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About the Prevention Status Reports
The Prevention Status Reports (PSRs) highlight—for all 50 states and the District of Columbia—the
status of public health policies and practices designed to address the following important public
health problems and concerns:

Alcohol-Related
Harms

Food Safety Healthcare-
Associated
Infections

Heart Disease and
Stroke

HIV

Motor Vehicle
Injuries

Nutrition, Physical
Activity, and
Obesity

Prescription Drug
Overdose

Teen Pregnancy

Tobacco Use

PSR Framework

Each report follows a simple framework:

Describe the public health problem  using public health data

Identify potential solutions  to the problem drawn from research and expert recommendations

Report the status  of those solutions for each state and the District of Columbia

Criteria for Selection of Policies and Practices
The policies and practices reported in the PSRs were selected because they―

Can be monitored using state-level data that are readily available for most states and the District
of Columbia

Meet one or more of the following criteria:

Supported by systematic review(s) of scientific evidence of effectiveness (e.g., The Guide to
Community Preventive Services)

Explicitly cited in a national strategy or national action plan (e.g., Healthy People 2020)

Recommended by a recognized expert body, panel, organization, study, or report with an
evidence-based focus (e.g., Institute of Medicine)

Ratings
The PSRs use a simple, three-level rating scale—green, yellow, or red—to show the extent to which
the state has implemented the policy or practice in accordance with supporting evidence and/or
expert recommendations. The ratings reflect the status of policies and practices and do not reflect
the status of efforts of state health departments, other state agencies, or any other organization to
establish or strengthen those policies or practices.
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State Summary

Prevention Status Reports 2015 - Minnesota Summary

The Prevention Status Reports (PSRs) highlight—for all 50 states and the District of Columbia—
the status of public health policies and practices designed to prevent or reduce problems in 10
important public health topics. Below is a summary of the ratings for the 2013 and 2015 PSR
policies and practices for Minnesota.

PSR Policies and Practices by TopicPSR Policies and Practices by Topic

20132013 20152015

Alcohol-Related HarmsAlcohol-Related Harms  

State beer excise tax RedRed RedRed
State distilled spirits excise tax YellowYellow YellowYellow
State wine excise tax RedRed RedRed
Commercial host (dram shop) liability laws GreenGreen GreenGreen

Food SafetyFood Safety  

Speed of pulsed-field gel electrophoresis testing of reported E. coli 
O157 cases

GreenGreen GreenGreen

Completeness of pulsed-field gel electrophoresis testing of reported
Salmonella  cases

GreenGreen GreenGreen

State adoption of selected foodborne disease-related provisions ** RedRed

Healthcare-Associated Infections (HAIs)Healthcare-Associated Infections (HAIs)  

State activities to build capacity for HAI prevention ** YellowYellow
Stewardship programs to improve antibiotic use in acute care hospitals ** RedRed

Heart Disease and StrokeHeart Disease and Stroke  

Meaningful use of electronic health records YellowYellow GreenGreen
State pharmacist collaborative drug therapy management policy GreenGreen GreenGreen

HIVHIV  

State Medicaid reimbursement for routine HIV screening ** GreenGreen
Consistency of state HIV testing law with CDC's 2006 HIV testing
recommendations

GreenGreen GreenGreen

State reporting of all CD4 and all viral load data ** YellowYellow
HIV viral suppression ** ——

Motor Vehicle InjuriesMotor Vehicle Injuries  



Seat belt law GreenGreen GreenGreen
Child passenger restraint law YellowYellow YellowYellow
Graduated driver licensing: learner’s permit age ** YellowYellow
Graduated driver licensing: learner's permit holding period ** YellowYellow
Graduated driver licensing: nighttime driving restriction ** RedRed
Graduated driver licensing: young passenger restriction ** GreenGreen
Graduated driver licensing: unrestricted licensure age ** RedRed
Ignition interlock law GreenGreen YellowYellow

Nutrition, Physical Activity, and ObesityNutrition, Physical Activity, and Obesity  

Secondary schools not selling less nutritious foods and beverages RedRed RedRed
Nutrition standards policy for foods and beverages sold on state
executive branch property

** RedRed

Inclusion of obesity prevention standards in state licensing
regulations of childcare facilities

RedRed RedRed

State average birth facility score for breastfeeding support YellowYellow YellowYellow

Prescription Drug OverdosePrescription Drug Overdose  

Requirement for timely data submission to prescription drug monitoring
program

** GreenGreen

Requirement for universal use of state prescription drug monitoring
program

** RedRed

Teen PregnancyTeen Pregnancy  

Expansion of state Medicaid family planning eligibility YellowYellow YellowYellow

Tobacco UseTobacco Use  

State cigarette excise tax YellowYellow GreenGreen
Comprehensive state smoke-free policy GreenGreen GreenGreen
State funding for tobacco control RedRed RedRed

* 2015 data not comparable to 2013 data because of changes in the policy/practice indicator or rating scale 
— Data not available



Alcohol-Related Harms

Public Health Problem
Excessive alcohol use can result in harms such as motor vehicle injuries, violence, heart
disease, cancer, alcohol poisoning, and poor birth outcomes. Excessive alcohol use includes
binge drinking (five or more drinks per occasion for men or four or more drinks per
occasion for women), heavy drinking (15 or more drinks a week for men or 8 or more drinks
a week for women), and any alcohol use by pregnant women or underage youth (1).
Excessive drinking is responsible for about 88,000 deaths and 2.5 million years of potential
life lost in the United States each year (2). Binge drinking is responsible for more than half
of the deaths and two-thirds of the years of potential life lost resulting from excessive
alcohol use (3). In Minnesota, each year 1,257 deaths and 32,829 years of potential life are
lost due to the harms resulting from excessive alcohol use (2).

In Minnesota, 19.5% of adults reported binge drinking in 2014 (4).
The harms related to excessive alcohol use cost the United States $249.0 billion, or $2.05
per drink, in 2010. Most of these costs were due to reduced workplace productivity, law
enforcement and other criminal justice expenses, the cost of treating people for health
problems caused by excessive drinking, and costs attributable to motor vehicle crashes (6).
In Minnesota, excessive alcohol use cost $3.9 billion, or $1.74 per drink in 2010 (6).

Source: Behavioral Risk Factor Surveillance System (4)
2014
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*Four or more drinks (women) or five or more drinks (men) on an occasion at least once in the last 30 days 
** Five or more drinks in a row within a couple of hours on at least 1 day during the 30 days before the survey



Solutions and Ratings
This report focuses on the following evidence-based policies recommended by the
Community Preventive Services Task Force for preventing alcohol-related harms (7,8): 

Increasing state excise taxes on beer

Increasing state excise taxes on distilled spirits

Increasing state excise taxes on wine

Having commercial host (dram shop) liability laws

Other strategies recommended by the Community Preventive Services Task Force for
reducing alcohol-related harms include regulating alcohol outlet density, avoiding further
privatization of retail alcohol sales, and providing adults (including pregnant women) with
screening and brief intervention for excessive alcohol use (9–11).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

The excise tax rate, in dollars per gallon, imposed by the state on beer containing 5%
alcohol by volume. State beer excise tax does not include any additional taxes, such as
those based on price rather than volume (e.g., ad valorem or sales taxes) that states have
implemented at the wholesale or retail level.

How This Rating Was DeterminedHow This Rating Was Determined 
Data on state beer excise taxes were obtained from the Alcohol Policy Information System
(12). As of January 1, 2014, state beer excise taxes ranged from $0.02 to $1.29 per gallon
across states for which data were available. This rating reflects where the state’s tax fell
within this range. For states with different tax rates for off-premises (e.g., liquor stores) and
on-premises (e.g., restaurants) retailers, the off-premises tax rate was reported.

State beer excise taxState beer excise tax

As of January 1, 2014, Minnesota'sAs of January 1, 2014, Minnesota's
excise tax per gallon of beer was $0.15excise tax per gallon of beer was $0.15
(12).(12). 

Community Preventive Services Task Force
recommendation: Increase alcohol taxes
(7). Studies show that a 10% increase in the
price of beer would likely reduce beer
consumption by approximately 5% (7).
Doubling alcohol taxes could reduce
alcohol-related mortality by an average of
35% (13).

RatingRating State beer excise taxState beer excise tax

Green ≥$1.00 per gallon

Yellow $0.50–$0.99 per gallon

RedRed <$0.50 per gallon<$0.50 per gallon



The excise tax rate, in dollars per gallon, imposed by the state on distilled spirits containing
40% alcohol by volume. State distilled spirits excise tax does not include any additional
taxes, such as those based on price rather than volume (e.g., ad valorem or sales taxes) that
states have implemented at the wholesale or retail level.

How This Rating Was DeterminedHow This Rating Was Determined 
Data on state distilled spirits excise taxes were obtained from the Alcohol Policy Information
System (14). As of January 1, 2014, state distilled spirits excise taxes ranged from $1.50 to
$14.25 per gallon across states for which data were available. This rating reflects where the
state’s tax fell within this range. For states with different tax rates for off-premises (e.g.,
liquor stores) and on-premises (e.g., restaurants) retailers, the off-premises tax rate was
reported.

State distilled spirits excise taxState distilled spirits excise tax

As of January 1, 2014, Minnesota'sAs of January 1, 2014, Minnesota's
excise tax per gallon of distilled spiritsexcise tax per gallon of distilled spirits
was $5.03 (14).was $5.03 (14). 

Community Preventive Services Task Force
recommendation: Increase alcohol taxes
(7). Studies show that a 10% increase in the
price of distilled spirits would likely reduce
distilled spirits consumption by
approximately 8% (7). Doubling alcohol
taxes could reduce alcohol-related mortality
by an average of 35% (13).

RatingRating State distilled spirits exciseState distilled spirits excise
taxtax

Green ≥$8.00 per gallon

YellowYellow $4.00–$7.99 per gallon$4.00–$7.99 per gallon

Red <$4.00 per gallon



The excise tax rate, in dollars per gallon, imposed by the state on wine containing 12%
alcohol by volume. State wine excise tax does not include any additional taxes, such as
those based on price rather than volume (e.g., ad valorem or sales taxes) that states have
implemented at the wholesale or retail level.

How This Rating Was DeterminedHow This Rating Was Determined 
Data on state wine excise taxes were obtained from the Alcohol Policy Information System
(15). As of January 1, 2014, state wine excise taxes ranged from $0.11 to $2.50 per gallon
across states for which data were available. This rating reflects where the state’s tax fell
within this range. For states with different tax rates for off-premises (e.g., liquor stores) and
on-premises (e.g., restaurants) retailers, the off-premises tax rate was reported.

State wine excise taxState wine excise tax

As of January 1, 2014, Minnesota'sAs of January 1, 2014, Minnesota's
excise tax per gallon of wine was $0.30excise tax per gallon of wine was $0.30
(15).(15). 

Community Preventive Services Task Force
recommendation: Increase alcohol taxes
(7). Studies show that a 10% increase in the
price of wine would likely reduce wine
consumption by approximately 6% (7).
Doubling alcohol taxes could reduce
alcohol-related mortality by an average of
35% (13).

RatingRating State wine excise taxState wine excise tax

Green ≥$2.00 per gallon

Yellow $1.00–$1.99 per gallon

RedRed <$1.00 per gallon<$1.00 per gallon



Laws that permit alcohol retail establishments to be held liable for injuries or harms caused
by illegal service to intoxicated or underage customers.

