish the time the patent was last known nor-
mal from those at the scene. Other important historical ele-
ments nclude any sign of seizure activity or trauma before
onset of symptoms. Elements of the past medical history
can assist in the prehospital diagnosis of stroke or a stroke
mimic, such as history of seizures or hypoglycemia. A his-
tory of prior stroke, diabetes mellitus, hypertension, and wirial
fibrillation all increase the likelthood that the padent’s symp-
toms are caused by stroke. EMS personnel can identify cur-
rent medications, cspecially any anticoagulants, and recent
illnesses, surgery, or trauma. EMS persoancl also can obtain
phone mumbers at which family members or witnesses can
be reached by LIY personnel to provide further history after
arrival, When siroke patients are unable to provide informa-
ton to hospital care providers, BEMS personncl may consider
transporting a family member afong with the patient.

Once the primary survey is complete, EMS personoel
should perform a more focused organ system assessment, but
transpost should not be delayed. Numerous prehospital neu-
rological assessment tools have been developed to accurately

~identify stroke patieats, which facilitates appropriate field

Lmatmcn{. prearsival - aotification, and routing 1o an appro-
prigfe hosm_t_'ﬂ destination, ™ Given regional differences in

" stroke systens of care; Tocal EMS personnel may use a region-
ally. appropu.itf, syalidated prehospital newrological asscss-

v with-alb.prehospital evaluations, EMS personnel
vamalh; complete asecondary survey, reviewing the head and
neck for signs of trauma, anscultating the heart and lungs, and
observing the patient’s extremities for any signs of trauma.
To ensure optimal prehospital care, hospital siroke providers
should provide feedback to EMS agencies as part of continu-
ous quality imprevement projects.

As 1s the case for patients with trauma or acule myoccar-
dial infarction, prehospifal notification by EMS of 4 potential

stroke is egsential. Several studies have shown that prehos-
pital notification leads to sienificant reductions in several

TESOIVE LN nemOlogiCal Jelicits, FoT ROy ORI yCeric pauets,
excessive dextrose-containing fluids have the potential to exac-
erbate cerebral injury; thus, nesmal saline is more appropriate
it rehydration is required. Lastly, establishment of an intrave-
nous Hoe in the field not only facilitates the administration of
prehospital medications and fluids but can also shorten treat-
ment times in the BD. When possible, EMS may obtain blood
samples for laboratory testing en route to the ED, where they
can immediately be given fo the Jaboratory on arrival, These
steps may take place while stroke patients are being trans-
ported. There should be no delay in getting the stroke patient
to the ED by establishing intravenous access, checking blood
giucose level. or obtaining blood samples. Although all of these
recommendations represent the ideal scenario, it is critical that
interventions not delay transport of the patient to the hospital.

stroke time benchmarks, including thme from arrival 1o
physician assessment, CT performance. and CT interpreta-

tion, and is associated with higher rates of intravenous rtPA

admintstration, ™%
il e s

Air Medical Transport

Adr transport scrvice is particularly useful to facilitate stroke
care in remote areas. As part of regional stroke systems of
care, activation of air medical transport for stroke 1s reason-
able when ground transport to the nearest stroke-capable hos-
pital is =1 hour.* Local stroke hospitals may provide expertise
to help create activation protocols and mn-flight stroke man-
agement proiocols to ensure safe and appropriate patient
transports,™#

Downloaded from http://stroke.ahajournals.org/ at Hawaii Medical Library on February 22, 2013
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Interhospital Transport

With the development of primary stroke centers (PSCs) and
comprehensive stroke centers {CSCs), which offer intra-arte-
rial strategies, interhospital transfers of acute stroke patients
are increasingly common. Some patients are transferred
before fibrinolytic therapy, whereas others receive intravenous
rtPA and then are transferred for highes-Jevel care. Delaying
intravenous riPA therapy until after transport in otherwise
eligible patients decreases the chance for a good outcome.
In the “drip-and-ship™ model, in which the patient begins to
receive standard-dose intravenous rtPA. before transfer, well-
designed protocols that include strict adherence to blood
pressure guidelines, assessment for clinical deterioration and
fleeding, and aspiration precautions ensure safe Interhospital
transport, Transport personnel should be able to contact medi-
cal commuand or the receiving tacility about any change in the
patient’s condition en route.

Conclusions and Recommendations

FMSS arc essential elements in all stroke systems of care.
Beginning with public education on recognizing signs and
symptoms of stroke and the need for calling 9-1-1, these first
elements in the stroke chain of susrvival are arguably the most
impertant. Calling 9-1-1 and using EMS are the preferred ways
of providing optimal prehospital stroke care and transport (0
stroke centers. Specific time frames have been established for
the EMSS to follow on dispatch, response, and on-scene actiy-
ities, and thig should be monitored coginuotsty, Notitication
of the recelving institution before arrivigl is critical becanse
it facilitates the rapid diagnosis and management of stroke
paticnts, Al efforts must be made to aveid unnecessary dcld}s
during pafient transport. Statewide, stantardized EMS educa-

tion and stfofm CAre,; pmrocuia for BMSS. improve prehospital.

