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Madam Chair Lee opened the hearing for SB2154. 
 
(00:22-2:45 ) Nicole Poolman, State Senator from District 7 representing Bismarck and 
Lincoln, ND. Introduced SB2154 and testified in favor of SB2154. Attachment #1 for 
testimony.  
 
Madam Chair Lee: In the second case that you described because I know that happened, 
the problem is maybe less with the hospital than with the fact that there wasn’t a person 
capable of being the caregiver who was doing this. So was there any availability of home 
health workers, home and community based services being brought in to help that person 
because it isn’t unusual with the excitement and the distraction of leaving the hospital even 
for a person who is mentally acute, to remember everything. So, that is an issue and I don’t 
know how we fix. Was there any reference at all at the time or did the family pursue it all 
having any home nurse help or any home community services? 
 
Senator Poolman: They were sent home without any of that in place and without asking 
about any of that. So that was my first concern. Then it took a long time for my Dad to be 
able to coordinate those services, starting from ground zero on his own without any help from 
professionals. So he kind of had to go on line and look it up to who he could call. 
 
Madam Chair Lee: That is unfortunate. Was this in a rural or urban area of the state? 
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Senator Poolman: Rural. Madam Chair Lee: There is a bigger issue with service providers 
in the rural area. We will try to work on that. 
 
Senator Poolman: I want to make the point, some people are doing a great job and that 
we’re just trying to do a little better.  
 
 
(04:35-25:25) Josh Askvig, State Director for AARP North Dakota. Testifying in favor of 
SB 2154. Please see Attachments 2-4 for testimony. Please see Attachment #5 for testimony 
of Kim Jacobson from Cummings, North Dakota. 
 
Senator Rohr: How similar is the verbiage between the 40 states? 
 
Mr. Josh Askvig: They can vary greatly. Most of them, in a broad categorization each one 
is a little bit unique. Some are very strict timelines and descriptive ways in which hospitals 
must do things and some are flexible. Ours lean more to the flexible route.  
 
Senator Rohr: I find it at times a little misleading when someone says its passed in 40 states, 
but it’s not the same act in 40 states. It’s got the same title, it’s got the same basic intent but 
the actual delivery of it is sometimes I think it makes it sound like we’ve got this exact same 
thing everywhere and it’s not a full and true statement.  Knowing that healthcare is one of the 
most regulated industries in the world, did you try another route prior to going straight to a 
new regulation?  
 
Mr. Josh Askvig: First, to respond to your earlier statement about not being applicable. All 
of the care acts across the 40 states contain the three basic provisions. At least part of it, so 
well it wouldn’t be state writes there laws a little bit differently, they are the same basic intent 
in all instances. Your second question, we met with the hospitals if there would be any other 
options or avenues but it’s always been a public policy decision and we think the right place 
for that decision to get made. 
 
Senator Rohr: Specifically, on page 2 it talks about in lines 9 through 15 the districts policies 
and procedures being sub-standard. From my basic research I looked and there are 50 
hospitals in ND and all hospitals have to comply with regulations and additionally 14 more of 
them have to comply with drug regulations so what does this add on top of those regulations 
that are already in place that admittedly are not always being implemented in the same way. 
So I am not immune to the fact that this isn’t always happening the right way, it’s just. What 
will be adding one more regulation change in the fact that it’s already required?  
 
Mr. Josh Askvig: We have a chart that actually details the difference between the Care act, 
the accreditation and the Joint Commission Standards as part of it. Essentially, I will sum it 
up in this, that there are loopholes in the Joint Commission Standards and CMS regulations 
that attract and looks to close most around relating to almost all of them focus entirely on 
family member. As we mentioned earlier, most of them give and I would tell you our 
interpretation of those instructions also provide even larger loopholes in terms in when 
instruction must be done and how it should be done. So it essentially closes what we find as 
loopholes in those instances. If you think we are only working on this at the state level; we 
have also offered comment to CMS as they’ve updated their rules along these same lines.  
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Madam Chair Lee: People are likely to name a spouse as their caregiver. If it’s a real capable 
person that’s not a big deal, but for individuals who have been married for 60 years may be 
mentally acute, but physically unable to help with care giving. So where do we, or how do we 
and part of it is choice of the person makes for like a care giver without thinking so much 
about whether or not the person is able to do, but more based on someone who is unable to 
be in attendance every minute of the day.  
 
Mr. Josh Askvig: I point at two things, specifically in the bill on page 3, lines 20 and 21 talks 
about consulting with the caregiver for assistance. It is pretty general language and we could 
certainly look at if you would like to adjust that section. We didn’t want to be overly descriptive 
but in other states they are stricter. There may be instances that the person they think is their 
caregiver can’t do that. When I first approached my Mom who cares for my grandmother at 
the time we were having this discussion, we were having higher care needs. I said to Mom 
that you haven’t told your caregiver as his Mom replied that she wasn’t a caregiver, I replied 
really. How does Grandma get her groceries? Well I take her. What if Grandma needs to go 
to the doctor’s appointment, who goes with her, and his Mom replied, I do. Who would’ve 
done that if you wouldn’t do that? Sometimes the caregiver doesn’t know what they are doing 
is caregiving. Again, is it perfect, probably not, but is it a step in the right direction. We think 
so.  
 
Madam Chair Lee: Durable Power of Attorney for healthcare can be done in advance to 
save some trouble. If you get racked up in a motorcycle crash and they want to amputate 
their leg and is unconscious, you should have a medical power of attorney for someone to 
help making that decisions.  
 
Mr. Josh Askvig: There are two things that I would tell you about that. First of all, we agree 
Durable Power of Attorney is a good idea. I actually figured out I got mine done before my 
parents which was totally by accident. The second thing is I hope that is the importance of 
some of the language in here that I might have glossed over. Durable power of attorney might 
make medical decisions but they might not always be the person who is actually going to be 
doing the cares at home and so there can be a distinction. There are times where they are 
should be distinctions between those two.  
 
Madam Chair Lee: I get that part. That is not confusing to me at all, except where somebody 
could when they are not in the time of stress consider who their care giver might be and if 
not there needs to be at that point to be some distinctions.   
 
Madam Chair Lee: That you would encourage people to get Durable Powers of Attorney in 
which they might actually discuss these kinds of things and recognize the need perhaps for 
home and community based care.  
 
Mr. Josh Askvig: Perfect Senator Lee.   
 
Senator Anderson: I want you to straighten out something for me. If you look on line 6 and 
7 on page 2, it clearly says a patients’ legal representative can designate this person. Why 
is this subsection 2 in there down to line 16-22 which seems to put the doctor in the middle 
between that legal representative and somebody else having to figure out who’s right here? 
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It seems to me that line 6 and 7 ought to take of it, and the doctor shouldn’t have to referee 
about that issue down below. If they can’t straighten that out between the patient and the 
person who’s is designated that legal representative, becomes a problem for the hospital as 
physician then will referee that business. Why is that 16-22 paragraph in there? Is it to solve 
some problem that you perceive or what? 
 
Mr. Josh Askvig: That first section you mention the line 6 and 7 essentially sometimes 
people come into the hospital already not able to make those decisions. That clarifies that 
it’s either the patient, if the patient is able to make that decision under legal guardian or legal 
representative could do. The section below essentially as I read it, and the reason it’s in the 
bill says that the hospital cannot give a legal representative or to designate if the patient can 
designate who that caregiver is. In other words, the patient is always first in who gets to 
designate the caregiver and last, those other conditions a line.  
 
Madam Chair Lee: I don’t read it exactly the same way. I do have a concern about their 
language as well. I don’t want the Durable Power of Attorney or health care designated 
person, the one who is going to be making the decisions there to be overturned because the 
person maybe. I think there is a reason for durable power of attorney for health care and I 
am not sure that I think that a.) anybody should have to referee and b.) that there should be 
any question about the fact that they would be involved if the patient would be unable to 
choose one. Because who decides what that means. What does unable to prove mean?  
 
Mr. Josh Askvig: I don’t have a great answer for you on that, but what I would tell you is the 
way that I read it, is essentially it is trying to reaffirm that that patient gets to make the 
designation unless there are other circumstances that wouldn’t allow that to happen. 
 
Madam Chair Lee: That area is so grey. Mr. Josh Askvig: If we need to work on that 
language we would be happy to do that and quite frankly we can double check, but let us 
take a look and follow up with our attorney’s actually and check on that section as well to see 
if there is a better way to say it. Or I am suspecting others might raise a question or concern 
that might have a suggestion to improve it as well. 
 
(40:17-44:06) Kirsten Dvorak, Executive Director of the Arc of North Dakota, Spoke in 
favor of SB2154. Written Attachment #6 for testimony. 
 
Madam Chair Lee: Your talking about ongoing long term care for someone who has a 
disability as opposed to the discharge giving things which this bill addresses. I am not saying 
what your saying isn’t important, I get it. What I am trying to point out is that this bill is not 
going to solve that problem. 
 
Ms. Kirsten Dvorak: That is correct, however, we do have some family members that end 
up sitting with family members for 24 hours because there isn’t staff adequate to sit with that 
member, so they are responsible for replaying that information to providers. 
 
(45:38-55:24) Melissa Hauer, General Counsel for the Hospital Association hear in 
North Dakota. Testifying in opposition to SB 2154. Please see Attachment #7 for testimony. 
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Senator Anderson: It’s apparent that there are some issues relative to this or we wouldn’t 
hear the anecdotal story from patients or patients’ families who go discharged. Now, you said 
you would be happy to work with those people, but, how does a person know who to complain 
too, if for example they were discharged and weren’t provided information or adequately in 
time and so forth? Who do they complain too to find that out? Nobody knows about the 
hospital association and if you’re willing to help?  
 
Ms. Melissa Hauer: All hospitals are required to have a person who accepts patients’ 
grievances or complaints. There's supposed to be notification within the patient’s rights that 
tells you if you have a complaint this is the person you contact for our hospital.  
 
Senator Anderson: Perhaps if the last paragraph of your testimony is correct, maybe what 
you should do is work with these people so that it mirrors what you’re already required to do, 
and then they could check it off their list and we wouldn’t have to listen to the bill every 
session. What do you think of that possibility? 
 
Ms. Melissa Hauer: That is what we are hoping to try to do in the interim when we sat down 
and talked about where are these problems and what needs to be done to address them. It’s 
hard to know how to address issues if you don’t know what they are or where they are 
occurring.   
 
Senator Hogan: My husband was in the hospital recently and I was reading the bill of rights 
and all the patients cover to cover to see how this applies in his particular situation. There 
was an absence on discharge planning and discharge follow-up kinds of concern and I could 
not get the feel. So it’s something you might want to take a look at. I think sometimes that 
confusing to people. As soon as I am discharged then who do I complain too. Just put that 
on your radar screen. The discharge complaint issue is who do you go to? How do you 
process that, and so many times it’s a crisis situation and nobody knows where and how to 
do that?  
 
Senator Rohr: At the hospital I work at, we actually employ nurses whose entire job is to 
make what we call discharge phone calls. So within 48 hours of discharging from the hospital, 
you will receive a phone call asking how it’s going; anything that you have any follow-up 
questions about etc, and that often times is where people will then put those pieces together 
and say, hey, I didn’t learn enough about this and then they try and match you up with the 
right resources or if you have a complaint get you to the patient representative.  
 
Senator Clemens: So, this is kind of falling along with Senator Anderson’s with bringing to, 
but for more clarity, on my own, has there been extensive one on one discussion with AARP 
and your association? Have you been doing a lot of discussion to figure out the give and take 
of this bill? 
 
Ms. Melissa Hauer: We have sat down with members of AARP on at least two occasions. I 
think we have tried and have asked for examples of where things are going wrong so that is 
part of what we can do as an association is speak with members who maybe aren’t doing 
things the way they should be. We’ve tried.  
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Senator Clemens: You’ve asked for specifics. Where does the improvement have to be 
made, but you’re not getting that, is that correct?  
 
Ms. Melissa Hauer:  Yes that is correct. 
 
(1:00:49-1:06:54) Chris Meeker, M.D. Chief Medical Officer at Sanford Health in 
Bismarck. Testifying in opposition of SB 2154. Please see Attachment # 8 for testimony. 
 
Senator Rohr: I actually just to thank you for voicing what the conflict in my head is, is that 
agreeing that the intent behind this is right but the vehicle is not the correct one. That’s the 
conflict that I feel within my own head. The nurse in me wants this done right, but the person 
who is at the sharp end of stick as that nurse, also knows that this while well intentioned likely 
will not fix the problem. 
 
(1:07:45-1:11:21) Maggie Seamands, Acting Director of the Case Management and 
Social Service at Sanford Health. Testifying in opposition to SB 2154. Please see 
Attachment #9 for testimony.  
 
(1:11:35-1:12:06) Courtney Koebele, representing the North Dakota Medical Association. I 
also share the concerns presented by the hospital association and Sanford Health especially 
I would like to add on page 2, section 2, I am also a lawyer, and I do work in this area with a 
group that talks about advance care planning. She testified in opposition.   
 
Senator Anderson: If we take that paragraph out then, will you support the bill? 
 
Ms. Courtney Koebele: I’m not sure. I have other problems with the bill as well.  
 
Madam Chair Lee: Asks for any other testimony. 
 
Madam Chair Lee: closes the hearing on SB 2154 
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Madam Chair Lee called the Senate Human Services Committee back to order. Committee 
discussion on SB2154, affectionately referred to as the Care Act. 
 
Senator Anderson: I will move that we remove on page 2, line 16-22, just in case the bill 
passes, that’s the section which seems to be in conflict with lines 5, 6, 7 up above and makes 
the doctor in the middle between the person who is the patients legal representative and the 
patient who obviously was appointed a legal representative because they couldn’t make up 
their mind and their likely to say however stands beside the bed is my carrier and the legal 
representative knows better. So I don’t want to get the doctor in the middle of that deal so I 
remove that section just in case the thing passes on the floor. 
 
Madam Chair Lee: Page 2, line 16-22.  
 
Senator Anderson: Maybe Josh is going to get back to us with but he didn’t seem to be 
really clear about why that paragraph was in there either. 
 
Madam Chair Lee: I think it is sort of like camel. It is informed by a committee. Senator 
Anderson: Somebody said the patient should be able to decide who they get, well they have 
already decided when they appointed their legal representative in my opinion. 
 
Madam Chair Lee: Well it isn’t that they are all suffering from dementia. In some cases it 
might be that there has been an injury or illness or something that has knocked them out and 
they can’t. 
 
Senator K. Roers: I think hospitals have processes in place already to determine who can 
and can’t make a decision. I don’t think that we need another thing that could possibly conflict 
with other sections. 
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Senator Clemens: I found it a little surprising in the hearing and I did talk to Josh Askvig, but 
the association says AARP has not talked to them about what are the problems and so forth 
and then Josh talks to me and says we did talk to them.  
 
Madam Chair Lee: He asked for a specific incident and I think they both were telling the 
truth. Josh talked to them about them in his anecdotes and they want examples of specific 
incidents.  
 
Senator K. Roers: On this date at this time, and this hospital.  
 
Madam Chair Lee: Yes, exactly.  Detailed incidents which is not the same as an anecdote. 
It might be the same incident, but if I am just telling you what Senator Larson told me about 
something that happened that he knew, and then I related to you, that’s an anecdote. But if 
Senator Larson puts in writing that on January 12 at such and such a time, and such and 
such a place, these are the kinds of things that happened and these are the people who 
talked about it, that’s a report. So I don’t think either one was being deceptive, I think that 
Melissa Hauer was saying we are asking for specific examples and he’s saying we gave you 
examples but they are not defining examples. Do you, kind of think that’s it? 
 
Madam Chair Lee: We have an amendment from Senator Anderson before us is there 
a 2nd? It was seconded by Senator Hogan. Madam Chair Lee asked for discussion on the 
amendment. If you delete on page 2 lines 16-22 concerning who gets to make decisions for 
a person. Any discussion? 
Roll call vote on amendment: 6 Yea, 0 No, 0 Absent 
Passes 6-0. 
 
Madam Chair Lee: This is better as I recall than what we dealt with the last two sessions. 
But are we putting lipstick on a pig or do we have something that we really want to do here? 
 
Senator K. Roers: I don’t know that there is any form of this down that I can be okay with. 
Being the nurse who gets stuck doing the work, of many regulations. When I read this bill, 
what it turns it out to be is a line in admission navigator that says, who do you designate as 
your caregiver that’s going to be right next to the same question I already have to ask, that 
something just worded differently. So I am going to check the box, and fill it out and then at 
the end on the discharge checklist it’s going to say, “ did you educate the caregiver” and I 
am going yes and its not going to change people’s behavior. So my concern is that just like 
Dr. Meeker said, the intent behind this is absolutely fantastic, absolutely what we want to do. 
We want to provide the best care to our patients, however, I don’t believe that this is the 
vehicle that we will get from the issues that are being seen today to the end stay that people 
would like to see. I don’t know what is in its place but I just hate to pass a bill for the sake of 
passing a bill so they can say, 41 states have it rather than because this is the right thing for 
our citizens and for our health care workers.  
 
Senator Clemens: So, you feel that the training and the requirements are where they should 
be whether everybody is doing it or not. Patients are going home with plenty of instruction 
and training and so forth? 
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Senator K. Roers: I am not saying that people are going home with the amount of training 
that they need. I am saying that the regulations that are in place should account for that. Now 
that not happening, isn’t because there isn’t a rule telling them to do it, its’ because they are 
not obeying the law. So, in what they call a “just culture”, there’s I didn’t do it because I didn’t 
know I had to do it; I didn’t do it because I knew I had to do it, but I didn’t think it was the right 
thing, I didn’t do it because I knew I had to do it, I knew it was the right thing and I didn’t care. 
Where are we at in that spectrum, a lot of same. A lot of those different components but 
adding one more rule may change the, I didn’t know piece, but it still isn’t going to fix the 
other two where I did know.  
 