How This Rating Was DeterminedHow This Rating Was Determined 
This rating reflects data provided by Alcohol Policy Consultations and ChangeLab Solutions
on current state laws for commercial host liability (16–18). A state’s commercial host liability
law was considered to have major limitations if it 1) covered underage patrons or
intoxicated adults but not both, 2) required increased evidence for finding liability, 3) set
limitations on damage awards, or 4) set restrictions on who may be sued.

Commercial host (dram shop) liability lawsCommercial host (dram shop) liability laws

As of January 1, 2015, Minnesota hadAs of January 1, 2015, Minnesota had
commercial host liability with no majorcommercial host liability with no major
limitations (16–18).limitations (16–18). 

Community Preventive Services Task Force
recommendation: Commercial host (dram
shop) liability for illegal sales or service of
alcohol (8). Evidence shows these laws are
associated with a reduction in alcohol-
related harms, including a median 6.4%
reduction in deaths from motor vehicle
crashes (8).

RatingRating State hadState had

GreenGreen Commercial host liability withCommercial host liability with
no major limitationsno major limitations

Yellow Commercial host liability with major
limitations

Red No commercial host liability
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Food Safety

Public Health Problem
Diseases spread by a wide variety of contaminated foods continue to challenge the public
health system. Bacteria, viruses, parasites, and chemicals can cause foodborne diseases,
which can vary from mild to fatal (1). Robust surveillance for these diseases is essential for
detecting outbreaks (2). It also provides critical information to food regulatory agencies and
the food industry so that appropriate prevention and control measures can be
implemented (3,4).
CDC estimates that each year, roughly 1 in 6 Americans (or 48 million people) gets sick,
128,000 are hospitalized, and 3,000 die due to foodborne diseases (5). Risk for infection and
severity of illness vary at different ages and stages of health (6).
Foodborne illness is costly. According to a 2015 study, 15 pathogens alone are estimated to
cost $15.5 billion in the United States per year. This includes medical costs (doctor visits and
hospitalizations) and productivity loss due to premature death and time lost from work (7).



Solutions and Ratings

The three practices in this report are recommended by the Council to Improve Foodborne
Outbreak Response and the US Food and Drug Administration (FDA) because scientific
evidence supports their effectiveness in improving foodborne disease surveillance,
detection, and prevention (2–4). These practices are 

Increasing the speed of DNA fingerprinting using pulsed-field gel
electrophoresis (PFGE) testing for all reported cases of Shiga toxin-producing
Escherichia coli (E. coli)  O157

Increasing the completeness of PFGE testing of Salmonella

Adopting provisions recommended in the FDA Food Code into state food safety
regulations

Other strategies supported by scientific evidence include using trained staff and
standardized questionnaires to interview persons with suspected foodborne illness as soon
as possible after illness is reported and conducting environmental assessments as a routine
component of foodborne disease outbreak investigations (2).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

The annual proportion of  E. coli O157 PFGE patterns reported to CDC (i.e., uploaded into
PulseNet, the CDC-coordinated national molecular subtyping network for foodborne
disease surveillance) within four working days of receiving the isolate in the state or local
public health PFGE lab. PFGE is a technique used to distinguish between strains of
organisms at the DNA level.

How This Rating Was DeterminedHow This Rating Was Determined 
The speed of PFGE testing for reported E. coli  O157 cases was determined by accessing the
PulseNet (http://www.cdc.gov/pulsenet/) national E. coli  O157 database for calendar year 2014.
Turnaround times were calculated per lab by subtracting the received date (receipt in the
PFGE lab) from the upload date (upload to the PulseNet national database), excluding
weekends and federal holidays. The percentage of samples tested within four days was
calculated by dividing the number tested within four days (numerator) by the total number
uploaded to the PulseNet national database (denominator). If the received date for a
sample was missing, the sample was counted in the denominator but not the numerator,
thus lowering the percentage.

The rating reflects the extent to which the state tested E. coli  O157 cases within four days
as determined by the PulseNet database.

Speed of pulsed-field gel electrophoresis testing of reported Speed of pulsed-field gel electrophoresis testing of reported E. coliE. coli  O157  O157
casescases

In 2014, Minnesota tested 99.3% of In 2014, Minnesota tested 99.3% of E.E.
colicoli  O157 cases within 4 days (8).  O157 cases within 4 days (8). 

CDC target: Testing of ≥90% of annual
reported E. coli  O157 cases within four
days. The CDC Public Health Emergency
Preparedness Cooperative Agreement,
which provides federal funding to state,
local, tribal, and territorial health
departments, has two national laboratory
performance targets for food safety,
including the E. coli  testing target.
Performing DNA fingerprinting as quickly as
possible for all Shiga toxin-producing E. coli 
improves outbreak detection, helps prevent
additional cases, and identifies prevention
and control measures for food regulatory
agencies and the food industry (2).

RatingRating Percentage of annual reportedPercentage of annual reported
cases tested within four dayscases tested within four days

GreenGreen ≥≥90.0%90.0%

Yellow 60.0%–89.9%

Red <60.0%

http://www.cdc.gov/pulsenet/


The annual proportion of  Salmonella cases reported to CDC’s National Notifiable Diseases
Surveillance System with PFGE patterns uploaded into PulseNet.

How This Rating Was DeterminedHow This Rating Was Determined 
The completeness of PFGE testing of reported Salmonella  cases was determined by
accessing the PulseNet (http://www.cdc.gov/pulsenet/) national Salmonella  database for
calendar year 2014. The number of Salmonella  entries per state was determined and used
as the numerator. The denominator was the number of cases reported by each lab to the
National Notifiable Diseases Surveillance System for calendar year 2014.

The rating reflects the proportion of all Salmonella  cases tested in the state as determined
by the PulseNet database.

Completeness of pulsed-field gel electrophoresis testing of reportedCompleteness of pulsed-field gel electrophoresis testing of reported
SalmonellaSalmonella  cases  cases

In 2014, Minnesota tested 100% ofIn 2014, Minnesota tested 100% of
reported reported SalmonellaSalmonella  cases (8,9).  cases (8,9). 

Research and experts in the field agree that
performing DNA fingerprinting of all
Salmonella  cases would improve outbreak
detection, help prevent additional cases,
and identify prevention and control
measures for food regulatory agencies and
the food industry (2).

RatingRating Percentage of annual reportedPercentage of annual reported
cases tested by PFGEcases tested by PFGE

GreenGreen ≥≥90.0%90.0%

Yellow 60.0%–89.9%

Red <60.0%

http://www.cdc.gov/pulsenet/


Inclusion in the state’s food safety regulations of selected provisions contained in the 2013
FDA Food Code related to norovirus and other foodborne illnesses.

How This Rating Was DeterminedHow This Rating Was Determined 
Publicly accessible state food code regulations were assessed for the presence of the
selected provisions contained in the 2013 FDA Food Code (10). The rating reflects the
number of provisions included in state food safety regulations.

State adoption of selected foodborne disease-related provisionsState adoption of selected foodborne disease-related provisions

As of September 2014, Minnesota hadAs of September 2014, Minnesota had
adopted two of the four selectedadopted two of the four selected
provisions in the 2013 FDA Food Code:provisions in the 2013 FDA Food Code:
requiring at least one employee in arequiring at least one employee in a
food service establishment to be afood service establishment to be a
certified food protection manager andcertified food protection manager and
requiring food service employees torequiring food service employees to
wash their hands (10).wash their hands (10). 

The FDA publishes model food safety
practices to prevent transmission of
norovirus and other foodborne illnesses,
but adoption is at the discretion of state
governments (3). CDC has identified four
provisions that are critical to reducing
foodborne illnesses (11):

Excluding ill food service staff from
working until at least 24 hours after
symptoms of vomiting and diarrhea
have ended (section 2-2 of the 2013
FDA Food Code)

Prohibiting bare hand contact with
ready-to-eat food (section 3-301.11)

Requiring at least one employee in a
food service establishment to be a
certified food protection manager
(sections 2-102.12 and 2-102.20)

Requiring food service employees to
wash their hands (section 2-3)

RatingRating Number of selected provisionsNumber of selected provisions
contained in the 2013 FDAcontained in the 2013 FDA
Food Code adopted into theFood Code adopted into the
state food codestate food code

Green All four

Yellow Three

RedRed Two or fewerTwo or fewer
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Healthcare-Associated Infections

Public Health Problem
Healthcare-associated infections (HAIs) are linked with increased illnesses, deaths, and
healthcare costs (1, 2). Each year, about 1 in 25 US hospital patients is diagnosed with at
least one infection related to hospital care. In 2011, there were approximately 722,000 HAIs
in US acute care hospitals, and approximately 75,000 hospital patients with HAIs died
during their hospitalizations (2).

Many HAIs are caused by antibiotic-resistant (AR) pathogens and Clostridium difficile (C.
difficile), often as a consequence of inappropriate antibiotic use. Each year in the United
States, at least 2 million people are infected by an AR pathogen and at least 23,000 will die
as a direct result of these infections (3).

More than half of all hospital patients receive an antibiotic, and 30%–50% of all antibiotics
are prescribed inappropriately or are unnecessary (4). Poor prescribing practices put
patients at risk for adverse reactions and also contribute to antibiotic resistance, making
these drugs less likely to work in the future.
Despite progress in reducing some HAIs—such as central line-associated bloodstream
infections (CLABSIs)—more progress needs to be made in preventing other infections,
including C. difficile  infection and catheter-associated urinary tract infections (CAUTIs).
These infections can be prevented by using infection control and prevention procedures in
healthcare settings and improving antibiotic prescribing.
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Solutions and Ratings

This report highlights two practices to reduce HAIs and AR:

Implementing state activities to build capacity for HAI prevention

Implementing stewardship programs to improve antibiotic use in acute care
hospitals

Improving health care through HAI and AR prevention, detection, and response are
priorities for CDC, the US Department of Health and Human Services (HHS), and the White
House. The White House’s National Strategy for Combating Antibiotic-Resistant Bacteria
(CARB) and National Action Plan stress the judicious use of antibiotics to prevent
transmission of AR infections (7,8). The HHS HAI action plan sets national goals for reducing
HAIs and provides a framework for state HAI prevention plans (6). In CDC’s 2014 National
Healthcare Safety Network (NHSN) Annual Hospital Survey, 39.2% of US hospitals reported
having antibiotic stewardship programs (9) that included seven core elements CDC deems
critical for such programs (4).

Other strategies supported by evidence include optimizing infection control practices within
healthcare facilities, using a coordinated regional approach to preventing infections, and
implementing CDC’s Targeted Assessment for Prevention (TAP) strategy (10,11).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

State health department implementation of activities to improve the state’s ability to
prevent and control HAIs across four prevention areas: 1) building and maintaining
partnerships (e.g., collaborating with quality improvement organizations or hospital
associations), 2) supporting HAI-related outbreak response by building infrastructure to
identify and respond to reports of outbreaks in healthcare settings, 3) conducting or
supporting HAI training, and 4) validating HAI data (i.e., analyzing data for quality and
completeness and/or reviewing medical records to check data accuracy).

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the number of HAI prevention areas the state has addressed. Ratings are
based on data from a CDC 2015 survey of state HAI coordinators, which asked states
whether their HAI prevention activities had addressed the following prevention areas: HAI
partnerships, outbreak response, training, and data validation (12). Data validation
responses were confirmed using the findings of the 2015 National and State Healthcare-
Associated Infections Progress Report (13).