Recommendations

1. To increase both the number of patients who are
treated and the guality of care, educational stroke
programs for physicians, hospital personnel, and
EMS personnel are recommended (Class I, Level of
Evidenee B). (Unchanged from the previous guideline')

2. Activation of the 9-1-1 system by patienis or other
members of the public is strongly recommended
(Class f; Level of Evidence B). $-1-1 Dispatchers
shoold make stroke a priority dispatch, and trans-
port times should be minimized. (Unchanged from the

revious guideline!®)

3. Prehospital care providers should use prehospi-
tal stroke assessment tools, such as the Los Angeles
Prehospital Stroke Screen or Cincinnati Prehospital
Stroke Scale (Class I; Level of Evidence B). (Unchanged

_from the previous guideline!?)

4. EMS personnel should begin the initial management
of stroke in the field, ag outlined in Table 4 (Class §;
Level of Evidence B). Development of 2 stroke proto-
col to be used by EMS personnel is strongly encour-
aged. (Unchanged from the previpus suideline™)

5. Patients should be transported rapidly te the closest
available certified PST or CSC ox, if no such centers
exist, the most appropriate institution that provides
emergency stroke care as described in the statement
(Class I; Level of Evidence A). In some instances,
this may invelve air medical transport and hospital
bypass. (Revised from the previons guide

mi¢p&rsollnti _H(Juid provtd(, prehn‘:pitai nntiﬁcaﬂ

patient is en wuu 80 ﬁmt the appropriate hprItdi
resources may be mobilized ‘before patient arrival
(Class I; Level of Evidence B). (Revised from the previ-
diis guideline'®)

Designation of Stroke Centers and Stroke Care
' Quality Improvement Process

= -Stfok‘é 'S)‘éféms of Care

The ASAtash 1 six the development of stroke systems has
defiiied 4oy coraponents 0f-u regional stroke sysiem of care
and recommended methods for the implementation of stroke
systems.* Stroke systems of care integratc regional stroke

facilities, including acute stroke-ready hospitals (ASRIls) that

often have telemedicine and teleradiology capability, primary

and comprehensive stroke centers, EMSS, and public and gov-
and COMPrensnsive SToKe CeTHets, L, ‘ AR

ernmental agencies and resources. The goals of creating stroke
systems of care include stroke prevention, community stroke

Table 4. Prehospital Evaiuation and Management of Potential Stroke Patients

n el
TG PITETTUTAT

Mot Becommended

Assess and manage ABCs

Initlata cardiac monftoring

Provide supplemental oxygen to maintain 0, saluration >94%
Establish IV access per local protocol

Determine hlood glucose and treat accordingly

Detarmine time of symptom onset or last known normal, and abtain family contact
information, preferably a cell phone

Triage and rapidly fransport patient to nearest most appropriate stroke hespital
Notify hospital of penting stroks patient arrival

Do not initiate interventions for hyperiension uniass directsd by medical
command

Do not administer excessive IV fluids

Do not administer dexirose-containing fuids in nonhypogiyeemic
patients

Do not administer medications by mouth (maintain NPC)

Do not delay transport for prehospital interventions

ABCs indicates airway, breathing, and circulation; IV, intravenous; and NPO, nothing by mauth.

Downloaded from htto://stroke.ahajonrnals.org/ at Hawaii Medical Library on February 22, 2013
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education, optimal use of EMS, effective acute and subacute
stroke care, rehabilitation, and performance review of stroke
care delivery. Essential to effective stroke systems of care are

Early Management of Acute Ischemic Siroke 7

showed that CSCs had no gap in mortality rate between week-

day and weckend admissions, whereas mortality was higher
when patients were admitted on weekends at other stroke cen-

hospitals with the capacity and commitment fo deliver acuie
stroke care, botn in the ED and on the stroke unit. In regions
with cffective stroke systems, the majority of patlents are now
being transported to these stroke centers, which optimizes
their chances for timely appropriate therapy and admission {o
Sstroke units, bath of which decrease the morbidity and mortal-
ity associated with stroke '+

Hospital Stroke Capabilifies

Primary Stroke Cenier

The definition of a PSC was first published in 2000 This
article defined the critical prehospital and hospital elements
to deliver effective and efficient stroke care. Since The Joint
Commission (TIC) began providing PSC certification in 2004,
>800 certified PSCs have been established in the United States
{as of January 2011).% Regardless of certifying agent (TIC
or state health department), it is mandatory for all PSCs to
closely track their performance on key quality stroke care
measarements. [ cluster controlled clinical trials comparing
patent outcomes in PSCs with those in community hospitals
without specialized stroke care, patients with ischemic stroke
treated in centers with dedicated stroke resources had better
clnical outcomes®™ and mcreased rates of intravenous rtPA
administration.® In addition, numerous ebservational studies
have demonstrated that PSC certification imprgyves stroke care
in many ways, for instance, by shorteniing, door t'é‘iﬁbhysic%anf
contact tme, door to CT time, and door to'ingravenous PA
time, 2s well as by increasing rates of intravenois rtfA usel*#
Hogpitals that have implemented or gdmmci b‘LI’OkL, care have
demonsirated sustained § C. PHCASUTEY L
of stroke care que incliding inereased use of Infraveirobs ™
t1PA, increased Lipid profile testing, and improved deep vein
thromrbosis (VT prophylaxis %

