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INTRODUCTION

The COVID-19 pandemic has disrupted health
care around the globe. In the United States,
where it has claimed the lives of more than
185,000 people, health systems in every state
have been stretched — in some cases severely.

The novel coronavirus has exposed and
exacerbated existing weaknesses that have
long been the focus of the Commonwealth
Fund’s Scorecard on State Health System
Performance. First, because most Americans
get their health insurance through an
employer, recent job losses have widened
coverage gaps that existed prior to the crisis.
The Urban Institute projects that 10 million
people will lose their employer coverage by
year’s end, leaving 3.5 million uninsured.!
The loss of job-based coverage has also
brought into sharp relief the impact of states’
decisions not to expand Medicaid eligibility
for low-income residents; 12 states have yet to
expand their programs as allowed under the
Affordable Care Act (ACA).?
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Second, Black, Latino, and other communities
of color, already more likely to be uninsured,
have been disproportionally burdened

by COVID-19 and the related economic
fallout. Systemic racial and ethnic inequities
in health care access and quality have
contributed to higher hospitalization and
mortality rates from COVID-19 among Black,
Latino, American Indian, and Alaska Native
individuals, among others.

Third, the pandemic has exposed the
vulnerability of health providers reliant on
the fee-for-service payment system. Many are
facing steep revenue losses and the threat of
closure as social-distancing restrictions, fear,
and a nose-diving economy have driven down
both the supply and demand for routine and
elective care.’

Finally, the country faces many unanswered
questions on the extent to which COVID-19
and the ongoing economic fallout will
contribute to suicides, deaths from alcohol
and substance use, and further erosion of
Americans’ life expectancy.



The Commonwealth Fund’s 2020 Scorecard on State Health
System Performance assesses all 50 states and the District of
Columbia on 49 measures of access to health care, quality
of care, service use and costs of care, health outcomes, and
income-based health care disparities.

The 2020 Scorecard documents state-level
variation in U.S. health care performance prior to
COVID-19’s emergence. The report draws on the most
currently available, comprehensive, state-level data, which
unfortunately lags in this rapidly evolving environment.
Still, the report provides important state-specific context
for discussing the pandemic’s implications.

The 2020 Scorecard introduces new

performance measures:
e State-based public health spending.

¢ Primary care spending among Medicare beneficiaries

and those with employer coverage.

Also included are data on racial and ethnic inequity,
focusing on the disparity between white people and
communities of color for a subset of indicators spanning
health care access, quality, and health outcomes. (These
data are referenced throughout the report but are not

used to calculate state rankings.)

For the first time, the 2020 Scorecard also reports price
information for health services at a state level (not used in
state rankings).

“

See ” for additional information on

indicators and ranking approach.
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SCORECARD HIGHLIGHTS

Hawaii, Massachusetts,
Minnesota, lowa, and
Connecticut are the top-
ranked states in the 2020
Scorecard on State Health
System Performance. See here
for complete state rankings.

In the following sections,

we examine three areas

of concern that may be
exacerbated by the pandemic:

=== |nsurance coverage
gains associated with
the Affordable Care
Act (ACA) have stalled,
and affordability and
out-of-pocket costs are

worsening.

=== |ncreased prices for
health care services are
a major driver of overall
spending growth, and
this has led to higher
costs for consumers in
commercial plans.

=== Premature deaths from
treatable conditions and
deaths from suicide,
alcohol, and drug
overdose continue to
impact life expectancy.
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Previous Insurance Coverage Gains
Have Stalled; Affordability a Major
Concern

Health insurance in the United States is built around
employment, and most Americans under age 65 (around
159 million people) get their insurance through their own
job or the job of a family member.* The ACA’s subsidized
coverage expansions were designed to fill the gap for
people without access to employer health plans, including
those who lose their benefits because of job loss. The
economic collapse triggered by the coronavirus pandemic
is the first recession in which these provisions have been in
place to stem job-related coverage losses.

Below we describe the state of coverage before the
pandemic, what is known about the number of people
who lost employer coverage in the downturn, and the
degree to which people found insurance through the
ACA’s expansions.

Trends in coverage and access. Federal data
indicate more than 30 million people were uninsured

in 2018, about 30 million fewer than the Congressional
Budget Office (CBO) had predicted prior to the ACA’s
major coverage reforms.® The biggest post-ACA coverage
gains in all states occurred between 2014 and 2016. After
2016, gains stalled in 23 states and even began to erode in
22 states (Exhibit 1). The five states whose uninsured rates
fell after 2016 had all expanded Medicaid eligibility; they
include Alaska and Louisiana, which expanded Medicaid
in 2015 and 2016, respectively.

The primary purpose of health insurance is to enable
timely access to health care through the reduction

of cost barriers. In most states, access improvements
post-ACA enactment followed a pattern similar to

what was seen for insurance coverage. The share of
adults who reported going without care because of cost
declined in a majority of states between 2014 and 2016.
But after 2016, adults in 21 states experienced little or no
improvement on this access measure, and 15 states saw
arise in the share of adults going without care because
of cost (Exhibit 2).
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Exhibit 1. Gains in uninsured rates
flattened, and even changed direction,
after 2016

Average annual percent change, 2014 to 2016

M

() Improving (50 states)

Uninsured rate fell by 2% or more per year

No change (O states)
Uninsured rate changed less than 2% per year

. Worsening (O states)
Uninsured rate rose by 2% or more per year

Average annual percent change, 2016 to 2018

@&
< 4

Improving (5 states)
Uninsured rate fell by 2% or more per year

No change (23 states)
Uninsured rate changed less than 2% per year

. Worsening (22 states)
Uninsured rate rose by 2% or more per year

Notes: Nonelderly adults ages 19—64. District of Columbia notincluded in
legend counts.