State activities to build capacity for HAI preventionState activities to build capacity for HAI prevention

As of July 31, 2015, Minnesota's HAIAs of July 31, 2015, Minnesota's HAI
activities addressed three of the fouractivities addressed three of the four
prevention areas: HAI partnerships,prevention areas: HAI partnerships,
outbreak response, and training (11).outbreak response, and training (11). 

HHS’s HAI action plan sets national goals
and targets for reducing and preventing
HAIs (6). CDC helps states achieve these
targets by providing technical expertise and
assistance in addressing the following
prevention areas: HAI partnerships,
outbreak response, training, and data
validation. State programs that address
these four areas are critical for reducing
HAIs (6). Increasing states’ capacity to
prevent HAIs can reduce illnesses, save
money, and improve healthcare quality for
patients (6).

RatingRating Number of HAI preventionNumber of HAI prevention
areas addressedareas addressed

Green All four

YellowYellow ThreeThree

Red Two or fewer



Programs in acute care hospitals that incorporate seven core elements CDC deems critical
to successful hospital antibiotic stewardship: 1) leadership commitment, 2) accountability, 3)
drug expertise, 4) actions to improve antibiotic use, 5) tracking antibiotic use and outcomes,
6) reporting antibiotic use and outcomes to staff, and 7) education (4).

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the percentage of the state’s acute care hospitals participating in the
Patient Safety Component of NHSN that reported having antibiotic stewardship programs
that incorporated CDC’s seven core elements (4). Ratings are based on data from the 2014
NHSN Annual Hospital Survey Patient Safety Component (9).

Stewardship programs to improve antibiotic use in acute care hospitalsStewardship programs to improve antibiotic use in acute care hospitals

As of December 2014, 21.2% of acuteAs of December 2014, 21.2% of acute
care hospitals in Minnesota reportedcare hospitals in Minnesota reported
having antibiotic stewardshiphaving antibiotic stewardship
programs that incorporated all 7 coreprograms that incorporated all 7 core
elements deemed critical by CDC (9).elements deemed critical by CDC (9). 

The White House’s National Strategy and
Action Plan for fighting antibiotic resistance
encourage the use of antibiotic stewardship
programs to ensure and improve the
judicious use of antibiotics (7,8). AR
infections prolong hospitalizations and
increase costs, disabilities, and deaths.
Inappropriate antibiotic use is a major
cause of these infections. Stewardship
programs in acute care hospitals are critical
to improving antibiotic use and prescribing
practices, ensuring optimal treatment of
patients, and prolonging the time
antibiotics are effective (4). Stewardship
programs can reduce AR infections, C.
difficile infections, and antibiotic adverse
events; decrease drug and healthcare costs;
and improve healthcare quality for patients.

RatingRating Percentage of acute carePercentage of acute care
hospitals with antibiotichospitals with antibiotic
stewardship programsstewardship programs

Green ≥75.0%

Yellow 50.0%–74.9%

RedRed ≤≤49.9%49.9%
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Heart Disease and Stroke

Public Health Problem
Cardiovascular disease—including heart disease, stroke, and other vascular diseases—is the
leading cause of death in the United States. Each year, nearly 800,000 people die from
cardiovascular disease, accounting for one in every three deaths (1).
Twenty-nine percent of US adults—more than 70 million people—have high blood pressure
and approximately 73.5 million have high levels of low-density lipoprotein (LDL) cholesterol.
High blood pressure and high LDL are two leading risk factors for heart disease and stroke
(2,3).
About one of every six healthcare dollars in the United States is spent on treating
cardiovascular disease. Annual US cardiovascular disease costs exceed $195.6 billion in
direct medical expenses and $320.1 billion when indirect expenses are included (3).

Source: National Vital Statistics System--Mortality (1,4)
Healthy People 2020 target: 100.8/100,000

(purple line) (5)
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Solutions and Ratings

This report focuses on one policy and one practice recommended by the Community
Preventive Services Task Force, the US Public Health Service, Institute of Medicine, and the
American College of Clinical Pharmacy because scientific studies support their effectiveness
in managing heart disease and stroke risks (8–11): 

Implementing meaningful use of certified electronic health records

Establishing state collaborative drug therapy management (CDTM) policies that
authorize pharmacists to provide certain patient services

Other strategies for reducing heart disease and stroke that are supported by scientific
evidence and practice include promoting team-based care, implementing clinical decision-
support systems, using interventions that engage community health workers, reducing out-
of-pocket costs for cardiovascular disease preventive services, and reducing sodium
consumption at the community level (12,13).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

The percentage of office-based physicians demonstrating meaningful use of certified
electronic health record (EHR) technology, as defined by the Centers for Medicare &
Medicaid Services EHR Incentive Program’s meaningful use criteria (14).

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects meaningful use of certified EHRs in the state as measured by the Centers
for Medicare & Medicaid Services (23). Certified EHR technology must include clinical
decision supports, such as alerts for elevated blood pressure and cholesterol levels based
on laboratory results, to support guidelines-based clinical decision making (24). 

Meaningful use of electronic health recordsMeaningful use of electronic health records

As of December 2014, 88.6% of office-As of December 2014, 88.6% of office-
based physicians in Minnesotabased physicians in Minnesota
demonstrated meaningful use of EHRsdemonstrated meaningful use of EHRs
(15).(15). 

According to the Institute of Medicine, using
electronic health records supports high-
quality primary care (10). The Community
Preventive Services Task Force
recommends clinical decision-support
systems, which are used in certified EHR
technology, for prevention of
cardiovascular disease (13). Research shows
that meaningful use of EHRs allows
physicians, nurses, pharmacists, and other
healthcare providers to proactively monitor
and manage the health of their patients by
tracking heart disease and stroke risk
factors (16–23). “Meaningful use” involves
using EHRs to 1) improve quality, safety,
and efficiency; 2) engage patients and
family; 3) improve care coordination; 4)
maintain privacy and security of patient
health information; 5) improve population
and public health; and 6) reduce health
disparities (23).

RatingRating Percentage of office-basedPercentage of office-based
physicians in the state whophysicians in the state who
demonstrated meaningful usedemonstrated meaningful use

GreenGreen ≥≥62.0%62.0%

Yellow 53.0%–61.9%

Red <53.0%



A state legislative, regulatory, or other written administrative policy that authorizes qualified
pharmacists working within the context of a collaborative practice agreement or defined
protocol to perform patient assessments; order drug therapy-related laboratory tests;
administer drugs; and/or select, initiate, monitor, continue, and adjust drug regimens (8–
11).

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the status of the state’s CDTM policies as reviewed by CDC policy analysts
(25). CDTM policies were rated on the extent to which pharmacists were able to enter into
collaborative practice agreements that included all health conditions and all healthcare
settings.

State pharmacist collaborative drug therapy management policyState pharmacist collaborative drug therapy management policy

As of December 31, 2014, MinnesotaAs of December 31, 2014, Minnesota
had a statewide pharmacist CDTMhad a statewide pharmacist CDTM
policy for all health conditions (25).policy for all health conditions (25). 

The Community Preventive Services Task
Force recommends team-based care to
improve blood pressure control (8). State
policies such as CDTM laws, which
authorize pharmacists to enter into
collaborative practice agreements with
prescribing providers, can increase
medication adherence rates and improve
health outcomes (e.g., reduced hemoglobin
A1c, lower blood pressure and LDL
cholesterol level, fewer adverse drug
events) (9).

RatingRating State CDTM policyState CDTM policy

GreenGreen Authorized pharmacists toAuthorized pharmacists to
collaborate or provide patientcollaborate or provide patient
services under protocol for allservices under protocol for all
health conditionshealth conditions

Yellow Authorized pharmacists to
collaborate or provide patient
services under protocol but did not
cover chronic diseases, OR
collaboration was limited to
specified hospital, medical, or
clinical practice settings

Red No policy existed
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HIV

Public Health Problem
CDC estimates that more than 1.2 million people in the United States are living with HIV and
that 12.8% (about one in eight) are not aware they are infected (1). In 2010, the White House
released the first National HIV/AIDS Strategy for the United States to increase the nation’s
sense of urgency and to improve HIV prevention and care (2).
In 2013, 306 people (aged ≥13 years) in Minnesota were diagnosed with HIV infection (1).
Twenty-seven percent of these people were diagnosed late in the disease (1) and therefore
were at increased risk for disease progression, death, and transmission of HIV to others. In
2012, an estimated 17,858 people with HIV died in the United States. Of these, CDC
estimates that 94 were from Minnesota (1).
The lifetime cost of medical care for a person with an early HIV diagnosis is about $402,000
(3). This means that lifetime medical costs for the 306 Minnesota residents diagnosed with
HIV in 2013 could exceed $114.6 million.

Source: National HIV Surveillance System (4)
Note: The y-axis for this graph varies by state.
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Solutions and Ratings

This report highlights four policies that reflect recent scientific advances (6) in HIV
prevention and medical care that can reduce new HIV infections and related illnesses and
deaths: 

Facilitating state Medicaid reimbursement for HIV screening (7–9)

Making state HIV testing laws compatible with the 2006 CDC and 2013 US
Preventive Services Task Force HIV testing recommendations (8–10)

Reporting all CD4 and all HIV viral load data to the state HIV surveillance
program and complete lab reporting to CDC (11)

Increasing the percentage of HIV-infected persons who have a suppressed viral
load (2)

These policies are important state-level tools that further the goals of the 2010 National
HIV/AIDS Strategy (2). Another strategy supported by scientific evidence is use of
antiretroviral medications by persons with HIV to prevent transmission to uninfected
partners (6).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

Medicaid (traditional state Medicaid programs and Medicaid expansion programs)
reimbursement of healthcare providers for costs associated with routine HIV screening,
regardless of the patient’s HIV infection risk. (In states with Medicaid expansion, persons
insured under the expansion are covered for routine HIV screening as required by law [13],
while enrollees in traditional state Medicaid programs might or might not be covered for
routine HIV screening.)

How This Rating Was DeterminedHow This Rating Was Determined 

The rating reflects the extent to which the state’s Medicaid program supported routine HIV
screening, as assessed by the Kaiser Family Foundation (KFF) and the National Alliance of
State and Territorial AIDS Directors (NASTAD) (7,12,14).

Coverage of Routine HIV Screening—Traditional Medicaid:Coverage of Routine HIV Screening—Traditional Medicaid: To assess coverage of
routine HIV screening in traditional Medicaid fee-for-service programs, KFF surveyed state
Medicaid officials in 2010 and 2013 (7). NASTAD updated the results in 2015 for all states
without such coverage, except for two states (Alabama and Mississippi) that did not
respond to requests for information (12).

Coverage of Routine HIV Screening—Medicaid Expansion Plans:Coverage of Routine HIV Screening—Medicaid Expansion Plans: Routine HIV
screening is recommended with an “A” grade by the US Preventive Services Task Force and
is covered without cost sharing in the “essential health benefits” package that Medicaid
expansion plans provide to enrollees (9,15). Accordingly, all states that have expanded
Medicaid coverage under the Affordable Care Act cover routine HIV screening for their
expansion populations. State Medicaid expansion status was determined on the basis of
data collected and posted by KFF as of April 29, 2015 (14).

State Medicaid reimbursement for routine HIV screeningState Medicaid reimbursement for routine HIV screening

As of May 12, 2015, Minnesota'sAs of May 12, 2015, Minnesota's
Medicaid program reimbursed forMedicaid program reimbursed for
routine HIV screening of persons agedroutine HIV screening of persons aged
15–65 years, regardless of risk (7,12).15–65 years, regardless of risk (7,12). 