Comprehensive Stroke Center

The recommendaiions to establish CSCs were published in
20055 In 2011, the ASA published the scientific staiement,
“Metrics for Measuring Quality of Care in Comprehensive
Stroke Centers,” which delineates the set of metrics and related
data that CSCs should track to ensure opiimal stroke outcome

and adherence to current recommendations. According to
E5C-showld-beable-to-offer 2447

ters.” In Finland, where stroke systemns of care are organized
i,

on a national level, a 7-year study of all stroke patients in the
country demonstrated a clear agsociation between the level of
acute stroke care and patient outcomes, with the lowest rates of
mortality and severe disability seen in CSCs."

Neurocritical care units are essential elements of C8Cs, The
need for neurclogically focused critical care has expanded
rapidly n the past 2 decades in parallel with an Increasing
ynderstanding of the nature of brain and spinal cord injury,
especially the secondary injuries that commonly occur,
Improvements in clinical oucome attributable o focused
critical care have been documented,™ ™ us have a reduction in
and an earlier recognition of complications™ and reduced days
of hospitalization. ™ In patients with acute ischemic stroke,
admission o newrceriiical care units shoueld be considered
for those with severe deficits, large-volume infarcts with the
potential for significant cercbral cdema, significant comorbid-
ities, blood pressure that is difficult w control, or prior intrave-
nons and intra-arterial recanalization interventions.

Acute Strole-Ready Hospital .

ASRHs, previously called stroke-capable hospirals, are hospi-
tals that have made an institutiona] commitment to effectively
and efficiently evaluate, diagnose, and treat most ED stroke
patients. but that do not have fully organized inpatient siroke
of care, ASRHs have many of the sume elements as

Writtén emé’rcency stroke care protocols
Wrztrun transfer agreement with a hospital with nearo-

¢ [p.oversée hmpudi stroke policies
dl’ld procedures {this may be a clinical staff member or
the designee of the hospital administrator)

Ability to administer intravenous rtPA

Ability o perform emergency brain imaging (g,
scan) at all thnes

Ability to conduct emergency faboratory testing atall times
Maintenance of a stroke patient fog

CT

Additionally, ASRHs have well-developed relationships
with regionai PSCs and CSCs for additional support. Stroke
L,xpcrtzsc and nenrnimaging mterpretation in ASRHs are offeh

tllbh\_, lbbULUJil\Ald(lﬂulis,
(24 hours per day, 7 days per week) state-of-the-art care on the
full spectrum of cerebrovascular diseases. A few states, inclad-
ing New lersey, Missouri, and Florida, have developed their
own legislative efforts to certify PSCs and CSCs, In the fall of
2012, TIC began providing acereditation for CSCs nsing many
of the metrics outlined in the ASA CSC publication,

The data highlighting the patient-centered benefits of inte-
grating CSCs into regional stroke systems of care are emerging.
Recently, Orange County, California, organized regional stroke
care around CSCs in a hub-and-spoke model, serving just over
3 million people.™ Among patients taken divectly to the C50s

in this model, 25.1% received acute reperfusion tera _therapies
{intravenous 11PA, endovascular therapies. or b!lh! A_1ecent
apalvsis of 134441 stroke patients m rsey hospitals

Sy SRt e Pe

inthe forms of telemedicine and teléradiology, which require
‘close collaboration within the regional siroke system of care.
m}/ ASRIE IO ol have suricient resourees o establish
and maintain a stroks unit; thus, in some circumstances,
once patients are diagnosed and initial treatments delivered,
patients ave transported 1o a PSC or C8C. ASRHs are also
responsible for EMS stroke education and integration into the
stroke svstem of care. The development of ASRHs has the
potential to greatly extend the reach of stroke systems of care
into underserved regions.