Data: U.S. Census Bureau, 2014—-2018 One-Year American Community Survey,
Public Use Microdata Sample (ACS PUMS).
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Exhibit 2. Adults in 15 states were more
likely to avoid care because of cost
concerns after 2016

Average annual percent change, 2014 to 2016

() Improving (35 states)
Adults with cost barriers fell by 2% or more per year

No change (9 states)
Adults with cost barriers changed less than 2% per year

@ Vorsening (6 states)
Adults with cost barriers rose by 2% or more per year

Average annual percent change, 2016 to 2018

o

o Improving (14 states)
Adults with cost barriers fell by 2% or more per year

No change (21 states)
Adults with cost barriers changed less than 2% per year

. Worsening (15 states)
Adults with cost barriers rose by 2% or more per year

Notes: Adults age 18 and older. District of Columbia not included in legend
counts.

Data: 2014-2018 Behavioral Risk Factor Surveillance System (BRFSS).
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Racial and ethnic inequities in coverage persist
and are at risk of worsening. Before the ACA, the
uninsured were disproportionately people with low and
moderate incomes and people of color. Research has found
that the coverage expansions significantly narrowed both
income and racial and ethnic inequities in coverage and
access.* However, these improvements largely stalled in
most states after 2016. In 2018, the uninsured rate for both
Black and Latino adults was at least five percentage points
higher than it was for white adults in 17 states (Exhibit 3).

Four principal factors have driven the stalled gains and
coverage erosion after 2016:

e Twelve states have yet to expand eligibility for
Medicaid; uninsured rates in those states were among
the highest in 2018 (Exhibit 4).

e Intheindividual market, premiums become less
affordable as income rises, particularly over the subsidy
threshold of 400 percent of the federal poverty level
($49,960 for an individual and $103,000 for a family of
four in 2020) where people pay the full premium.

e Actions by Congress and the Trump administration
related to the individual market and Medicaid
programs, along with immigration policies, have
reduced enrollment.

e Undocumented immigrants are ineligible for
subsidized coverage under the ACA.

Implications of the pandemic for health
insurance coverage. More than 50 million people
have lost jobs or been furloughed since March.” By August,
the national unemployment rate was 8.4 percent; and as of
July, Massachusetts, New York, and Nevada had the highest
unemployment rates.® A Commonwealth Fund survey
conducted in May 2020 found that about 40 percent of
respondents, or their spouses or partners, who experienced
job dislocation had coverage through an affected job, and
one in five of those affected reported being uninsured.’
Because many of the affected jobs were in industries that
often do not provide insurance, many respondents (three
in 10) were uninsured prior to the pandemic. Black and
Latino adults have been more likely to lose jobs during the
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Exhibit 3. In 17 states, there was at least a five-point disparity in the adult uninsured rate
between white and both Black and Hispanic adults
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Notes: States arranged in order of the uninsured rate for white adults. Nonelderly adults ages 19—64. Alaska, Montana, Maine, North Dakota, Vermont, and the
District of Columbia do not have sufficient sample size for at least two races or ethnicities. Rhode Island, Hawaii, New Hampshire, New Mexico, Utah, South Dakota,
West Virginia, Wyoming and Idaho do not have sufficient sample size for one race or ethnicity.

Data: U.S. Census Bureau, 2018 One-Year American Community Survey, Public Use Microdata Sample (ACS PUMS).

Exhibit 4. Four of the 12 states that have yet to expand Medicaid had among the highest
adult uninsured rates in 2018

percent @ Medicaid expansion states as of January 1, 2018
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Notes: Maine, Virginia, Utah, and Idaho implemented Medicaid expansion after January 1, 2018. Missouri, Nebraska, and Oklahoma have passed but have not yet
implemented. Nonelderly adults ages 19—64.
Data: U.S. Census Bureau, 2018 One-Year American Community Survey, Public Use Microdata Sample (ACS PUMS).
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pandemic, but almost half of Black adults and one-third

of Latino adults live in states that have not yet expanded
Medicaid, leaving them at high risk of staying or becoming
uninsured. As of September 2020, more than 35 million
people in the United States are estimated to be uninsured.!
The question is how many people who have lost job-based
coverage will enroll in marketplace plans during the open
enrollment period that begins on November 1.

Health Care Prices Drive Spending
Growth and Rising Costs for
Consumers

Health care spending growth is a perpetual policy

concern in the United States. High spending threatens the
sustainability of public insurance programs and affects
premium costs and out-of-pocket cost-sharing for the more
than 170 million Americans enrolled in commercial plans.!
Fee-for-service payment models have left many providers
financially vulnerable in the wake of social-distancing
restrictions and lower demand for care.

Short-term revenue losses among providers will certainly
rebound, but the long-term impact of the pandemic on
providers’ bottom line is uncertain.'? To the extent that
volumes remain lower than once expected or the supply
of providers decreases within markets, providers may
raise prices.

Prices paid by commercial insurers are higher
than Medicare rates for similar services.
Researchers and policymakers have been able to track
spending for health care services, but only recently have
they been able to break down total spending estimates into
utilization and price-per-service components. Estimates
suggest that about three-quarters of the growth in health
care spending between 2014 and 2018 can be attributed to
price increases.!®

Arecent state analysis compared prices paid by commercial
employer-sponsored plans for inpatient hospital services

to Medicare payment rates for similar services. It found
significant variation, with commercial insurers paying
between 140 percent of Medicare prices in Hawaii and 274
percent in Oregon (Exhibit 5)." Prices can vary for a number
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ofreasons. In Rhode Island, for example, where prices are 158
percent of Medicare, the state drove down prices through
insurer rate regulation.”” The presence of market-dominant,
not-for-profit insurers with strong price negotiation leverage
also can work to mitigate higher prices.

High prices have consequences. When health providers
charge private insurers higher prices, insurers pass along
those higher costs to employers by increasing premiums.
Ultimately, employees bear the burden through higher
premium contributions, deductibles, out-of-pocket medical
costs, and reduced wages. States where providers charge
the highest prices also tended to have the highest average
premium costs in terms of both employer and employee
contributions (Exhibit 6).