Madam Chair Lee: I had a question during the discussion of some of the anecdotes as well. 
That is what is the family’s responsibility to assure if the person who is likely to be the 
caregiver really can’t do some of this stuff, and you can’t legislate this, but what is the 
responsibility of family members who live far away. None of my kids live close by. Or those 
kinds of circumstances to make sure that some arrangements are made. I know it’s been 
stated but the plans for discharge are started right after admission and I believe that the good 
facilities do that, and I think there are lots of people who are rushed in their work, and 
sometimes their checking the box and just notifying and I get that part because they are 
swamped with stuff. Particularly A) with a shortage of workforce and B) with travelling nurses 
and others who are perfectly capable at their profession but are not, they don’t know the 
family as a community. We don’t know in Fargo/West Fargo, Morehead either, but at least 
we know somebody and if you’re in a smaller community your bound to know everybody. But 
if you’re far away or you come from far away that’s not the case. So, how do we that, well 
hopefully with better home and community based services. Somehow maybe we need to put 
in something about informing in the event that as a suggestion also, may, in some other way 
that is not in statute that they provide a list of potential service providers with an assist to 
caregivers. I don’t want to put a law in about that, but that maybe part of the solution here. 
You know when Senator Poolman talked about someone who really wasn’t capable of doing 
the work. If there had been a list of potential providers made available. I don’t know why 
people don’t call the ombudsmen. I mean that stuff is posted everywhere.  
 
Senator K. Roers: It might be posted everywhere but I’m a nurse and I don’t know about it. 
I literally don’t know anything about it.  
 
Madam Chair Lee: When you walk into a skilled care facility it’s posted on every wall.  
 
Senator K. Roers: I am sure that it there, but I’ve only been in the hospital setting. 
 
Senator Larsen: I am thinking back of the last sessions about what the folks in the red shirts 
were talking about. Their concern was about when they were going to pick somebody up and 
put them into the van that they felt that they wanted to get to feel more comfortable with some 
information and they were kind of being felt like, ‘hey we gave you what we need to give you, 
so load them up and take them away’, that’s the feeling that I kind of got from the last 
discussion of that. I think that some of the folks are still feeling that way. I don’t anecdotally, 
it might be the older wife picking up the husband and their saying this is what you’ve got to 
do. Everything is meant to be high speed system and their swimming in it. Wait a minute, I 
need a little bit of help here and they are just still feeling rushed. They might think this might 
be a point where they can say, ‘stop and wait a minute’, I want to have more information. I 



Senate Human Services Committee  
SB2154 
January 15, 2019 pm 
Page 4  
   

guess that is the meat of what I feel about this issue. This is now the 3rd session, that I am 
aware of anyway. 
 
Madam Chair Lee: Could we work with the hospital association do you think to have them 
develop software recommendations to their membership about including in those instructions 
at the time of discharge, a list of connections to services that might be available and boy that 
is going to be varied from one part of the state to the other. But that seems to me to be part 
of this. I know if you’re an hour away it’s a big deal to drive 2-hour round trip to help somebody 
with whatever it happens to be. 
 
Senator Hogan: The other issue is so many people are different manners and you get a 
big packet of material and it’s so overwhelming to them that all of that material overwhelms 
them. Then they go home and just getting into bed, all of the logistics of this transition 
especially for seniors, is really overwhelming. It is the situations where there’s home care or 
tubes, or back braces. I mean I think they are really some concern about things they don’t 
know. 
 
Senator K. Roers: It just surprises me how often patients go home with such complicated 
care and don’t qualify for home care. That is something that to this day baffles me and so 
number one we can’t find enough people who work in home care, so even if everybody did 
qualify for home care, I am not sure how we’d actually execute it. But it does surprise me 
the degree to which we are expecting care givers to be able to care for a patient. I just don’t 
know how to make it better.  
 
Senator Larsen: Sen. Rohr touched on it a little bit and I think that there is a little bit more 
to that iceberg and that was the travelling nurses and those folks. I’ve been in two myself, 
in the hospital dealing with travelling nurses and my aunt with that and it’s been very 
interesting how the care is way different with travelling nurses than it is with the people that 
are employed there.  
 
Senator K. Roers: Often their technical skill are.  
 
Senator Larsen: That person, when I think of that person who stiffed me on the morphine 
to have me leaving that facility in the condition I was in, it was horrible. I don’t think I 
would’ve got that from somebody who worked there. My aunt with her situation, she didn’t 
have anybody coming and going. We just kind of came and went and they looked at us like 
you’re not on the list of registry thing and were not letting you take her home. We are not 
letting you do anything with her. How are we going to get her home? I can see some of that 
stumbling stuff. 
 
Senator Clemens: Getting back to what Senator Hogan talked about, especially the 
elderly. They are overwhelmed with all this stuff. According to Senator Roers, there are 
things in place so now we pass this bill and we are just going to overwhelm them even 
more.  
 
Madam Chair Lee: In duplication.  
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Senator Hogan: I think the idea is that the caregiver gets some really hands on training on 
the back brace or the tubes or the wound care, and I think some of that is some of what. It’s 
one thing to get a book that says this is what you should do, it’s another thing to have 
somebody walk through it with you. Sometimes they do, wouldn’t you say Senator Rohrs, 
that sometimes they do and sometime they don’t. 
 
Senator K. Roers: Yes, I think that one of the challenges that you also have is especially in 
a large facility and that’s my only experience. I don’t have experience with small facilities, 
so none of my examples will ever be that. But it may be the occupational therapist, like in 
Senator Poolman’s or in the Jacobson, he read her testimony. It may be the occupational 
therapist who may be the expert in how to apply and how do you leverage the patients’ 
physical therapy whoever that is. Well they have to see ten patients in a day, so are you the 
caregiver here at the time that person is scheduled to see this patient. Maybe not because 
you were at work, and now you’re here, but the OT expert is now gone. The moving parts 
are so complex that I don’t know that when you have the words, “ as soon as practicable 
before discharge of a patient” you know you will attempt to contact them, provide for 
opportunity offer instructions and that type of thing I think what you’re going to find is 
people are going to say, it wasn’t practical. Oh I tried, it wasn’t practical. Again we won’t 
have moved the needle.  
 
Senator Hogan: Those were compromised languages to try and give that but if it helped 
some would it be worth it?  
 
Madam Chair Lee: Well, I guess I would rather see some effort made to walk through the 
hospital association and the various professional associations to see if they would take 
some personal responsibility to enhance it in certain cases. How can we make it easier for 
them without making it harder for them to do the kind of care that needs to be done? I see a 
couple of examples that I can think of, where the spouse is perfectly capable person but 
extra ordinary wound care that they were expected to do, there should have been home 
and community based services for those two people I can think of. They learned about it 
and they were willing to do it and in one case older people, but they were incapable people. 
But that is a big deal. Not everybody can do.  
 
Senator K. Roers: Senator Larson I am a nurse and I don’t like wounds much.  
 
Madam Chair Lee: I think burns are the worst. We know the need and I really agreed with 
what Dr. Meeker said and I don’t know that this is the vehicle that we all agree the same 
thing has to be done. Maybe we should and I can do this, just to send a message out to the 
hospital associations and Ms. Courtney Koebele with the docs and some of these others 
and see if we can come up with some continuing education. They are all overworked to, 
and I get that part. Workforce is so much a part of this whole thing, but if we could just 
tweek some of those areas because we can’t legislate competence. If Kristen is capable of 
doing it even if she is not a nurse, but I take that away, then maybe I am not a capable 
caregiver but she would be even if she were not professionally trained for it.  
 
Senator Clemens: This is a little irregular but what if we sat down with the association, and 
AARP and said look, ‘can we come to an agreement here what we need to make a good 
bill out of this’?   
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Madam Chair Lee: I don’t its irregular to have a conversation about it.  
 
Senator Clemens: I mean altogether at the table. Let’s work out a bill here.  
 
Madam Chair Lee: We can do as an afternoon committee discussion. What a good idea! Is 
there anybody who doesn’t think this is worth a shot?  
 
Senator Larsen: I’ve always heard about these, they have to have one through five on 
your care, do you fill that out when you’re getting off the bed and being wheeled out or do 
they mail that to you in the bill?  
 
Senator K. Roers: No, you have to use an outside agency, you cannot provide the survey 
to the patient while they are in the hospital. It has to be sent through an outside agency that 
you contract with so that you can’t mess with your own data. So, for example, Sen. Roers 
had an appointment on the 1st and by about the 5 or 6th I had an email because in my 
account I said you could email it to me rather than mail it to me. So generally within a week 
of discharge is what they try and get it to hit your mail box and then we see the percentage 
of patients who return it within the first seven days is the highest and then it decreases the 
longer and further away you are from your appointment. 
 
Senator Larsen: What is the percentage of people returning the survey? Is there anything 
you can find? 
 
Senator K. Roers: I could probably get that data for you, what the national average is, but I 
don’t believe it. It’s higher than you think but it’s not ginormous. I could get the ballpark for 
you, for your own information if you like. 
 
Senator Hogan: It’s just a capacity that to even fill the form out if you’re overwhelmed with 
somebody with, it’s not small. When people say we don’t have the documentation well we 
don’t get it because if you’re really angry and overwhelmed you’re not going to fill out a 
form. 
 
Senator K. Roers: Actually they say that the people who are most likely to fill it out are the 
people who have fantastic experience and one who have a horrible experience. So you get 
very little of the middle.  
 
Madam Chair Lee: I think that for the people that are involved in the care giving it is such a 
distracting time when you’re looking at how am I going to cope with this when this person 
come home, and what do I do. You don’t really know until you kind of get into it. Then you 
realize maybe you’re overwhelmed.  
 
Senator Larsen: The reason why I think there may be a disconnect in this particular issue 
is because you never hear this issue about cancer and we’re hearing this so my experience 
with cancer is you go in there and it’s your first appointment. Man I’ve got the prostate 
cancer and boom there is a lady right there and this is what you do, here’s how you are, 
this is where we go, they walk you through that whole process and then ask how it’s going, 
here’s some gas cards, and you never hear of having this issue about the after care about 
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cancer and when I come home and what do I do with these pills and so forth. So, there is a 
disconnect between the care of that existing and entering strategy and this whatever this is.  
 
Senator K. Roers: I think part of that is a disease process like that is kind of replicable. 
You can anticipate the stages where with more complex medical issue or even some 
surgical issues. You can go in so many different directions and the needs where my 
background is oncology, so with cancer you have some pretty set mild-stones that people 
hit and you can coach them through that process, plus in areas like heart services and 
cancer services they’ve employed this concept called a nurse navigator and that navigator 
is likely that person that kind of came to you and was like here is the process were going to 
go through this; these are the appointments, I am going to help you make sure everything 
stays coordinated and again it’s because those are very replicate-able, but also I will admit, 
those are the high reimbursement areas. We get much higher levels of reimbursement for 
cancer and heart than you do for general, medical or other things like that.  
 
Senator Clemens: There is a huge population that really needs the help and I think we are 
kind of on the borderline of. I hate to vote no on this and throw the whole thing out if there’s 
a compromise that would appeal to everybody. Then maybe we won’t have to look at next 
year or next session. 
 
Senator Hogan: I was on the first bill which was radically different from this bill. This is a 
pretty mild bill compared to the 2016 bill. Sometimes the language of 3 years ago, and 
passed in California. I like the negotiations.  
 
Madam Chair Lee: Dean Winger is at the podium right now, but I talked with Dave 
Bowman and he said they would come over as quickly as they could. But I would be 
curious for those who are familiar Dean Winger runs the medical school and a remarkable 
guy, and Dave Bowman is the administrator who is unfortunately about to retire in Grand 
Forks and Altru, but a heck of guy too. They are actually in large part responsible for the 
new medical school building and all the good things that are happening at UND and am 
tickled that they are here. But what we could do is, send an invitation of who we want in 
addition to the medical, or we could ask the Board of Medicine, Bonnie Storbakken as long 
as she promises not to bring any more paper.  
 
Senator K. Roers: The doctor writes the order and the nurses who actually does all the 
work. I think we need to make sure that the Nurses’ Association is at the table also.  
 
Madam Chair Lee: I am wondering if it should be the Nurses’ Association, or do you also 
want the APRN’s coming in, I mean because they are not all the same. 
 
Senator K. Roers: No, but again their component. Shirley Miller from the Nurses 
Association.  
 
Madam Chair Lee: So if we invite the Nurses’ Association, and the Medical Association 
and Hospital Association, and Josh and Mike from AARP that’s enough to gather around 
the table. Is there anything else that we want on for on our list here? If we have Courtney, 
Sherry Miller, Melissa, Josh and Mike, so maybe we can do it tomorrow if they could do it 
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tomorrow. This isn’t going to involve the Department of Human Services and their budget 
cuts tomorrow. So I am trying to be respectful of their stuff going on.  
 
Madam Chair Lee: We’ll look at Wednesday, Red River Room, at 2:30 pm. 
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Madam Chair Lee and the Senate Human Services Committee brought together Josh 
Askvig and Mike Chausee of AARP, and Tim Blasl and Melissa Hauer of the North 
Dakota Hospital Association to meet so that the two organizations could come to a 
consensus on SB 2154.  
 
Madam Chair Lee: The problem is how do we figure out a way to interact with them in a way 
so that they know who the home and community based supports might be that could ease 
them during that first week or two. It’s hard for people who need specific care after discharge 
like wound care or constant observation. We have a lot of counties where there isn’t a lot of 
community based providers. I think the deal is, the committee doesn’t have the answer so 
maybe among you we may be able to come up with something here. We are all in the same 
boat, how do we all start paddling in the same direction.  
 
Senator K. Roers: One of things that were thrown out yesterday was, how do you provide 
that list of home and community based services? The thing about that, is you may not even 
qualify for that, so I can give you the list and you’re going to call them and they will tell you 
I’m sorry but you don’t qualify. I fear that creating a list like that also creates a false 
expectation. In the same way that I give you this list of instructions, and a list of services and 
contacts may not be the thing that we are looking for either. I think the challenge is, how do 
you change the hearts and minds of people who aren’t doing this correctly? How do you get 
them to see the value in including that caregiver in the discharge instructions to ensure a 
smooth transition?  
 
Madam Chair Lee: Also how do get every hospital to train and employ community health 
workers because I see that as being one of the biggest tools in order to help these people. 
Some of the larger systems have people who may call to see how the recovery process is 
going, some places don’t have it.  
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Senator Hogan: I really appreciated Dr. Meekers testimony yesterday where he listed the 
CMS requirements. I took those requirements and tried to cross-reference them with the 
CARE’s bill, and these patient caregivers are active partners in the discharge plan, which is 
both that designation and notification process. The notification and designation are kind of 
the steps to meet this CMS requirement. I don’t know what process patient caregivers are 
active partners. If somehow we could begin to language something where everybody wins, 
if that’s the CMS standard then maybe we are not as far apart as we think we are.  
 
Senator K. Roers: I wonder if the maintaining policies and procedures, some of the stuff that 
is in 2 through the end here could actually be the requirement of a policy rather than, I feel 
like it’s a regulation that now the department of health are coming in and doing our validation 
survey and now they are going to say show me where you charted this and it’s a little more 
prescriptive where if it was something more of each hospital will develop and maintain 
policies regarding this, it would loosen that regulation burden especially for those who are 
doing it right. While still making sure we are saying this is important and something that we 
want you to make sure is being payed attention to.  
 
Senator Hogan: If patient caregivers are active partners for CMS as a requirement, how do 
you document that?  
 
Tim Blasl, President of the North Dakota Hospital Association: Josh, I have a question 
for you. I know you have talked about you have been visiting with hospitals around the state, 
I was a part of those discussions but, was there any sort of light bulb that went on or education 
that they provided. Were there areas that maybe aren’t doing it well and we need to visit with 
those hospitals? Is there one hospital or is there a group of them?  
 
Josh Askvig, AARP: So everyone is aware we have always believed in sitting down and 
having a discussion, to directly your answer Tim; two things, what I said yesterday was in our 
conversations with you all. Some of the teach-back stuff that you guys did at your conference 
recently, I thought it was good content, but even that stuff was all patient only focused. Even 
the video that showed, this is how to do it, it’s only talking about a patient and that aspect of 
it. The point we are trying to make and continuing to have the dialogue on, for patients who 
are aware and able that’s great. There are a lot of instances where that is not the case so 
making sure that person when they go home that the person who is actually going to have to 
do that actually happens. I want to be clear about two things, I know you guys asked about 
stories yesterday and we have a sheet that we would happily pass out but there isn’t really a 
week that goes by that we don’t hear someone tell stories about this. I agree finding common 
ground makes sense and I will tell you, if we can construct something that says the policies 
would include these things, that is what we were intending to do. If you look at the bill from 
last session that was essentially what that bill said and that was the bill that we negotiated 
with that we thought, we had agreement on but that didn’t work either. If that is something 
we are going to look at, we would be happy to take a look at that and maybe not be as 
prescriptive in the language. To answer the question that Senator Lee started with which is, 
how do we help those folks who are nervous scared and worried about how they can help 
their loved ones heal. We care about caregivers and this is what we are trying to do to ensure 
that we put some basic constructs in place that show that we are trying to help those 
caregivers do it better.  
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Senator K. Roers: I wonder if another opportunity for working together would be, you may 
have some resources at your disposal to help create the education that you really want to 
see and how do we then share that with the hospital members for them to utilize with their 
staff and not have to create something from scratch and meets the standard that you are 
really aiming for.  
 
Mike Chausee: We have created a library of videos. There are states that even in their 
statute will say it doesn’t have to be face to face in the training you can use a video instead. 
There were states that wanted to have that prescriptive. We would probably be ok with that. 
The options are there and she even talked about consultants and other services that we 
could provide. The other thing about being the 41st state to hopefully pass this, is that other 
states are starting to get into this, learning what works and doesn’t work. Some of the cool 
stuff that I have heard of are the taskforces that have been formed in hospitals and hospital 
groups that focus just in the care giving aspect and those are great, part of that is bringing it 
to the state and local level rather than it being this national standard. A conversation and a 
collaboration is better. Promotionally, we wouldn’t even have to bring the national folks into 
this. We would celebrate this and use our resources to let people know not only what they 
can do, but how they can collaborate and make life easier on the hospitals.  
 
Senator Clemens: I think it is difficult to address a problem if you don’t know what the 
problem is. I think for the hospitals to get a grasp of what is needed, they need to have some 
specifics on what is the problem. We are talking in a lot of generalities here and I worked in 
quality control in manufacturing and there is a rule in manufacturing that we consider the 
parts of a system or a machine, 20% of your parts are responsible for 80% of your problems. 
I think if AARP could come forward with, this is what we are seeing, you will find out that 
there are a few things that are causing the problems. Until we have that conversation, I think 
it’s going to be very difficult for the hospitals to be able to address that. It’s hard for them to 
say they are going to fix the problem assuming there is something wrong with everything. 
What are the problems? 
 
