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Executive Summary
This report examines Kentucky’s Certificate of Need (CON) system as applied to ambulance
care. As one of only four states in the United States to require CON for ground ambulance, the
service is easy to isolate and compare to neighboring and similar sized states. The report
examines a county by county breakdown for ambulance providers in Kentucky, comparing
results to six other states that either border the Commonwealth, or are in the same region. A
purposive survey of Kentucky mayors was also conducted.
The main findings are:
•

As compared to the sample, rural Kentucky counties, measured as below 50,000
residents), have 22.7 percent fewer providers (all classes). Counties above 50,000
residents have 25.65 percent fewer providers (all classes).

•

The largest discrepancies between Kentucky and the sample were in high population
counties. Kentucky’s lone county above 500,000 residents (Jefferson), has 51.42 percent
fewer providers than counties above 500,000 residents in the sample.

•

Kentucky likewise has only a single county (Fayette) in the 200,000-499,999 residents
range, which has 43.34% fewer providers than other counties in the population range that
were sampled.

•

Counties sampled in the 100,000-199,999 residents range were close in comparison
between Kentucky and the sample, with 7.65 percent fewer in the Commonwealth. This
was the closest for all measured county sizes.

•

Two Kentucky counties were notable outliers compared to others in the sample
population. Jefferson County, home to Louisville, has only 13 providers (all classes) as
compared to 26.76 providers for similar sized counties in the sample. Warren County,
Kentucky, is an even bigger outlier, with only one provider versus a sample size average
of 6.93 licenses in similar sized counties.

•

These outliers are particularly notable. Ambulance response times in Louisville (10
minutes 19 seconds), are significantly above national average (8 minutes), and well above
Nashville (7:12) and Indianapolis (5:44). According to Medicare data, wait times for
emergency services at The Medical Center in Bowling Green, the hospital which owns
the lone ambulance service in Warren County are 55 minutes versus 8 minutes at TriStar,
the county’s other hospital. Wait times are longer for STEMI patients, pain related to
broken bones, and patients are six times more likely to leave The Medical Center without
seeing a healthcare professional than at TriStar.

•

A purposive survey of Kentucky mayors found that 41 percent believe their city needs
more EMS or ambulance services. More than 70 percent listed “high costs” as a concern
for residents, and more than 40 percent complained of “slow response times.”
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Introduction
Ranking 10th in the country in the total number of services that require state approval, Kentucky
has some of the most burdensome certificate of need (CON) regulations in the United States.1
2Among them, ground ambulance care is a notable outlier, making it a worthwhile item for
examination in determining the overall impact of CON regulations and whether the laws are
having their desired effects in the Commonwealth. At present, only four states including
Kentucky require CON for ground ambulance services (Arizona, Hawaii, New York). 3
Though there is significant academic literature on CON regulations, the research on the
impact of ground ambulance CON is virtually non-existent, likely thanks to its limited usage
around the country. In setting out to determine the impact of ground ambulance CON in
Kentucky we conducted an examination of providers in the state. Before doing so, we conducted
a purposive survey of mayors from around the state, including mayors of some of Kentucky’s
smallest cities to some of the largest, to determine how ambulance care was perceived. More
than 40 percent of mayors said that their city needs more EMS or ambulance services. Over 70
percent of all surveyed mayors said that residents have complained about high costs, and more
than 40 percent of all surveyed mayors said that residents have complained about slow response
times. A handful of mayors have taken matters into their own hands, actively seeking new ways
to transport patients to the hospital and with at least one applying for a certificate of need that
would service his city alone.
To study Kentucky’s ambulance system, we conducted a county by county breakdown of
ambulance providers between the Commonwealth and six regional or neighboring states. This
breakdown allows us to compare how many providers are serving urban areas as compared to
similarly positioned cities, as well as rural populations as measured by 2016 US Census
population estimates. Of note, since the US Census Bureau measures urban as above 50,000
residents, when applied to cities, and does not use a definition for “rural” we divided counties at
50,000 residents in population.4
Kentucky counties in every size category were underrepresented by ambulance providers
as compared to our sample states. The difference for Kentucky counties below 50,000 residents
was surprisingly smaller than for larger more urban counties. Upon further examination, this is
not necessarily surprising. Because rural ambulance providers have smaller profit margins and
are often heavily dependent on government transfer payments there is less likelihood of new
entry. This is not the case in urban areas, where many counties have significantly fewer
providers as compared to our neighbors.
Two Kentucky counties, in particular, stand out in our sample. Jefferson County, home to
Louisville, has less than half of the number of providers for counties with more than 500,000
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residents in our sample. The county likewise has ambulance wait times that are significantly
above national average. Many similarly sized cities in the region have below average wait times.
Warren County, Kentucky likewise stands out as an outlier among similar sized counties. With
only a single licensed provider, it is well below the state average of 6.4 licenses per county and
the sampled average of 6.93 licenses per county in counties with 100,000-199,999 residents.