CDC/US Preventive Services Task Force
recommendation: HIV screening of
adolescents, adults, and pregnant women,
regardless of risk (8,9). All state Medicaid
programs cover medically necessary HIV
testing (7). Reimbursement for routine
screening—meaning broad, population-
based HIV screening, in contrast with
medically necessary testing and screening
targeted at those at higher risk—increases
the availability of this important preventive
service for low-income populations (5,13).

RatingRating Coverage for routine HIVCoverage for routine HIV
screeningscreening

GreenGreen All Medicaid recipientsAll Medicaid recipients

Yellow Some Medicaid recipients

Red No Medicaid recipients



Consistency of the state’s HIV testing law with key parameters of consent and counseling
outlined in CDC’s 2006 HIV testing recommendations (8).

How This Rating Was DeterminedHow This Rating Was Determined 

The rating reflects the extent to which the state’s laws governing HIV testing met every
consent and counseling parameter stated below.

CDC researches state laws, regulations, and policies that could influence risk behaviors or
alter the environment in which HIV prevention services are accessed and delivered (17). To
assess HIV testing laws, staff reviewed laws and regulations in the 50 states and the District
of Columbia using WestlawNext© (an online legal research system), literature reviews, and
web searches. Relevant laws and regulations were coded using the following parameters:

Consent parameters:Consent parameters:

Opt-out (rather than opt-in) testing

Inclusion of HIV testing consent as part of general medical consent forms (rather than
HIV-specific consent forms)

Permission to give consent orally

Counseling parameter:Counseling parameter:

No requirement for HIV prevention counseling prior to testing

Consistency of state HIV testing law with CDC's 2006 HIV testingConsistency of state HIV testing law with CDC's 2006 HIV testing
recommendationsrecommendations

As of January 2015, Minnesota's HIVAs of January 2015, Minnesota's HIV
testing law was consistent with CDC'stesting law was consistent with CDC's
2006 HIV testing recommendations2006 HIV testing recommendations
(8,10).(8,10). 

CDC recommendation: HIV testing of all
people aged 13–64 years (8). HIV testing
enables individuals with HIV to become
aware of their health status and to access
medical care and treatment. Studies show
that people diagnosed with HIV are less
likely to transmit HIV to others (16). State
laws can facilitate access to HIV testing.

RatingRating Consistency of state HIVConsistency of state HIV
testing law with consent andtesting law with consent and
counseling parameterscounseling parameters

GreenGreen ConsistentConsistent

Yellow N/A

Red Inconsistent



Existence of a state statute, regulation, or policy that requires reporting of all CD4 and HIV
viral load test results (detectable and undetectable); reporting of  ≥95% of CD4 and viral
load results to the state or local health department; AND reporting by the health
department of  ≥95% of laboratory results to CDC by the end of each year.

How This Rating Was DeterminedHow This Rating Was Determined 

The rating reflects the extent to which state CD4 and viral load reporting requirements were
in place, as determined by a policy assessment conducted by CDC (10,11), and whether
complete CD4 and viral load data were reported to CDC (1,10,11).

CDC researches state laws, regulations, and policies that could influence risk behavior or
alter the environment in which HIV prevention services are accessed and delivered (17). To
assess CD4 and viral load reporting requirements, staff reviewed laws, regulations, and
directives in the 50 states and the District of Columbia using WestlawNext© (an online legal
research system), literature reviews, and web searches. Relevant laws, regulations, and
directives were coded using the following parameters:

CD4 reporting: Required laboratories to report all values (not just those below a
specified threshold)

HIV viral load: Required laboratories to report all results (detectable and undetectable)

States were assessed as having complete reporting of laboratory results to CDC if, in
addition to having state laws requiring the reporting of all levels of CD4 and viral load, the
following criteria were met: 1) laboratories that perform HIV-related testing had reported a
minimum of 95% of HIV-related test results to the state or local health department, and 2)
by December 2014, the state had reported to CDC at least 95% of all CD4 and viral load test
results received during January 2012–September 2014 (1).

State reporting of all CD4 and all viral load dataState reporting of all CD4 and all viral load data

As of December 2014, MinnesotaAs of December 2014, Minnesota
required reporting of all CD4 and allrequired reporting of all CD4 and all
viral load results (includingviral load results (including
undetectable results) but reportedundetectable results) but reported
incomplete data to CDC (10,11).incomplete data to CDC (10,11). 

CD4 results (providing a measure of a
person’s immune function) and HIV viral
load data (measuring the amount of virus in
a person’s blood) provide critical data for
the management of medical care and
health of people living with HIV. These data
are also used to monitor progress toward
achieving the goals of the National HIV/AIDS
Strategy and to ensure that people living
with HIV are linked to HIV medical care and
retained in care (2).

RatingRating State reporting requirementState reporting requirement
and completeness of reportingand completeness of reporting

Green Reporting of all CD4 and viral load
test results required, AND complete
data reported to CDC

YellowYellow Reporting of all CD4 and viralReporting of all CD4 and viral
load test results required, BUTload test results required, BUT
incomplete data reported toincomplete data reported to
CDCCDC

Red Reporting of all CD4 and viral load
test results not required OR no
policy existed



Statewide percentage of viral suppression among persons with diagnosed HIV infection. A
person’s viral load is considered suppressed when the results of a viral load test show either
that HIV is undetectable or there are fewer than 200 copies/mL of virus in the blood.

How This Rating Was DeterminedHow This Rating Was Determined 

The rating reflects whether a state had a viral suppression prevalence ≥80% among persons
aged ≥13 years who had HIV infection diagnosed by the end of 2011 and were alive at the
end of 2012 (1).

Ratings are reported only for those states that met the following criteria: 1) the state’s law
or regulations required reporting of all CD4 and all viral load data to the state or local health
department (11), 2) laboratories that perform HIV-related testing had reported a minimum
of 95% of HIV-related test results to the state or local health department, and 3) by
December 2014, the state had reported to CDC at least 95% of all CD4 and viral load test
results received during January 2012–September 2014 (1). Geographic designations of viral
suppression reflect where persons resided at HIV diagnosis.

HIV viral suppressionHIV viral suppression

Minnesota was not rated for thisMinnesota was not rated for this
indicator because incomplete data forindicator because incomplete data for
CD4 and viral load test results wereCD4 and viral load test results were
reported to CDC (10,11).reported to CDC (10,11). 

Viral suppression is a primary goal of HIV
treatment. Having a suppressed viral load
improves one’s health, increases one’s
chance of survival, and reduces one’s risk of
transmitting HIV. A target of 80% of persons
with HIV having viral suppression is
consistent with the updated 2020 National
HIV/AIDS Strategy and aligns with the 90-90-
90 goals set by the Joint United Nations
Programme on HIV/AIDS (2,18).

RatingRating Percentage of persons withPercentage of persons with
viral suppressionviral suppression

Green ≥80.0%

Yellow N/A

Red <80.0%





HIV References
1. CDC. Monitoring selected national HIV prevention and care objectives by using HIV

surveillance data—United States and 6 dependent areas—2013
(http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillancereport_vol20_no2.pdf). HIV
Surveillance Supplemental Report 2015;20(2).

2. White House Office of National AIDS Policy. National HIV/AIDS Strategy for the United States:
Updated to 2020
(https://www.whitehouse.gov/sites/default/files/docs/national_hiv_aids_strategy_update_2020.pdf).
Washington, DC: The White House; 2015.

3. Farnham PG, Gopalappa C, Sansom SL, et al. Updates on lifetime costs of care and quality-of-
life estimates for HIV-infected persons in the United States: late versus early diagnosis and
entry into care  (http://www.ncbi.nlm.nih.gov/pubmed/23615000). Journal of Acquired Immune
Deficiency Syndrome 2013;64(2):183–9.

4. CDC. National HIV Surveillance System. NCHHSTP Atlas (http://www.cdc.gov/nchhstp/atlas/).
Accessed Dec 4, 2015.

5. US Department of Health and Human Services. HIV  (http://www.healthypeople.gov/2020/topics-

objectives/topic/hiv). In: Healthy People 2020. Rockville, MD: US Department of Health and
Human Services; 2010.

6. Cohen M, representing the HPTN 052 Study Team. Prevention of HIV-1 infection with early
antiretroviral therapy  (http://www.nejm.org/doi/full/10.1056/NEJMoa1105243). New England
Journal of Medicine 2011;365(6):493–505.

7. The Henry J. Kaiser Family Foundation. State Medicaid Coverage of Routine HIV Screening
(http://kff.org/hivaids/fact-sheet/state-medicaid-coverage-of-routine-hiv-screening/). Menlo Park, CA: The
Henry J. Kaiser Family Foundation; 2014.

8. CDC. Revised recommendations for HIV testing of adults, adolescents, and pregnant women
in health-care settings (http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5514a1.htm). MMWR
2006;55(RR-14):1–17.

9. Moyer VA, on behalf of the US Preventive Services Task Force. Screening for HIV: U.S.
Preventive Services Task Force recommendation statement  (http://annals.org/article.aspx?

articleid=1700660). Annals of Internal Medicine 2013;159(1):51–60.

10. CDC. State HIV Laws (http://www.cdc.gov/hiv/policies/law/states/index.html). Accessed Jun 2, 2015.

11. CDC. State Laboratory Reporting Laws: Viral Load and CD4 Requirements
(http://www.cdc.gov/hiv/policies/law/states/reporting.html). Accessed Jun 2, 2015.

12. Personal communication with Natalie Cramer, senior director, National Association of State
and Territorial AIDS Directors, May 12, 2015.

13. Kates J. Medicaid and HIV: A National Analysis
(https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8218.pdf). Menlo Park, CA: The Henry J.
Kaiser Family Foundation; 2011.

14. The Henry J. Kaiser Family Foundation. Current Status of State Medicaid Expansion Decisions
 (http://kff.org/health-reform/slide/current-status-of-the-medicaid-expansion-decision/). Accessed Jun 2,

2015.

15. The Henry J. Kaiser Family Foundation. Preventive Services Covered by Private Health Plans
under the Affordable Care Act  (http://kff.org/health-reform/fact-sheet/preventive-services-covered-by-

private-health-plans/). Accessed Jun 2, 2015.

16. Marks G, Crepaz N, Janssen R.S. Estimating sexual transmission of HIV from persons aware

http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillancereport_vol20_no2.pdf
https://www.whitehouse.gov/sites/default/files/docs/national_hiv_aids_strategy_update_2020.pdf
http://www.ncbi.nlm.nih.gov/pubmed/23615000
http://www.cdc.gov/nchhstp/atlas/
http://www.healthypeople.gov/2020/topics-objectives/topic/hiv
http://www.nejm.org/doi/full/10.1056/NEJMoa1105243
http://kff.org/hivaids/fact-sheet/state-medicaid-coverage-of-routine-hiv-screening/
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5514a1.htm
http://annals.org/article.aspx?articleid=1700660
http://www.cdc.gov/hiv/policies/law/states/index.html
http://www.cdc.gov/hiv/policies/law/states/reporting.html
https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8218.pdf
http://kff.org/health-reform/slide/current-status-of-the-medicaid-expansion-decision/
http://kff.org/health-reform/fact-sheet/preventive-services-covered-by-private-health-plans/
http://www.ncbi.nlm.nih.gov/pubmed/16791020


and unaware that they are infected with the virus in the USA
(http://www.ncbi.nlm.nih.gov/pubmed/16791020). AIDS 2006;20(10):1447–50.