Tim Blasl: You said it perfect. That is what we tried to do during the interim with both Josh 
and Mike. We sat down a couple different times to show us examples. If there are issues we 
want to address that but, we didn’t have example so that makes it hard to address the 
problems. If there are issues, there are no doubts that the Hospital Association and our 
members want to address this. We are not sure of the exact issue and that’s why when I 
asked, you have been talking to hospitals, what have you been hearing. Is it apart of the 
state, just one hospital, and where is this happening? 
 
Senator Anderson: I wonder if simplification of this business wouldn’t be helpful and that is 
if the hospitals could write down what they see is their obligation under their joint commission 
standards or the CMS standards for training the patients. Then we had a documentation 
piece for that they could accept. For example, we have a check box that says this patient 
would like a caregiver yes or no and then if they designate that caregiver, obviously that is 
going to be in the patients file. It seems to me that would do two things; it would accomplish 
part of what we are talking about here and it would give the hospital a defense against any 
CMS or joint commission group that comes in and says you didn’t properly take care of this 
patient for these reasons. Also, the training piece and so forth. The big hospitals probably 
have a training piece that they use but I don’t know if the smaller ones would be happy to 
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have something that we could run by AARP or somebody else that talks to this process. It 
seems to me like those two or three pieces are things that the hospitals need to do already. 
When we say what are the problems here, we all have those anecdotal stories but without 
looking in detail at that story we don’t know if the hospital was inadequate in their training or 
if the patient was distracted or if there were four people in the room saying I’m going to take 
care of this guy and the wrong one got the training but the patient hadn’t picked a particular 
one. I suspect that if we looked at the details, we could identify and correct them on a detailed 
basis, but to say a broad brush we probably won’t accomplish a lot because we are still going 
to make the same mistakes.  
 
Senator Clemens: I want to just give a quick example that I experienced when I was field 
testing on quality control and my job was to go check out with the customer and see how 
they were appreciating our machine. They weren’t using the wheel loader that we had given 
them, and we were wondering what was wrong with our machinery, why aren’t they using 
ours in comparison to another one. I talked to the people and asked what was wrong with 
our machine for them not to use it. Their answer was; because it doesn’t have a radio. We 
put a radio in it and they used our machine. The point is on a 500,000-dollar machine all it 
needed was a radio and you can relate that to this problem. It might be the smallest little 
thing that is causing some problems and if that was fixed then the whole system would work.  
 
Josh Askvig: I want to point to a couple of things, to push back on this idea that we haven’t 
provided any evidence. We have done three surveys now in the last six years. Phone 
surveys, professionally conducted that continued to show that there are folks around the state 
indicating that the different steps aren’t happening. I understand the question about specifics 
and I will address that in two ways. I will admit we probably weren’t as totally forthcoming as 
we were last interim as we should have been in part because we tried that three years ago 
and thought we had an agreement and it didn’t happen. That is not their fault, they are new. 
I hope you can at least understand why we would might have been a little bit reluctant to give 
them a lot of ammo which they used last time against us. Some of you are aware of what 
happened. I want to be clear about that. I have some of the stories we have collected here 
and I would be happy to pass them out if you think that would be helpful, but I will tell you a 
lot of those people are embarrassed. They don’t want to come forward; they think it is their 
fault.  
 
Madam Chair Lee: I think it could be blind. People privacy is a big deal but, if you know that 
I had a problem as a patient who was released from xyz hospital, that could be part of your 
data. You would know what hospital it was but, the patient has to write the review and there 
has to be a chance for the hospital to respond also and figure out what is the communication 
issue is. I know our hospitals are rushed and all of that. There are certain things that might 
be helpful and useful to folks who are leaving the hospital. 
 
Senator K. Roers: I think there are varying degrees of that. We try very hard in hospitals to 
keep people away from Dr. Google and Dr. YouTube. You could try to create videos like that 
which also depends on what electronic medical record you use and then in conjunction there 
are patient education systems that most, especially the big hospitals will actually purchase a 
license from. At Sanford we use cranes, and that allows us to actually insert links into their 
profile, but again you have to have a certain level of technology sophistication for me to be 
able to send that to you and you be able to utilize it appropriately. I’m just trying to think 
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through my discharge navigator. I know when I educate the patient I have to say who I 
educated. Most of the time the discharge paperwork is filled out after the patient has left the 
building. I would love to say you do it as you go but most of it is checking boxes for the sake 
of checking boxes and not actually your flow. If there was a question in there stating, with all 
discharge education who was educated, something to that affect that would help bring a 
reminder that it is not supposed to be just the patient. Again, that would be a check box and 
that would most likely be something that is filled out after the patient has left.  
 
Mike Chausee: I do appreciate Tim’s question about the stories and stuff and they did ask, 
and we did gather. We actually made a big effort. You can see this from the ones that we 
provided there that we are not talking about someone who can spot a radio, we are talking 
about novices who don’t do healthcare that are looking for what went wrong in healthcare. 
When we hear stories its often, these quick little anecdotes about this happened to me or I 
could have used that when I was leaving. Yesterday, we had six volunteers who heard Josh’s 
testimony and on the way out of the hearing everyone starts telling us their stories. We have 
been talking about this for years. It’s a bunch that need help. The surveys that some people 
see as, these hospitals still aren’t doing their jobs, I see the big picture with bringing in the 
Care act or publicity and knowledge of these things as a positive. The first one I saw when I 
started, that 50% of the caregivers said they weren’t getting trained. Then we did one last 
session and it was at 33%, this shows that the hospitals are probably doing their jobs. The 
one we did just before is now at 27%, so now I’m thinking the more we talk about and the 
more of the big picture is out there, it’s getting better. I am fully supportive of the bill, I think 
we need something kind of out there in state level just to focus on, but even talking about is 
and hospitals going whoa, we need to do this, it has gotten better. This broad awareness, 
letting people know, I can ask this question or this should be happening and hospitals saying 
we can do better and how about we do this. It builds momentum and a positive outcome.  
 
Senator Hogan: I keep going back to the CMS requirements which really aren’t there. Do 
you know how hospitals engage to make sure their primary caregivers are active partners 
and have you surveyed your hospitals about their experience to see the other side? From 
the hospital side, how responsive are you identifying active caregivers prior to discharge and 
how do you assess their availability and capability? CMS coming in and looking at this is one 
view, but as an organization to look at those kinds of standards with a different view. Instead 
of being defensive about it.  
 
Senator K. Roers: When you generally ask who the caregiver is, is when they are coming 
in the door and you don’t know what the needs are going to be going out the door. It’s a 
challenge to assess that caregiver for their ability if it’s going to be a Band-Aid or wound vac. 
It’s a challenge.  
 
Senator Hogan: That standard about hospitals consider the availability and capability of the 
caregiver to provide in-home care. That is a CMS standard and that is a complex standard.  
 
Senator Clemens: I know this probably doesn’t encompass all the complaints or concerns 
that you have, just going off of the list you gave me, 75% of these issues are coming from 
Fargo and Bismarck. This is what I’m kind of getting at, maybe the hospitals in Fargo and 
Bismarck have more people and maybe they don’t have enough staff but it might worth the 
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while just to talk to them and say you are showing a considerable amount of the total issues. 
They could be more conscience about how they are discharging their patients.  
 
Madam Chair Lee: Are there more concerns expressed in the larger hospitals or in the 
critical access hospitals or does it make any difference? 
 
Josh Askvig: I think it’s a great question and there are two parts to this answer. A lot of our 
collection is from the places where we often go so we spend a lot of time in Bismarck, Fargo, 
Minot, and Grand Forks so to be fair, that is part of the reason why you see that piece too. 
Our national office has been having discussions with critical access hospitals across the 
country about how they handle family caregiver supports and one of the initial observations 
is they might actually do it a little bit better, you can’t hold me to that but it was an interesting 
tidbit that I heard back when we were having the conversation. We are trying to us telephone 
services to connect across the broader part of the state to see if it is showing up a prevalently 
in other places and I can’t answer that directly for you right now.  
 
Madam Chair Lee: An example from when I was actively involved in real estate. I was 
helping this couple get their house sold and he was extremely difficult. You know what we 
figured out, he couldn’t read. I always go through the contract word by word and I could read 
upside down, I would go through a sentence or so and he would hammer about how he was 
suspicious and was sure that he was being cheated. It just took a ton of time to get this guy’s 
confidence up a little more and his wife was fine with us, but that is a part of the challenge 
that we can’t fix with legislation or anything else. When you are trying figure out what the 
caregiver is going to be able to do, what are the capabilities in things like reading or 
technology.  
 
Senator Anderson: When I looked through these things, 90% of them could have been 
solved by somebody not making an error or assuming that the wife could do something when 
she is not capable. I don’t know how legislation fixes that. There are a couple of them where 
the process wasn’t correct, but that’s why I say when you look at these things case by case, 
unless you can analyze them and find out what the real problem was it is hard to fix that. I 
have been in the hospital a lot of time and got pretty good care but, once and a while I get 
out and my problem has always been that the people that I go to for follow-up care they didn’t 
really understand how to do it. When you come home with your leg chopped off, there aren’t 
many of the local people who have seen a wound like that, even the nurse or the local nurse 
practitioner doesn’t understand how to take care of that because they haven’t seen it before. 
Some of those things we are not going to solve by legislation. Generally speaking, I always 
got good care and maybe that is because my wife asked the right questions. I do think that if 
you could work together and do the things that I pointed out where the hospitals could write 
down for us what they are required to do and get some documentation that they did it, and 
then provide some training pieces maybe we could reduce these things down closer to zero.  
 
Senator Hogan: Has this issue come up at any of your Hospital Association meetings? Do 
you have sessions on this kind of implementation because other states have had some good 
engagement from Hospital Associations? Have you had a chance to work with them on their 
experience? 
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Tim Blasl: From the American Hospital Associations perspective, all the meetings I’ve been 
to, we haven’t talked a lot of about this. There hasn’t been a lot of discussion within the 
National Association on the caregiver.  
 
Senator Hogan: It might be an interesting question to survey because I know other states 
have supported it and so it would be interesting to get a sense of their view and the Hospital 
Associations reaction in the 40 states that have passed this.  
 
Madam Chair Lee: Maybe the Hospital Association is a good source. In addition to AARP. 
 
Senator Hogan: Maybe we could do something collaboratively with the Hospital Association 
and AARP.  
 
Tim Blasl: I would be glad to inquire at the national level.  
 
Madam Chair Lee: I think it’s important we don’t tell you what to do, when we don’t even 
know how it should be down. I would like to be able to continue to work with this group and 
figure out how we can all live with whatever we are doing, knowing there's no perfection here 
because everything is case specific.  
 
Tim Blasl: Could there be some additional education on the standards that we need to follow, 
yes. From my perspective, this is not my bill and I would think that from AARP maybe they 
should bring some things forward on changes because I don’t see us changing our position 
the way it is written.  
 
Madam Chair Lee: I don’t want to create a burden for anybody who is working on this, that 
doesn’t accomplish anything and especially for the people who are being served. I keep 
coming back to the ability to have someone like a community health support person. If I get 
home and can’t put the sling on I shouldn’t have to call the hospital or the doctor, I should be 
able to call the community support person who might be able to come over and visit and 
show me how to do it. We haven’t come to a conclusion here but maybe we can come back 
and chat a little bit next week about this. I think we all want the same goal here which is the 
best thing for the patients without driving everybody crazy. I am happy to have us get together 
again, if anyone wants to do that in smaller groups in the meantime, please feel free to do 
that.  
 
Madam Chair Lee closes the discussion on SB 2154. 
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relating to hospital discharge policies. 
 

Minutes:                                                 Attachments: 1 

 
Madam Chair Lee: Opened the discussion on SB 2154.  
 
(01:20-06:50) Josh Askwig, AARP of North Dakota: Gave the committee an overview of 
the proposed amendments for SB 2154. Please see Attachment #1 for proposed 
amendments. The one in front of you is the hog house amendment. The first section essential 
replaces the whole bill. I want to thank Tim and Mellissa from the Hospital Association. I think 
they would say it is not exactly what they would like but it will work. We would say the same 
thing. The first part of the bill is definitions. I think the highlight for you is that it clearly defines 
what an informal caregiver is and it talks about when the designation should occur. There is 
another section where it should not interfere because that is just the definition. It helps better 
illustrate for both caregivers, patients, and hospitals as to when that should occur. The other 
section still maintains the flexibility. We went through the chart we had emailed you all that 
talked about the differences between the care act, administrative rules, COPs, and 
accreditation. When we came back, Mellissa and Tim shared some additional information 
with us about some of the guidelines and the implementation of those. We came to a place 
where what you see in front of you is a lot of what makes it clear that ND recognizes care 
givers, the importance of them, and doesn’t overburden them. The other good thing about 
this is that we are planning to do some education around hospital discharge processes 
regardless of what happens this session. We have already been talking to them about 
partnering up to do that. The first section says that they have a discharge planning process 
that applies to all patients and that the policies and procedures are in writing. The second 
part gets to the designation and notification in the care act and insuring that the patients or 
the patient’s informal caregiver puts that recognition in. The other pieces in C make sure that 
is communicated to both the patient and the patient’s informal care giver. This leaves some 
flexibility for those instances when patients don’t designate care givers. The last piece I would 
tell you is the one we really like. That is making sure that hospitals did into what is a patient 
going to need when they leave here, involving that care giver and making sure that caregiver 
gets involved. Some do already, and for others, this will be a helpful reminder to make sure 
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we continue to make strides to improve. The part I think we really gravitate to is the third part 
which might seem a little awkward to write in statute but I think it reaffirms that using those 
repeated reviews of instructions and making sure that patients and their care givers get a 
chance to engage in that and understand what it is they are being asked to do. This is an 
amendment and a bill that we will be happy to move forward with.  
 
(06:57-08:11) Tim Blasl, North Dakota Hospital Association: A lot of work went into this 
on both sides. I thank both Josh and Mike. This bill is a compromise. We are going to get an 
alert out to our members today to make this public. We did not receive any negative feedback. 
A lot of what you see in the bill is in the hospitals that we have already. I think it is a win-win 
for everyone. Josh did a good job explaining the amendments. I know Mellissa put a lot of 
work into this. With that, I will stand for questions.  
 
Madam Chair Lee: I really appreciate all the work you put forth on this.  
 
Senator K. Roers: Moved to Further Amend the bill.  
 
Senator Anderson: Seconded. 
 
Madam Chair Lee: Any Discussion?  
 
A Roll Call Vote Was Taken: 6 yeas, 0 nays, 0 absent.  
 
Motion Carried.  
 
Senator Roers: Moved a Do Pass as Amended.  
 
Senator Anderson: Seconded.  
 
Madam Chair Lee: Any Discussion?  
 
A Roll Call Vote Was Taken: 6 yeas, 0 nays, 0 absent.  
 
Motion Carried.  
 
Senator Roers will carry the bill.  
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Explanation or reason for introduction of bill/resolution: 

 
Relating to hospital discharge policies. 
 

Minutes:                                                 No Attachments 

 
Jennifer Clark, Legislative Council: There are three changes made here. One, we took 
away that very first definition of aftercare assistance. The second change we made was, the 
“hospital shall as appropriate communicate the plan to the patient or their informal caregiver 
or representative”. We did that same thing “as appropriate” at the very end “as appropriate a 
hospital shall educate or train a patient”.  
 
Madam Chair Lee: So the “as appropriate” is new? 
 
Jennifer Clark: Yes.  
 
Madam Chair Lee asks the representatives from AARP and the North Dakota Hospital 
Association if they would like to add any other information and agreed with the 
committee that with the new amendments that both parties are satisfied.  
 
Senator Hogan: I move the reconsideration of SB 2154. 
Seconded by Senator K. Roers  
 
VOICE VOTE TAKEN 
MOTION CARRIES 
 
Senator Hogan: I move to ADOPT AMENDMENT 19.0699.01002 
Seconded by Senator Clemens 
 
ROLL CALL VOTE TAKEN 
6 YEA, 0 NAY, 0 ABSENT 
MOTION CARRIES TO ADOPT AMENDMENT 19.0699.01002 
 
Senator O. Larsen: I move a DO PASS, AS AMENDED 
Seconded by Senator Anderson 
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ROLL CALL VOTE TAKEN  
6 YEA, 0 NAY, 0 ABSENT 
MOTION CARRIES DO PASS, AS AMENDED 
 
Madam Chair Lee closes the discussion on SB 2154. 
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P RO POSED AM ENDM E NTS TO SE NATE B I LL NO. 2 154 

Page 1,  l i n e  1,  after  "A B I LL" rep lace the rema inder  of the b i l l  with "fo r  an Act to c reate and  enact 

c h a pter  23-49 of the  North Da kota Centu ry Code, re lat ing to hosp ita l d i sch a rge po l i c ies. 

BE  IT ENACTED BY TH E LEG ISLATIVE ASSEMBLY OF NORTH DAKOTA: 

SECTION 1. Cha pter 23-49 of the No rth  Dakota Centu ry Code  is c reated  a nd enacted as 

fo l l ows :  

23-49-01. Definitions. 

As used in th is cha pter: 

1 .  " D isc h a rge" means  t h e  exit o r  re lease o f  a pat ient from i npat ient  ca re i n  a hosp ita l  to 

the  res idence of the patient. 

2 .  " I nfo r m a l  ca regiver" means  an  i nd ivid u a l  who  is a t  least e ighteen yea rs of age, who a 

pat ie nt, o r  the pat ient 's lega l representat ive, des ignates at a d m iss ion a s  a lay ca regive r, 

a n d  who  fo l lowing the d ischa rge of the pat ient is w i l l i ng a n d  ab l e  to pe rfo rm post 

hosp ita l ca re fo r the pat ient at the  pat ient 's  res idence. 

3 .  " Post-hosp ita l care"  m e a n s  ca re d i rectly re lated t o  a pat ient 's  con d it ion  at  t h e  t ime of 

d isch a rge a n d  which is p rovided by an info rm a l  ca regiver to the pat ient  i n  the patient's 

res idence .  