I. Background on Certificate of Need
Figure 1

CERTIFICATE-OF-NEED (CON) REGULATION IN THE UNITED STATES (Present)

No CON regulation

CON regulation

Source: Mercatus Center

America’s certificate of need system was first introduced in New York in 1964. 5 Though the
Hills-Burton Act of 1946 had been the first attempt to regulate the supply of medical facilities in
the United States, New York’s Metcalf–McCloskey Act was the first to grant state power in
deciding the “need” for new hospitals and nursing homes. CON was added to federal law during
the Nixon Administration, first through the Social Security Act, then in 1974 as part of the
“Health Planning Resources Development Act” which attached some federal funds to state CON
laws.6 By 1980, every state in the United States except Louisiana had certificate of need
regulations on its books, and even they would eventually join the ranks.7 In 1987, the federal
government repealed the CON mandate. 8
The original motivation behind CON was the belief that the laws would help achieve a
wide range of healthcare goals. According to the Mercatus Center at George Mason University,
which has done some of the most significant research on CON in the last decade, there were at
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Figure 2

least six justifications for the law’s existence. 9
a) Ensure the adequate supply of health resources
b) Ensure rural community access to care
c) Increase the quality of care
d) Ensure the provision of charity care to those unable to pay for other
underserved communities
e) Encourage the use of hospital substitutes
f) Restrain the cost of care
Forty years of academic and policy research, a portion of which is reviewed below,
demonstrates a failure of certificate of need laws to achieve these goals. A significant body of
research has found that CON regulations have more often been stifling to innovation,
competition, and overall patient care. This was, in part, the justification for the repeal of the
federal mandate that attached funding to the laws in 1987. Over the course of the decade that
followed, 14 states eliminated their CON programs, including the two largest states in the
country, California and Texas.
Federal CON Regulations
Building on state-level programs, the Federal Government effectively implemented CON
in 1974, with the ambition that the program would help control entitlement costs. It was believed
at the time, among other things, that CON would 1) Control health care costs, 2) Ensure access
to care, 3) Prevent over-investment by healthcare providers. The “National Health Planning
Resources Development Act” (NHPRDA) attached certain federal funds to the laws, forcing
states to put CON boards in place for compliance.
Less than 15 years later, the program was abandoned after an overwhelming body of
evidence showed that the regulations were not having their intended effect. From the time of the
NHPRDA’s passage to 1989, hospital care expenditures rose from $52.4 billion to $230.1
billion.10 Congressional testimony in 1988, a year after the federal regulation had been removed,
concluded that
At first glance, the idea [of certificate of need] may have looked pretty good. In practice,
however, the effect of certificate-of-need on health care costs has been dubious, at best.
And the program has certainly been insensitive in many instances to the true needs of
our communities.11
In fact, the Federal Trade Commission concludes that" . . . after considerable experience, it is
now apparent that CON laws can prevent the efficient functioning of health care markets in
several ways that may undermine those goals.”12 Today, it is the position of the Federal Trade
Commission, as well as the Commission of Antitrust Division in the U.S. Department of Justice,
that states consider repealing or retrenching their CON laws.13
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State by State Review
In 2016, New Hampshire became the 15th state in the United States to eliminate its
Certificate of Need Program.14 Governor Maggie Hassan signed a bill in June of the same year
that retained some restrictions on the construction of new medical facilities and some protections
for rural hospitals in the state. The bill, sponsored by Republican State Senator Jeb Bradley,
received the support of the New Hampshire Hospital Association.15
In removing its Certificate of Need board, New Hampshire became the only state in New
England and just the third state east of the Mississippi River to dismantle its program, joining
Pennsylvania and Indiana. Pennsylvania's law expired in December of 1996 thanks to sunset
provisions that had been established earlier in the decade.16 William H. Maruca, then a director
of a Pittsburgh law firm, writing about the changes at the time, summarized the system’s demise
effectively:
In many ways, certificate of need review is a vestige of the old fee-for-service, cost
reimbursement environment which has been largely replaced by managed care, riskshifting and selective contracting. The underlying assumption of CON laws was “if you
build it, they will come,” particularly if “they”, i.e. patients, had no financial
responsibility and were subject to little or no control over health care utilization or
provider choice.17
In the absence of the CON system, multiple departments within the Pennsylvania government
moved to enforce licensure requirements and other forms of regulation over the system. A 2014
bill in Pennsylvania seeking to reimplement the CON system did not become law.
The two largest states in the country, despite a myriad of political, social, and cultural
differences, do not have CON programs. Texas eliminated its CON program in 1985, even before
the federal mandates were removed.18 Despite having been one of the first states to experiment
with CON laws, issuing requirements for acute general hospitals, skilled nursing facilities, acute
psychiatric hospitals, intermediate care facilities, and for the conversion of existing hospital beds
to a different type of service in 1969, California likewise eliminate its program in the 1980’s.19
According to the State Research Bureau, the laws not only provided for “inadequate staffing, a
lack of data,” and ineffective sanctions for non-compliance, numerous studies contended that the
laws increased the cost of healthcare. 20
Among the remaining 35 states which retain a CON program, there are wide variations in
precisely what falls under their purview. Almost every remaining state, 34 in total, have an
existing law for nursing home beds and long-term care. A 2015 study led by Momotazur Rahman
of Brown University looked at how CON laws affect growth in Medicare and Medicaid spending
on nursing homes and home health care finding that:
Medicare spending on post-acute nursing home care grew at a faster rate in states with
!7