U.S.investmentin primary care is low and
could be further weakened by the pandemic.
The COVID-19 pandemic fueled a 70 percent drop in
in-person outpatient visits in March 2020, including a
50 percent drop for primary care providers. This was
the result of social distancing restrictions, public fear of
the virus, and safety precautions taken by providers.®
Visit volumes have rebounded somewhat, and that will
continue. Still, primary care’s vulnerability to steep
demand and revenue declines is concerning.

Pre-COVID data on primary care spending can inform
our eventual understanding of the outbreak’s impact.
Among Medicare beneficiaries in 2017, for example,
primary care accounted for just under 6 percent of

all medical spending, translating to about $712 per
beneficiary per year nationally. State rates ranged from
less than 5 percent in Rhode Island and New Hampshire
to more than 7 percent in Tennessee (Exhibit 7). American
investment in primary care was already low relative to
international benchmarks. Among Medicare beneficiaries,
for example, primary care spending amounts to only

about half the OECD country average of 12 percent.” There
is significant uncertainty about whether the combined
effects of the pandemic and economic collapse will further
drive down primary care use. If that scenario materializes,
forgone care and subsequent gaps in chronic disease
management will contribute to avoidable illness and higher
non-COVID mortality.'®
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Exhibit 5. Prices for hospital inpatient care paid by commercial insurers are higher than

Medicare prices in every state

Commercial prices for inpatient care as a percentage of Medicare prices
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Data: 2017 IBM Watson Health MarketScan Database and Medicare’s Healthcare Cost Report Information System (HCRIS); Michael E. Chernew, Andrew L. Hicks, and Shivani
A.Shah, “Wide State-Level Variation in Commercial Health Care Prices Suggests Uneven Impact of Price Regulation,” Health Affairs, published online May 4, 2020.

Exhibit 6. Higher premiums for employer coverage are associated with higher commercial

prices for health care services, 2017
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Exhibit 7. The percentage of total Medicare spending on primary care is low throughout
the U.S,, but it varies by more than 50 percent across states

Percent of each state’s total Medicare spending on primary care
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Data: Centers for Medicare and Medicaid Services, 2017 Limited Data Set (LDS) 5% sample. Analysis by Westat.

Health Outcomes

The COVID-19 pandemic has triggered a public health and
economic crisis at a time when American health outcomes
were already moving in the wrong direction. Decades-long
gains in life expectancy reversed after 2014, and adults of all
races and ethnicities have been dying at increased rates."”
These trends are likely to continue in the wake of more than
185,000 COVID-19 deaths, and they may be exacerbated by
the deep decline in the use of health care services unrelated
to the disease and the greatest increase in unemployment
since the Great Depression.

Deaths from suicide, alcohol, and drug
overdose. Deaths from suicide, alcohol, and drug
overdose have all climbed over the past few decades and
have been an important contributor to recent mortality
trends (Exhibit 8).2° These types of death differ significantly
in terms of regional impact (Exhibit 9).

Opioids have been a critical driver, particularly since

2012, when the impact of synthetic opioids like fentanyl
expanded. Since then, synthetic opioid overdoses have
grown from 6 percent of all overdose deaths to nearly half

commonwealthfund.org

(Exhibit 10). In 2018, the U.S. reported its first significant
decline in drug overdose deaths in decades; however,

the rate of synthetic opioid overdose deaths increased
another 10 percent. Ten states and the District of Columbia
attributed more than 20 deaths per 100,000 people to this
cause. Unfortunately, preliminary estimates from the
Centers for Disease Control and Prevention also show that
drug overdose deaths jumped again in 2019, despite recent
federal support and state efforts (preliminary 2019 data not
shown in Exhibit 8).2!

Research indicates that higher local unemployment or
economic shocks may be associated with increased overdose
deaths from opioids or other drugs, as well as poor mental
health.”? Experts have warned about potential consequences
from COVID-19 on so-called deaths of despair, and recent
reports indicate increases in overdose deaths in 2020.%

The 38 states that, along with the District of Columbia,

have expanded their Medicaid programs are much better
prepared to address a pandemic-related rise in substance
use. Studies have found that the ACA’'s Medicaid expansion
isassociated with improvement in access to mental health
care,? greater access to medication-assisted treatment,” and
fewer opioid-related overdose deaths and hospitalizations.?
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Exhibit 8. Suicide and alcohol deaths rose modestly in 2018. Though drug overdoses dropped
for the first time in decades, preliminary 2019 data shows that they have jumped back up

Age-adjusted deaths per 100,000

Cumulative
percent increase
25 2005-2018
20.7
20 105%
Drug overdose
15 14.2 30%
10.9 Suicide
o 41%
101 9.9  Alcohol
5 7.0

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Note: Preliminary 2019 drug overdose data from the CDC is not included in this exhibit (see text).
Data: 2005—2018 National Vital Statistics System (NVSS), via CDC WONDER.

Exhibit 9. Deaths from suicide, alcohol, and drug overdoses display significant regional
variation

Suicide Alcohol Drug overdose

Age-adjusted deaths per 100,000 Age-adjusted deaths per 100,000 Age-adjusted deaths per 100,000
7.5-13.7 (14 states) 5.7-7.8 (14 states) 6.9—-14.3 (14 states)

@ 13.8-19.3 (24 states) @® 8.6-13.0(23 states) @® 14.6-27.5(24 states)

@ 19.4-25.2(12 states) @ 13.6-32.7 (13 states) @ 27.9-51.5(12 states)

Note: District of Columbia notincluded in legend counts.
Data: 2018 National Vital Statistics System (NVSS), via CDC WONDER.
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Exhibit 10. Opioids contributed heavily to the overall rise in overdose deaths between
2009 and 2018, largely due to synthetic opioids

Share of drug overdose deaths due to opioids

N

25

20

15

10 All drug overdose deaths

Age-adjusted deaths per 100,000

2009 2010 2011 2012 2013

All opioid overdose deaths

Synthetic opioid
overdose deaths

2014 2015 2016 2017 2018

Note: Data categories are overlaid, not stacked/aggregated; synthetic opioid deaths are from synthetic opioids other than methadone.

Data: 2009—2018 National Vital Statistics System (NVSS), via CDC WONDER.