4.  " Res id e n ce "  means  the dwe l l ing a pat ient  cons iders to be the  pat ie nt ' s  home. The term 

does  not i nc l ude  a hosp ita l or rehab i l itat ion fac i l ity. 

23-49-02. Patient and Caregiver Discharge Plann ing I nvolvement and Documentation 

1 .  A hosp ita l m ust have i n  effect a d ischa rge p l ann i ng p rocess that  a pp l ies  to a l l  patients. 

A hosp ita l ' s  po l ic ies and  proced u res m ust be specified in wr it ing. 

2. A hosp ita l m ust ident ify at a n  ea r ly stage of hosp ita l i zat ion a l l  pat ients who a re l i ke ly to 

suffer a dverse hea l th  conseq uences u pon  d ischa rge if there is no adequate d ischarge 

p l a n n ing  a n d  active ly: 

a . I nvo lve such a patient th roughout the d isch a rge p l a n n ing p rocess a nd,  as  

needed, the pat ient's info rm a l  ca regive r o r  rep resentat ive o r  both; 

1 



b .  Document i n  the  pat ie nt's med ica l record t he  pat ient's d is cha rge p l a n; 

c .  Com m u n icate the p l an  to  the patient a nd, as  needed ,  the  pat ient' s  i nforma l  

ca regive r o r  representative or both; 

d .  Document i n  the  pat ie nt's med ica l record the a rra ngem ents m a d e  for i n it i a l  

i m p lementatio n  of the  d ischarge p l an, inc l ud i ng a ny t ra i n i ng a n d  mater ia l s  

p rovided  to the  pat ient, the patient's informa l  ca regive r, o r  rep resentat ive . 

23-49-03. Tra in ing or After Care Tasks 

1. A hosp ita l sha l l  cou nse l a pat ient, the patient's i nfo rma l  ca regive r, o r  rep resentative as  

needed  to p repa re the pat ient for post-hospita l ca re, wh i ch  may i nc l ude  p rovid i ng in ­

hosp ita l educat ion o r  tra i n i ng to the patient or  to  the pat ient's i n fo rm a l  ca reg iver o r  

representat ive . 

2. The educat ion o r  tra i n i ng provided by a hospita l to a pat ie nt, t he  pat ient's i nfo rma l 

ca regive r, o r  representative m ust be ta i lo red to the pat ient's i dent if ied needs wh ich  

may inc lude med icat ions, treatment moda l it ies, physica l and occu pat io n a l  therap ies, 

psychosocia l  needs, a ppo intments, and other  fo l low-up  act iv it ies .  

3 .  Teach ing  m ethods used by  a hosp ita l may inc lude repeated review of i n struct ions with 

retu rn demonstrat ions o r  repeat-backs by a pat ient o r  the pat ient's i n fo rm a l  caregive r 

o r  representat ive . 

Ren u m ber  acco rd i ngly 
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19.0699.01001 
Title.02000 

Adopted by the Human Services Committee 

February 11, 20 19 

PROPOSED AMENDMENTS TO SENATE BILL NO. 2154 

Page 1, line 15, replace "Lay" with "Informal" 

Page 1, line 15, replace "old" with "of age" 

Page 1, line 16, after "designates" insert "at admission" 

Page 1, line 17, replace "aftercare assistance" with "posthospital care" 

Page 1, line 19, remove ""Patient" means an individual who is or was receiving inpatient 
medical care in a" 

Page 1, line 20 replace "hospital" with ""Posthospital care" means care directly related to a 
patient's condition at the time of discharge and which is provided by an informal 
caregiver to the patient in the patient's residence" 

Page 2, line 1, replace "Aftercare assistance policies - Designation of lay caregiver" with 
"Patient and caregiver discharge planning. involvement. and documentation" 

Page 2, line 2, replace "evidence-based" with "a written" 

Page 2, line 2, after "discharge" insert "planning process. including" 

Page 2, line 3, after "procedures" insert ". which applies to all patients" 

Page 2, remove lines 4 through 15 

Page 2, line 16, remove "A hospital may not give a legal representative who is an agent under 
a durable power" 

Page 2, remove lines 17 through 3 1  

Page 3 ,  replace lines 1 through 1 1  with: 

At an early stage of hospitalization. a hospital shall identify patients who 
are likely to suffer adverse health consequences if discharged without 
adequate discharge planning. A hospital shall involve a patient throughout 
the discharge planning process. As appropriate, a hospital shall involve the 
patient's informal caregiver or legal representative in the discharge 
planning process. A hospital shall: 

a. Document the patient's discharge plan in the patient's medical record. 

b. Communicate the plan to the patient. the patient's informal caregiver. 
or the patient's representative. 

c. Document the arrangements made for initial implementation of the 
patient's discharge plan in the patient's medical record, including any 
training or materials provided to the patient. the patient's informal 
caregiver. or the patient's representative." 

Page 3, line 12, replace "Notification of transfer or discharge" with "Posthospital care 
training" 

Page No. 1 19. 0699. 01001 



Page 3, remove lines 13 through 30 

Page 4, replace lines 1 through 23 with: 

"1=. A hospital shall educate or train a patient. the patient's informal caregiver. 
or the patient's representative to prepare the patient for posthospital care. 

-2.:. The education or training provided by hospital staff to a patient. the 
patient's informal caregiver, or the patient's representative must be tailored 
to the patient's identified needs, including medications, treatment 
modalities, physical and occupational therapies. psychosocial needs. 
appointments, or other posthospital care. 

3. Education and training provided by a hospital may include repeated review 
of the training and materials with a patient. the patient's informal caregiver. 
or the patient's representative." 

Renumber accordingly 

Page No. 2 19.0699.0 100 1 



19.0699.01002 
Title. 03000 

Prepared by the Legislative Council staff for 
Senator J. Lee 

February 13, 2019 

PRO POSED AMENDMENTS TO SENATE B ILL NO. 2154 

Page 1, line 8, remove ""Aftercare assistance" means assistance provided by a lay caregiver to 
a patient" 

Page 1, remove lines 9 through 12 

Page 1, line 13, remove "2. " 

Page 1, line 15, replace "3."  with "2. " 

Page 1, line 15, replace "Lay" with " Informal" 

Page 1, line 15, replace "old" with "of age" 

Page 1, line 16, after "designates" insert "at admission" 

Page 1, line 17, replace "aftercare assistance" with "posthospital care" 

Page 1, replace lines 19 and 20 with: 

"3. "Posthospital care" means care directly related to a patient's condition at 
the time of discharge and which is provided by an informal caregiver to the 
patient in the patient's residence." 

Page 1, line 21, replace "�" with "4." 

Page 2, line 1, replace "Aftercare assistance policies - Designation of lay caregiver" with 
"Patient and caregiver discharge planning, involvement. and documentation" 

Page 2, line 2, replace "evidence-based" with "a written" 

Page 2, line 2, after "discharge" insert "planning process. including" 

Page 2, line 3, after "procedures" insert ", which applies to all patients" 

Page 2, remove lines 4 through 15 

Page 2, line 16, remove "A hospital may not give a legal representative who is an agent under 
a durable power" 

Page 2, remove lines 17 through 31 

Page 3, replace lines 1 through 11 with "At an early stage of hospitalization, a hospital shall 
identify patients who are likely to suffer adverse health consequences if discharged 
without adequate discharge planning. A hospital shall involve a patient throughout the 
discharge planning process. As appropriate, a hospital shall involve the patient's 
informal caregiver or legal representative in the discharge planning process. A hospital 
shall: 

� Document the patient's discharge plan in the patient's medical record. 

� As appropriate, communicate the plan to the patient. the patient's 
informal caregiver. or the patient's representative. 

Page No. 1 19.0699.01002 



c. Document the arrangements made for initial implementation of the 
patient's discharge plan in the patient's medical record, including any 
training or materials provided to the patient. the patient's informal 
caregiver. or the patient's representative." 

Page 3, line 12, replace "Notification of transfer or discharge" with "Posthospital care 
training" 

Page 3, remove lines 13 through 30 

Page 4, replace lines 1 through 23 with: 

".1. As appropriate. a hospital shall educate or train a patient. the patient's 
informal caregiver, or the patient's representative to prepare the patient for 
posthospital care. 

2. The education or training provided by hospital staff to a patient. the 
patient's informal caregiver. or the patient's representative must be tailored 
to the patient's identified needs. including medications. treatment 
modalities, physical and occupational therapies. psychosocial needs. 
appointments. or other posthospital care. 

3. Education and training provided by a hospital may include repeated review 
of the training and materials with a patient. the patient's informal caregiver. 
or the patient's representative." 

Renumber accordingly 

Page No. 2 19.0699.01002 
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Com Standing Committee Report 
February 12, 2019 8:01 AM 

Module ID: s_stcomrep_27 _001 
Carrier: K. Roers 

Insert LC: 19.0699.01001 Title: 02000 

REPORT OF STANDING COMMITTEE 
SB 2154: Human Services Committee (Sen. J. Lee, Chairman) recommends 

AMENDMENTS AS FOLLOWS and when so amended, recommends DO PASS 
(6 YEAS, 0 NAYS, 0 ABSENT AND NOT VOTING). SB 2154 was placed on the 
Sixth order on the calendar. 

Page 1, line 15, replace "Lay" with "Informal" 

Page 1, line 15, replace "old" with "of age" 

Page 1, line 16, after "designates" insert "at admission" 

Page 1, line 17, replace "aftercare assistance" with "posthospital care" 

Page 1, line 19, remove "''Patient" means an individual who is or was receiving inpatient 
medical care in a" 

Page 1, line 20 replace "hospital" with ""Posthospital care" means care directly related to a 
patient's condition at the time of discharge and which is provided by an informal 
caregiver to the patient in the patient's residence" 

Page 2, line 1, replace "Aftercare assistance policies - Designation of lay caregiver" with 
"Patient and caregiver discharge planning. involvement. and documentation" 

Page 2, line 2, replace "evidence-based" with "a written" 

Page 2, line 2, after "discharge" insert "planning process, including" 

Page 2, line 3, after "procedures" insert ", which applies to all patients" 

Page 2, remove lines 4 through 15 

Page 2, line 16, remove "A hospital may not give a legal representative who is an agent 
under a durable power" 

Page 2, remove lines 17 through 31 

Page 3, replace lines 1 through 11 with: 

At an early stage of hospitalization, a hospital shall identify patients who 
are likely to suffer adverse health consequences if discharged without 
adequate discharge planning. A hospital shall involve a patient 
throughout the discharge planning process. As appropriate, a hospital 
shall involve the patient's informal caregiver or legal representative in the 
discharge planning process. A hospital shall: 

a. Document the patient's discharge plan in the patient's medical 
record. 

b. Communicate the plan to the patient. the patient's informal caregiver, 
or the patient's representative. 

c. Document the arrangements made for initial implementation of the 
patient's discharge plan in the patient's medical record, including any 
training or materials provided to the patient, the patient's informal 
caregiver. or the patient's representative." 

Page 3, line 12, replace "Notification of transfer or discharge" with "Posthospital care 
training" 

Page 3, remove lines 13 through 30 

(1) DESK (3) COMMITTEE Page 1 s_stcomrep_27 _001 



Com Standing Committee Report 
February 12, 2019 8:01AM 

Page 4, replace lines 1 through 23 with: 

Module ID: s_stcomrep_27 _001 
Carrier: K. Roers 

Insert LC: 19.0699.01001 Title: 02000 

".1. A hospital shall educate or train a patient. the patient's informal caregiver. 
or the patient's representative to prepare the patient for posthospital 
care. 

2.,. The education or training provided by hospital staff to a patient. the 
patient's informal caregiver, or the patient's representative must be 
tailored to the patient's identified needs. including medications. treatment 
modalities, physical and occupational therapies. psychosocial needs. 
appointments, or other posthospital care. 

� Education and training provided by a hospital may include repeated 
review of the training and materials with a patient, the patient's informal 
caregiver. or the patient's representative." 

Renumber accordingly 

(1) DESK (3) COMMITIEE Page 2 s_stcomrep_27 _001 
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Module ID: s_stcomrep_29_007 
Carrier: K. Roers 

Insert LC: 19.0699.01002 Title: 03000 

REPORT OF STANDING COMM ITTEE 
SB 2154: Human Services Committee (Sen. J. Lee, Chairman) recommends 

AMENDMENTS AS FOLLOWS and when so amended, recommends DO PASS 
(6 YEAS, 0 NAYS, 0 ABSENT AND NOT VOTING). SB 2154 was placed on the 
Sixth order on the calendar. 

Page 1, line 8, remove "''Aftercare assistance" means assistance provided by a lay caregiver 
to a patient" 

Page 1, remove lines 9 through 12 

Page 1, line 13, remove "2." 

Page 1, line 15, replace "�" with "£." 

Page 1, line 15, replace "Lay" with "Informal" 

Page 1, line 15, replace "old" with "of age" 

Page 1, line 16, after "designates" insert "at admission" 

Page 1, line 17, replace "aftercare assistance" with "posthospital care" 

Page 1, replace lines 19 and 20 with: 

"� "Posthospital care" means care directly related to a patient's condition at 
the time of discharge and which is provided by an informal caregiver to 
the patient in the patient's residence." 

Page 1, line 21, replace "�" with "4." 

Page 2, line 1, replace "Aftercare assistance policies - Designation of lay caregiver" with 
"Patient and caregiver discharge planning, involvement, and documentation" 

Page 2, line 2, replace "evidence-based" with "a written" 

Page 2, line 2, after "discharge" insert "planning process. including" 

Page 2, line 3, after "procedures" insert ", which applies to all patients" 

Page 2, remove lines 4 through 15 

Page 2, line 16, remove "A hospital may not give a legal representative who is an agent 
under a durable power'' 

Page 2, remove lines 17 through 31 

Page 3, replace lines 1 through 11 with "At an early stage of hospitalization, a hospital shall 
identify patients who are likely to suffer adverse health consequences if discharged 
without adequate discharge planning. A hospital shall involve a patient throughout 
the discharge planning process. As appropriate. a hospital shall involve the patient's 
informal caregiver or legal representative in the discharge planning process. A 
hospital shall: 

a. Document the patient's discharge plan in the patient's medical 
record. 

� As appropriate, communicate the plan to the patient. the patient's 
informal caregiver, or the patient's representative. 

(1) DESK (3) COMMITTEE Page 1 s_stcomrep_29_007 



Com Standing Committee Report 
February 14, 2019 8:07 AM 

Module ID: s_stcomrep_29_007 
Carrier: K. Roers 

Insert LC: 19.0699.01002 Title: 03000 

c. Document the arrangements made for initial implementation of the 
patient's discharge plan in the patient's medical record. including any 
training or materials provided to the patient. the patient's informal 
caregiver, or the patient's representative." 

Page 3, line 12, replace "Notification of transfer or discharge" with "Posthospital care 
training" 

Page 3, remove lines 13 through 30 

Page 4, replace lines 1 through 23 with: 

"1. As appropriate. a hospital shall educate or train a patient. the patient's 
informal caregiver, or the patient's representative to prepare the patient 
for posthospital care. 

£. The education or training provided by hospital staff to a patient. the 
patient's informal caregiver, or the patient's representative must be 
tailored to the patient's identified needs, including medications, treatment 
modalities, physical and occupational therapies. psychosocial needs, 
appointments. or other posthospital care. 

� Education and training provided by a hospital may include repeated 
review of the training and materials with a patient. the patient's informal 
caregiver, or the patient's representative." 

Renumber accordingly 
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☐ Subcommittee 

☐ Conference Committee 

 

      Committee Clerk:  Nicole Klaman by Marjorie Conley 

 

Explanation or reason for introduction of bill/resolution: 

 
Relating to hospital discharge policies. 
 

Minutes:                                                 Attachments 1, 2, 3 

 
Chairman Weisz:  Open hearing on SB 2154. 
 
Senator Nicole Poolman:  Introduced bill, see attachment 1 
(0:02:14) 
 
Rep. Lisa Meier:  Support for SB 2154.  This bill allows a very good component towards 
patient care when a patient is discharged from the hospital.  This allows consistency  
for a patient being discharged from the hospital and the caregiver.   
 
Mike Chaussee, AARP ND:  In support, written testimony provided see attachment 2. It’s 
intended to create a better working relationship between hospitals and informal caregiver. 
(0:13:34) 
 
Rep. Kathy Skroch: 860 million dollars saved.  How is this determined and what wage 
is used to estimate at it is volunteer hours. 
 
Mike Chaussee:  I believe they used the Medicaid reimbursement rate, will get back to you. 
 
Rep. Skroch: 63% currently or formerly have been caregivers.  What is the obstacle 
that requires this bill? 
 
Mike Chaussee:  Some do not know how to provide specific cares and to receive training.  
Example of a lady whose mother was in a sling. 
 
Rep. Skroch:  How was the cost estimated to the providers? 
 
Mike Chaussee:  We do not have exact numbers.  There were things tied to cost we feel we 
negotiated or compromised on. 
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Rep. Greg Westlind:  Public Health Electronic Coding, Conditions of Participation., what will 
be gained by putting this into ND law? 
0: 17:18 
 
Mike Chaussee: Bring “informal caregiver” term into state statute so it can be understood 
better. 
 
Rep. Westlind:  I sit on the hospital board in Cando and I see nothing in this bill that is 
beyond Medicare and Medicaid expectations upon discharge. 
 
Mike Chaussee:  it’s about who is getting that training and making sure they are invited to 
that conversation. 
 
Rep. Bill Tveit:  My wife and I are caregivers indirectly for a 92 year old lady.  My wife 
received excellent training upon discharge.  But our local hospital was not so great. 
 
0:21:20 
Tim Blasl, President of the ND Hospital Association: In support, see written attachment 3.  
We think this is a win win for both sides. 
 
Rep. Rohr: Liability was the big deal. What changed? 
 
Tim Blasl:  Our position was we felt as though we were doing this already, so we are fine 
with it. 
 
Rep. Skroch:  Is there any protection in the law if they error in medication giving or wound 
dressing? 
 
Tim Blasl:  Good question which I do not have the answer. 
 
Chairman Weisz: Nothing would change regarding informal caregivers. 
 
Tim Blasl:  We have done a lot of work with the hospitals and they do support the 
engrossed bill. 
 