Figure 3

CON than states without CON. Similarly, Medicaid spending on long-term nursing home
care declined at a slower rate in states with CON than in states without CON. Spending
on home health care by both Medicare and Medicaid increased at a much faster rate in
states without CON. States with CON laws covering both NH and home health
experienced the slowest home health care growth. Nursing home spending dominated
post-acute and long-term care expenditures in CON states. Aggregate spending on
nursing home and home health care either by Medicare or by Medicaid did not differ
between states with different CON laws. 21
The group also stated that “A major concern for policymakers is that CON laws for nursing
homes can act as a barrier to increase home- and community-based care because both Medicare
and Medicaid are promoting community-based long-term care to transition patients out of
nursing homes faster.”22
Following nursing homes in regulation frequency is Long Term Acute Care (LTAC),
which is covered in 30 states, Acute hospital beds, ambulatory surgical centers, intermediate care
facilities, and psychiatric services, all of which are regulated in 28 states respectively.23
A few services stand out as outliers, only being regulated by a handful of states. Most
notable are ground ambulance services, which are only regulated by four states, air ambulance
services which are regulated by four states, medical office buildings which are regulated by three
states, ultra-sound services which are regulated by five states, and hypodermic syringes and
needles and magnetic source imaging scanners which are both regulated by one, although
separate, state.
Of states which still have a CON program, the average number of regulated services is
24
16.4. The state of Vermont has the most extensive program, with a total count of 30 regulated
services, followed by Hawaii with 29. Both States have longstanding reputations as being more
regulatory in nature. Only two
other states, New Jersey and
North Carolina, have more than
25 services covered. 25
Two states only maintain
a single CON requirement.
Arizona is a notable outlier with
only a single CON requirement
which covers ground ambulance
services. Ohio who is among the
34 states which cover nursing
home beds, does not require
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CON for any other services in the state.26
Certificate of Need has become a growing source of debate in recent years, as evidenced
by New Hampshire’s decision to eliminate its CON board, in many states around the country. At
least six states (New York 2012, Connecticut 2012, New Jersey 2008, Illinois 2007, Georgia
2006, Delaware 2008) have commissioned state studies to evaluate the effectiveness of their
CON programs within the last 12 years.2728 In 2013, South Carolina, under Governor Nikki
Haley, eliminated funding for the state’s CON board through a line-item veto, though the state’s
Supreme Court later ruled that the state retained the authority to act. 29
CON in Kentucky
Kentucky maintains one of the most extensive CON systems in the United States. In total,
the state requires approval for 21 medical services, the tenth most in the country, and third most
among neighboring states. 30 An additional 18 facilities require licensure but do not require CON,
including abortion facilities and rural health clinics. Physician offices are exempt from both
CON and licensure in the state as is common.
Figure 4