17. CDC. HIV and the Law (http://www.cdc.gov/hiv/policies/law/index.html). Accessed Jun 2, 2015.

18. UNAIDS (Joint United Nations Programme on HIV/AIDS). 90-90-90: An Ambitious Treatment
Target To Help End the AIDS Epidemic  (http://www.unaids.org/sites/default/files/media_asset/90-90-

90_en_0.pdf). Geneva, Switzerland; 2014.

http://www.ncbi.nlm.nih.gov/pubmed/16791020
http://www.cdc.gov/hiv/policies/law/index.html
http://www.unaids.org/sites/default/files/media_asset/90-90-90_en_0.pdf


Motor Vehicle Injuries

Public Health Problem
Motor vehicle crashes are a leading cause of death in the United States for people aged 1–
54 years (1).
In 2013, motor vehicle crashes killed more than 32,700 people in the United States and
injured more than 2.3 million (1,2).

In 2013 alone, occupants in motor vehicle traffic crashes cost Americans nearly $56 billion
in medical care and productivity losses (3).

Source: National Highway Traffic Safety Administration (4).
HHS Healthy People 2020 Target: 12.4/100,000 (purple line) (5)
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HHS Healthy People 2020 Target: 92.4% (purple line) (5)
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Solutions and Ratings

The following policies are recommended by the Community Preventive Services Task Force
and the National Highway Traffic Safety Administration because scientific studies support
their effectiveness in preventing or reducing crash-related injuries and deaths (9–23): 

Implementing primary enforcement seat belt laws that cover occupants in all
seating positions

Mandating the use of car seats and booster seats for motor vehicle passengers
through at least age 8 years

Implementing comprehensive graduated driver licensing (GDL) systems, which
help new drivers gain experience under low-risk conditions by granting driving
privileges in stages. Research shows that more comprehensive GDL systems
prevent more crashes and deaths than less comprehensive GDL systems (12–
19). Components of comprehensive GDL systems include

A minimum age of 16 years for learner’s permits

A mandatory holding period of at least 12 months for learner’s
permits

Nighttime driving restrictions between 10:00 pm and 5:00 am (or
longer) for intermediate or provisional license holders

A limit of zero or one young passengers who can ride with
intermediate or provisional license holders without adult
supervision

A minimum age of 18 years for unrestricted licensure

Requiring the use of ignition interlock devices for everyone convicted of
alcohol-impaired driving

Other strategies recommended by scientific evidence for preventing motor vehicle injuries
include enhanced seat belt enforcement campaigns (9,12), 0.08% blood alcohol
concentration laws (24), minimum legal drinking age laws (12,24), publicized sobriety
checkpoint programs (12,24,25), alcohol-impaired driving mass media campaigns (12,26),
increased alcohol taxes (27), car and booster seat distribution plus education campaigns
(10), and community-wide car seat and booster seat information and enhanced
enforcement campaigns (10).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

A primary enforcement seat belt law allows police to stop a vehicle solely because a driver
or passenger is not wearing a seat belt. A secondary enforcement seat belt law requires
police to have another reason for stopping a vehicle before citing a driver or passenger for
not buckling up. The most comprehensive policies are primary seat belt laws that cover all
occupants, regardless of where they are sitting.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which the state’s seat belt law allowed for primary
enforcement and covered all seating positions. Ratings are based on data collected from
the Insurance Institute for Highway Safety (IIHS) on July 1, 2015, and therefore reflect IIHS’s
interpretation of each state’s policy at that time (28). The “as of” date referenced—July 1,
2015—is the date CDC assessed the policy. The date does not reflect when the law was
enacted or became effective.

Seat belt lawSeat belt law

As of July 1, 2015, Minnesota had aAs of July 1, 2015, Minnesota had a
primary enforcement seat belt law forprimary enforcement seat belt law for
all seating positions (28).all seating positions (28). 

Task Force on Community Preventive
Services recommendation: Primary
enforcement seat belt laws are
recommended on the basis of strong
evidence that they are substantially more
effective than secondary enforcement laws
at reducing motor vehicle-related injuries
and deaths (9). Seat belt use rates are an
average of 9–14 percentage points higher in
primary enforcement states than in
secondary enforcement states (9,21–23).

RatingRating State seat belt lawState seat belt law

GreenGreen Primary enforcement lawPrimary enforcement law
covering all seating positionscovering all seating positions

Yellow Primary enforcement law covering
only the front seats

Red Secondary enforcement law OR no
law



A law that requires child passengers to travel in appropriate child passenger restraints, such
as car seats or booster seats, until adult seat belts fit them properly.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the age through which the state required child passengers to travel in
appropriate child passenger restraints. Ratings are based on data collected from the
Insurance Institute for Highway Safety (IIHS) on July 1, 2015, and therefore reflect IIHS’s
interpretation of each state’s policy at that time (28). The “as of” date referenced—July 1,
2015—is the date CDC assessed the policy. The date does not reflect when the law was
enacted or became effective.

Child passenger restraint lawChild passenger restraint law

As of July 1, 2015, Minnesota requiredAs of July 1, 2015, Minnesota required
that all motor vehicle passengers agedthat all motor vehicle passengers aged
≤7 years be buckled in a car seat or7 years be buckled in a car seat or
booster seat (28).booster seat (28). 

Evidence shows that laws mandating the
use of car seats and booster seats increase
their use (10). Increasing the required age
for car seat or booster seat use is an
effective way to keep children protected.
For example, among states that increased
the required age to 7 or 8 years, car seat
and booster seat use tripled (11).

RatingRating Age requirement for use ofAge requirement for use of
child passenger restraintschild passenger restraints

Green Children through age 8 years

YellowYellow Children through age 6 or 7Children through age 6 or 7
yearsyears

Red Children aged 5 years or younger



Age at which a young driver can first acquire a learner’s permit, which requires a novice
driver to practice driving under the supervision of an adult.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the age at which the state allowed drivers to first acquire a learner’s
permit. Ratings are based on data collected from the Insurance Institute for Highway Safety
(IIHS) on July 1, 2015, and therefore reflect IIHS’s interpretation of each state’s policy at that
time (29). The “as of” date referenced—July 1, 2015—is the date CDC assessed the policy.
The date does not reflect when the law was enacted or became effective.

Graduated driver licensing: learner’s permit ageGraduated driver licensing: learner’s permit age

As of July 1, 2015, the minimum age forAs of July 1, 2015, the minimum age for
acquiring a learner's permit inacquiring a learner's permit in
Minnesota was 15 years (29).Minnesota was 15 years (29). 

A minimum age of 16 years for a learner’s
permit is one of the five recommended
components of a comprehensive GDL
system (13–16,19).

RatingRating Minimum age for stateMinimum age for state
learner’s permitlearner’s permit

Green ≥16 years

YellowYellow 14 years, 7 months through 1514 years, 7 months through 15
years, 11 monthsyears, 11 months

Red ≤14 years, 6 months



The length of time a driver must maintain a learner’s permit before being allowed to apply
for an intermediate or provisional license.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the length of time the state required a driver to maintain a learner’s
permit before being allowed to apply for an intermediate or provisional license. Ratings are
based on data collected from the Insurance Institute for Highway Safety (IIHS) on July 1,
2015, and therefore reflect IIHS’s interpretation of each state’s policy at that time (29). The
“as of” date referenced—July 1, 2015—is the date CDC assessed the policy. The date does
not reflect when the law was enacted or became effective. If a state had varying holding
periods dependent on the age the young driver received his/her learner’s permit, the rating
was based on the shortest holding period allowable for novice drivers. Exceptions to
learner’s permit holding periods (e.g., a shorter holding period for completion of a driver’s
education course) were not considered, and states were rated based on the general law.

Graduated driver licensing: learner's permit holding periodGraduated driver licensing: learner's permit holding period

As of July 1, 2015, the mandatoryAs of July 1, 2015, the mandatory
holding period for a learner's permit inholding period for a learner's permit in
Minnesota was 6 months (29).Minnesota was 6 months (29). 

A 12-month holding period for a learner’s
permit is one of the five recommended
components of a comprehensive GDL
system (12,14,16,19).

RatingRating State learner’s permitState learner’s permit
mandatory holding periodmandatory holding period

Green ≥12 months

YellowYellow 6–11 months6–11 months

Red <6 months



A restriction against intermediate or provisional license holders driving without adult
supervision during certain nighttime hours.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which the state restricted intermediate or provisional
license holders from driving without adult supervision at night. Ratings are based on data
collected from the Insurance Institute for Highway Safety (IIHS) on July 1, 2015, and
therefore reflect IIHS’s interpretation of each state’s policy at that time (29). The “as of” date
referenced—July 1, 2015—is the date CDC assessed the policy. The date does not reflect
when the law was enacted or became effective. If a state had varying nighttime driving
restrictions dependent on the month of the year or day of the week, the rating was based
on the least restrictive requirement. Provisions loosening restrictions based on the length of
time the young driver had been licensed were not considered; states were rated based on
the initial restriction only.

Graduated driver licensing: nighttime driving restrictionGraduated driver licensing: nighttime driving restriction

As of July 1, 2015, Minnesota had aAs of July 1, 2015, Minnesota had a
restriction for intermediate orrestriction for intermediate or
provisional license holders againstprovisional license holders against
nighttime driving between 12:00 amnighttime driving between 12:00 am
and 5:00 am (29).and 5:00 am (29). 

A restriction against nighttime driving
between 10:00 pm and 5:00 am (or longer)
is one of the five recommended
components of a comprehensive GDL
system (12,14,16,17,19).

RatingRating State nighttime drivingState nighttime driving
restrictionrestriction

Green Began on or before 10:00 pm and
ended on or after 5:00 am

Yellow Began between 10:01 pm and 11:59
pm

RedRed Began on or after midnight ORBegan on or after midnight OR
no restrictionno restriction



A restriction against intermediate or provisional license holders transporting more than a
certain number of young passengers without adult supervision.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which the state restricted intermediate or provisional
license holders from transporting young passengers without adult supervision. Ratings are
based on data collected from the Insurance Institute for Highway Safety (IIHS) on July 1,
2015, and therefore reflect IIHS’s interpretation of each state’s policy at that time (29). The
“as of” date referenced—July 1, 2015—is the date CDC assessed the policy. The date does
not reflect when the law was enacted or became effective. If a state had varying young
passenger restrictions dependent on the time of day, the rating was based on the least
restrictive requirement. Provisions loosening restrictions based on the length of time the
young driver had been licensed were not considered; states were rated based on the initial
restriction only.

Graduated driver licensing: young passenger restrictionGraduated driver licensing: young passenger restriction

As of July 1, 2015, Minnesota limited toAs of July 1, 2015, Minnesota limited to
one the number of young passengersone the number of young passengers
who can ride with intermediate orwho can ride with intermediate or
provisional license holders withoutprovisional license holders without
adult supervision (29).adult supervision (29). 

A limit of zero or one on the number of
young passengers who can ride with an
intermediate or provisional license holder is
one of the five recommended components
of a comprehensive GDL system
(12,14,16,17,19).