Premature deaths from treatable conditions.
Americans can expect to live a shorter life today than they
did in 2014.?” A number of factors contribute to this decline,
including deaths from suicide, alcohol, and drug overdose,
but another is premature deaths from health care-treatable
conditions —also known as mortality amenable to health
care. The Scorecard tracks deaths before age 75 from acute
and chronic causes that are considered treatable when they
are identified early and well managed; examples include
appendicitis, certain cancers, heart disease, and diabetes,
among others. Higher mortality rates in these categories
point to deficiencies in the health system.

Between 2012-2013 and 2016-2017, these mortality

rates either increased slightly or were unchanged in 37
states.”® Oklahoma, Arkansas, New Mexico, Kentucky, and
Mississippi saw the biggest rise in premature deaths. States
with the highest premature death rates also have lower life
expectancies (Exhibit 11), and recent research linked life
expectancy disparities to specific state policy choices.?

Black Americans, who have suffered disproportionately
from the pandemic, are much more likely to die from some

commonwealthfund.org

of these conditions, several of which are key risk factors
for COVID-19.* Significant racial disparities in mortality
amenable to health care exist in nearly every state (Exhibit
12). The pandemic threatens to exacerbate these trends
even further through the disruption of primary care and
other critical health services. Early data suggest elevated
mortality from non-COVID-19 causes.*

Public health investment. States are navigating
unprecedented public health threats from COVID-19, as

well as economic disruptions that have shrunk the tax
revenues used to fund critical health and social services. But
historically, most states have made only modest investments
in their public health systems. Between 2014-2015 and
2017-2018, per capita public health spending was flat in
most states, and increases were modest in the states where
funding did rise (Exhibit 13).

Not only is public health funding low relative to other health
care spending, but public health dollars are stretched thin.
Competing for funding are various initiatives for emergency
preparedness, disease prevention, promoting healthy
behaviors, and, increasingly, fighting the opioid epidemic.??
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Exhibit 11. Premature deaths from treatable conditions are closely linked to the wide
variation in state life expectancy
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Data: Life Expectancy: United States Mortality Database, University of California, Berkeley; available at usa.mortality.org (data shown on 2020-05-11 12:22:03).
Mortality Amenable to Health Care: Centers for Disease Control and Prevention, 2016 and 2017 National Vital Statistics System (NVSS), All-County Micro Data,

Restricted Use Files.

Exhibit 12. In every state, Black people are more likely to die early from treatable conditions,
2016-17

Mortality amenable to health care: deaths per 100,000 population
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Notes: Data for Black individuals not available for Idaho, Montana, Vermont, or Wyoming. States arranged in rank order based on Black mortality rates.
Data: CDC 2016 and 2017 National Vital Statistics System (NVSS), All-County Micro Data, Restricted Use Files.
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Exhibit 13. Most states have seen modest changes in per capita public health spending in

recent years

Per capita state-based public health spending
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Notes: Estimates here include only state-based funding; federal public health funds are not included.
Data: 2017-2018 estimates: Trust for America’s Health, The Impact of Chronic Underfunding on America’s Public Health System: Trends, Risks, and

Recommendations, 2019 (TFAH, Apr. 2019); 2014—2015 estimates: Trust for America’s Health, Investing in America’s Health: A State-by-State Look at Public Health

Funding and Key Health Facts (TFAH, Apr. 2016).
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Conclusion

The 2020 Scorecard offers the latest available federal data on the state of the

U.S. health system before it headed into the most severe public health crisis and
economic collapse in modern times. It also highlights health system weaknesses
that have left the U.S. far less prepared than other high-income countries to cope
with public health threats like COVID-19. These weaknesses include:

a health care delivery system that is highly unequal in its care of people of
color and those with low and moderate incomes.

e aninsurance system that still leaves millions without coverage.

e exorbitant commercial insurance prices that fuel growth in health spending
and expose people to high premiums and deductibles, even as many make
wage concessions to keep their employer benefits.

e aninadequate primary care system.
e declining life expectancy.

Some regions lag even further. The Scorecard also highlights the fact that
the U.S. health system is characterized by considerable geographic variation in
each of these areas. Some regions of the U.S. not only lag other regions on health
performance indicators, but they also lag other economically advanced countries
even further than national averages suggest.

For example, uninsured rates ranged from 4 percent of the adult population in
the District of Columbia and Massachusetts to a high of 24 percent in Texas. These
differences reflect demographic differences and U.S. immigration policy, but also
political choices in the implementation of federal law. If states continue to be left
to address the coronavirus pandemic with little federal leadership, performance
gaps will only widen as the health and economic crises persist.

A looming court decision could further disrupt the health system.
Moreover, looming on the U.S. Supreme Court’s 20202021 docket is California v.
Texas (originally Texas v. Azar), in which a group of Republican-led states, with
support from the Trump administration, is seeking to declare the entirety of the
Affordable Care Act unconstitutional. Given the increased reliance of Americans
on Medicaid and the marketplaces in the wake of job-based coverage losses over
the past six months, a decision by the Supreme Court to overturn the law could
resultin more than 50 million uninsured people.

Because the ACA touches nearly every corner of the health system — not just
coverage — such a decision also would trigger severe disruptions throughout a
health system already severely compromised by the pandemic.
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18 million

more adults and
children insured,
beyond those who
already gained coverage
through the ACA

14 million
fewer adults skipping

care because of its cost

24 million

more adults with a usual
source of care

11 million

more adults receiving
recommended cancer
screenings

632,000

more young

children receiving all
recommended vaccines

* Performance benchmarks set
at the level achieved by the top-
performing state with available
data for this indicator.
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Daunting tasks for the federal government in 2021. The presidential
election is just two months away. The federal government will face the
daunting task of both controlling the pandemic and rebuilding a health system
that had already been underperforming and unequal. The collection and
analysis of new data on the effects of the pandemic will be critical to the ability
of federal and state governments to craft evidence-based policy to move the
health system forward and bring lagging states closer to the front of the pack.