Total In-County EMS Providers
(Any Service Class) by County
2017

Authority over the CON system is vested in Cabinet for Health and Family Service, as
designated by statute:
The General Assembly finds that the licensure of health facilities and health services is a
means to insure that the citizens of this Commonwealth will have safe, adequate, and
efficient medical care; that the proliferation of unnecessary health-care facilities, health
services, and major medical equipment results in costly duplication and underuse of
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such facilities, services, and equipment; and that such proliferation increases the cost of
quality health care within the Commonwealth. Therefore, it is the purpose of this chapter
to fully authorize and empower the Cabinet for Health and Family Services to perform
any certificate-of-need function and other statutory functions necessary to improve the
quality and increase access to health-care facilities, services, and providers, and to
create a cost- efficient health-care delivery system for the citizens of the Commonwealth.
216B.010 31
Process for CON Approval in Kentucky
The Cabinet for Health and Family Services uses three types of review for CON
applications. The first, statutory non-substantive review must be submitted for minor facility
changes and usually provide for quick decisions. The second, regulator non substantive reviews
are for projects that fall outside of the established criteria in the State Health Plan and usually
take 3-4 months to complete. Finally, a formal review, which is the most common application, as
well as the most extensive, is for larger projects, batched together twice per year and rendering
decisions every 6 months.
The Cabinet uses eight criteria in the formal review process
First, the application is measured for consistency with the State Health Plan.
Second, the overall need is considered using a specialized methodology that considers population
and overall utilization and how the proposal will address an unmet need.
Third, the Cabinet considers accessibility, including timeliness, amount and duration of service
and qualified personnel.
Fourth, the interrelationships and linages, including relationships with other services and
facilities in the state and region that the proposal impacts, the facilities policy to handle indigent
patients, the impact on existing providers, and the impact on the costs of providing care and
costs to the public.
Fifth, the costs, economic feasibility, and resource availability is determined. The project must
demonstrate financial feasibility through, financial approval from its board of directors, qualified
staff and personnel, training programs, and sources of financing.
Six, quality of services are measured based on compliance with licensure requirements,
accreditations, certifications, and safety standards.
Seventh and Eighth, the state considers special needs and circumstances and overall community
support.
The application fee is $1,000 for projects with capital expenditures of less than $200,000.
Projects with capital expenditures between $200,001 and $5,000,000 carry a fee of 0.5% of
expenditures. Projects over $5,000,000 have a fee of $25,000.
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II. CON Literature Review
More than three decades after the federal government’s repeal of the CON mandate, the evidence
remains overwhelming that the laws do not have their intended effects. An extensive survey of
the existing literature on CON finds that most benefits of the system are overstated or
unsubstantiated. Independent research conducted by Pegasus Institute finds little to no evidence
that the impacts in Kentucky are different from historical data trends.
As early as 1976, researchers were studying the impact of CON without finding much
evidence of their necessity or benefit. Fred Hellinger, an economist with the Office of Research
and Statistics in the Social Security Administration, in a study published in the journal Inquiry
explored whether CON legislation changed hospital investment, one of the primary justifications
for the existence of the laws. He found that it had no impact.32 Four years later, in one of the
more impactful early studies on the subject, Frank Sloan and Bruce Steinwald of Vanderbilt
University, in a study published in the Journal of Law and Economics, found that CON was
failing to control costs. Their findings helped pave the way, along with the work of numerous
government agency economist, for the end of the federal mandate.33
Multiple studies in the 1990’s examined the various remaining claims of the CON
regime. Joan Kiel , Professor at the Rangos School of Health Sciences at Duquesne University,
looked at “How State Policy Affects Rural Hospital Consortia” in 1993.34 Rural hospitals are not
only vital for the delivery of health services, they were and are a major concern for
policymakers. In 1985, according to Kiel’s work, rural hospitals accounted for “20 percent of all
major inpatient services, 20 percent of inpatient admissions, 17 percent of surgeries, and 19
percent of all births.” 35 Her work confirmed that rural hospitals applied for CON less often than
urban hospitals, and that “carrying out the CON” is more difficult for rural hospitals because
“they lack adequate access to capital.”36
In 1995, three economists, Steven Caudill and David Kaserman of Auburn University and
Jon M. Ford of Florida Atlantic University examined CON regulations and their impact on
innovation, a standing concern about the system’s impact, in the Journal of Applied
Economics.37 The trio measured the spread of haemodialysis, a new an growing technology
using a random coefficient model. The study found evidence that CON slows the spread of
innovative technologies.
No less than ten studies in the past decade have reached a similar conclusion. A literature
review compiled by the Mercatus Center at George Mason University in 2017 looked at five
defenses of CON programs. The summary found that CON failed to live up to its goals and
claims in all five categories.38
Some of the most extensive research on CON ever has been conducted by George Mason
!11
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Title
Effects of
Regulation on
Hospital Costs and
Input Use