RatingRating State young passengerState young passenger
restrictionrestriction

GreenGreen Limit of zero or one youngLimit of zero or one young
passengers without adultpassengers without adult
supervisionsupervision

Yellow Limit of two or more young
passengers without adult
supervision

Red No limit on young passengers



The minimum age at which drivers, who have met all requirements of intermediate or
provisional license, may first drive unsupervised without nighttime or young passenger
restrictions.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the minimum age at which the state allowed drivers, who have met all
requirements of intermediate or provisional license, to first drive unsupervised with no
nighttime driving or young passenger restrictions. States that did not have both restrictions
were rated red. Ratings are based on data collected from the Insurance Institute for
Highway Safety (IIHS) on July 1, 2015, and therefore reflect IIHS’s interpretation of each
state’s policy at that time (29). The “as of” date referenced—July 1, 2015—is the date CDC
assessed the policy. The date does not reflect when the law was enacted or became
effective.

Graduated driver licensing: unrestricted licensure ageGraduated driver licensing: unrestricted licensure age

As of July 1, 2015, Minnesota liftedAs of July 1, 2015, Minnesota lifted
nighttime restrictions beginning at agenighttime restrictions beginning at age
16 years, 6 months and young16 years, 6 months and young
passenger restrictions beginning at 17passenger restrictions beginning at 17
years (29).years (29). 

A minimum age of 18 years for unrestricted
licensure is one of the five recommended
components of a comprehensive GDL
system (12,14,16,17,19).

RatingRating State unrestricted licensureState unrestricted licensure
ageage

Green Nighttime and young passenger
restrictions existed and were lifted
for drivers aged ≥18 years

Yellow Nighttime and young passenger
restrictions existed, and one or
both were lifted for drivers
between ages 16 years, 7 months
and 17 years, 11 months

RedRed Nighttime and/or youngNighttime and/or young
passenger restrictions werepassenger restrictions were
lifted for drivers aged lifted for drivers aged ≤≤1616
years, 6 months; OR only oneyears, 6 months; OR only one
or no restriction existedor no restriction existed



A law that mandates the use of ignition interlocks for drivers convicted of alcohol-impaired
driving. An ignition interlock is a device that analyzes a driver’s breath and prevents the
vehicle from starting if alcohol is detected.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which the state required use of ignition interlocks for
drivers convicted of alcohol-impaired driving. Ratings are based on data collected from the
Insurance Institute for Highway Safety (IIHS) on July 1, 2015, and therefore reflect IIHS’s
interpretation of each state’s policy at that time (30). The “as of” date referenced—July 1,
2015—is the date CDC assessed the policy. The date does not reflect when the law was
enacted or became effective.

Ignition interlock lawIgnition interlock law

As of July 1, 2015, Minnesota requiredAs of July 1, 2015, Minnesota required
ignition interlocks for repeat offendersignition interlocks for repeat offenders
convicted of alcohol-impaired drivingconvicted of alcohol-impaired driving
and first-time offenders with aand first-time offenders with a
particularly high blood alcoholparticularly high blood alcohol
concentration (30).concentration (30). 

Task Force on Community Preventive
Services recommendation: Use of ignition
interlocks is recommended for all people
convicted of alcohol-impaired driving on the
basis of strong evidence of interlocks’
effectiveness in reducing re-arrest rates
while the interlocks are installed (20).

RatingRating State ignition interlock lawState ignition interlock law

Green Ignition interlocks required for all
offenders convicted of alcohol-
impaired driving (i.e., driving with a
blood alcohol concentration [BAC]
≥0.08 g/dL), which includes both
first-time and repeat offenders

YellowYellow Ignition interlocks required forIgnition interlocks required for
repeat offenders convicted ofrepeat offenders convicted of
alcohol-impaired driving oralcohol-impaired driving or
first-time offenders first-time offenders with awith a
particularly high BAC (e.g.,particularly high BAC (e.g.,
BAC BAC ≥≥0.15 g/dL)0.15 g/dL)

Red Ignition interlocks not required for
any offenders convicted of alcohol-
impaired driving
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Nutrition, Physical Activity, and Obesity

Public Health Problem
Poor diet and physical inactivity contribute to many serious and costly health conditions,
including obesity, heart disease, type II diabetes, some cancers, unhealthy cholesterol levels,
and high blood pressure (1,2).

Obesity is associated with increased blood pressure; unhealthy cholesterol levels; chronic
diseases such as heart disease, diabetes, some cancers, and osteoarthritis; complications of
pregnancy; and premature death (3).

Children who are not breastfed are at greater risk for various health problems, including
childhood infections and obesity (4).
During 2011–2014, approximately 17% of children and adolescents and 36% of adults were
obese, according to data from the National Health and Nutrition Examination Survey (5).

US direct medical costs associated with adult obesity were estimated to be as high as $147
billion in 2008 (6).

Source: Behavioral Risk Factor Surveillance System (7)
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Solutions and Ratings

This report focuses on four policies and practices recommended by the Institute of
Medicine, Community Preventive Services Task Force, US Surgeon General, CDC, and other
expert bodies. The recommendations are based on expert judgment and/or evidence from
scientific studies that the policies and practices can improve diet, increase breastfeeding,
increase physical activity, or reduce obesity (10–15). These policies and practices are 

Limiting the availability of less nutritious foods and beverages in schools

Implementing nutrition standards for foods and beverages sold on
government property

Including obesity prevention standards in state regulations of licensed
childcare facilities

Promoting evidence-based practices that support breastfeeding in hospitals
and birth centers

Additional strategies to prevent obesity and promote healthy eating, physical activity, and
breastfeeding are supported by scientific evidence or expert judgment (11–18). Examples
include requiring daily physical education in schools (14), designing communities to support
physical activity (16), and improving the availability and promotion of healthier foods in the
retail environment (11).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

Percentage of secondary schools (middle schools and high schools) in the state that did not
allow students to purchase less nutritious foods and beverages from vending machines,
school stores, canteens, and snack bars.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which the state’s secondary schools limited the sale of less
nutritious foods and beverages. For a school to be identified as not selling less nutritious
foods and beverages, the school principal had to respond “no” to each of the following five
items on the CDC School Health Profiles principal questionnaire when asked whether
students can purchase that item: 1) chocolate candy; 2) other kinds of candy; 3) salty snacks
that are not low in fat, such as regular potato chips; 4) cookies, crackers, cakes, pastries, or
other baked goods that are not low in fat; and 5) soda pop or fruit drinks that are not 100%
juice (19). Data were collected prior to implementation of the Smart Snacks in School
regulation and do not reflect impact of the regulation on school nutrition standards.

Secondary schools not selling less nutritious foods and beveragesSecondary schools not selling less nutritious foods and beverages

In 2014, 41.7% of secondary schools inIn 2014, 41.7% of secondary schools in
Minnesota did not sell the followingMinnesota did not sell the following
items in vending machines or at schoolitems in vending machines or at school
stores, canteens, or snack bars: candy,stores, canteens, or snack bars: candy,
baked goods that are not low in fat,baked goods that are not low in fat,
salty snacks that are not low in fat,salty snacks that are not low in fat,
soda pop, or fruit drinks that are notsoda pop, or fruit drinks that are not
100% juice (19).100% juice (19). 

In addition to providing school meals, many
schools offer foods and beverages in
venues such as school stores, canteens,
snack bars, and vending machines. The
USDA’s regulation commonly known as
Smart Snacks in School requires that all
foods and beverages sold at school during
the school day meet federally defined
nutrition standards (20). These standards
were implemented in school year 2014–
2015 for schools participating in the federal
school meal programs and apply to foods
and beverages sold a la carte, in the school
store, and in vending machines.

RatingRating Percentage of secondaryPercentage of secondary
schoolsschools

Green ≥66.6%

Yellow 50.0%–66.5%

RedRed <50.0%<50.0%



A state nutrition standards policy for sale of foods and beverages that meets the following
criteria: 1) provides or references quantifiable nutrition standards (e.g., sets a maximum for
the amount of sodium a food item can include) addressing four or more of the following
nine foods or nutrients: fruits, vegetables, whole grains, water, added sugars, sodium, trans
fat, saturated fat, and calories/portion sizes; 2) applies to all property and facilities owned,
leased, or operated by the state executive branch; and 3) applies to two or more food
service venues (e.g., vending machines, cafeterias, snack bars).

How This Rating Was DeterminedHow This Rating Was Determined 

The rating reflects whether the state had a nutrition standards policy for sale of foods and
beverages and the extent to which the policy meets the following three criteria: 1) provides
or references quantifiable nutrition standards (1,22), 2) applies to all state executive branch
property, and 3) applies to two or more food service venues.

A policy was defined as a regulation, statute, or executive order. Policies were identified by
searching WestlawNext  (an online legal research system) for statutes and regulations and
LexisNexis  (an online database) for executive orders. Ratings indicate the presence of a
policy, not whether it was implemented. For the purposes of this report, correctional
facilities, schools, nursing homes, and personal care homes were excluded from the
analyses.

Nutrition standards policy for foods and beverages sold on state executiveNutrition standards policy for foods and beverages sold on state executive
branch propertybranch property

As of February 2015, Minnesota didAs of February 2015, Minnesota did
not have a nutrition standards policynot have a nutrition standards policy
for sale of foods and beverages (21).for sale of foods and beverages (21). 

The Institute of Medicine recommends that
government agencies implement “strong
nutrition standards for all foods and
beverages sold or provided through the
government” and ensure “that healthy
options are available in all places
frequented by the public” to reduce the
availability of less healthy foods and
beverages and increase the availability of
more healthy options (11).

RatingRating State’s nutrition standardsState’s nutrition standards
policy for sale of foods andpolicy for sale of foods and
beveragesbeverages

Green Provided or referenced quantifiable
nutrition standards AND applied to
two or more food service venues on
state executive branch property

Yellow Provided or referenced quantifiable
nutrition standards AND applied to
a single food service venue on state
executive branch property

RedRed Did not provide or referenceDid not provide or reference
quantifiable nutritionquantifiable nutrition
standards, did not apply tostandards, did not apply to
state executive branchstate executive branch
property, OR no policy existedproperty, OR no policy existed

©

®



Inclusion of some or all of the 47 components of national standards considered to have a
high impact for obesity prevention into state licensing regulations of childcare facilities.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which state licensing regulations for childcare facilities
included the 47 recommended components of national standards considered to have a
high impact for obesity prevention. Data were compiled from a report of the National
Resource Center for Health and Safety in Child Care and Early Education (23). A state was
considered to have included a component if its regulations for childcare centers, large
family childcare homes, and small family childcare homes fully met the requirements of the
component.

Inclusion of obesity prevention standards in state licensing regulations ofInclusion of obesity prevention standards in state licensing regulations of
childcare facilitieschildcare facilities

In 2014, Minnesota's state licensingIn 2014, Minnesota's state licensing
regulations for childcare facilitiesregulations for childcare facilities
included 5 of the 47 components ofincluded 5 of the 47 components of
national standards for obesitynational standards for obesity
prevention (23).prevention (23). 

Building on a comprehensive set of national
standards defined in 2011 (15), the National
Resource Center for Health and Safety in
Child Care and Early Education has
identified 47 licensing standards
components considered to have a high
impact for obesity prevention (24). These
components include nutrition, physical
activity, screen time, and infant feeding in
licensed childcare settings (24). In addition,
the Institute of Medicine has recommended
that childcare regulations include
requirements related to physical activity,
sedentary activity, and child feeding (12).