Telemedicine or “Telestroke”
With the rapid growth of telemedicine for stroke, more
data are now available supporting the use of telemedicing

Downloaded trom hitp://stroke.ahajournals,org/ at Hawaii Medical Library on February 22, 2013
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t0 deliver stroke care in regions without local stroke exper-
tse Y Telemedicine (also called relestroke) may help solve
the shortage of neurologists and radiologists, allowing hospi-
1als to become acute stroke ready.® Many uses of telemedi-
cine for stroke involve a hub-and-spoke medel, in which the
hub hospital, often a tertiary stroke center, provides specialty
services 1o spoke hospitals. Telemedicine is integrated audio
and visual remote assessment. Telemedicine can provide 24/7
acute stroke expertise to hospitals without full-time neurolog-
ical or radiological services at the spoke hospital.®® Although
the technological sophistication and prices of the systems can
vary, it is essential that the system have the capability to pro-
vide 2-way real-time audiovisual conferencing and share the
images. The benefits of welestroke are several: Telestroke opi-
mizes the use of intravenous rtPA to treat patients in hospi-
tals without an on-site nevrologist, decreases dme o initiafe
intravenous riPA, and provides treatment with similar safety
as PSCs (symptomatic intracerebral hemorrbage [sICH] in

%—T%, in-house mortality ratc 3.5%).5% Although the
cconomic issues regarding the use of telestroke remain to be
fully explored, the henefit of telestroke in extending timely
stroke care to remote hospitals is clear. These benefits include
immediate access to specialty consultations, reliable neuro-
logical examinations, and National Institutes of Health Stroke
Scate (NTHSS) scores; high rates of intravenous fibrinolysis
with low rates of hemorrhage; and mortality rates and func-
tional outcomes of intravenous fibrinolysis comparable (o
those in randomized trizls ** Therefore, when the physi-
cal presence of a stroke team physicids at the bedside is. ot
possible, telestroke should be establishetl so that: acidmondl
hospitals can potentially meet the Lrncna to bswmc ASRHs
dlld PS(’S 63,74 : i i HT

Teleradiology -

Teleradiology is a critical dxpu,t of 5trokc tclcmuhamc and

is defined as the ability €0 obtain radiographic images at one
locarion and transmit them to another for diagnostic and con-
sultative purposes.” According to these standards of practice,
the Centers for Medicare and Medicaid Services provide
reimbirsement for both intrastate and interstate teleradiol-
ogy services,™ and the TIC and other accrediting bodies
play an important role in the performance, appraisal, and cre-
dentialing of teleradiology systems.™ There are only a lim-
ited number of studies describing the use of teleradiology to

RTINS

measurements can be captured. For all certified PSCs, there
is an established database to capture the performances on the
8 TIC-mandated quality measures for stvoke care. Although
all certified PSCs submit their performance data o TIC quar-
terly, it is beneficial for all hospitals to establish a stroke care
data repository. Hospitals can then routinely track their stroke
care quality measurements, identify gaps and disparities in
providing stroke care, and vse these data to design programs
to address the gaps or disparities. One such example 1s the
Paui Coverdell National Acute Stroke Registry, which collects
data from § participating states, Data from the frst 4 proto-
type registries in Georgia, Massachuserts, Michigan, and Oluo
showed that overall, 4.51% of ischemic stroke patients were
receiving intravenous 1tPA on admission® By conducting
process Improvement programs, the Michigan Paul Coverdell
National Acute Stroke Registry showed that documentation
of the reasons for not giving intravenous rtPA increased by
13%.% Another example showed that hospitals participating in
the Paut Coverdeil National Acute Stroke Rogistry had signifi-
cant improvements in % of the 10 performance measures from
2005 to 2009, with one being that the average annual use of
intravenous rtPA increased by 11%.%

Cret With The Guidelines (GWTG)-Stroke, provided by the

AHASASA, is a patient manageniént and data coilection tool
that ensures continuous guality Traprovement of acute stroke
treatment and stroke provention. It focuses on care team pro-

tacols o ensure that stroke patients are managed according to
Cvuicn(.C based medicine, Currently, there are >1500 hospitals
in the Un]tcd Stateswsing the GWTG-Stroke program.® From
2003 t&: 2007, a study of 322 847 hospitalized stroke patients
in 790 U8 acadeifiic and community hospitals voluntarily par-

Y piéipatiig i the GWTO-Stroke program showed significant

improvement in stroke care by p
'mprovcmr:,nt “in F i

articipaiing in the program.
limes-based care within the

CSeyear period were as follows: intravenous riPA use within 2

hours, from 42.9% 10 72.84%; antithrombotics within 48 hours
of admission, from 91.46% 10 97.04%; DVT prophylaxis, from
73.79% to 89.54%; discharged on antithrombotic medication,
from 95.68% to 98.88%; anticoagulation [or atrial fibritlation,
from 93.3% to 98.39%:; treatment of low-density lipoprotein
cholesterol levels >100 mg/dL, from 73.63% 1o BR.25%:; and
smoking cessation efforts with cither medication or counsel-
ing, from 635.21% to 93.61%. A previous stady of adherence
to evidence-based interventions associated with the process

et orecontrastenianecd-CE e ansofthe-brat i Fhese
studies have mainly focused on the feasibility of a teleradiol-
ogy approach for stroke,”™ incinding some that used personal
digital assistants”™™ and smartphones.*#' One pilot study
provided encouraging preliminary evidence that neurologists
with stroke expertise can determine radiological mtravenous
rtPA eligibility via teleradiology.® Additional studies involy-
ing larger samples are necessary 1o validate these results.