Pat Pinns, former educator, competitive speech coach:  In favor, written testimony not 
provided.  How could you vote against anything with the 4 letter word CARE.  It’s so 
important for people to become educated in how to care for their loved ones, that is what 
this does. 
(27:57) 
 
Chairman Weisz:  Any more in support?  Opposition?  Neutral? 
 
Closed hearing on SB 2154.  
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☐ Subcommittee 

☐ Conference Committee 

 

      Committee Clerk: Nicole Klaman by Marjorie Conley 

 

Explanation or reason for introduction of bill/resolution: 

 
Relating to hospital discharge policies 
 

Minutes:                                                  

 
Chairman Weisz:  Reopened SB 2154. 
 
Rep. Rohr:  Made a motion for Do Pass on SB 2154. 
 
Rep. Schneider:  Second. 
 
Rep. Damschen:  I think I heard the hospital association say they wouldn’t have to 
do anything different if this passed.  I question the motivation for passing it.  
 
Chairman Weisz:  I think that if it was a codified state law it might have more uniformity for 
the providers and for them to better do what they are already supposed to be doing. 
 
Roll Call Vote for a Do Pass on SB 2154.  Yes 10   No 3  Absent  1 
 
Rep. Fegley is the Carrier. 
 
Closed. 
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SB 2154, as engrossed: Human Services Committee (Rep. Weisz, Chairman) 

recommends DO PASS (10 YEAS, 3 NAYS, 1 ABSENT AND NOT VOTING). 
Engrossed SB 2154 was placed on the Fourteenth order on the calendar. 
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Good morning, Chair Lee and members of the committee, my name is Nicole 

Poolman, state senator from District 7 representing Bismarck and Lincoln. I'm here 

today to introduce SB 2154, a bill to provide training to caregivers before they 

leave the hospital. North Dakotans believe caregivers should be taught how to care 

for loved ones before they leave, and some hospitals are doing a wonderful job in 

this area. Others are not. Thirty percent of North Dakota's caregivers say they 

received no instruction on the duties they had to perform before they left the 

hospital. We experienced both good and bad examples of caregiver training in my 

own family, so I understand how dire the consequences can be if training is not 

provided. 

Caregivers in North Dakota provide 58 million hours of care at a value of more 

than $860 million to the state of North Dakota. At a time when we struggle to 

provide funding to long term care facilities, these caregivers are saving tax payers 

millions of dollars. The least we can do is provide training to allow them to care 

for their loved ones safely. 

By the year 2025, the population of those age 65 and older will grow by 50,000. 
We need to support the caregivers who will undoubtedly save the state millions of 

dollars in the very near future. I urge you to join the 40 other states that have 

passed this legislation and respectfully ask for your support of SB 2154. 
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C h a i rman Lee , mem bers of the Senate H u man Services Comm ittee , I a m  J osh 
Askvig , State D i rector for AARP North Dakota . Thank you for the opportun ity to 
appear before you today to share more about AARP's thoug hts on how to he lp  o u r  
state' s  62 , 1 00 u n paid fam i ly careg ivers d o  the i r  jobs .  

Most o f  you know the story of o u r  fou nder  D r .  Ethel  Percy And rus .  I n  case you have 
forgotten ,  let me rem i nd you ,  Dr .  And rus ,  a reti red ed u cator,  became a n  activist i n  
the 1 940s when s h e  found a reti red teacher l iv ing i n  a ch icken coop because s h e  
cou ld  afford noth ing else.  S h e  cou l d n 't ignore t h e  need for health and fi nancia l  
secu rity in  America and set the wheels i n  motion for what wou ld become AARP. We 
a re a nonprofit,  nonpartisa n members h i p  organ ization  with 8 8 , 000 mem bers in North 
Dakota and 38 m i l l ion nationwide.  We u ndersta nd the p riorities and d reams of 
people 50-p lus  and are com m itted to he lp ing them l ive l ife to the fu l lest, inc lud ing  
here i n  North Dakota . 

We know careg ivers are a vital part of the health care model  i n  North Dakota . I n  fact, 
as h ospitals conti nue to d ischarge patients earl ier  the ro le of fam i ly ca reg ivers is as 
im porta nt as ever. Accord ing to a New York Times article p u b l ished i n  2 0 1 6  the 
average hospita l stay has d ropped from more tha n seven d ays i n  1 980 to about fou r­
and-a-half d ays when the article was written .  Those shorter hospita l stays means 
more and more comp lex ca re is being done at home.  

Senate Bi l l  2 1 54 ,  The CARE Act , is desig ned to i nvite u n paid fam i ly careg ivers i nto 
the health ca re p rocess early to form relationships with doctors and n u rses so when 
the patient does go home , they a re best p repared to he lp  the i r  loved ones g et better. 

The b i l l  requ i res hospita ls to ask patients if they wou ld l i ke to desig nate a ' l ay' 
careg iver. We use that lang uage because whi le  most careg ivers a re fam i ly 
members ,  they a re not a l l .  And we want to make s u re people l i ke neig h bors or  
vol u nteer parish n u rses are incl uded . 

If the patient identifies a lay careg iver,  and the careg iver is p laced i n  the officia l  
record , hospita ls  are asked to cooperate with careg ivers i n  two add itiona l  ways . 
F i rst, if a patient is to be transferred o r  d ischarged , that the hospita l makes a 
reasonable attempt to contact the ca reg iver. We th i n k  th is is a crucial  m oment for 



patients and careg ivers because it tru ly is the moment when the careg iver takes 
over. I f  they don 't know it's happe n i n g , they a re a l ready beh ind in the i r  ca reg ivi n g  
work. 
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The last th ing th is b i l l  asks hosp ita ls  to d o  is p rovide some instruction or  
demonstration of  the tasks the careg iver wi l l  perform once the patient goes home .  
Whi le the b i l l  i s  labeled 'hosp ita l d ischarge pol icies' we bel ieve there a re a n umbe r  of 
opportu n ities for th is tra in ing  to happen d u ring a patient stay. This  instructio n  d oes 
not h ave to happen only at the stressfu l d ischarge moment.  I t  can occu r at any t ime 
d u ri n g  the stay. 

Let me walk you th rough the specifics of the b i l l. 

Page 1 ,  Lines 6-22- this part of the b i l l  p rovides d efi n it ions to e n s u re clarity i n  the 
rema i nder  of the b i l l .  Specifical ly ,  it outl i n es what constitutes a n  aftercare task ,  most 
importantly inc lud ing those com p lex med ica l  or n u rs i n g  tasks outl ined above wou ld 
be inc l uded . Also,  it p rovides a d efi n it ion of d ischarg e .  I t  p rovides a clear d efi n it ion of 
who is considered a careg iver for the p u rposes of the b i l l .  It a lso p rovides a d efi n it ion 
of patient and residence for cla rity of the other  sect ions we wi l l  g o  t h ro u g h  below. 

Page 2, Lines 1 -3 1  AND Page 3, l i nes 1 - 1 1 - O utl ines h ow hospita ls wou ld meet the 
fi rst key p rovis ion of the CARE Act, ensuri n g  patients and/o r  their  legal g ua rd ia n s  
can desig nate w h o  wi l l  b e  help ing them h e a l  a t  h ome .  A cou p l e  o f  items t o  note i n  
th is  section. The b i l l  ens u res that patients can desig n ate a lay careg iver before 
d ischarg e ,  page 2 l i nes 4-8 . The b i l l  a lso a l lows hospita l d ischa rge p roced u res can 
fo l l ow national  sta ndard s ,  page 2 l i nes 9- 1 5 .  O n  page 2 l i nes 1 6-22 e n s u re that the 
patient is the ind ivid ua l  who desig nates the lay careg iver u n less there is a g u a rd ia n  
or  t h e  j u dgement of the physician declares a need for t h e  Power o f  Attorney to 
complete th is task.  

L ines 23-25 add ress a concern we have heard from i n d ivid ua ls  and g roups 
concerned about th is b i l l ,  "What i f  a careg iver is n ot desig nated?" This s u bsectio n  
says t h e  hospita l s imply h a s  to note i n  t h e  med ical chart that n o  l a y  careg iver was 
desig nated to be compl iant with the desig nation standard s .  I tem "4 . "  in th is  sect ion 
notes that i f  a lay ca reg iver is desig nated the hospita l shal l  record that i nformation i n  
t h e  med ica l  chart .  I t  also ensures before re leasi n g  a ny med ical i nformatio n ,  hospita l 
pol icies , H I P PA and other  perti nent federa l  and state p rivacy laws must be fo l lowed . 
Page 3 l i nes 1 0  and 1 1  j ust note that if the lay careg iver becomes i ncapacitated that 
a n ew careg iver can be designated . 

The next section 23-49-03 is the second p rovis ion of the CAR E  Act,  n otifyi ng lay 
careg ivers of the transfer or  d ischa rge of the patient .  While a short section there a re 
a cou p le of important pieces . F i rst, l i n e  1 3  e n s u res that the lay ca reg iver must be 
desig nated to be notified . The remainder  of the sect ion g ives the hospita l wide 
latitude of when they notify the lay careg ive r  of the d ischa rge o r  transfer. This is 
important because hosp ita ls have to ld us  i n  p revious d iscussion s ,  they a re 
con ce rned about meeting specific ti mel ines .  The section a lso notes they a re to 
"attem pt to notify the lay careg iver . "  N oth ing i n  the section states they MUST reach 
the lay careg iver as some hosp ita ls  have cla imed i n  the past. 
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Section 23-49-04 imp lements the 3 rd key p rovis ion of the CAR E  Act, e n s u ri n g  lay #2 PJ. 3 
ca reg ivers get some basic instruction of what they a re to perform at home to he lp  
their  loved one hea l ,  and ensuri n g  they can d o  so safely.  Specifica l ly ,  the section 
notes the hospita l shal l  attempt to con s u lt with the lay ca reg iver about the aftercare 
assista nce .  This is important as it may a lso he lp  identify home healthca re needs if 
the careg iver wi l l  not be able or is u nwi l l i n g  to p rovide certa i n  ca res .  Add ition a l ly ,  the 
section e n s u res lay careg ivers ca n get some basic instruction to safely perform 
home care tasks they wi l l  take on AN D a n  opport u n ity to ask questions .  

Section 23-49-05 is the p iece of  the b i l l  that add resses con cerns hospitals ra ised in  
p revious d iscuss ions .  Specifica l ly :  

1 .  Here the b i l l  add resses a m aj o r  hospita l con cern we heard as we d iscussed 
this b i l l ,  the question of l iab i l ity . This section clea rly states that a hospita l 
ca n not be held l iable for mistakes m ade by a careg iver i n  home setti n g ,  as 
long as they fo l low the p rovis ions of the statute . Related ly ,  we a lso contacted 
o u r  co l leag ues in states where the CAR E  Act has been made law and none of 
them have reported a l iab i l ity case resu lti ng from th is  b i l l .  

2 .  Ensures that hospita ls  ca n d isch a rge patients i n  a t imely man ner.  This sect ion 
specifica l ly was written to add ress con cerns we heard about h ow the CAR E  
Act wou ld cau se delays i n  d ischarge p roceed ings .  You wi l l  l i ke ly hear they 
feel  it confl icts with one of the sect ions above . As I described the above 
section says they have to p rovide an "opportun ity" for instructio n  before 
d ischarge .  

3 .  C larifies that legal  health ca re d i rectives ,  power of  attorney d esig nations ,  and 
p lacement decis ions take p recedents. I t  a lso e n s u res that a patient is n ot 
requ i red to desig nate a lay careg iver and that desig nated ca regivers a re N OT 
requ i red to perform afterca re .  

I t  is worth not ing that this b i l l  has changed d ramatica l ly from the i n it ia l  b i l l  d iscussed 
in p revious sessions d ue to sig n ificant and appreciated i np ut from N o rth Dakota 
hospita ls .  We were thankfu l for the opportun ity to work with them a nd a re 
d isappoi nted that despite a maj ority of hospita l associat ions a ro u nd the cou ntry 
havi ng not resisted th is  b i l l ,  i n  N D  we sti l l  seem to be at a n  im passe . 

Through o u r  conti n ued d ia logue and d iscussion s ,  we h ave lea rned a few poi nts we 
th i n k  a re important to bring up here .  F i rst ,  it seems clear that even hospita ls  
recogn ize the need for improvi n g  careg iver i nvolvement .  For  examp le ,  we know that 
Qual ity Hea lth Associates ,  the N D  Qual ity I m p rovement N etwork offered and that 
some hosp ita ls took trai n ing in "teach back p l a n n i ng "  as part of the d isch a rge 
p rocess,  ind icati ng at  least an awareness of the need to d o  more . Wh i le  a good step , 
the teach back tra i n i ng we reviewed seems to m iss inc lud ing  the ca reg iver. 

You wi l l  hear testimony in  opposit ion of th is  b i l l  in wh ich hospita ls wi l l  te l l  you they 
a re a l ready doing al l  of th is .  And we wi l l  ad m it there has been i m p rovement ( l ikely 
because we have been ca l l i ng attention to it for th ree sess ions n ow) , but  sti l l  i n  a 
s u rvey we took of fam i ly careg ivers j ust two months ago ,  O N E  i n  FOUR tel l  us  they 
received no instruction .  N u mbers can be read i n  many d ifferent ways , but  let me 
pa int the p ictu re th is way, of a thousand hospital  patients i n  North Dakota - 250 of 



them say they go home with no instructio n  of h ow to perform the tasks they' l l  be 
d o i n g . In our mi nds,  that is a ve ry s ig n ifica nt n umbe r  that we th i n k  we h ave a n  
opport u n ity to red uce .  
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F u rther ,  one of the shared goals hospita ls ,  careg ivers and AARP have i n  th is  is to 
e l imi nate or at least red uce hospita l readmiss ions .  I p u l led out for you the recent 
North Dakota Care Coordination Quarterly Report- July 2 0 1 8  p rod uced by the Great 
P l a i n s  Qual ity I n novation Network wh ich i n cl udes i nfo rmation on hospita l 
readmissions rates in  North Dakota. As you ca n see o n  page 3 ,  there is a 1 yea r  
trend l i ne of readmission rates b y  large commu n ity ,  t h e  US , a n d  N D .  Here is the 
good news , ND is below the nationa l  trend l i n e .  Here is the bad news , N D's trend 
l i n e  is u p ,  in  fact each of  o u r  commu n ities , whi le  they h ave had d ips ,  the overa l l  
trend l i ne i s  h ig her than t h e  start ing point ,  even wh i le  t h e  nationa l  trend l ine  has 
stead i ly d ipped . 

Why d o  I bring up readmission rates , it 's a measure hospita ls a re acutely awa re and 
a re being measured . One examp le of  the CAR E  Act's benefits can be h ig h l ig hted in  
a 2016 p ress re lease from the N ew Jersey Hospita l Associatio n .  That re lease which 
touted New Jersey's red uctions i n  readmission rates by 1 3 . 3  percent,  cited the 
CAR E  Act , among other measu res as to how it h appened . The re lease said , " N ew 
Jersey's CARE Act, which defi ned p rocesses for hospita ls to work with patients ,  
fami l ies and careg ivers t o  ensu re they have t h e  i nformation and su pport they need 
before being d ischarged from the hospita l .  N J HA worked col laborative ly with 
po l icymakers to craft the b i l l  and with AAR P  to p romote imp lementation . "  C learly 
they recog n ize the va lue of ensu ri n g  family ca reg ivers a re incl uded in the hea l i n g  
p rocess .  

More poig nantly, a Un iversity of  P itts b u rg h  Hea lth Po l icy I nstitute study fou nd that 
integ rati ng careg ivers i nto d ischa rge p l a n n i n g  resu lted in a 25 percent red u ctio n  i n  
risk o f  the elderly patient be ing readmitted t o  the hospital  with i n  90 d ays , a n d  a 24 
percent red uction in  risk of bei n g  readmitted with i n  1 80 days , when compared with 
contro l  g roups where no such i nteg ration occu rred . I t  is p retty clear integ rati ng 
careg ivers is a good idea . 

I n  fact , some fi nd ings from a November/December s u rvey of North Dakotan 's  45+ 
re i nforce that notion . Of cu rrent and former family ca reg ivers , 93 P E R C E N T  say it is 
extremely or  very important they receive instructio n  from the hospita l .  

We ag ree, a n d  in  part because o f  t h e  types of t h i n g s  they' l l  b e  d o i n g .  That same 
s u rvey shows that 62 percent, so almost two-thirds, of current and former 
family caregivers report managing medications. Fifty-six percent say they 
perform complex medical tasks like wound care and giving injections. These 
a re s ig n ificant ro les taken on by l oved ones who deserve every opportu n ity to 
succeed . We know even the simplest n u rs ing or  med ica l  tasks can be confus ing and 
stressfu l for experienced ca reg ivers , much less those who may be taking o n  the ro le 
for the fi rst time . 

I ' d  l i ke to take a moment now to ta l k  about AARP's  work across the cou ntry o n  the 
CAR E  Act. The b i l l  has now passed i n  40 states and territories inc lud ing Monta n a ,  
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Ka nsas,  Wyom i ng ,  Nebraska , M i n nesota , a nd most recently M isso u ri. And we keep t / l S" / l q 
gathering data about what states a re d o i n g  as a resu lt .  An art icle p u b l ished recently t}-.) P.J. 5 
by o u r  Pub l ic  Pol icy I nstitute identifies a n u mber of i n n ovative ideas that have 
emerged as a resu lt of passage of the b i l l .  

Hospital staff who said "we a l ready d o  what the CAR E  Act requ i res" 
responded with appreciatio n  that the CAR E  Act he lped standard ize how the i r  
respective hospita ls interacted with fam i ly careg ivers a n d  m aybe more 
importantly, helped them identify a d ifference between the person do ing the 
care and someone else who m ay be the Power of Attorney o r  a g u a rd ia n . 
One hosp ita l expanded its ca l l  center and n ow p rovides a 24/7 to l l -free l i n e  for 
fam i ly careg ivers to cal l  post-d ischa rg e .  

- Another hospita l g roup created a n  advisory cou nci l  of ca reg ivers to he lp them 
better u nderstand their  need s .  

AAR P  also knows i t  has a ro le t o  p lay i n  t h e  p rocess and is h e l p i n g  hospita ls across 
the cou ntry in imp lementation of the CAR E  Act i n c l u d i n g  p rovid i n g  consu ltat ion and 
we've created a n  expand ing l ib ra ry of  v ideos that hospita ls and careg ivers can 
access to help with the instructio n  and for rem i nders later o n .  