RatingRating Number of componentsNumber of components
included in state licensingincluded in state licensing
regulationsregulations

Green ≥38

Yellow 24-37

RedRed <24<24



The average score for breastfeeding support in the state's participating birth facilities.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which birth facilities (e.g., hospitals and birth centers) within
the state implemented multiple evidence-based strategies that support breastfeeding. State
average birth facility scores were obtained from CDC’s National Survey of Maternity
Practices in Infant Nutrition and Care (mPINC) (25). Each birth facility that responded to a
self-administered survey was scored on multiple evidence-based practices that support
breastfeeding across seven categories: 1) labor and delivery, 2) breastfeeding assistance, 3)
mother-newborn contact, 4) newborn feeding practices, 5) breastfeeding support after
discharge, 6) nurse/birth attendant breastfeeding training and education, and 7) structural
and organizational factors related to breastfeeding. The total score can range from 0 to 100,
with a higher score representing more support. The national average score across all states
was 75.

State average birth facility score for breastfeeding supportState average birth facility score for breastfeeding support

In 2013, Minnesota had an averageIn 2013, Minnesota had an average
birth facility score of 77 out of abirth facility score of 77 out of a
possible 100 (25).possible 100 (25). 

The US Surgeon General recommends that
maternity care practices throughout the
United States fully support breastfeeding
(13). A review of evidence by the Cochrane
Collaboration found that institutional
changes in maternity care practices
effectively increased breastfeeding
initiation and duration rates (26).

RatingRating State average birth facilityState average birth facility
scorescore

Green ≥80

YellowYellow 70–7970–79

Red <70
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Prescription Drug Overdose

Public Health Problem
Opioid pain relievers, such as oxycodone, hydrocodone, fentanyl, and hydromorphone, are
responsible for three-fourths of all prescription drug overdose deaths and caused more
than 16,200 deaths in the United States in 2013 (1). Nationally, deaths involving opioids
have quadrupled since 1999 (1).
The sharp rise in prescription opioid overdose deaths closely parallels an equally sharp
increase in the prescribing of these drugs. Opioid pain reliever sales in the United States
quadrupled from 1999 to 2010 (2).

The severity of the epidemic varies widely across US states and regions. For example, the
state with the highest drug overdose death rate has a rate more than 10 times that of the
state with the lowest rate. Minnesota’s drug overdose death rate for 2013 (9.6per 100,000
population) is below the national rate (13.8 per 100,000 population) (1).
The epidemic of prescription drug overdose imposes a major financial toll nationally and at
the state level. The societal costs of prescription opioid abuse were estimated to exceed $55
billion in 2007, including workplace, healthcare, and criminal justice expenses (3).
Prescription drug overdose also burdens state Medicaid programs, with prescription opioid
abuse costing state Medicaid programs an estimated $8 billion (3).

Source: National Vital Statistics System (1)
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Solutions and Ratings

CDC and other agencies continue to identify and evaluate interventions to reduce
prescription opioid overdose deaths. This report focuses on two key policies concerning
state prescription drug monitoring programs (PDMPs), electronic systems that track the
dispensing of controlled substances to patients. The following policies are supported by
emerging evidence, expert consensus, and extensive review of the primary drivers of the
epidemic (5–7): 

Requiring timely data submission to the PDMP

Requiring universal PDMP use by prescribers

These policies are especially promising but are not the only interventions needed to
address this epidemic. Rather, they should be seen as key pieces in a much larger,
multisector approach to preventing prescription drug abuse and overdose. Other important
PDMP practices for states to consider include ensuring that their PDMP 1) is easy to use and
access (e.g., by allowing delegates of the provider to access the system); 2) can be linked to
electronic health records for point-of-care decision making by providers; 3) is accessible to
public health agencies for tracking trends; and 4) has the capacity to proactively notify users
of high-risk behaviors (5). Also, the Department of Health and Human Services outlines
three priority areas to advance a comprehensive approach to reversing the epidemic:
improving opioid prescribing practices, expanding use and distribution of naloxone, and
expanding medication-assisted treatment to reduce opioid use disorders and overdose (6).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

State-required interval between dispensing a controlled substance and submitting the
dispensing data to the state PDMP.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects data provided by the National Alliance of Model State Drug Laws about
state legal requirements for the timeliness of data submission to the state PDMP. CDC
translated this information into a rating for each state. The rating does not reflect how fully
the state has carried out the law. The “as of” date referenced—July 31, 2015—is the date
CDC assessed the law. The date does not reflect when the law was enacted or became
effective.

Requirement for timely data submission to prescription drug monitoringRequirement for timely data submission to prescription drug monitoring
programprogram

As of July 31, 2015, Minnesota requiredAs of July 31, 2015, Minnesota required
that dispensing data be submitted tothat dispensing data be submitted to
the PDMP within 24 hours (8).the PDMP within 24 hours (8). 

Requiring timely submission of drug
dispensing data to PDMPs is an important
policy to enable informed prescribing and
help identify questionable activity (5). When
pharmacists dispense controlled
substances to patients, they have to enter
the prescription into the state PDMP
system. However, states vary in how quickly
they require pharmacies to submit these
data to the PDMPs. Required intervals can
range from one month to one day or even
“real-time” (i.e., less than five minutes).
When there is a significant time lag
between dispensing a prescription and
submitting data to the state PDMP,
providers and other PDMP users lack
information about patients’ most recent
prescriptions. Delayed data submission
reduces the usefulness of the prescription
history data and has implications for
patient safety and public health.

RatingRating State dispensing dataState dispensing data
submission requirementsubmission requirement

GreenGreen Within 24 hoursWithin 24 hours

Yellow More than 24 hours but within one
week

Red More than one week OR no
reporting requirement



State requirement that prescribers must consult the patient’s PDMP history before initially
prescribing opioid pain relievers and benzodiazepines, and at least every three months
thereafter.

How This Rating Was DeterminedHow This Rating Was Determined 

The rating reflects data provided by the National Alliance of Model State Drug Laws and the
PDMP Center of Excellence at Brandeis University about state laws requiring prescriber use
of state PDMPs. CDC translated this information into a rating for each state. The rating does
not reflect how fully the state has carried out the law. The “as of” date referenced—October
31, 2015—is the date CDC assessed the law. The date does not reflect when the law was
enacted or became effective.

For the purposes of this report, a law was deemed to “require” a PDMP check when it
applied to most or all prescribers. To be rated green, a state’s policy must have required a
check for both opioid and benzodiazepine prescriptions; to be rated yellow, the
requirement must have applied to at least opioid prescriptions.

Laws were considered to be requiring a PDMP check even if they had limited exceptions to
the requirement (e.g., exempting prescriptions written in emergency departments) or if they
exempted short prescriptions (i.e., lasting less than seven days). Laws that applied only to
limited classes of providers (e.g., only opioid treatment programs or pain clinics) or that had
overly broad exceptions (e.g., exempting prescriptions lasting 90 days or less), were not
deemed as requiring PDMP checks in this report and were rated as red. In addition, laws in

Requirement for universal use of state prescription drug monitoring programRequirement for universal use of state prescription drug monitoring program

As of October 31, 2015, Minnesota didAs of October 31, 2015, Minnesota did
not require prescribers to consult thenot require prescribers to consult the
PDMP before initially prescribingPDMP before initially prescribing
opioids (9).opioids (9). 

PDMPs are promising tools, allowing
healthcare providers to see patients’
prescription histories to inform their
prescribing decisions. However, a PDMP is
useful to healthcare providers only if they
check the system before prescribing, and
checking the PDMP prior to prescribing
opioid pain relievers and benzodiazepines
is particularly important. States have sought
to increase PDMP use by requiring
providers to consult the PDMP before
initially prescribing opioids and
benzodiazepines. These policies have
significant potential for maximizing the
usefulness and promise of PDMPs as a
clinical decision support tool (7,10).

RatingRating State PDMP use requirementState PDMP use requirement

Green Prescribers are required to consult
the PDMP before initial opioid and
benzodiazepine prescriptions and
at least every three months
thereafter

Yellow Prescribers are required to consult
the PDMP before initial opioid
prescriptions and again within one
year

RedRed Prescribers are not requiredPrescribers are not required
to consult the PDMP beforeto consult the PDMP before
initial opioid prescriptions, ORinitial opioid prescriptions, OR
such a requirement does existsuch a requirement does exist
but there is no requiredbut there is no required
subsequent check and/or thesubsequent check and/or the
policy includes subjectivepolicy includes subjective
standards or broad exceptionsstandards or broad exceptions



which the requirement depended on a subjective standard (e.g., the provider was required
to check the PDMP only when having a reasonable belief of inappropriate use by the patient
or only when treating chronic pain) were rated red.





Prescription Drug Overdose References

1. CDC. CDC WONDER Multiple Cause of Death data, 1999–2013.

2. CDC. Vital signs: overdoses of prescription opioid pain relievers—United States, 1999–2008
(http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6043a4.htm). MMWR 2011;60:1487–92.

3. Birnbaum HG, White AG, Schiller M, et al. Societal costs of prescription opioid abuse,
dependence, and misuse in the United States  (http://www.ncbi.nlm.nih.gov/pubmed/21392250). Pain
Medicine 2011;12(4):657–67.

4. IMS Health. National Prescription Audit. Unpublished data; 2015.

5. Clark T, Eadie J, Knue, P, et al. Prescription Drug Monitoring Programs: An Assessment of the
Evidence for Best Practices  (http://www.pdmpexcellence.org/sites/all/pdfs/Brandeis_PDMP_Report.pdf).
Waltham, MA: Prescription Drug Monitoring Center of Excellence, Brandeis University; 2012.

6. US Department of Health and Human Services. ASPE Issue Brief: Opioid Abuse in the U.S. and
HHS Actions to Address Opioid-Drug Related Overdoses and Deaths  (http://aspe.hhs.gov/basic-

report/opioid-abuse-us-and-hhs-actions-address-opioid-drug-related-overdoses-and-deaths). Washington, DC:
US Department of Health and Human Services; 2015.

7. Prescription Drug Monitoring Center of Excellence, Brandeis University. Mandating PDMP
Participation by Medical Providers: Current Status and Experience in Selected States
(http://www.pdmpexcellence.org/sites/all/pdfs/COE_briefing_mandates_2nd_rev.pdf). Waltham, MA:
Prescription Drug Monitoring Center of Excellence, Brandeis University; 2014.

8. National Alliance of Model State Drug Laws. Unpublished data; 2015.

9. National Alliance of Model State Drug Laws and the PDMP Center of Excellence at Brandeis
University. Unpublished data; 2015.

10. Freeman PR, Goodin A, Troske S, et al. Kentucky House Bill 1 Impact Evaluation Prepared for the
Kentucky Cabinet for Health and Family Services  (http://www.chfs.ky.gov/NR/rdonlyres/8D6EBE65-

D16A-448E-80FF-30BED11EBDEA/0/KentuckyHB1ImpactStudyReport03262015.pdf.). Lexington, KY: University
of Kentucky; 2015.

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6043a4.htm
http://www.ncbi.nlm.nih.gov/pubmed/21392250
http://www.pdmpexcellence.org/sites/all/pdfs/Brandeis_PDMP_Report.pdf
http://aspe.hhs.gov/basic-report/opioid-abuse-us-and-hhs-actions-address-opioid-drug-related-overdoses-and-deaths
http://www.pdmpexcellence.org/sites/all/pdfs/COE_briefing_mandates_2nd_rev.pdf
http://www.chfs.ky.gov/NR/rdonlyres/8D6EBE65-D16A-448E-80FF-30BED11EBDEA/0/KentuckyHB1ImpactStudyReport03262015.pdf.