Stroke Care Quality Improvement Process and
Lstablishment of Data Repositories

There 18 now sufficient literature supporiing the ndtiation
of stroke care quatity improvement processes. The suc-
cess Of such processes relies on the establishment of gual-
ity databases so that data on the performance of quality

Il“}ll.\)\'bulhi.li Fit] l\i ;Jl‘lb.li]bt'l:!a‘ Ld\jl \.‘Lut(.‘ U\J}}ub:;\.ili ;\‘E!LJVV\..d Eilur
the use of intravenous rtPA for patients with ischemic stroke
presenting within 2 hours of onset improved from 23.5% to
40.8%. Eleven of 13 quality stroke care measurements showed
statistically and ¢linically significant improvemeant.®

More recent analysis of the first 1 million patients from
1392 hospitals in GWTG-Stroke showed significant improve-
ments over time from 2003 to 2009 in quality of care (all-
or-none measure, 44.0% versus 84.3%:; +40.3%, P<0.0000.%
GWTG-Stroke also found disparities in stroke care between
men and women. Woraen received less defect-free care than
men (660.3% versus 71.1%; adjusted odds ratio {OR], 0.86;
659 confidence interval [CI], 0.85-0.87) and were less hikely
Lo be discharged home (41.0% versus 49.5%; adjusted OR,
0.84; 5% CL, 0.83-0.85)"
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Nevertheless, stroke care quality improvement should be an
ongoing process for every hospital. One example of this pro-
cess improvement is to shorten the door-to-needle time to <60
minutes. For every 15-minute reduction of door-to-needle time,
there 15 a 5% lower odds of in-hospital mortality (adjusted OR,
0.935; 95% CI, 0.92-0.98; P=0.0007). However, from this set
of GWTG-Suoke data, among 23 504 acute ischemic stroke
paticnts treated with intravenous rtPA within 3 hours of symp-
tom onset at 1082 hospital sites, only 26.6% of patients had a
docr-to-needle time of the recommended <60 minutes.”

Conchisions and Recommendations

All patients with stroke and ai risk for stroke benefit from the
development of stroke systems of care. btates and regions
should be encouraged to engage all regional stakeholders o
build stroke systems, which in the end will improve patient
cutcomes through prevention and treatment of stroke, as well

Recommendations

1. The creation of PSCs is recommended (Clasy I; Level
of Evidence Bj. The organization of such resonrces
will depend on local resources. The stroke system
design of regional ASRHs and PSCs that provide
emergency care and that are closely associated with
a CSC, which provides more exiensive care, has
considerable appeal. (anhanged ’rrom the previous
vmdeime”)

external body, such as TJC or state health depsit-
ment, is recommended (Class I; Level of Evidence B).
Additi()l’l‘li mcdmai centers shcmld Seck such cevtifi-

ciplinary quality unpmvemenf commitiee 16 Teview
and monitor stroke care quality benehmarks, indica-
tors, evidence-based practices, and outcomes (Class

I Level of Evidence B). The formation of a clinieal
process improvement tearn and the establishment of
a stroke care data bank are helpful for such quality of
care assurances. The data repository cau be used to
identify the paps or disparities in quality stroke care.
Once the gaps have been identified, specific interven-
tions can be initiated to address these gaps or dispari-

2. Certification of stroke centers: l;)) an mdepcnd&nt.

Early Management of Acute Ischemic Stroke b

rapid imaging interpretation in time for Gbrinolysis
decision making (Class I; Level af Evidence B). (New
recommendation)

7. The development of CSCs is recommended {Class I;
Level of Evidence (). (Unchanged Ifrom the previous
guideling’™)

8. Implementation of telestroke consultation in con-
junetion with stroke education and fraining for
healtheare providers can be useful in increasing the
use of intravenous riPA at community hospitals with-
out access to adequate onsite stroke expertise {Class
Ig; Level of Bvidence B), {(New recommendation)

9. The creation of ASRMs can be usehud (Class fa; Level
of Evidence C). As with PSCs, the organization of such
respurces will depend on local resources. The stroke
system design of regional ASKEEs and PSCs thal pro-
vide emergency care and that are closely assecialed

with a C8C, which prevides more extensive cave, has

considerable appeal. (New recommendation)

Emergency Evaluation and Diagnosis of Acute
Ischemic Stroke
Given the narrow therapeutic windows for treatment of acute
ischemic stroke, timely ED evaluaton and diagnosis of isch-
emic stroke are paramount. 2% Hospitals and EDs should cre-
ate efficient processes and pathways (0 manage stroke patients
m the EDY and inpatient settings. This should include the ability
to receive, identify, evaluate, treat, and/or refer patients with

y suspected sioke, as well as to obtain aceess to stroke expertise

when necessary for dizgnostic or treatment purposes.
A consensus panel convened by the National Institutes