Controlling Hospital
Costs: The Role of
Government
Regulation

Endogenous
Hospital Regulation
and Its Effects on
Hospital and Nonhospital
Expenditures
How State Policy
Affects Rural
Hospital Consortia:
the Rural Health
Delivery System
Certificate of Need
Regulation and the
Diffusion of
Innovations: A
Random Coefficient
Does removing
certificate-of-need
regulations lead to
a surge in health
care spending?

Date Author

1980 Frank A. Sloan,
Bruce Steinwald

1981 Paul L. Joskow

1991 Joyce A. Lanning,
Michael Morrisey,
Robert L. Ohsfeldt

1993 Joan M. Kiel

1995 Steven B. Caudill,
Jon M. Ford, David
L. Kaserman

1998 CH Conover, Frank
A. Sloan

Gauge the impact of three
major forms of recent
hospital regulation: controls
on expansion of facilities
and services; controls on
allowable revenue and/or
cost increases; and controls
on utilization of hospital
services.

Subject Matter

Journal of Health
Politics, Policy, and
Law

Journal of Applied
Econometrics Vol.
10, No. 1

The Millbank
Quarterly Vol 71
No. 4

Journal of
Regulatory
Economics Vol 3.
Issue 2

CON Programs are innefective at containing hospital costs

The National Health Planning and Resource Development Act of 1974 ~
that required states to establish Certificate of Need programs or face the
loss of federal funds, was "clearly more concerned with issues of
unnecessary facilty construction and escalating health care costs," than it
was with planning for the expansion of existing health care facilities and
making certain that these facilties wre located where they were most
needed.While Joskow suggests two. possible types of unnecessary facility
construction, he concludes that the most that can be expected even where
a CON program is effective is elimination of unnecessary duplication of
facilities.

Regulatory programs do not contain hospital costs

Finding Related to CON

1

Negative

Mostly
Negative

Negative

Mostly
Negative

Negative

Positive or
Negative?

There is no evidence of a surge in acquisition of facilities or in costs
Negative
following removal of CON regulations. Mature CON programs also result in
a slight (2 percent) reduction in bed supply but higher costs per day and
per admission, along with higher hospital profits. CON regulations
generally have no detectable effect on diffusion of various hospital-based
technologies. It is doubtful that CON regulations have had much effect on
quality of care, positive or negative. Such regulations may have improved
access, but there is little empirical evidence to document this.

CON regulations slow the spread of haemodialysis technology

Compiled by Pegasus Institute

assesses the impact of
certificate-of-need (CON)
regulation for hospitals on
various measures of health
spending per capita,
hospital supply, diffusion of
technology, and hospital
industry organization

The spread of
haemodialysis technology

State policy factors that
Certificate of Need do not play a role in consortia participation but are a
have an impact on the Rural barrier to rural hospital expansion, who file fewer CONs.
Health Care Consortia

Regulation and hospital
expenditures

National Bureau of
Impact of Regulations
Economic Research

Journal of Law and
Economics Vol. 23,
No. 1

Publication/
Publisher

Review
Figure 1: LiteratureFigure
Review5:ofLiterature
CON Regulations
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Do Certificate of
Need Laws
Increase Indigent
Care
A Tale of Three
Cities: Hospital and
Health System
Costs in the
Midwest
Are Certificare of
Need Laws Barriers
to Entry?
Entry Regulations
and Rural Health
Care
Certificate of Need
Laws and Health
Care Prices

2014 Thomas Stratmann,
Jacob W. Russ

2015 Joseph Koss,
Theresa Dreyer,
Marianne UdowPhillips

2016 Thomas Stratmann,
Matthew C.Baker

2016 Thomas Stratmenn
and Christpoher
Koopman

2017 James Bailey, Tom
Hammami, Daniel
McCorry

Journal of Health
Care Finance

Mercatus Center,
George Mason
University

Mercatus Center,
George Mason
University

University of
Michigan

Mercatus Center,
George Mason
University

Health Services
Research

State data for health care
prices in state with and
without CON laws using
2012-2013 data.