We have amassed the most recent federal data as a baseline, but they are
egregiously lagged. Timely data are needed in the critical areas of insurance
coverage, racial and ethnic inequity in access and care, causes of mortality and
life expectancy, provider performance during the pandemic, and more. And
this information is needed quickly.

commonwealthfund.org

9 million
more children would
receive recommended
annual medical and
dental visits

1 million™

fewer hospital
readmissions

10 million™

fewer emergency

department visits for

nonemergency care
or conditions treatable
with primary care

fewer deaths before
age 75 from treatable
diseases

* Performance benchmarks set
atthelevel achieved by the top-
performing state with available
data for this indicator.

** Estimate based on working-age
population, ages 18-64, with
employer-sponsored insurance,
and Medicare beneficiaries age 65
and older.
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SCORECARD METHODS

The Commonwealth Fund’s 2020 Scorecard on State Health System Performance evaluates states on
49 performance indicators grouped into four dimensions:

e Access and Affordability (7 indicators): includes rates of insurance coverage for children
and adults, as well as individuals’ out-of-pocket expenses for health insurance and medical
care, cost-related barriers to receiving care, and receipt of dental visits.

e Prevention and Treatment (15 indicators): includes measures of receipt of preventive care
and needed mental health care, as well as measures of quality in ambulatory, hospital,
postacute, and long-term care settings.

e Potentially Avoidable Hospital Use and Cost (14 indicators; including several measures
reported separately for distinct age groups): includes indicators of hospital and emergency
department use that might be reduced with timely and effective care and follow-up care, as
well as estimates of per-person spending among Medicare beneficiaries and working-age
adults with employer-sponsored insurance.

e Healthy Lives (13 indicators): includes measures of premature death, health status, health
risk behaviors (including smoking and obesity), tooth loss, and state public health funding.

INCOME DISPARITY DIMENSION. This year, the
Scorecard reports on performance differences
within states associated with individuals’
income level for 11 of the 49 indicators where
data are available to support a population
analysis by income; these indicators span three
of the four dimensions. For each indicator,

we measure the difference between rates for

a state’s low-income population (generally
under 200% of the federal poverty level) and
higher-income population (generally more
than 400% of the federal poverty level). States
are ranked on the relative magnitude of the
resulting disparities in performance.

The income disparity indicators are different
than those used in the 2019 Scorecard; hence,
these disparity rankings are not strictly
comparable to those published previously.

RACE EQUITY DATA. This year, the Scorecard
includes racial and ethnic equity data based
on within-state differences between racial and
ethnic communities. These data are included
for informational purposes but are not ranked.
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We've included racial and ethnic differences in
10 of the 49 indicators where data are available
to support a population analysis by race and/
or ethnicity; these indicators span three of the
four dimensions. Rates for all available races
and ethnicities can be found in Appendix H1.

GUIDING PRINCIPLES. The following principles
guided the development of the Scorecard:

Performance Metrics. The 49 metrics
selected for this report span health care
system performance, representing important
dimensions and measurable aspects of

care. Where possible, indicators align with
those used in previous state Scorecards.
Several indicators used in previous versions
of the Scorecard have been dropped either
because all states improved to the point
where no meaningful variations existed (for
example, measures that assessed hospitals
on processes of care) or the data to construct
the measures were no longer available (for
example, hospitalizations for children with
asthma). New indicators have been added to
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the Scorecard series over time in response to
evolving priorities. Refer to “About the 2020
State Scorecard” for more detail on changes in
indicators.

Measuring Change over Time. We were able to
track performance over time for 43 of the 49
indicators. Not all indicators could be trended
because of changes in the underlying data or
measure definitions.

There were generally five years between
indicators’ baseline and current-year data
observation, though the starting and ending
points depended on data availability (see
Appendix A1).

We considered a change in an indicator’s value
between the baseline and current-year data
points to be meaningful if it was at least one-
half (0.5) of a standard deviation larger than
the indicator’s combined distribution over the
two time points — a common approach used
in social science research. We did not formally
evaluate change over time for indicators in the
income dimension.

Data Sources. Indicators draw from publicly
available data sources, including government-
sponsored surveys, registries, publicly reported
quality indicators, vital statistics, mortality
data, and administrative databases. The most
current data available were used in this report
whenever possible. Appendix A1 provides
detail on the data sources and time frames.

Scoring and Ranking Methodology. For each
indicator, a state’s standardized z-score is
calculated by subtracting the 51-state average
(including the District of Columbia as if it were
a state) from the state’s observed rate, and
then dividing by the standard deviation of

all observed state rates. States’ standardized
z-scores are averaged across all indicators
within the performance dimension, and
dimension scores are averaged into an overall
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score. Ranks are assigned based on the overall
score. This approach gives each dimension
equal weight and, within each dimension, it
weights all indicators equally. This method
was introduced in the 2018 Scorecard, and

it better accommodates the different scales
used across Scorecard indicators (for example,
percentages, dollars, and population-

based rates). This method also aligns with
methods used in the Commonwealth Fund'’s
international health system rankings.

Asin previous Scorecards, if historical data
were not available for a particular indicator in
the baseline period, the current-year data point
was used as a substitute, thus ensuring that
ranks in each time period were based on the
same number of indicators.