“rof Newrological Diserders and Stroke (NINDS) established

geals for time frames in the r.valumon of stroke patients in

i &5 “stroke chain of
silfviva] was pmmott:ci as a ibmpl'ife for identifying critical
events in the ED identification. evaluation, and treatmem of
stroke patients {Table 3). By using this template and the time
goals, hospitals and EDs can create effective systems for opti-
mizing stroke patient care.®’

Emergency Triage and boitial Evalnation

ED parients with suspected acute stroke should be trisged with
the same priority as patients with acute myocardial infarction
or_serious trauma, regardless of the severity of neurclogi-

ties. (New recommendation)

4. For patients with suspected stroke, EMS should
bypass hospitals that do not have resources to treat
stroke and po to the closest facility most capable of
treating acute stroke (Class [; Level of Evidence B).
(Unchanged from the previous guideling'®)

5, For sites without im-house imaging interpretation
expertise, teleradiclogy systems approved by the
Food and Drug Administration (FDA) or eguivalent
erganization are recommended for timely review of
brain CT and MRI scans in patients with suspected
acute stroke (Class {; Level of Evidence B). (New
recommendation)

6. When implemented within a felestroke network,
teleradiology systems approved by the DA (or
equivalent organization) are wnseful in supporting

cal deficits. Although specific data on the efficacy ot stroke
screening tools end scoring systems are lacking for BI? triage,

Table 5, El-Based Care

Action Time

Door to physician <10 minutes

Doer to stoke team <15 minutes

Door to CT initiation <25 minutes

Door to T Interpretation <45 minutes
Door to drug (=80% compliance) <60 minutes
Door fo stroke unit admission 3 hours

CT indicates computed fomography; and ED, emergency deparimeri.
Source: Bock *
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MEDICAID SAVINGS WITH IMPROVED ACUTE STROKE CARE IN HAWAII

Stroke is the leading cause of long-term disability and the fourth leading cause of death in the adult population in
the United States. States have substantial influence on acute stroke care through policies related to primary
stroke centers (PSCs) and emergency medical services (EMS) routing protocol. Efforts to support these policies
can have significant impacts on improving stroke system of care, patient outcomes, and hence Medicaid
expenditure on stroke-related care in a state. This fact sheet presents these impacts on Medicaid expenditure on
nursing home care for Medicaid enrollees with acute ischemic stroke (AIS) based on an economic model with
Hawaii-specific information.

Stroke Facts in Hawaii
e About 795,000 Americans annually suffer from a stroke.? AIS accounts for about 87% of all strokes.
Among AlIS survivors > 65 years, 26% were institutionalized in a nursing home after 6 months.?
e Stroke affected 2.2% of the state population and accounted for 671 deaths in Hawaii in 2009.%*
e Medicaid spent an estimated $58 million on stroke-related care in 2011.°

Stroke Care
Intravenous tissue plasminogen activator (IV-tPA) improves neurological outcomes and reduces disability for
eligible AIS patients when administered within 3 hours of symptom onset.® Currently, < 5% of AlS patients are
treated with IV-tPA."®
e Lack of organized stroke care remains a significant challenge to receiving IV-tPA treatment.
e Hawaii has 1 Joint Commission-certified PSCs.” More patients receive IV-tPA in PSCs with at least one
year certification versus non-PSC hospitals (6.5 vs. 0.9%)."
e Onaverage, 2.5% of AIS patients receive IV-tPA with local services. Integrating an EMS routing protocol
within a PSC can further increase the treatment rate to 10.5%."

Potential Medicaid Savings with Improved Acute Stroke Care
e Medicaid savings with different assumptions of an increase in the proportion of AIS patients treated at
PSCs are shown in Figure 1.

Figure 1. Cost savings in Medicaid expenditure on
stroke-related care*

m1-year m5-year = 10-year
$15.0 y y y

@ $11.9M
o
S $100 $7.9M
$5.0 $4.0M $2.5 M $3.7 M
1.2 M )
01N $0.2 $0.3
500 | PV o M ‘il
10% 20% 30%

Absolute increase in proportion of AIS patients treated at PSCs
*Accounts for additional AIS patients treated each year

o A 20% absolute increase in the proportion of AIS patients treated at PSCs will lead to:
0 50 more patients receiving IV-tPA per year and 4 fewer patients with disability per year.
0 Medicaid savings of $195,838 at one year, and $2.5 million and $7.9 million at five and ten years,
respectively.

e The integration of an EMS system within a PSC versus local services will lead to:
0 356 more patients receiving IV-tPA per year and 29 fewer patients with disability per year.
0 Medicaid savings of $1.4 million at one year, and $17.7 million and $56.6 million at five and ten
years, respectively.
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AHA Model Legislation

Designation of hospitals by Depts of Health based on TJC criteria
for Primary Stroke Centers (PSC)

* Recognize other certification levels as they become available

EMS assessment, treatment and transport
« Adoption of EMS stroke triage assessment tool
* Pre-hospital care protocols, including routing
 Training requirements

Continuous gquality improvement plan
 State-wide database
 Analysis, identification of interventions & recommendations

Coverage for telemedicine services

Stroke systems of care task force

- Genentech
1 Government Affairs




31 states have passed legislation to advance stroke system of care:

AZ, AL, AR, CT, DE, FL, GA, IL, IN, IA, KY, LA, MA, MD, MS, MO, NC, ND, NJ,
NV, NM, NY, OK, PA, RI, TN, TX, SC, VA, VT, WA

The legislation and rules passed in these states includes a variety of
elements found in the model bill and places their respective state on the
path to a successful stroke system of care.