CON Laws, Ambulatory
Surgical Centers, and
Community Hospitals

How they impact access to
MRI, CT, and PET Scans

Hospital Costs in Michigan,
Indiana, and Wisconsin

Examining the trade off
between CON and indigent
care

2

Certificate of Need
for Cardiac Care:
Controversy over
Contributions of
CON

2009 Vivian Ho, MeeiHsiang Ku Goto,
James G. Jollis
Do CON regulations
influence procedural
mortality or the provision of
CABG and PCI

How do listed factors impact Repealing CON, as well as other factors surveyed, improve cost efficiency
cost efficiency in health care in health care

Health Care
Management
Review

The Impacts of
Hospital Alliance
Membership,
Alliance Size, and
Repealing
Certificate of Need
Regulation, on the
Cost Efficiency of
Non‐profit Hospitals

2010

States with CON laws have higher prices than states without CON but the
findings were not statistically significant.

CON laws are decreasing access to rural health care.

There is less imaging care for MRI’s CT’s, and PETS’s in states with CON
requirements

CON limits new entrants, restricts competition, but Michigan hospital costs
are lower than Indiana and Wisconsin

There is no evidence of an increase in indigent care

There is no evidence that CON regulations provide for higer quality
coronary artery bypass graft surgery and percutaneous coronary
interventions.

States that repeal CON laws have no signifiacnt growth in either nursing
home or long-term care Medicaid expenditures

Do CON laws actually lower
Medicaid spending?

Finding Related to CON

The Effects of CON Inquiry
Repeal on Medicaid
Nursing Home and
Long-Term Care
Expenditures

Subject Matter

2003 David Grabowski,
Robert L. Ohsfeldt,
Michael Morrisey

Publication/
Publisher

Title

Date Author

Figure 5: Literature Review (continued)

Nuetral with
Some
Negative
Findings

Negative

Negative

Mixed,
Mostly
Positive

Negative

Negative

Negative

Negative

Positive or
Negative?

University Professor Thomas Stratmann, who has published multiple pieces on the subject. His
work has found that,
Controlling for other factors . . . states with CON programs have about 99 fewer
hospital beds per 100,000 people than states without these regulations. Moreover
. . . CON programs that specifically regulate acute hospital beds are associated
with an average of about 131 fewer hospital beds per 100,000 people relative to
non-CON states. Furthermore . . . CON regulations reduce the number of
hospitals with MRI machines by one to two hospitals per 500,000 people and
that states that regulate MRI machines have, on average, 2.5 fewer hospitals
providing MRI services than non-CON states.39
Stratmann and Matthew C. Baker, in a separate work, also found that patients in CON states are
more likely to need to travel out of their county of residence to obtain healthcare services.40
Other recent research has found that CON states have 30 percent fewer hospitals, and 30
percent fewer rural hospitals, further negating the argument that the laws helped ensure access to
rural care. Additional research has found that the laws do not encourage healthcare substitutes,
further compounding problems for rural residents. Recent data has likewise continued to show
that CON regimes do not help restrain health care costs. (See Figure 5)

III. CON and Ambulance Care in Kentucky
Kentucky, which as previously noted has an above average number of CON regulations, is an
outlier in its burdensome regulation of ground ambulance providers. Only four states in the
United States currently require a certificate of need for ground ambulance providers, the other
three being Arizona, Hawaii, and New York. Much like other services which are currently under
the CON regime, there is little evidence that Kentucky’s CON governing ground ambulances is
having its desired effect and some evidence that it is stifling innovation and reducing access to
care.
Individual Issues of Ambulance Care
There have been numerous anecdotal cases of inadequate care across the Commonwealth
addressed in media or other reports. In 2017 alone numerous news stories detailed issues with
ambulance care in Kentucky counties.
• Jefferson County: Compared to similarly sized cities and the national average, Louisville has
considerably above average response times for ambulance services. In 2016, the national
average wait time for an ambulance was eight minutes. Nashville, Tennessee had a below
average time of seven minutes and twelve seconds. Indianapolis was likewise considerably
!14