REGIONAL COMPARISONS. The Scorecard
groups states into the eight regions used by
the Bureau of Economic Analysis to measure
and compare economic activity. The regions
are: Great Lakes (Illinois, Indiana, Michigan,
Ohio, Wisconsin); Mid-Atlantic (Delaware,
District of Columbia, Maryland, New Jersey,
New York, Pennsylvania); New England
(Connecticut, Maine, Massachusetts, New
Hampshire, Rhode Island, Vermont); Plains
(lowa, Kansas, Minnesota, Missouri, Nebraska,
North Dakota, South Dakota); Rocky Mountain
(Colorado, Idaho, Montana, Utah, Wyoming);
Southeast (Alabama, Arkansas, Florida,
Georgia, Kentucky, Louisiana, Mississippi,
North Carolina, South Carolina, Tennessee,
Virginia, West Virginia); Southwest (Arizona,
New Mexico, Oklahoma, Texas); and West
(Alaska, California, Hawaii, Nevada, Oregon,
Washington).
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2020 State Rankings on Health System Performance

Which states lead the overall rankings? What are the leading states by region?
Hawaii, Massachusetts, Minnesota, lowa, (LR AL ) DA I R UG 410
and Connecticut Great Lakes Wisconsin

Mid-Atlantic New York
Which states are ranked at the bottom? New England Massachusetts
West Virginia, Missouri, Nevada, Oklahoma, Plains Minnesota
and Mississippi Rocky Mountain Colorado

Southeast Virginia

Southwest New Mexico

West Hawaii

Overall health system performance (prior to COVID-19)

Better
performance
o
o
%00
! NE D, PA
DO U.S. AVERAGE
W B
©0p
®®
(o
®
Worse
performance

Note: States are arranged in rank order from left (best) to right (worst), based on their overall 2020 Scorecard rank. The 2020 Scorecard rank reflects data
generally from 2018, prior to the COVID-19 pandemic.
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More improvement than decline: Florida, Kentucky, Louisiana, and Virginia improved
most, with gains on 17 indicators between 2014 and 2018, prior to COVID-19

MOST

IMPROVED
17
;S
S
=
oz
g3
2z
<<
o2
2o
zZ2V

. Improved over five-year period

. Worsened over five-year period

Notes: Based on five-year trends for 43 of 49 total indicators (disparity dimension not included), generally reflecting 2014 to 2018, prior to COVID-19
pandemic; trend data are not available for all indicators. Bar length equals the total number of indicators with any improvement or worsening with an
absolute value greater than 0.5 standard deviations (StDev) of the state distribution.

Which states moved up the most in the
rankings between 2014 and 2018, and which
states dropped?

The District of Columbia had the largest jump
in rankings, up 13 spots. New York gained

10 spots in the rankings and New Jersey rose
nine spots.

South Dakota fell 19 spots in the rankings,
while Wyoming and Maine fell 12 and 17
spots, respectively.
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Which states improved on the most indicators?

Florida, Kentucky, Louisiana, and Virginia
each improved on 17 of 43 indicators we track
over time, although Louisiana had a larger net
gain, having gotten worse on fewer indicators
(seven indicators) than Florida and Virginia
(12 indicators). Five states (Arizona, Arkansas,
Mississippi, Missouri, and West Virginia) each
improved on 16 indicators.

Fourteen states got worse on more indicators
than they improved on.
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APPENDIX A1. State Scorecard Data Years and Databases

Past yea

Access and Affordability

1 Uninsured adults 2014
2 Uninsured children 2014
3 Adults without a usual source of care 2014
4 Adults who went without care because of cost 2014

5 High out-of-pocket medical spending —_
6 Employee insurance costs as a share of median income 2014

7 Adults without a dental visit 2014

Prevention and Treatment

8 Adults without allrecommended cancer screenings 2014
9 Adults without allrecommended vaccines 2014
10  Diabetic adults without an annual hemoglobin Alc test 2015

1 Elderly patients who received a high-risk prescription drug =
12 Children without a medical home 2016
13  Children without a medical and dental preventive care visit —
14 Children who did not receive needed mental health care 2016

15 Children without all recommended vaccines 2014

6  Hospital 30-day mortality
17  Centralline-associated blood stream infection (CLABSI) 2015

18  Hospitals with lower-than-average patient experience ratings —

19  Home health patients without improved mobility 2014
20 Nursing home residents with an antipsychotic medication 2013
21 Adults with any mentalillness reporting unmet need 2012-14
22 Adults with any mentalillness who did not receive treatment 2012-14
Avoidable Hospital Use and Cost
Potentially avoidable emergency department visits
23 Ages 18—64, per 1,000 employer-insured enrollees 2015
24 Age 65 and older, per 1,000 Medicare beneficiaries 2013
Admissions for ambulatory care—sensitive conditions
25] Ages 18—64, per 1,000 employer-insured enrollees 2015
26 Age 65 and older, per 1,000 Medicare beneficiaries 2014
30-day hospital readmissions
27 Ages 18-64, per 1,000 employer-insured enrollees 2015
28 Age 65 and older, per 1,000 Medicare beneficiaries 2014
29  Skilled nursing facility patients with a hospital readmission 2012
30  Nursing home residents with a hospital admission 2012
31 Home health patients with a hospital admission 2014
32 Adults with inappropriate lower back imaging 2015
33 Employer-sponsored insurance spending per enrollee 2013
34  Medicare spending per beneficiary 2014
Primary care as a share of total medical spending
35 Ages 18—64, employer-insured enrollees —
36 Age 65 and older, Medicare beneficiaries =
Healthy Lives
37  Mortality amenable to health care 2012-13
38  Breast cancer deaths 2014
39  Colorectal cancer deaths 2014
40  Suicide deaths 2014
41 Alcoholdeaths 2014
42 Drug poisoning deaths 2014
43 Infant mortality 2013
44 Adults who report fair or poor health 2014
45 Adults who smoke 2014
46  Adults who are obese 2014
47  Children who are overweight or obese 2016
48  Adults who have lost sixor more teeth 2014
49 Public health funding 2014/15

rrent yea|

2018
2018
2018
2018
2017-18
2018

2018

2018
2018
2017
2016
2018
2018
2018
2018

07/2011-06/2014 07/2015-06/2018

2018
2018
2018
2017
2016-17
2016-17

2017
2016

2017
2018

2017
2018
2016
2016
2018
2017
2017

2018

2018

2017

2016-17
2018
2018
2018
2018
2018
2017
2018
2018
2018
2018
2018

2017/18

Database

American Community Survey, Public Use Microdata Sample (ACS PUMS)
American Community Survey, Public Use Microdata Sample (ACS PUMS)
Behavioral Risk Factor Surveillance System (BRFSS)

Behavioral Risk Factor Surveillance System (BRFSS)