A s  you can see , we a re com m itted t o  th is  b i l l  a n d  t o  s u p port ing fam i ly careg ivers i n  
North Dakota and across the cou ntry .  

We're asking you today to  support those careg ivers with a 'do pass' 
recommendation on the CARE Act. I t's a b i l l  that has NO COST to the state and wi l l  
h e l p  ca reg ivers d o  the i r  jobs better today a n d  for m a n y  yea rs i nto the futu re .  I t  opens 
the door for hospita ls to i n n ovate and create re lationsh ips with the people who a re 
tak ing on larger  careg ivi ng roles as patients are sent home m uch earl ier  than j ust a 
few d ecades ago.  

I wa nt to end th is testimony with a story that we j ust recently heard from someone 
you m ig ht know, Kim Jacobson . Rece ntly,  our Advocacy D i rector M i ke Chaussee 
and I were d rivi ng home from one of o u r  v is its when we were ca l led my M iss 
J acobson . M iss J acobson's test imony is  attached and I wi l l  read it .  

Thank you for l isten ing  and I 'd be happy to answer any questions you m ig ht have . 

Josh Askvig 
State D i rector,  AARP North Dakota 
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From Home Alone to the 
CARE Act: Collaboration 
for Family Caregivers 
Susan C. Reinhard Elaine Ryan, 
AARP Public Policy Institute AARP State Advocacy and Strategy Integration 

The 2012 report Home Alone: Family Caregivers Providing Complex Chronic Care 
broke new ground by uncovering the complex medical/nursing tasks that family 
caregivers are performing with little guidance or support. The Caregiver Advise, 
Record and Enable (CARE) Act rapidly translated that research into state policies 
across most of the nation-with 39 states and territories having enacted it thus far, 
in just three years. The swift speed of this policy adoption signals a recognition 

y state policymakers of significant unmet family caregiver needs. Now, the Home 
lone Alliance5M is focusing on moving policy into practice by identifying innovative 

practices and creating instructional resources for family caregivers and the 
professionals who support them. 

Introduction 
Decades of research document the extensive care and 
support that family members, neighbors, and friends 
give to people who have long-term or chronic health 
needs.1•2•3 Most of this research, however, focuses on 
the personal care and household chores that these 
family caregivers provide, such as shopping, cooking, 
bathing, dressing, and many other activities of daily 
living (ADLs) and instrumental activities of daily 
living (IADLs) delineated more than half a century 
ago as falling within the family caregiver's inventory 
of potential tasks.4 

Missing from that inventory has been the complex 
care tasks that family caregivers are expected to do, 
specifically medical/nursing tasks. Medical/nursing 
tasks include managing multiple medications, 

administering injections, performing wound care, 
and managing special equipment, among many 
others. These tasks are the types of duties that 
nurses and other health care professionals were 
professionally trained to perform. 

In search of a better understanding of the family 
caregiver's complete job description, the AARP Public 
Policy Institute (PPI) and the United Hospital Fund 
(UHF) undertook the first national study of family 
caregivers to determine what types of medical/nursing 
tasks they perform and how frequently they perform 
them. Funded by The John A. Hartford Foundation, 
Home Alone: Family Caregivers Providing Complex 
Chronic Care (known as Home Alone) was a 
nationally representative population-based online 
survey that found that almost half (46 percent) of 

Public Policy 
Institute 

For more information on this article, please visit the Public 

Policy Institute Web site. To learn more about the Home 
Alone Alliance5M, visit www.aarp.org/nolongeralone. 
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family caregivers perform these tasks.5 Home Alone 
brought widespread attention to the huge gap between 
what family caregivers are expected to perform and 
the instructions and guidance provided to them. It 
documented their fears of making a mistake or hurting 
their family members.6 By putting a spotlight on these 
significant unmet needs, this research tapped into 
something powerful in the lives of millions of family 
caregivers across the country. 

Trans lating Research into State Policy 
across t h e  N ation 
Home Alone is a powerful example of research driving 
policy and ultimately transforming practice. When 
it was released in October 2012, the reaction from 
researchers, the media, and advocates was immediate 
and widespread. The term "medical/nursing tasks" 
put a name on something that people understood at 
a personal level. They were either doing these tasks 
themselves, or they knew someone else who was 
expected to do them. They had their own stories, their 
own experiences .  And they were relieved to know 
they were not alone, that there was validation of the 
complexity of their work, and that their anxieties 
in doing the clinical work that professionals do was 
shared by other family caregivers. 

This strong reaction to the Home Alone report 
findings from such a broad base of individuals and 
organizations was a call to action to provide greater 
supports for family caregivers and those they care 
for. With repeated input from caregiver organizations 
and experts at the state and national levels, the AARP 
State Advocacy and Strategy Integration (SAS!) 
team translated the Home Alone findings into model 
state legislation in the form of the Caregiver Advise, 
Record, and Enable (CARE) Act. In May 2014, 
Oklahoma became the first state to make the CARE 
Act law. Less than three years later, it is law in 39 
states and territories as of July 2017. Several other 
states continue to consider it in 2017 (see Figure 1). 
When developing the CARE Act model bill, 
AARP focused on the need to acknowledge the 
critical role of family caregivers who are on the 
front lines of the health care team, yet have little 
knowledge of how to perform the wide array of 
complex tasks they are asked to perform in the 
home. It put in place simple rule changes in hospital 
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admission and discharge practices .  Specifically, 
AARP targeted three key areas for change. First, 
caregivers need more visibility, not only during the 
admission process,  but also throughout the family 
member's hospital stay. Second, family caregivers 
need adequate notice prior to the hospital discharge 
so that they can purchase the necessary medical 
supplies and food, arrange time off from work 
or arrange c are if needed, and make other home 
preparations .  Third, family caregivers need simple 
instruction on the medical/nursing tasks they will 
be performing at home. Family caregivers are often 
handed paperwork on discharge day with little or no 
explanation of the actual tasks . 

The CARE Act was specifically crafted to address 
the gap between what professionals expect family 
caregivers to do and what guidance they receive to get 
it done. While the specific provisions of the law vary 
from state to state, the CARE Act generally requires 
hospitals to provide patients (of any age or diagnosis) 
an opportunity to identify a family caregiver. If 
the patient identifies a caregiver, that individual's 
name and contact information is recorded in the 
hospital's health record. The hospital is required to 
notify the family caregiver as soon as possible when 
the individual will be discharged or transferred to a 
facility (such as a nursing or rehabilitation facility)­
and offer consultation about the discharge plan and the 
caregiver's role in that plan. 

Most important, the hospital must offer the 
family caregiver instructions on how to perform 
the medical/nursing tasks that are included in 
the discharge plan and answer questions about 
those tasks . A family caregiver can be a relative, 
neighbor, partner, or friend-anyone the patient 
identifies as the person(s) who will be assisting with 
care post-discharge, particularly medical/nursing 
tasks .  Patients are not obligated to identify anyone 
as their family caregiver, and individuals are not 
obligated to perform these tasks if designated as the 
family caregiver. Rather, the CARE Act requires 
hospitals to make sure patients and families have 
the opportunity to receive the information and 
instruction they need to ensure smooth hospital 
discharges and care transitions .  
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--� CARE Act now Law 

CARE Act goes into effect: 
Oklahoma, 1 1 /5/1 4; Colorado, 5/8/15;  New Jersey, 5/1 2/ 1 5; West Virginia, 6/8/1 5; New Mexico, 6/1 7/ 1 5; 

Mississippi, 7/1/15;  Virginia, 7/1 /1 5; Arkansas, 7/22/1 5; Connecticut, 1 0/1/1 5; Nevada, 1 0/1/1 5; Maine, 
1 0/ 1 5/1 5; Puerto Rico, 1 2/3 1 1 1 5 ;  California, 1 / 1 / 1 6 ;  Indiana, 1 / 1 / 1 6; New Hampshire, 1 / 1 / 1 6; Oregon, 
1 / 1 / 1 6; I llinois. 1 /27 /20 1 6 ;  Utah, 211 0/ 1 6; Nebraska, 3/30/ 1 6; V.rgin Islands, 3/30/1 6; New York, 4/23/1 6; 
Washington, 6/9/1 6; Wyoming, 7/1 /1 6, Washington D.C., 7/6/ 1 6; Michigan, 7/1 2/1 6; Louisiana, 8/1 /1 6;  

Maryland, 1 0/ 1 / 1 6 ;  Alaska, 1 / 1 / 1 7; Delaware, 1/1/1 7; Minnesota, 1/1/17 ;  Rhode Island, 3/1 4/ 1 7 ;  Ohio, 
3/20; Pennsylvania, 4/20/1 7; Kentucky, 6/29/1 7; Hawaii, 7/1 / 1 7 ;  Montana, 1 0/1/1 7; Kansas, 7/1/20 1 8 ;  
Massachusetts, TBD; Texas, T B D  

• CARE Act Passed by Legis lature 

CARE Act I ntrod u ced or Regu lations in Process 

.. Updated o n  6/1 0/20 1 7  

Not surprisingly, the CARE Act's focus and spirit 
have resonated with people. In AARP survey 
research conducted at both national and state levels, 
the results consistently have shown strong bipartisan 
support for the CARE Act provisions, and those 
findings have bolstered efforts to move forward in 
the states.7 The CARE Act became the centerpiece 
of a multiyear, multistate, and multifaceted Family 
Caregiving campaign within AARP. 

AARP state offices in Oklahoma and New Jersey 
established the strategic foundation for enacting the 
CARE Act. Each office secured strong legislative 

nsors, engaged members in advocacy, and used 
personal stories of volunteers who shared how 

ey could have benefited from the CARE Act. 
In Oklahoma, the CARE Act was sponsored by a 
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Republican senator who had a personal experience 
with family caregiving for his father. Indeed, the 
majority of the bill sponsors of the CAR E Act across 
the country were moved to introduce the legislation 
because they considered it to be a common sense 
solution to provide some basic supports to family 
caregivers. In New Jersey, the bipartisan group of 
sponsors included the speaker of the assembly, who 
made the bill a priority. Because of these strategies, 
both bills received near unanimous approval by the 
states' legislative bodies. 

Also indicative of the legislation's resonance, strong 
media coverage helped advance the CARE Act in 
each state as well .  The "PB S News Hour" covered 
the Oklahoma consideration of the bill, featuring 
family caregivers in Oklahoma who struggled with 



providing complex care for their family members.8  
In New Jersey, state publications repeatedly ran stories 
about the need for and value of the CARE Act.9 

The enactments in 2014 sent a strong signal to 
states around the nation that the CARE Act could 
bridge the partisan divide to set in statute certain 
common sense supports for family caregivers . In 
2015  advocacy by AARP state office staff and 
volunteers resulted in the enactment of the CARE 
Act in an additional 17 states and territories; 16  
more states followed i n  2016 ,  for a total o f  35 states 
and territories in two years . Thus far in 2017, four 
more states joined in this state-by-state national 
movement, bring the count to 39 in three years . 

It is rare for research to diffuse into policy across 
more than two-thirds of America in such a short 
time. Policy usually moves more slowly. Several 
factors played into this rapid movement. First, the 
research made sense to people: "Yes,  this is a big 
problem for me and/or for many people I know." 
Second, the simplicity of the legislation to clearly 
meet the newly revealed, substantiated unmet 
needs of family caregivers was significant. The 
common response was "Really, this isn't already 
required?" And the honest answer was "No." Third, 
the passion of volunteer advocates was unrelenting 
at a local level, where the policy makers live. And 
finally, this was never seen as a political or partisan 
issue. It was seen as an "every person" issue. 

It is also important to emphasize that the 
development of the CARE Act was a collaborative 
process in every state. AARP state offices sought 
input from and worked closely with a wide 
network of stakeholders . Depending on the state, 
this collaboration involved legislators,  disease­
specific advocacy groups such as the Alzheimer's 
Association, the American Cancer Society's Cancer 
Action Network, aging services providers, nursing 
associations, and state hospital associations . These 
stakeholders helped to tailor the bill language to fit 
the state environment. In some states ,  the hospital 
association initially opposed the bill and would 
not join discussions . Typically, they claimed, "we 
already teach family caregivers, so there is no need 
for this bill." But thanks largely to the strong and 
persistent voices of consumers who were eager to 

4 

-66 .2 1  fl/ 
\/ /  r-/1 q 

::ti 3 f>J . � 
AU G UST 2 0 1 7  

tell their personal stories t o  their state legislators, 
their thinking evolved.  And, indeed state legislators 
themselves drew from their own personal 
experiences as family caregivers. Moreover, in 
many other cases,  the hospital associations saw 
an opportunity to recognize the contributions of 
family caregivers, showcase the promising practices 
of their member hospitals that were already 
supporting caregivers, and bring all hospitals in the 
state up to a new standard of care. 

As a result of this close collaboration, each state 's 
CARE Act is unique. While the core provisions­
recognition, notification, and instruction-remain 
largely intact, each of the resulting laws employs 
language customized to best meet its own regulatory 
and political environments .  For example, several 
western states (Oregon, Washington, Hawaii, and 
Alaska) took a similar approach. They minimized the 
bill language, set forth clear objectives that hospitals 
must meet, and gave hospitals the discretion to 
develop policies to meet those objectives .  

In a creative deviation, Utah did not take the 
legislative route to implement the CARE Act, 
instead implementing it through administrative 
action. In doing so, AARP Utah worked closely 
with officials at a state agency, the state hospital 
association, and other stakeholders to develop 
regulatory language. The rule was drafted, opened 
for comment, and finalized in 2016. Other states 
are starting to see value in this approach and two 
(Arizona and Tennessee) are currently developing 
regulations for promulgation. 

Many of the changes to the model bill have been 
enhancements to the original language. For example, 
the New Jersey CARE Act provides flexibility for 
family caregivers to select whether they want to 
receive a live demonstration or view an instructional 
video. It also requires the hospital to provide a 
phone number for the caregiver to call for additional 
information after they go home. And in Delaware, 
the bill specifically ties the recording of the 
caregiver's name to the patient's electronic medical 
record and the state's Health Information Network. 

With additional states continuing to pursue the 
enactment of the law in 2017, the CARE Act 
continues to stand as the centerpiece of a multiyear, 
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multistate family caregiving effort. And in those 
states that already have the law in place, AARP 
and other stakeholders are working to ensure that 
the laws are effectively implemented; that family 
caregivers, providers, and regulators are aware of the 
CAR E Act; and that they know how to utilize it and 
ensure the benefits of a transformative new policy 
that sprang forth from the Home Alone report.  

Moving from Research and Policy 
to Practice 
Given the rapid translation of research to policy, the 
Public P olicy Institute is moving forward on three 
fronts to accelerate changes in practice: 

• Conducting a national scan of how states , 
hospitals, and health systems implement the 
CARE Act to uncover innovative and promising 
practices 

• Developing consumer-friendly, evidence-based 
esources for family caregivers and the clinicians 

ho support them, particularly instructional 
videos 

• Creating the Home Alone AlliancesM to spark 
widespread culture change 

These three collaborative initiatives are closely 
intertwined and are intended to leverage the 
expertise and actions of many family caregiving 
experts , thought leaders ,  and organizations. They 
are also focused on rapid diffusion of innovation at 
the system and local levels, where family caregivers 
often both experience their challenges and seek help. 

Scanning the States for Innovation 
The CAR E Act legislation creates· an opportunity 
for hospitals to integrate the support of family 
caregivers throughout their systems.  In many cases, 
there is a need to change how professionals interact 
with family caregivers. While the goal is to change 
practice across settings ,  the CARE Act focuses on 
hospitals and health systems. 

In the fall of 2016,  the P ublic Policy Institute 
began a national scan of the implementation of the 

RE Act. Based on recommendations from a 
tinguished group of advisers, research teams led 

y nurse researchers conducted pilot site visits in 
several hospitals in New Jersey and New York to 
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gain a better understanding of how health systems 
implement the tenets of the CARE Act into hospital 
policies and change practice. Simultaneously, the 
AARP SASI team collaborated with AARP's state 
offices to determine how state governments provide 
oversight and how consumers learn about their rights 
under the law. 

The goal is to conduct a full national scan focusing 
on implementation strategies and to identify and 
rapidly disseminate innovative and promising 
practices .  By conducting on-site interviews with a 
cross-section of hospital staff and family caregivers, 
the Public Policy Institute's research teams are 
developing qualitative information on challenges, 
learnings, and potential promising practices. There 
is a strong focus on the need to address multicultural 
family caregiving and implementation issues in 
rural and urban settings as well as academic and 
community hospital environments .  Interviews 
will also be conducted with key state stakeholders 
(e.g. ,  AARP state offices and other consumer 
advocacy organizations, professional groups, 
hospital associations) . These conversations will help 
achieve a clearer and more holistic v iew of the law's 
implementation across the state, assess stakeholder 
awareness  of the CAR E Act, and potentially identify 
opportunities for further stakeholder engagement 
with the law moving forward. 

Early learnings from the 2016 pilot site visits 
include the following: 

• Multiple hospital staff and leadership 
reported that while they initially thought "we 
already do what the CAR E Act requires," 
the implementation process allowed them to 
standardize how their respective hospitals 
interact with family caregivers throughout the 
discharge process.  

• Individual hospitals and health systems have begun 
certain processes or initiatives that show promise 
and could scale nationally. One hospital, for 
example, expanded its call center capacity to create 
a 24/7 toll-free line for family caregivers to call for 
support post-discharge. Registered nurses staff the 
phones and either provide support immediately or 
forward requests to expert nurses or physicians and 
follow up with caregivers in short order. 



• One hospital provided insight into the training 
need for hospital registrars who begin the 
admission process to differentiate among the 
"next of kin," "guardian," or "family c aregiver" 
who may be the same person or two or three 
different people. The CARE Act is  directed to the 
person who will be giving the actual care. 

In addition to publishing and broadly communicating 
promising practices that could fuel both expedited 
and high-quality implementation across the nation, 
this  scan seeks to inform interdisciplinary training 
for health system professionals on identifying, 
communicating, instructing, and supporting family 
caregivers throughout a hospital stay and when they 
are back in the community. 