Teen Pregnancy

Public Health Problem
In 2014, about 252,000 women under age 20 gave birth; 99% (about 249,000) of these births
were among girls aged 15–19 years of age (1). In 2014 in Minnesota, 2,709 teen girls aged
15–19 years gave birth (2).
Teen mothers are more likely to experience negative social outcomes, including lower
school completion rates and reduced earnings, than teens who do not have children. The
children of teenaged mothers are more likely to achieve less in school, experience abuse or
neglect, have more health problems, be incarcerated at some time during adolescence, and
give birth during their teen years (3,4).
The annual costs of teen childbearing in 2010 were $9.4 billion in the United States (3,4) and
$146 million in Minnesota (5).

Source: National Vital Statistics System--Births (2)
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the source used for this graph. Similar data may
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Solutions and Ratings

This report highlights the status of a key policy that states can use to reduce teen
pregnancy: increasing access to contraceptive counseling and services by expanding the age
and income eligibility levels for Medicaid coverage of family planning services to increase
teens’ access to healthcare services, including contraception and other preventive services.

Prior to the Affordable Care Act (ACA), women qualified for full Medicaid coverage only if
their incomes were very low and they belonged to one of Medicaid’s categories of eligibility
—parent, senior, or disabled. Pregnant women were eligible for prenatal, delivery, and
newborn care at a somewhat higher income level but generally lost coverage soon after
delivery. Since the 1990s, many states have broadened Medicaid eligibility for family
planning services and supplies for people who were not otherwise eligible for Medicaid (7).
Many states offered family planning services to women at higher income levels through
waivers applied for and granted by the Centers for Medicare and Medicaid Services (CMS).
The ACA included an option for states to expand full Medicaid services to individuals based
on income eligibility alone. Another ACA provision allowed states to make coverage for
family planning services available at the same income level as for pregnancy care through a
state plan amendment (8–13). Thus, states have three options to provide Medicaid coverage
for family planning services to low-income individuals. Income-based Medicaid expansions
have been shown to be effective in reducing births among teens aged 15–19 years (8–11).

States can expand access to their Medicaid family planning program and reduce teen births
by 1) extending coverage to teens under age 18 years and 2) setting the income eligibility
level for family planning coverage to at least the same income level required for pregnancy
care coverage (this level varies by state). Expanding Medicaid coverage for family planning
services is consistent with US Department of Health and Human Services recommendations
to support reproductive and sexual health services (14) and with Healthy People 2020
 family planning objectives (15). Other strategies for reducing teen pregnancy that are
supported by scientific evidence include providing sexual health education for adolescents,
using positive youth development approaches, and improving parent-child communication
and parental monitoring of youth behavior (16–19).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

State expansion of eligibility for Medicaid coverage of family planning services to include
teens under age 18 years and to be set to at least the income eligibility level for coverage of
pregnancy care (this level varies by state).

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which the state had expanded eligibility for Medicaid
coverage of family planning services. A review of state Medicaid family planning waivers and
state plan amendments (SPAs) was conducted to determine whether a state’s income
eligibility level for family planning coverage was set to at least the same income level as for
pregnancy care coverage (20,21). The income eligibility level for family planning services
extended to applicants whose income was up to 5 percentage points above the set FPL for
the following states: Alabama, Connecticut, Indiana, Louisiana, Mississippi, Missouri,
Montana, New Hampshire, New Mexico, New York, North Carolina, Ohio, Oklahoma,
Pennsylvania, South Carolina, Virginia, and Wisconsin. This review also examined the extent
to which the state waiver or SPAs covered all teens, regardless of pregnancy status (20). In
addition, a review was conducted of those states that had expanded their Medicaid
programs under the ACA to cover adults aged <65 years with incomes up to 138% of the FPL

Expansion of state Medicaid family planning eligibilityExpansion of state Medicaid family planning eligibility

As of October 2015, Minnesota had 1)As of October 2015, Minnesota had 1)
expanded Medicaid coverage throughexpanded Medicaid coverage through
the ACA and 2) expanded Medicaidthe ACA and 2) expanded Medicaid
coverage of family planning services tocoverage of family planning services to
include all teens and adults withinclude all teens and adults with
incomes up to 200% of the federalincomes up to 200% of the federal
poverty level (FPL). The expansions didpoverty level (FPL). The expansions did
not include all teens and adults withnot include all teens and adults with
incomes up to 283% of the FPL, theincomes up to 283% of the FPL, the
state's income level for pregnancy-state's income level for pregnancy-
related Medicaid coverage (20–22).related Medicaid coverage (20–22). 

Healthy People 2020  objectives: 1) Increase
the number of states that set the income
eligibility level for Medicaid-covered family
planning services to at least the same level
used to determine eligibility for Medicaid-
covered pregnancy-related care and 2)
Increase the proportion of sexually
experienced females aged 15–44 years who
received reproductive health services in the
past 12 months (15). Income-based
Medicaid expansions have been shown to
be effective in reducing births among teens
aged 15–19 years (8–11).

RatingRating State Medicaid family planningState Medicaid family planning
eligibilityeligibility

Green Income-based, meets the income
eligibility level for pregnancy-
related care, and covers all women,
including teens

YellowYellow Limited, not income-based,Limited, not income-based,
does not meet the eligibilitydoes not meet the eligibility
level for pregnancy-relatedlevel for pregnancy-related
services, and/or excludesservices, and/or excludes
some teenssome teens

Red Not expanded



(22). Teens aged ≤18 years with family incomes up to 138% of the FPL (or higher, depending
on the state) are eligible for free or low-cost health coverage, including family planning
services, in all states that have expanded Medicaid.
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Tobacco Use

Public Health Problem
Tobacco use is the leading cause of preventable death in Minnesota and the United States
overall (1). Smoking harms nearly every organ in the body and causes cancer, heart disease,
stroke, respiratory illness, and other health problems (1).
In 2012, despite progress in reducing exposure to secondhand smoke, 1 in 4 nonsmoking
adults and about 2 in 5 children aged 3–11 years in the United States were still exposed to
secondhand smoke. Among black children aged 3–11 years, 7 in 10 were still exposed to
secondhand smoke in 2012 (2).
Smoking costs the United States more than $300 billion each year, including nearly $170
billion for direct medical care of adults and more than $156 billion from lost productivity
(1,3). In Minnesota, smoking costs $ 2.52 billion a year for medical care alone (4).

Source: Behavioral Risk Factor Surveillance System (5,6)
Healthy People 2020 target: 12.0% (purple line) (7)
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Source: Youth Risk Behavior Surveillance System (8)
Healthy People 2020 target: 16.0% (purple line) (7)
Data were not available for one or more years from

the source used for this graph. Similar data may
be available from another national or state source.
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Solutions and Ratings

The three policies and practices in this report are recommended by the Institute of
Medicine, World Health Organization, Community Preventive Services Task Force, US
Surgeon General, and Centers for Disease Control and Prevention because scientific studies
support their effectiveness in preventing or reducing tobacco use (1,4,9–11): 

Increasing the price of tobacco products, such as through state cigarette excise
taxes

Establishing comprehensive, statewide smoke-free policies to protect all
nonsmokers from exposure to secondhand smoke

Sustaining comprehensive tobacco control program funding

Other strategies also supported by scientific evidence include hard-hitting media campaigns
and systemic changes to increase access to and use of cessation services (4).



Status of Policy and Practice SolutionsStatus of Policy and Practice Solutions

The amount of state excise tax, in dollars, on a pack of 20 cigarettes.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the amount of cigarette excise tax in the state as reported by CDC’s State
Tobacco Activities Tracking and Evaluation (STATE) System (12). The data reflect laws in
effect as of September 30, 2015; data do not reflect laws that had been enacted but had not
yet taken effect.

State cigarette excise taxState cigarette excise tax

As of September 30, 2015, Minnesota'sAs of September 30, 2015, Minnesota's
cigarette excise tax was $2.90 percigarette excise tax was $2.90 per
pack, compared with the highest statepack, compared with the highest state
tax of $4.35 (range = $0.17–$4.35) (12).tax of $4.35 (range = $0.17–$4.35) (12).

Healthy People 2020  target: An increased
excise tax in all states and the District of
Columbia by $1.50 per pack by the year
2020 (7). This increase would generate
millions of dollars in revenue annually,
prevent more children from starting to
smoke, help smokers quit, save lives, and
save millions in long-term healthcare costs
(1,9–11).

RatingRating State excise taxState excise tax

GreenGreen ≥≥$2.00 per pack$2.00 per pack

Yellow $1.00–$1.99 per pack

Red <$1.00 per pack



A state law that prohibits smoking in all indoor areas of private workplaces, restaurants,
and bars, with no exceptions.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the comprehensiveness of the state’s smoke-free policies as reported by
CDC’s State Tobacco Activities Tracking and Evaluation (STATE) System (12). The data reflect
laws in effect as of September 30, 2015; data do not reflect laws that had been enacted but
had not yet taken effect.

Comprehensive state smoke-free policyComprehensive state smoke-free policy

As of September 30, 2015, MinnesotaAs of September 30, 2015, Minnesota
had a statewide smoke-free policyhad a statewide smoke-free policy
covering workplaces, restaurants, andcovering workplaces, restaurants, and
bars (12).bars (12). 

Healthy People 2020  target: A statewide
prohibition on smoking in public places and
worksites in all states and the District of
Columbia (7). Studies have shown that
smoke-free policies reduce secondhand
smoke exposure, help smokers quit, and
reduce heart attack and asthma
hospitalizations (1,9–11,13–17).

RatingRating Locations covered by stateLocations covered by state
smoke-free policysmoke-free policy

GreenGreen Workplaces, restaurants, andWorkplaces, restaurants, and
barsbars

Yellow One or two of the three locations

Red None of the locations



The amount of state funding allocated for state comprehensive tobacco control activities.

How This Rating Was DeterminedHow This Rating Was Determined 
The rating reflects the extent to which state tobacco control funding meets CDC's
recommendations. Ratings were determined by comparing each state's FY 2015 funding for
comprehensive tobacco control programs with recommendations from CDC's Best Practices
for Comprehensive Tobacco Control Programs—2014  (4,18). According to the Campaign for
Tobacco-Free Kids' Broken Promises report, the funding data are accurate as of each state's
fiscal year 2015—which ended June 30, 2015, for most states—and do not include additional
funds that might have been received later (18).

State funding for tobacco controlState funding for tobacco control

As of fiscal year 2015, MinnesotaAs of fiscal year 2015, Minnesota
allocated 42.2% of the CDC-allocated 42.2% of the CDC-
recommended funding for tobaccorecommended funding for tobacco
control ($22.3 million of $52.9 million)control ($22.3 million of $52.9 million)
(4,18).(4,18). 

CDC recommendation: Tobacco control
funding at 100% of CDC’s recommended
annual investment in all states and the
District of Columbia (4). States that have
invested in comprehensive tobacco control
programs at recommended levels (or
above) have seen cigarette sales drop more
than twice as much as sales in the United
States as a whole (4). Smoking prevalence
among adults and youth has also declined
faster as spending for tobacco control
programs has increased (1,4,19,20).

RatingRating State funding levelState funding level

Green ≥100% of CDC recommendation

Yellow 50.0%–99.9% of CDC
recommendation

RedRed <50.0% of CDC<50.0% of CDC
recommendationrecommendation
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