Current Population Survey Annual Social and Economic Supplement (CPS ASEC)
Medical Expenditure Panel Survey Insurance Component (MEPS-IC)

Behavioral Risk Factor Surveillance System (BRFSS)

Behavioral Risk Factor Surveillance System (BRFSS)

Behavioral Risk Factor Surveillance System (BRFSS)

|BM Watson Health MarketScan Database

Medicare Part D Claims

National Survey of Children’s Health (NSCH)

National Survey of Children’s Health (NSCH)

National Survey of Children’s Health (NSCH)

National Immunization Survey (NIS)

CMS Hospital Compare

CDC Healthcare-Associated Infections (HAI) Progress Report

Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS), via CMS Hospital Compare
Outcome and Assessment Information Set (OASIS), via CMS home Health Compare
Minimum Dataset (MDS), via CMS Nursing Home Compare

National Survey on Drug Use and Health (NSDUH), via State of Mental Health in America

National Survey on Drug Use and Health (NSDUH), via State of Mental Health in America

IBM Watson Health MarketScan Database

Chronic Conditions Data Warehouse (CCW), via CMS Geographic Variation Public Use File

IBM Watson Health MarketScan Database

Chronic Conditions Data Warehouse (CCW), via CMS Geographic Variation Public Use File

IBMWatson Health MarketScan Database

Chronic Conditions Data Warehouse (CCW), via CMS Geographic Variation Public Use File
Residential History File

Residential History File

Medicare Claims, via CMS Home Health Compare

IBM Watson Health MarketScan Database

IBMWatson Health MarketScan Database

Chronic Conditions Data Warehouse (CCW), via CMS Geographic Variation Public Use File

IBM Watson Health MarketScan Database

CMS Limited Data Set (LDS)

CDC National Vital Statistics System (NVSS): Restricted Use Mortality Microdata
CDC National Vital Statistics System (NVSS): WONDER
CDC National Vital Statistics System (NVSS): WONDER
CDC National Vital Statistics System (NVSS): WONDER
CDC National Vital Statistics System (NVSS): WONDER
CDC National Vital Statistics System (NVSS): WONDER
CDC National Vital Statistics System (NVSS): WONDER
Behavioral Risk Factor Surveillance System (BRFSS)
Behavioral Risk Factor Surveillance System (BRFSS)
Behavioral Risk Factor Surveillance System (BRFSS)
National Survey of Children’s Health (NSCH)
Behavioral Risk Factor Surveillance System (BRFSS)

Trust for America’s Health (TFAH)

Note: (—) Previous data not available or its definition is not comparable over time.
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APPENDIX A2. List of Indicators in the State Scorecard on State Health System Performance

Data years represented U.S. average rate Range of state performance

Indicator

Baseline

2020 Scorecard

Baseline

2020 Scorecard

Baseline

2020 Scorecard

Access and Affordability
1 Uninsured adults 2014 2018 16% 12% 5-26 4-24
2 Uninsured children 2014 2018 6% 5% 2-12 1-11
3 Adults without a usual source of care 2014 2018 23% 23% 11-35 13-37
4 Adults who went without care because of cost 2014 2018 14% 13% 7-19 7-18
5 High out-of-pocket medical spending — 2017-18 — 8.3% — 48-14.2
6 Employee insurance costs as a share of median income 2014 2018 6.6% 6.8% 4.3-8.9 4.1-10
7 Adults without a dental visit 2014 2018 36% 34% 25-46 24-46
Prevention and Treatment
8 Adults without allrecommended cancer screenings 2014 2018 32% 32% 23-40 24-41
9 Adults without allrecommended vaccines 2014 2018 63% 69% 53-71 57-75
10  Diabetic adults without an annual hemoglobin A1c test 2015 2017 16.9% 10.7% 11-23.7 6.5-22.2
11 Elderly patients who received a high-risk prescription drug — 2016 — 9.6% — 4.6-15.5
12 Children without a medical home 2016 2018 51% 52% 40-66 41-59
13  Children without a medical and dental preventive care visit — 2018 42% — 29-51
14  Childrenwho did not receive needed mental health care 2016 2018 18% 18% 5-34 5-39
15 Children without allrecommended vaccines 2014 2018 28% 27% 15-37 16-38
16  Hospital 30-day mortality 2010-13 201417 12.8% 13.7% 11.9-13.6 12.5-14.8
17  Centralline-associated blood stream infection (CLABSI) 2015 2018 0.994 0.739 0.324-1.434 0.087-0.923
18  Hospitals with lower-than-average patient experience ratings —_ 2018 —_ 46% —_ 15-83
19  Home health patients without improved mobility 2014 2018 37% 22% 31-49 17-35
20 Nursing home residents with an antipsychotic medication 2013 2017 21% 15% 11-27 7-20
21 Adults with any mentalillness reporting unmet need 2012-14 2016-17 20% 22% 14-26 14-31
22 Adults with any mentalillness who did not receive treatment 2012-14 2016-17 57% 57% 43-68 41-65
Avoidable Hospital Use and Cost
Potentially avoidable emergency department visits
23 Ages 18—64, per 1,000 employer-insured enrollees 2015 2017 159.0 149.5 130-2034 84.2-258.1
24 Age 65 and older, per 1,000 Medicare beneficiaries 2013 2016 181.4 189.4 127.5-250.8 140.9-244.9
Admissions for ambulatory care—sensitive conditions
25 Ages 18—64, per 1,000 employer-insured enrollees 2015 2017 4.6 6.8 3.3-6.1 6-7.9
26 Age 65 and older, per 1,000 Medicare beneficiaries 2014 2018 447 41.6 22.8-66.3 20.4-56
30-day hospital readmissions
27 Ages 18—64, per 1,000 employer-insured enrollees 2015 2017 29 3.2 1.2-55 2.3-36
28 Age 65 and older, per 1,000 Medicare beneficiaries 2014 2018 420 40.0 19.9-54.7 18.5-51.1
29  Skilled nursing facility patients with a hospital readmission 2012 2016 20% 19% 13-26 11-24
30  Nursing home residents with a hospital admission 2012 2016 17% 15% 7-30 5-28
31 Home health patients with a hospital admission 2014 2018 16% 16% 12-18 14-17
32 Adults with inappropriate lower back imaging 2015 2017 71.1% 70.1% 59.2-83.7 57.5-76.4
33 Employer-sponsored insurance spending per enrollee 2013 2017 $4,697 $5,137 $3,117-$7,186  $3,606-$8,104
34  Medicare spending per beneficiary 2014 2018 $9,025 $9,847 $5,640-$10,851 $6,473-$11,604
Primary care as a share of total medical spending
35 Ages 18—64, employer-insured enrollees — 2018 — 6.0% — 3.59-11.29
36 Age 65 and older, Medicare beneficiaries = 2017 = 5.7% = 4.75-7.16
Healthy Lives
37  Mortality amenable to health care 2012-13 2016-17 837 84.5 55.6-136.7 54.5-143.4
38  Breast cancer deaths 2014 2018 20.6 19.7 14.2-28.9 15.1-26.7
39  Colorectal cancer deaths 2014 2018 14.3 12.6 10.9-19.3 9.1-17.2
40  Suicide deaths 2014 2018 13.0 14.2 7.8-239 7.5-25.2
41 Alcohol deaths 2014 2018 85 9.9 4.4-23.8 5.7-32.7
42 Drug poisoning deaths 2014 2018 14.7 20.7 6.3-35.5 6.9-51.5
43 Infant mortality 2013 2017 6.0 58 4.2-9.6 3.7-8.7
44 Adults who report fair or poor health 2014 2018 16% 17% 10-23 11-23
45 Adults who smoke 2014 2018 17% 16% 10-27 9-25
46  Adults who are obese 2014 2018 29% 32% 21-38 23-41
47  Children who are overweight or obese 2016 2018 31% 31% 19-38 19-39
48  Adults who have lost sixor more teeth 2014 2018 10% 9% 6-22 5-20
49 Public health funding 2014/15 2017/18 $36 $37 $4-$163 $7-$137
Notes: (—) Previous data are not shown because of changes in the indicators’ definitions or data were not available.
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APPENDIX A3. National and Regional Performance Benchmarks