D eveloping Tool s for Fa m i ly C a re g ive rs 
After an extensive search for resources that help 
guide family caregivers on how to perform a range 
of complex medical/nursing tasks, the dearth 
of such help became evident. In collaboration 
with the Betty Irene Moore School of Nursing at 
the University of California, Davis,  the United 
Hospital Fund, and the Family Caregiver Alliance 
(the "founding partners"), we convened experts 
in the fields of family care giving, instructional 
technology, adult learning, and clinical practice .  
The consensus was that there was a need for a set 
of guiding principles for developing instructional 
videos for family caregivers as a starting point .  

Focus groups with family caregivers revealed how 
family caregivers say they learn best through video 
instruction, providing "dos and don'ts" for how to 
create video resources. 1 0  Based on these guidelines, 
we developed a pilot series of videos focused on 
helping family caregivers learn how to administer 
medications, including injections . 1 1  These videos 
emphasize caregivers seeing themselves learning 
how to perform a task, rather than seeing only a 
professional demonstrating it. They capture the 
sense of anxiety that lay people experience, but 
emphasize empowerment in learning how to do 
what they will be doing for their family member. 
The videos also feature depictions of multicultural 
c aregivers learning in both hospital and home 
settings . In March 2017 we released a second video 
series instructing family caregivers on mobility 
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tasks, i n  partnership with the U S  Department of 
Veterans Affairs . 12  In an effort to provide culturally 
competent resources,  most of the videos are 
available in Spanish, and these in-language videos 
reflect Hispanic cultural norms. 

Going forward, through the support of the Home 
Alone AlliancesM discussed below, the goals include 
the following: 

• Collaborating with members of the Home 
Alone AlliancesM to produce several series of 
instructional videos to include more on medication 
administration, wound care, peritoneal dialysis, 
and other medical/nursing tasks 

• Producing videos that feature male caregivers ,  
millennials, and other under-represented 
caregivers; 40 percent of caregivers are men and 
one in four are millennials13 

• Prioritizing a multicultural focus with in­
language productions, particularly in Spanish 

• C ollaborating with schools of nursing and other 
disciplines to adapt these videos for training 
professionals to better instruct and support 
family caregivers providing complex care 

C reating the Hom e Alone Al l i ance5M to . 
S p a rk Culture C h an g e  
I n  December 2016 the Public Policy Institute 
formally launched the Home Alone AlliancesM in 
collaboration with its founding partners (Figure 2). 
The HAA brings together collaborators from the 
public, private, and nonprofit sectors as a c atalyst 
for change in the way health care organizations and 
professionals interface with family caregivers .  

As the hub of research, outreach, convenings,  and 
resource development, the HAA will be a focal point 
for coordination, idea generation, and collaboration 
among stakeholders committed to supporting family 
caregivers engaged in complex care (Figure 3). 
Between the initial Home Alone report, the success 
of enacting the CARE Act in more than two-

To learn more about the Home Alone 
Alliance5M and to access the instructional 
videos, visit www.aarp.org/nolonqeralone. 
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thirds o f  the country in a short period o f  time, 
and creating an initial set of resources for family 
caregivers,  AARP and its colleagues have made 
significant advancements in supporting family 
caregivers who perform complex medical/nursing 
tasks. But there is still more work to be done. 
We need to attain a better understanding of how 
health systems are implementing the CARE Act, 
for example, to identify and diffuse promising 
practices, to inform training of nurses and other 
clinicians, and to see where gaps remain. In 
addition, there is still much to learn about the broad 
range of family caregivers who perform complex 
medical/nursing tasks. Finally, we need to continue 
to further develop and refine resources, including 
instructional content, that directly support family 
caregivers performing these c omplex tasks. 

By meeting each of these needs, the Home Alone 
AlliancesM seeks to improve care for individuals 
supported by family caregivers. Through 
integrating research and resource development and 
supplementing these with c onvenings and outreach, 
the HAA intends to catalyze sustainable change 
in how professionals in health systems interact 
with and support family caregivers, especially 
those performing complex medical/nursing tasks. 
The network of the current 1 5  HAA members 
runs deep into environments and systems that 
reach clinicians, providers, educators, family 
caregiver organizations, faith-based communities,  
multicultural communities, and p olicymakers. This 
alliance is committed to fueling a national culture 
change in how to better support those who are the 
very core of health and long-term services and 
supports-family caregivers .  
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Great Pl= ��'1 N o rth Da kota Ca re Coord i n at ion 
a rterly Re port - J u ly 2018 

Backgro u n d  

Quality Improvement 
Organizations 
Sharing Knowledge. Improving Health Care. 
CENTERS FOR MEDICARE & MEDICAID SERVICES Quality Innovation Network 

Com m u n it ies across the G reat P l a i ns Qua l ity I n novat ion  N etwork {QI N )  region  a re co l l abo rat ing  to i m p rove ca re 

coo rd i nat ion and  med ication safety. The G reat P la i n s  QI N is the Qua l ity I n n ovat ion Network-Qua l ity I m provement  

O rgan i zat ion {QI N-QIO) fo r No rt h  Da kota, South Da kota, Nebraska and  Ka nsas. The  comm u n it ies  a c ross the G reat P l a i ns  

QI N a re d ive rse; howeve r, the goa l s  of the commun it ies  a re the  sa me. The goa l s  a re to red uce avo idab le  hospita l 

a d m iss ions a nd readm iss ions, i n c l ud i ng those caused by h igh r isk med icat ions  { H R M )  re lated to a d verse d rug events 

{ADE) ,  i m p rove med ication safety a nd i ncrease the n u m ber of n ights Med ica re beneficia r ies stay a t  home. Qua l i ty 

Hea lth  Associates of North Da kota {QHA), as a pa rt n e r  i n  the G reat P l a i n s  QI N,  is sha r ing data with the com m u n it ies i n  

N o rth  Da kota . 

Commu nit ies 
Com m u n it ies a re identified based on  two facto rs : 1 )  where each Z IP  code's Med ica re benefic i a r ies rece ived most of 

the i r  ca re and 2) where most of a hospita ls' Med ica re pat ients res ide. The a reas  where these two factors expe r ienced 

the most over l ap  resu lted in  t hese commun it ies .  The map be low d isp l ays Z I P code leve l read m issions  per 1,000 FFS 

benefic ia r ies fo r a l l  va l id  Z IP codes in the state/te rr itory .  The map i n c l udes  an ove r lay d isp l ay ing a l l  cu rrent ca re 

coo rd i nation  com m u nit ies. 

• 0.01 · 11 . 7 1  • 40.Z'i - 46 . 3 5  c=:J Community (201 5 )  

• U.74 - 25.26 • 4 6 . 3 6  · SS.94 c::J Community {2016}  

• 25.27  · J0.40 • 55.95 - 79.96 Q Ana ZIP Code 

• 30.41 - )4. 16 • > =  79.9 7 

Thill rnaenatwas l)reparea � Te•iC�n. the Quatitv rnnovacion N awort; NaOnat C oon:linac:in c Cencl!r, under con�t 'llllir:h th.e. Ceit!!f s l'Or M edicwe l.  M e:Hcaid So!r'Vice 
{CM S), an te!!l"ICV otthce U.S. Oei;rWtment afMeall:h and H uman Ser'fice. The cont@rlt!> pil!Sentttl do net necessarily r�t CMS pol.Cy. [ll SCW-0.INNCC -OZOci7-04/l!/13] 

aterial  was prepa red by the G reat P la ins  Qua lity In novation Netwo rk, the Medicare Quality I m p rovement Orga nization for Ka nsas, Nebraska, N o rth Da kota 

and South Dakota, under contract with the Ce nters for Medicare & Medicaid Se rvices (CMS), a n  agency of the U.S .  Depa rtment of Hea lth and H u m a n  Services. The 

contents presented do not necessarily reflect CMS policy. 11SOW-G PQI N-N D-C3-46/0316 (Revised 07/18) 
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M e d ica re c l a i m s  data p rovid e d  t o  the G reat P l a i ns QI N by t h e  N a t io n a l  Coo rd i nat ing Center ( N CC) was used t o  c a l c u l a  

the m e a s u res conta i n e d  i n  t h i s  report .  Rea d m iss ions a re d efi n e d  as " a l l -ca use" read m issio ns t o  a ny hospita l w it h i n  3 
d ays of d isch a rge . We refe r  to t h e  i n it ia l hospita l a d m issi o n  a s  t h e  " index d isch a rge" a nd the seco nd ret u r n  a d m ission a s  

the " re a d m issi o n ." N o n e  o f  t h e  m e a s u re s  a re r i s k  a djuste d .  

Com m u n ity- leve l m e a s u re s  i n c l uded a re :  

• 30-day Hospita l Readmission Rate and Trends:  The p e rc e ntage of hospita l rea d m issions with i n  30 d a ys of 

d isch a rge 

• Acute Care Uti l ization Rate : Hospita l Ad m issio n s, 30-Day Hospita l Read m iss ions, E m e rgency De p a rt m e n t  ( E D)  

Vis its  (without  a d m iss io n ), a nd O bservatio n Stays p e r  1000 M e d ica re FFS Be n efic ia ries 

• Composite Measure of Unplanned Care: Al l Ad m issio n s, E D  Visits, a n d  O bservation Stays p e r  1000 M e d i ca re 

FFS Benefic ia r ies; I nc l u d e s  sepa rate g ra ph s  fo r each  a c ut e  ca re setti ng.  

• Hospita l Discha rge Rate per Location : H o m e  (Com m u n ity), Home Hea lth,  Hospice, a nd Ski l led N u rs i n g  Faci l ity 
• 30-Day Hospita l Readmission Rate per  Discharge Location : As Above 

• Top Five DRG Bund les for Admissions 
• Top Five DRG Bund les for 30-Day Readmissions 

• Potentia l  Opportunity for I mproving End-of-Life Care : H o spita l ca re ut i l izat ion of Be n efic ia ries at E n d-of-Life 

• Admissions by D rug Class: Hospita l Ad m issio ns p e r  1000 Med ica re F FS H igh R isk  Ben eficia ries; b e n efic ia ries 

were ident ified as h ig h  r isk if t h ey t a ke t h ree of m o re m e d icatio n s  of which a t  least one is fro m the t h ree d rug 

c la sses of Antico a g u l a nts, Dia betic Age nts, a nd O pio ids  

• Readmissions by Drug Class: 30-Day Hosp ita l Read m issi o n s  p e r  1000 Med ica re F FS H igh Risk Benefi c ia ries; 

beneficia r ies we re i d e ntified a s  high r isk if they ta ke t h re e  or  more med icati o n s  of which a t  least o n e  is  fro m t h e  

t h ree d rug c l a sses of Anticoag u l a nts, D ia betic Age nts, a n d O p i o i d s  

• Composite Measure of U nplanned Care by Drug Class: A l l  Ad m issions, E D  Vis its, a n d  O bservatio n Stays p e r  

1000 Med ica re F FS H ig h  R i s k  Med icat io n Benefic ia ries; I n c l udes sepa rate g ra p h s  fo r e a c h  a cute ca re sett i ng .  
• Timing of Read mission after Potentia l  ADE Discharge 

The m e a s u res i n c l u d e d  in the C a re Coord i n atio n Qu a rterly Report may va ry fro m issue to issue d e p e n d i ng on data  

a va i l a b i l ity a nd the n e e d s  of co m m u n ity p a rt n e rs .  
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Acute Care Uti l ization (per 1,000 Beneficiaries) :  01/01/2017 - 12/31/2017 

30-Day Obs 
Ad ms ED Visits 

Community Benes Ad ms per lOOO 
30-Day Read ms 

ED Visits per lOOO Obs Stays 
Stays per 

Read ms per 1000 
Benes 

Benes 
Benes 

Bisma rck 22,603 5,665 250.63 9 3 2  41.23 6,957 307.79 1,308 

Fa rgo 26,058 6,623 2 54 . 1 6  1,05 1 40.33 9, 1 5 1  3 5 1 . 18 1,185 

Grand Fo rks 14, 289 3,754 262.72 639 44.72 6,448 451.26 1, 1 5 6  

M i n ot 14, 3 7 6  3 , 3 3 7  2 3 2 . 1 2  5 1 8  3 6 .03 5,449 379.03 9 8 3  

N o rth Da kota 101, 1 7 1  25,220 249 .28 3,986 39 .40 36,732 363.07 6, 1 1 1  

G reat P l a i n s  QI N 945,478 249, 347 263.73 38,954 4 1 . 20 350,848 37 1.08 5 1,308 

U n ited States 38,150,184 10, 156,604 266.23 1,813,857 47.55 14,935,590 3 9 1 .49 2,084,449 

Composite Measure of Unp lanned Care : Coun ts all the Admissions, ED visits and Observation stays per 1, 000 

beneficiaries. 
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Sept. 1 4, 201 6 :  N ew Jersey Makes Strid es i n  Red uc i ng  
Read m iss ions 

CMS: 13.3 Percent Improvement �d Highest Nationwide 
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New federal data shows that New Jersey hospitals a re making tremendous progress in one of the most 
stubborn healthcare chal lenges - reducing the rate of hospital read missions. 

New Jersey hospitals have reduced thei r readmission rate 13.3 percent between 20 1 0  and 20 1 5 , 
accord i ng  to data released yesterday by the U.S. Centers for Med icare and Med icaid Services. Only 
one other state - Hawai i, with a 13.4  percent reduction - outpaced New J ersey's i m provement. 

" Read missions" occur whe n  a patient is readmitted to the hospital within 30 days of a previous hospital 
stay . In some instances, a read mission is unavoidable or even planned for fu rther care, but sometimes 
a read mission signals a poor outcome, medica l complication or fai lure of care coord ination or fo l low-up 
after the patient leaves the hospital . They' re also costly ;  C M S  says hospital readmissions cost the 
nation 's Med i care system $17 bi l l ion annual ly. 

Jersey hospitals have been engaged in a focused effort to reduce avoidable read m issions as part 
rtnership for Patients-New Jersey, a qual ity improvement initiative led by the New Jersey Hospital 
ciation's Institute for Qual ity and Patient Safety . The latest CMS data shows thei r efforts have 

yielded measurable resu l ts. 

"Th is is g reat news for New Jersey patients. It shows d ramatic prog ress in supporting patients and 
making sure thei r recoveries stay on-track once they leave the hospital, "  said NJ HA President and CEO 
Betsy Ryan . "That's someth ing that has been a challenge for our state, quite frankly, and we've been 
working very hard to improve. It's most rewarding to see that work pay off. " 

The national data, reported yesterday in a CMS blog post, shows that New Jersey's 2 0 1 5  readmission 
rate stands at 1 7 . 6  percent. Its rate is lower than or the same as nine other  states and the District of 
Columbia. That's a significant change from the 20 1 0  report, when New Jersey's rate was 2 0 . 3  and 
ranked as the second highest in the country .  

"New Jersey has had difficulty with this issue for a va riety of  reasons, incl ud ing socioeconomics, 
demographics, cultural d iversity and a multitude of la nguages spoken here, among others, " sa id  Al ine 
Holmes, RN, DNP, NJ HA senior vice president and d i rector of the Institute for Qual ity and Patient 
Safety . " But what we see in the past five years of data is that New Jersey is not only improving its own 
rate, its prog ress surpasses many other states. That shows real success as New Jersey healthcare 
providers del iver better care in the hospital and bette r continuing care and support once a patient 
leaves the hospital . "  

NJ HA and its members - both hospitals and post-acute care providers - have been engaged in  a 
number of strategies to reduce hospital readmissions. In add ition to NJ HA's leadersh i p  as a fed eral ly 
designated "hospital engagement network" lead ing the Partnership for Patients-New Jersey effort, other 
readmissions activities have included: 

• NJ HA's Col laborative to Reduce Read missions, a two-year initi ative launched in 2 0 1 0 that 
b rought together hospitals ,  nursing homes, home health and hospice providers in a jo int effort to 
identify best practices , apply them to thei r orga n izations and share data to measure results. This 
work was the precu rsor to NJ HA's ongo ing Partnershi p  for Patients effort. 

1 / 1 4/? () 1  q 
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• Education programs and conferences in partnership with other healthcare stakeholders including 
H orizon Blue Cross Blue S hield of N ew J ersey and Healthcare Quality Strategies I nc. 

• N J HA's development of Well on Track, a web-based tool that helps hospitals organize and track 
fol low-up with patients that are discharged from the hospital. 

• N ew Jersey's CAR E  Act, wh ich defined processes for hospitals to work with patients, families and 
caregivers to ensure they have the information and support they need before being discharged 
from the hospital . N J HA worked collaboratively with policymakers to craft the bill and with AARP 
to promote implementation. 

httn · //www nih� c.om /nrP-ssrnom/2 0 1 6-nress-rel eases/sent- 1 4-20 1 6-new-i ersev-makes-strid. . .  1 / 1 4/20 1 9  
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By M a u reen Shawn Ken nedy, MA, RN, FAAN, AJN Editor-i n-Ch ief 

E-m a i l :  shawn.ke n nedy@wolterskluwer.com 

amily Caregivers Need Our Help-And Now 
It's the Law 

The CARE Act mandates preparation and teaching prior to hospital d ischarge. 

I f you're a regular A]N reader, you're probably fa­
miliar with our initiatives over the years aimed at 
supporting family caregivers. (Our caregiver re­

sources are now grouped into a collection, Resources 
to Support Family Caregivers, which you can access 
at http://links.lww.com/A]N/A8 1 . ) 

In 200 8 ,  we participated in an interdisciplinary 
state of the science meeting to determine the needs 
of family caregivers and how 
nurses and social workers could 
help meet those needs. During 
the meeting, the complexities 
and difficulties of caregiving 
became all too clear and nurs­
ing's failure to adequately pre­
pare and support caregivers all 
too apparent. (For a poignant 

t, read Carol Levine's 
her caregiving experi-

e the September 2008 special report: http :// 
links.lww.com/A]N/A8 8 . ) 

This project j ump-started our ongoing work with 
the AARP Public Policy Institute on family caregiv­
ing. I recall listening to focus groups of caregivers, 
in which a common theme was that nurses didn't 
seem to have time to teach caregivers how to do cer­
tain tasks or to answer questions about posthospi­
tal care. The caregivers' stories of trying-and often 
failing-to find someone to show them what to do 
were often heartbreaking, and they voiced how un­
prepared, anxious, and stressed they felt. As a nurse, 
I was disheartened and embarrassed by our failings. 
\Vhy weren't there more evidence-based resources 
for these caregivers, and why didn't nurses have time 
for discharge planning or patient and family teach­
ing? 