•

•

•
•

lower than national average at five minutes and forty-four seconds. Louisville’s average was
ten minutes and nineteen seconds.41
Pike County: Elkhorn City Mayor, Mike Taylor, has long raised issues with the ambulance care
impacting his area. According to news reports, numerous residents have had to wait more than
an hour for ambulance services, either in retrieving residents in emergency situations and
taking residents back to their homes. Officials with Trans-Star, the counties ambulance
provider report response time of 18 minutes, which is notably higher than the national average
for rural providers of 14.5 minutes. As of 2017, the Mayor expressed intentions to file a
certificate of need for Elkhorn City.42
Powell County: After numerous reported cardiac arrest deaths, a Powell County Fire Chief
requested permission to begin using fire trucks to respond to EMS calls. Increased calls have
been attributed to drug abuse and the effects of poor health habits. “The issue of EMS coverage
has been very real in Powell County for some time, and will likely continue as our resources
become exhausted due to incoming calls,” the fire chief said.43
Owen County: Owen County closed its hospital for good in 2017, increasing the average EMS
transportation times in the county from 20 minutes to 40 minutes.44
Warren County: There is no community in Kentucky that appears more underserved than
Warren County, whose EMS situation could easily enable a call for action across the entire
state. Despite being one of the state’s most populous counties and home of the state’s third
largest city, there is only one ambulance provider in the county. Neighboring Logan County,
which has only 22 percent of the population of Warren County, has three ambulance providers.
Nearby Christian County, which has less than 60 percent of the population of Warren County
has two providers. The counties containing the second and third largest cities in Western
Kentucky, McCracken County which is home to Paducah and Daviess County which is home
to Owensboro, both have three ambulance providers despite containing smaller cities and
fewer people in the county.
The result of the EMS monopoly has meant fewer patients are taken to Bowling Green’s higher
ranked hospital in favor of being taken to the one owned by the same company as the
ambulance provider.45 46 This has meant longer wait times for numerous services. Patients at
The Medical Center have an average wait time of 55 minutes vs 8 minutes for TriStar.47 For
pain related to broken bones, The Medical Center has an average wait of 96 minutes versus 32
minutes at TriStar. STEMI patients, who have a recommended wait time of 90 minutes or less,
are taking 82 minutes to be served at The Medical Center, the second longest transfer time in
Kentucky.48 Approximately 6 percent of The Medical Center’s EMS patients leave the facility
without being seen vs only 1 percent for TriStar.49
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Do you think your town/ city needs more
Purposive Survey of Mayors
EMS or ambulance services?
As part of the background
examination of Kentucky’s ambulance
system, Pegasus Institute conducted a survey
or interview with more than 20 mayors from
around the state, ranging from some of the
Commonwealth’s largest communities to
some of its smallest. More than 40 percent of
Mayors said that their city needs more EMS
or ambulance services. When asked what
problems, if any, had been brought to their
attention regarding the ambulance service in
their community, more than 70 percent said
residents have complained about high costs
Yes
No
of ambulance services. More than 40 percent
complained of slow response times.
Several mayors gave their EMS providers high marks while acknowledging the
challenges that are being faced. One mayor reported three minute response times in his city,
placing it near the best times in Kentucky. Another mayor reported excellent response times but
worried about the future with potential paramedic shortages. Paramedic shortages are of
particular concern in Western Kentucky, where some estimates of potential shortages are as high
as 30 percent.

41%

59%

What problems have been brought to your attention about the EMS/ambulance
services in your town/city?

Slow Response Times
Inadequate Service
High Costs
Poor Collections System
Inability to attract paramedics
0

!
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40
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80