22 states are in the process of implementing rules reqgarding stroke care:

AL, AZ, DE, GA, IA, IL, KY, LA, MA, MD, MO, NV, ND, NJ, OK, PA, RI,
TX, SC, VT, VA, WA

« Some states take multiple years to implement regulations

 Try to mandate 1-2 year implementation after legislation
Genentech

Government Aftairs



15 States have passed legislation that mandates that
private payers reimburse for telemedicine consults
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Healthcare Association

of Hawaii

HOUSE COMMITTEE ON CONSUMER PROTECTION & COMMERCE
Rep. Angus L.K. McKelvey, Chair

February 25, 2013 at 2:30 p.m.
Conference Room 325

Supporting HB 1482 HD 1: Relating to Health

The Healthcare Association of Hawaii advocates for its member organizations that span the
entire spectrum of health care, including all acute care hospitals, as well as long term care
facilities, home care agencies, and hospices. In addition to providing quality care to all of
Hawaii’s residents, our members contribute significantly to Hawaii’s economy by employing
over 40,000 people. Thank you for this opportunity to testify in support of HB 1482 HD 1,
which creates an infrastructure for the classification of three levels of stroke hospitals that is
designed to improve the care of stroke patients.

Each year more than 700,000 Americans have a stroke, with about 160,000 dying from stroke-
related causes (National Institute of Neurological Disorders and Stroke website, National
Institutes of Health). Stroke is the third leading cause of death in the United States when
considered independently of other cardiovascular diseases. Stroke also remains a leading cause
of serious, long-term disability in the United States.

Major advances have been made in the past several decades regarding stroke prevention,
treatment, and rehabilitation. However, significant obstacles remain in ensuring that scientific
advances are consistently translated into clinical practice.

The American Heart Association, the American Stroke Association, and the Brain Attack
Coalition have performed extensive research on stroke care and have compiled the most
effective evidence-based practices in organized formats that can be adopted by hospitals. This
bill requires hospitals in each of the three levels to adopt the appropriate set of practices. This
bill is part of a national effort to ensure that stroke patients receive the best possible care.

Thank you for the opportunity to testify in support of HB 1482 HD 1.
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AMERICAN OSTEOPATHIC ASSOCIATION

142 E. Ontario St., Chicago, IL 60611-2864 (312) 202-8000 | (800) 621-1773 | .osteopathic.org

February 22, 2013

The Honorable Angus L. K. McKelvey

Chair, House Committee on Consumer Protection & Commerce
Hawnaii State Capitol, Room 320

Honolulu, HI 96813

Dear Chairman McKelvey:

The American Osteopathic Association (AOA) is writing to urge you to amend the statutory
language of § 323-B(c) within HB 1482. Our proposed amendment would recognize the AOA’s
Healthcare Facilities Accreditation Program (AOA/HFAP) as an accrediting body deemed sufficient
to provide hospitals with accreditation status as a level I comprehensive stroke center, level 11
primary stroke center or level I1I stroke support facility. As currently written, HB 1482 fails to
explicitly recognize AOA/HFAP certification for stroke centers, which ate in line with both the
American Heart Association and the Brain Attack Coalition’s criterion at each level. Excluding an
accrediting organization that is equipped to license hospital stroke centers in a user-friendly and
cost-effective manner is a disservice to health care facilities within Hawaii and an indirect detriment
to the patients within them.

AOA/HFAP is a nationally recognized accreditation organization conducting accreditation sutveys
for more than 65 years. AOA/HFAP meets or exceeds all standards required by the Centers for
Medicare and Medicaid Services (CMS) to provide accreditation to hospitals, ambulatory
care/surgical facilities, mental health facilities, physical rehabilitation facilities, clinical laboratories
and critical access hospitals, and has maintained its deeming authority continuously since the
inception of CMS. AOA/HFAP is also recognized by the National Committee for Quality
Assurance (NCQA), Accreditation Council for Graduate Medical Education (ACGME) and 38 State
Departments of Public Health.

AOA/HFAP requests that § 323-B(c) (in approximate wording) be amended to the following:

“Hospitals or health care facilities that submit documentation showing accreditation or certification
from the American Heart Association, American Stroke Association, or Brain Attack Coalition as a
comprehensive stroke center, primary stroke center, or stroke support facility shall be presumed to
meet the criteria in subsection (a) for recognition as a level I comprehensive stroke center, level 11
primary stroke center, or level I1I stroke support facility, as applicable. The department may accept
and consider an accreditation or certification from The Joint Commission, Healthcare Facilities
Accreditation Program, or other nationally recognized organizations that use criteria consistent with
the American Heart Association, American Stroke Association, or Brain Attack Coalition's
criteria...”