National

N oo xN W N =

10

12
13
14
15
16
17
18
19
20
21
22

23
24

25
26

27
28

29
30

31

32
33
34

35
36

37
38
39
40
41
42
43
44
45
46
47
48
49

Indicator
Access and Affordability

Uninsured adults
Uninsured children
Adults without a usual source of care
Adults who went without care because of cost
High out-of-pocket medical spending
Employee insurance costs as a share of median income
Adults without a dental visit
Prevention and Treatment
Adults without allrecommended cancer screenings
Adults without allrecommended vaccines
Diabetic adults without an annual hemoglobin Alc test
Elderly patients who received a high-risk prescription drug
Children without a medical home
Children without a medical and dental preventive care visit
Children who did not receive needed mental health care
Children without allrecommended vaccines
Hospital 30-day mortality
Central line-associated blood stream infection (CLABSI)
Hospitals with lower-than-average patient experience ratings
Home health patients without improved mobility
Nursing home residents with an antipsychotic medication
Adults with any mentalillness reporting unmet need
Adults with any mentalillness who did not receive treatment
Avoidable Hospital Use and Cost
Potentially avoidable emergency department visits
Ages 18—64, per 1,000 employer-insured enrollees
Age 65 and older, per 1,000 Medicare beneficiaries
Admissions for ambulatory care—sensitive conditions
Ages 18—64, per 1,000 employer-insured enrollees
Ages 65 and older, per 1,000 Medicare beneficiaries
30-day hospital readmissions
Ages 18—64, per 1,000 employer-insured enrollees
Age 65 and older, per 1,000 Medicare beneficiaries
Skilled nursing facility patients with a hospital readmission

Nursing home residents with a hospital admission
Home health patients with a hospital admission

Adults with inappropriate lower back imaging

Employer-sponsored insurance spending per enrollee

Medicare spending per beneficiary

Primary care as a share of total medical spending
Ages 18—64, employer-insured enrollees
Ages 65 and older, Medicare beneficiaries

Healthy Lives

Mortality amenable to health care

Breast cancer deaths

Colorectal cancer deaths

Suicide deaths

Alcohol deaths

Drug poisoning deaths

Infant mortality

Adults who report fair or poor health

Adults who smoke

Adults who are obese

Children who are overweight or obese

Adults who have lost sixor more teeth

Public health funding

commonwealthfund.org

Rate

4%
1%
13%

6.5%
4.6%
41%
29%
5%
16%
12.5%
0.087
15%
17%
7%
14%

41%

84.2
140.9

6.0
204

14%

57.5%
$3,606
$6,473

11.29%
7.16%

54.5
15.1
9.1
U
5.7
6.9
37
1%
9%
23%
19%
5%
$137

Best
state(s)

DC,MA
MA
MA
HI
DC
WA
CcT

MA
DC

HI
IA NH
MA
ND
CcT
MA

co
AL MS

HI

AL

OR
HI

OR
HI

AL
HI
AK
HI

AZ,CA,DCHI,
ID,NM, OR, UT
AL
MS
HI

AK
™

MN
HI

ut
DC
HI

SD
MA
ND
ut
co
HI

ut

DC,NM

Great Lakes

Rate

8
3
15

75
5.2
29

28
66
9.0
72
46
39

21
13.1
0.603

150.5
191.5

6.4
Sl

3.1
330

65.6
$4,134
$8,517

8.65
5.62

69.1
19.6
1.7
11.3
77
19.2
6.1
14
15
32
25

$26

Best
state(s)

ML WI
ILMI
MI
OH,WI
IN
MI
M, WI

MI
OH
MI
IL
Wi
OH
OH
Wi
OH
Wi
Wi
MI, OH,WI
ML, WI
OH
MI

Wi

Wi
Wi

Wi
WI

WI

WI

Mid-Atlantic

Rate