IV. License Comparison of Neighboring and Peer States by County
Including Kentucky, we examined ambulance provider data for a total of seven states, all in the
same geographic region as Kentucky, many bordering the state, and all others without CON
requirements for ambulatory care. To appropriately gauge the provider coverage available to
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Kentucky residents, all license classes were included, measured by county-level breakdowns.
Because providers are generally divided by county borders this allows for the most accurate
picture of the coverage available to residents in each state. The six additional states examined
were Tennessee, South Carolina, North Carolina, West Virginia, Ohio, and Missouri. This sample
allows us to draw interesting comparisons between Kentucky’s ambulance coverage both in rural
areas and in urban areas.
In total, among the studied states, there was an average of 6.2 licenses per 100,000
residents. Kentucky, which has 209 licensed providers in all classes for an estimated 2016
population of 4,454,249 residents has only 4.7 licenses per 100,000 residents, equating to 24.19
percent below average among the sample.
This difference, somewhat unexpectedly, was most notable in counties with high
populations. Among the sampled states, all but two had counties with more than 500,000
residents. Kentucky’s only county above 500,000 residents, Louisville, has 13 licensed providers
serving 59,319.85 each. Davidson County, home to Nashville, has 17 providers for an even
smaller population, giving it one per approximately 39,000 residents. This is particularly notable
when considering ambulance wait times in both locations. The national average for ambulance
wait times is just below eight minutes. Reported wait times in Nashville are considerably below
national average at seven minutes and twelve seconds. Wait times in Louisville are considerably
above national average at more than 10 minutes. The sample overall, in counties with more than
500,000 residents, has an average of 26.76 with one provider for every 36,586.59 residents.
Kentucky counties just a step down in size are similarly served by significantly fewer
providers than other states sampled. In the 200,000-499,999 residents range, which for Kentucky
means Fayette County, there are six providers. Similarly sized cities in the sample averaged
10.59 providers. In counties 100,000-199,999, Kentucky averages 6.4 providers, which is once
again, though less dramatically, below the sampled average of 6.93. The trend continues with
counties between 50,000 and 99,999 residents, where Kentucky has 2.53 licensed providers per
county against the sampled average of 4.3.
Kentucky’s largest chunk of counties are below 50,000 residents, qualifying as rural by
our definition, with 101 counties in total. Once again, rural counties appear underserved by
providers with 1.26 per county. Of note, North Carolina is a notable outlier among our sample
population. The state, which utilizes multiple entities including volunteer fire departments for
EMS transports, has a significantly higher number of licenses in rural counties than other
surveyed states. Even when removed from consideration though, the average of our sample
remains 1.63 providers per county, placing rural Kentucky counties 22.7 percent below the
average of our sample. All Kentucky counties above 50,000 residents have 25.65 percent fewer
providers per county.
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Licenses (All Classes) Per County Over 500,000 Residents
State

Licenses Per County

Kentucky

13

Tennessee

21.5

South Carolina

n/a

West Virginia

n/a

North Carolina

29

Ohio

46.8

Missouri

23.5
26.76

Average

Licenses (All Classes) Per County 200,000-499,999 Residents
State

Licenses Per County

Kentucky

6

Tennessee

8

South Carolina
West Virginia

13.63
n/a

North Carolina

20.63
9.67

Ohio
Missouri

5.6
10.59

Average

Licenses (All Classes) Per County 100,000-199,999 Residents
State

Licenses Per County

Kentucky

6.4

Tennessee

2.86

South Carolina

6.86

West Virginia

4.33

North Carolina

21.19

Ohio

2.62

Missouri

4.25

Average

6.93
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Licenses (All Classes) Per County 50,000-99,999 Residents
State

Licenses Per County

Kentucky

2.53

Tennessee

2.11
4

South Carolina
West Virginia

5.63

North Carolina

12.63

Ohio

1.95

Missouri

1.27

Average

4.3

Licenses (All Classes) Per County Below 50,000 Residents
State

Licenses Per County

Kentucky

1.26

Tennessee

1.17

South Carolina

2.45

West Virginia

2.95

North Carolina

Data Removed From Consideration
0.82

Ohio
Missouri

1.15

Average

1.63

Kentucky Counties Compared to Sample Averages
County Size

Percentage Difference

500,000+

-51.42%

200,000-499,999

-43.34%

100,000-199,999

-7.65%

50,000-99,999

-41.16%

Under 50,000

-22.7%
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V. Conclusion and Policy Recommendations
It is difficult to examine the anecdotal data in news reports or the county level breakdown of data
and conclude that Kentucky is being properly served by it ambulance CON requirements.
Measured against our neighboring states and regional peers, Kentucky residents have access to
fewer providers, on average, at every county population level across the state. Anecdotes from
mayor surveyed to news reports help to substantiate what the data reflects, and demonstrates a
serious concern for how overall costs are impacted. Wait times in Kentucky’s largest metro
areas, which are the most underserved by the existing CON regime, reinforce that Kentucky’s
ambulance CON laws, like most others tested by researchers and long ago recognized by the
federal government, are not living up to their claims for justification.
We offer three policy recommendations for moving forward:
1) Kentucky should immediately suspend its CON requirements for ground ambulance
providers in counties above 50,000 residents and begin phasing out CON laws in rural
counties. The Commonwealth should establish a licensing program, housed in the
Cabinet for Health and Family Services, using guidelines currently being used by
neighboring states.
2) The Commonwealth of Kentucky, either through the Cabinet for Health and Family
Services or by order of the Legislature should order an immediate comprehensive review
of its entire Certificate of Need system, similar in nature to the review conducted by
seven other states.
3) The Cabinet for Health and Family Services should immediately request comment on
Kentucky’s Certificate of Need system from the Federal Trade Commission and the
Antitrust Division of the Department of Justice, both of which have provided advice to
other states conducting reviews of their CON regulations.
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