The Honorable Angus L. K. McKelvey
February 22, 2013
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AOA/HFAP accreditation is equivalent to the accreditation that is already recognized in the
language of § 323-B(c). HFAP has been certifying primary stroke centers since 2006, and as
standards and market demand have evolved, so has the program into three types of certification:
stroke ready center certification (level I1I), primary stroke center certification (level II) and
comprehensive stroke center certification (level I). The foundation of the AOA/HFAP stroke
center certification standards are built on the American Heart Association guidelines, as well as the
Brain Attack Coalition’s criteria. Stroke centers certified by AOA/HFAP are also required to submit
clinical performance measures to HFAP, the American Heart Association ‘Get with the Guidelines’
and CMS on a quarterly basis, as per best practice guidelines and the 2013 CMS directive.

Survey standards focus on the same core areas as the Joint Commission and similarly are guided by
recommendations set forth from the Brain Attack Coalition and American Heart
Association/Ametican Stroke Association. These include (but ate not limited to) organization
support, service infrastructure, treatment protocols for diagnosis, assessment, clinical care,
rehabilitative referrals and discharge preparation. Recognizing the equivalency of AOA/HFAP is
consistent with the purpose of § 323-B(c) in establishing a stroke system of care in Hawaii by
recognizing three levels of care and establishing requirements for the measuring, reporting and
monitoring of stroke care performance.

We urge you to recognize AOA/HFAP’s equivalent certification sutvey standards by
amending HB 1482. Should you need any additional information, please feel free to contact Joseph
L. Cappiello, BSN, MA, HFAP Chief Operating Officer, at (800) 621-1773, ext. 8072.

Sincerely,

/éﬁ E Sloarons, B>

Ray E. Stowers, DO, FACOFP disz.
President, AOA

CC: Norman E. Vinn, DO, AOA President-elect
Mark A. Baker, DO, Chair, AOA Department of Governmental Affairs
Joseph A. Giaimo, DO, Chair, AOA Bureau of State Government Affairs
Les Barrickman, DO, President, Hawaii Association of Osteopathic Physicians and Surgeons
John B. Crosby, JD, AOA Executive Director
Sydney Olson, AOA Associate Executive Director, Advocacy and Government Relations
Linda Mascheri, Director, AOA Department of State, Affiliate and International Affairs
Michael J. Zarski, JD, HFAP Chief Executive Officer
Joseph L. Cappiello, BSN, MA, HFAP Chief Operating Officer
Nicholas A. Schilligo, MS, Director, AOA Division of State Government Affairs
Amy Bolivar, Manager, Executive Projects and Communications
Marcia Batchelder, Executive Director, Hawaii Association of Osteopathic Physicians and
Surgeons



As a young stroke survivor (I had a stroke at the age of 31 years old) I believe that
improving the stroke system of care in Hawaii is imperative to allow people like me who suffer
stroke to have a fair chance to continue on with a “normal” life after stroke. Stroke is one of the
leading causes of disability in the United States; and improved stroke systems of care help
reduce the severity of the disability that can result from strokes. | feel very fortunate to have
been close to a hospital designated as a primary stroke center when | had my stroke. Due to the
immediate treatment and fast thinking of the doctors in emergency room in Englewood New
Jersey, | was administered a tPA promptly to dissolve my clot and allow the blood to resume
flowing through my brain. I was in an induced coma for three days, due to the severity of the clot
and brain swelling. Once stabilized, | was transferred to a comprehensive stroke center
(Overlook Hospital in Summit NJ) to handle my treatment upon awakening.

Fortunately, | woke up; and within a couple of weeks | was able to regain most of
my gross motor movements, and today | am proud to say that while I am not 100% better
physically (I have still not regained the fine motor dexterity of my left hand), from a cognitive
standpoint I am able to function at a very high level. | recently passed the Hawaii Bar Exam, and
am a practicing attorney again. | understand that Hawaii has unique issues with providing
immediate care to people who suffer strokes in less populated areas, especially on the neighbor
islands, however, people living in all areas of Hawaii need to have fast access to effective
medical treatment when they are faced with a life threatening health event like stroke, especially
when the time delay in obtaining treatment could be the difference between being bound to a
wheelchair to maintaining the ability to run. Improving stroke systems of care will help to
ensure that people in Hawaii have a fair chance at enjoying all the unique joys and pleasures that
Hawaii has to offer even after a devastating event like stroke. I’m thankful that I can still go
hiking and running when | want to. And most importantly, I’'m thankful that I am able to
meaningfully participate in the workforce at as an attorney to be a voice for others. | am also
extremely grateful to have the opportunity to voice my support for a bill like this.
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