In 201 1 ,  we developed a series of articles and vid­
eos to educate nurses on how to best assess the needs 
of family caregivers . Then, in 2012,  AARP and the 
United Hospital Fund published the landmark report 
Home Alone: Family Caregivers Providing Complex 
Chronic Care, which documented that family mem­
bers were not j ust assisting with dressing, bathing, 
and eating, but were managing complex "medical/ 
nursing" tasks such as wound care and tube feed­

nd giving medications and inj ections. And 
many reported receiving little or no training. 

ajn@wolterskluwer.com 

As noted in the November 2 0 1 6  A]N by Susan C. 
Reinhard, senior vice president and director of the 
AARP Public Policy Institute, and Heather M. Young, 
dean and professor in the Betty Irene Moore School 
of Nursing at the University of California, these are 
"the same tasks that made us tremble the first time 
we performed them as new nurses. " 

The report spurred a groundswell of awareness of  
and support for unpaid family 
caregivers . AARP led a legisla-

Forty m i l l ion tive effort that resulted in the 
adults care 

for a family 

member and 

that number 

wi l l  only g row. 

Caregiver Advise, Record, En­
able (CARE) Act, which man­
dates that hospitals identify, 
coordinate discharge with, and 
provide care instructions to the 
person who will provide care 
at home for a patient upon hos-
pital discharge. The CARE Act 

is now law in 39 states. 
In 20 1 6, working again with AARP and other 

partners as part of AARP's Home Alone Alliance 
initiative, A]N launched a series of articles and vid­
eos to help nurses provide caregivers with the tools 
they need to administer their family member's medi­
cations, from eye drops to injections . The articles 
review the evidence for the practices nurses should 
reinforce with caregivers, and are accompanied by 
videos, produced by AARP and partners, that pro ­
vide detailed step-by-step instructions for caregivers. 
And now, starting with this issue, we are launching a 
new series of articles and videos. These are designed 
to help nurses prepare caregivers to safely assist with 
mobility and to prevent falls or manage them if they 
occur; they will be followed by a series on skin and 
wound care. Each article includes a tip sheet that 
nurses can tear out and give to caregivers . The tips 
review key points and include links to instructional 
videos, which are available to caregivers on AARP's 
Home Alone Alliance site in both English and Span­
ish and can also be accessed on A]N's website . 

Over 40 million adults provide care to a family 
member, and that number will only grow as the 
number of people living with chronic conditions in­
creases. We hope these articles and videos help hos­
pitals and nurses meet their obligations to family 
caregivers . T 

AJN T Decem ber 20 1 7  T Vo l .  1 1 7, No .  1 2  7 
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Chai rm a n  Lee a n d  members of th e Senate H u m a n  Service Com m ittee , I a m  Kim 

J acobson from C u m m i ng s ,  N orth Dakota which is in  Tra i l l  Cou nty ,  N orth Dakota . I 

a polog ize for not being p resent for tod ay's heari n g . H owever, p lease a ccept my written 

testimony i n  support of S B  2 1 54 .  

When speaki n g  a b o ut m y  fami ly's health , I have often referred t o  u s  a s  "med ica l ly 

cha l lenged . "  I f  the re is some ra re com p l i cation o r  s ide effect,  we a re s u re t o  experience 

it .  Howeve r, th rou g h  these experi e n ces I h ave beco m e  strong ly  d ete rm i ned that a l l  

i n d ivid uals  who a re hosp ita l ized need t o  focus o n  o n e  th i n g , g ett ing wel l .  F o r  that reason , 

am very com m itted for s u pporti ng m y  l oved ones whe n ever they a re hosp ita l ized . To 

m e  this means e n s u ri n g  that a fam i ly m ember is with our s ick l oved o n e ,  to the g reatest 

amount poss ib le ,  a ro u n d  the clock. My s u pport of S B  2 1 54 stems from my experien ces 

with my daug hte r,  my m other and my father .  

I wou ld l i ke to te l l  you a l ittle b it  about  my father,  Richa rd Anders on .  H e  is a reti red , 

8 1 -year-o ld , stu bborn , d eterm i n ed ,  secon d  generation Swe d ish farme r  a n d  b u s i nessma n .  

H i s  experience with d ischarge p lan n i n g  d u ring a recent accident prov ides a vivid exa m p le 

on why there i s  a need for improvement to the d is ch a rg e  p rocess and requ i rements . 

I n  October  2 0 1 8 , my father cam e  u pon road d e b ris  whi le  d rivi n g  h i s  beet truck. 

The beet truck rol led . My father susta i n ed broken bones in h is back, s uffered a stress 

re lated heart attack, lacerations ,  bru ised ribs and kid neys . H e  was fou n d  u n conscious by 
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the paramed ics who needed to rem ove h i m  from his  truck by b reaki ng the wi n d s h ield . My 

father was tra n sferred to  a m aj o r  medica l  cente r  i n  Fargo by a m b u l a n ce .  

H is med ical  experien ce sta rted off wel l  with excel lent care a n d  care coo rd i n ation .  

H owever, by the t ime h e  tra ns itio n e d  to i ntermed i a ry ca re , th ings changed .  A s  fam i ly ,  we 

stayed with m y  father conti n u ou s ly .  My fathe r  h a d  also experienced an exacerbatio n  of 

COPD d u ri n g  th i s  med ical  event a n d  h is depe n d e n cy on breath i n g  treatments and oxygen 

were critica l .  I knew my 78-ye a r-o ld mother was a lso fra i l .  D u ri n g  the past fou r  yea rs she 

had suffered from b reast can ce r, thyroid can cer ,  a severely b roken h i p  and ch ro n i c  k id ney 

fa i l u re .  Wea k  from her i nj u ry a n d  i l l nesses, my mother spends m uch of h e r  d ay in a 

wheelch a i r  o r  us ing  a walker for assistan ce .  I was very con cerned a bout h e r  ab i l ity to 

ca re for my stubborn ,  a n d  frequently non-com p l i a nt father, who we both dea rly l ove . 

Dai ly ,  I asked to speak with the soci a l  worker as I knew that d ischarg e p la n n ing , 

should start rig ht away. H owever ,  I received n o  response, and n o  one was i n  contact with 

my mother ,  myself, nor my b rothe r  to d iscuss her abi l ity to m eet my fathe r's n eed s .  

N u rses left n otes a n d  cha rted o u r  requests that a l l  went unanswere d . 

After nearly a week of bei ng at the hosp ita l there was a d ay where m y  b rothe r  and 

myself both h ad to  work. I had a board meetin g  that I needed to atten d . I was shocked 

to learn that d u ri ng that tim e  a d ecision had been m ade to d ischarg e  home. As a fam i ly ,  

we had conti n uous ly m e ntioned to the d octors and n u rses that we felt that d is ch a rg e  to 

swing bed wou l d  best meet h i s  need s .  H owever ,  this request was d e n ied .  I q u i ckly left 

work, picked u p  my mother a n d  headed to Farg o .  I ca l led and asked for a review of th is  

d ecis ion wh ich was also d e n ied before I cou ld even arrive onsite . 



� 6  � 2- lsY 
l / 1 5"/ t q  

� (JY 
As I p ushed my mother i n  a wheelch a i r  to my father's room , I fou nd an 

Occu patio n a l  Thera p ist with my father.  She rema rked "good we need to teach his 

caregiver how to help Richard with his back brace. Who is his caregiver?" I asked h ow 

freq uent h e  wou l d  need assistance a n d  t h e  response was t h at he needed h e l p  whenever 

he got u p ,  g ot d own a n d  with adj u sti n g  the b ra ce th ro u g h o ut the d ay. I n  a d d ition , as he 

cou ld  not leave bed with out  the b race and cou ld  not sit up without it o n ,  s o  he wou ld  need 

someone to p lace the b ra ce on h i m  wh i l e  he la id  station a ry .  I exp l a i ned that wh i le I cou ld 

assist som e ,  that I worked fu l l -ti me a n d  t h at my pare nts l ived i nd ependently at home. 

detai led my mothe r's m ed ical cond iti o n s .  

The O T  th en requested for m y  m other  t o  come t o  t h e  s i d e  o f  the bed , so she cou l d  

teach h e r  h ow t o  p u l l  t h e  b race from u nd e r  m y  father a n d  adj ust .  J u st g etti n g  out  of the 

heelch a i r  resu lted in my mother nea rly fa l l i ng . H owever, she persisted but c learly  it was 

a hazard for her to do these tasks .  I asked , "is it your facility's policy to discharge a patient 

who requires care without assessing the caregiver?" S h e  l ooked at me b l a n kly and I 

again  asked the q uestion .  S h e  rep l ied "no, but the discharge paperwork is done. I 'm 

sorry for the inconvenience. " I rem a rked i n conve n i e n ce is reopen i n g  p a p e rwork to 

i ncl ude m o re information for d ecision-making a n d  that th is  was n ot a n  i n conve n ience for 

u s ,  but rath e r  this was a l ife-th reaten i n g  d ecis ion  to d isch a rg e  without fu l l  assessment of 

n eed s.  

Need less to say,  my father was d isch a rged late in  a d ay o n  Fr id ay. There were 

many iss ues:  i n com p lete med ication l i st sent the pharm a cy,  de layed referra l and start of 

h ome health service s ,  d e l ayed del ivery of oxygen u n it to the i r  h ome , etc . U pon gett ing 

h ome,  m y  father was stru g g l i n g  to breath e  a n d  needed his n e b u l izer treatme nt .  I t  was at 
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that point that it was rea l ized that h i s  n eb u l izer was destroyed i n  the accident. T h a n k  

g ood ness for s m a l l  N o rth D akota com m u n it ies.  I ca l led o u r  local pharmacist, a t  home o n  

a Friday eve n i ng and he met m e  t o  g ive m e  a n ew u n it a n d  to l d  me w e  wi l l  fig u re o ut t h e  

b i l l ing l ater.  

D u ri n g  my father's t ime in the h ospita l  a l a rg e  mass had also been fou n d . We 

were ass u red th at th is wou ld be a d d ressed d u ri ng with d isch a rg e  p lan n ing with a referra l 

to a specia lty u n it .  This d i d  n ot occu r.  I t  was o n ly because we h ad been there 24f1 and 

had noted the h ospital ist's com m ents about t h i s  concern that we pushed forward and 

i n d ependently fo l l owed u p  with  h i s  g e n e ra l  p ractit ioner about a referra l .  I t  is  a g ood th i n g  

we d id . My fath e r  h a s  n ow been d iag nosed with cancer  and is  sched u led for s u rg e ry o n  

J a n uary 2 1 , 2 0 1 9 .  However ,  t h i s  s h ou ld  n ot h ave been missed i n  t h e  d isch a rg e  p rocess . 

S B  2 1 54 wou l d  p rov ide for a m o re m e a n i ngfu l engagement of ca reg ivers i nto 

d ischarg e  p l a n n i ng and assessm e nt p rocess . Whi le  my fam i ly is  fortunate , we h ave a 

suppo rt system of ind ivid u a l s  who a re knowledgeable and adept at pro b lem so lvi n g .  

H owever, m a n y  N orth Dakota i n d iv idua ls  d o  n ot h ave this benefit. I u rge y o u  t o  re n d e r  a 

" Do Pass" o n  S B  2 1 54 which wou l d  req u i re fac i l it ies to take the tim e  to better p l a n  for the 

ongoi n g  ca re of their  patients . 
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Madam Chair  Sen .  Lee and mem bers of the com mittee, my name is 
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Ki rsten Dvorak executive director of The Arc of North Dakota, which i ncludes 

all six Arc chapters i n  North Dakota : Bismarck,  Bowm a n ,  Dickinso n ,  Fargo, 

G rand Forks, and Val ley City. Our  mission is to i m p rove the quality of life of 

people with intel lectual and developmental d isabi lities and actively su pport 

thei r fu l l  inclusion and partici pation in the com m u nity .  

I n  t h e  201 5 Barddock State o f  the State report for North Dakota it  was 

reported that 2 , 257 people with intel lectua l  and developmental delayed ( I / D D )  

lived with a caregivers that are over 60 years o f  age or older.  This figu re wi l l  

conti nue to grow, as  more caregivi ng parents of  a c h i ld with  disabi lities get 

older.  (Braddock et al . ,  201 7 )  
I n  201 7, T h e  Arc o f  the U . S .  Conducted Fam i ly & I nd ividual  Supports for 

Disabi lity Supports ( F I N DS )  su rvey. This pu rpose of the of F I N DS is to u n derstand 

the experiences that fami lies and caregivers that provide supports to a fami ly 

member with I / DD .  I t  is esti mated that 43 . 5  m i l l ion people i n  the U . S .  provide 

support to a family member who is agin g  or  who has a d isabi lity . ( N ational  

All iance for Caregivi ng 201 5 ) .  All caregivers reported providing health supports . 
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This includes coordi nation of health services, com m u n icati ng with support and 

health care professionals about progress and needs, a n d  performing medical 

tasks .  ( E . g .  feeding with a tube,  suctioning,  and monitoring  respi ration . )  More 

than half provided two or fewer health - related supports with the remai ning  

42% provided th ree or fou r su pports . 

Most caregiver report that thei r fam i ly mem ber lives with the m .  

Activities o f  daily livi ng (ADL) such a s  toi leti ng,  eati ng,  d ressi ng,  grooming,  a n d  

hygiene a n d  mobi lity, which may i nclude transfers, getti ng  i n  o u t  o f  bed and 

chai rs .  Caregiver 's  report that support thei r fam i ly m e m be r  with at least one 

ADL Daily. Caregivers also reported to givi ng I n strumental  Activities of  Dai ly 

Living  ( IADL) such as givi ng medications, making  decisions about everyday 

m atters (e . g .  what to wear, when to go to bed ) ,  managi n g  fi n ances ( payi ng 

bi l ls ,  ban king,  fi l l ing out forms ) ,  doi ng errands,  goi ng grocery shoppi ng,  si m ple 

chores around the home such as dishes, and lau n d ry .  Prepari ng meals, 

providing transportation to appointments or arrangi ng rides. Providing 

advocacy, su pporti ng self- advocacy, and organizi n g / p rioritizi ng  tasks . Most 

caregivers in the FI N DS su rvey report that providing support for at lase IADL 

and more than half- provided between fou r  to eight IAD L .  

This is j u st a high light o f  what a caregiver t o  someone with I / DD does 

t h roughout the week. This does not i nclude navigating system supports such as 

j ob supports, personal care assistants,  fi nding respite providers, arranging 

social  and leisu re activities. In  addition to providing o n - going m anagement of 

• behavior outbu rst or self- inj u rious behaviors i n  some individuals .  I ndividuals 



• 

with I / DD and Autism Spectru m Disorder (AS D )  were more l ikely to need 

behavioral su p ports than were i ndividuals with I / DD only .  

I have only high lighted some of  the stressors and fatigue that  are 
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reported by caregivers. The intensity and d u ration of caregivi ng responsibi lities 

for i ndividuals is I / D D is greater than that reported by the other caregivers.  

These responsibi lities cou pled with chal lenges fi nding adequate su p ports for 

their  fami ly member explain the high level of stress and the need for more 

attention on caregiver su pports. 

The Arc of North Dakota asks for do pass on SB 2 1 54 to help in reducing 

stress and fatigue family mem bers i n  caring  for their  fam i ly members.  We want 

a l l  of  our mem bers to be cared for i n  a safe matter . 

Ki rsten Dvorak 

Executive Director 

701 -222 - 1 854 
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The North Dakota Hospital Association 

will take an active leadership role in major 
Healthcare issues. 

Mission 
The North Dakota Hospital Association 

exists to advance the health status of persons 
served by the membership. 

Testi m o n y :  201 9 S B  2 1 54 
Senate H u m a n  Servi ces Com m ittee 

Se nato r J u dy Lee, C h a i rm a n  

J a n ua ry 1 5, 201 9 

Good morning Chairman Lee and Members of the Senate Human Services Committee. I am 

Melissa Hauer, General Counsel of the North Dakota Hospital Association. I am here to testify 

regarding 2019 Senate Bil l  2 154 and ask that you give this bill a Do Not Pass recommendation. 

The North Dakota Hospital Association represents 47 hospitals in the state. These members 

include large hospitals , critical access hospitals, and specialty hospitals . Our members 

appreciate the opportunity to speak to you about their concerns with this bil l which deals with 

aftercare and hospital discharge policies . As you may remember, similar bills were introduced in 

201 5 and 2017 and they were defeated because they were considered duplicative and 

unnecessary . These concerns hold true with this bill too. The provisions of the bill are still 

unnecessary and redundant of discharge planning requirements that hospitals are already 

required to meet today . 

We appreciate the intent of the bil l ,  but hospitals are already highly regulated regarding 

discharge procedures. Hospitals are required to follow state licensing requirements for 

discharge procedures and Conditions of Participation in order to participate in Medicare and 

Medicaid. Accreditation standards also dictate discharge processes. Hospitals are already 

highly motivated to ensure patients are not readmitted because reimbursement is reduced if a 

hospital has too many readmissions or if patients indicate on satisfaction surveys that they were 

not happy with their care . 

PO Box 7340 Bismarck, N D  58507-7340 Phone 70 1 224-9732 Fax 701  224-9529 
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We are not aware of any findings of government reg u lators or accredit ing bodies that North 

Dakota hospitals are not following these already wel l -established discharge policies and 

procedu res. We req uested the supporters of this b i l l  to bring problematic discharge experiences 

(with the patient's consent) to our attention so we may work together to find solutions. We have 

not been provided with information in response to those req uests. 

This bill wil l  cause discharge delays. Hospitals' top priority when discharging a patient is to 

ensu re patients and their  caregivers have the information and resources needed to ensure the 

best outcome possible. If requi red to follow this bill' s req u i red documentation, notification, and 

education of the caregiver, it will delay hospitals' abi l ity to timely discharge a patient . For 

example, if the caregiver is not responsive to notification, not available when the hospital team 

is,  must travel a long distance, or is not q ualified,  how is a hospital to proceed? Should it 

discharge the patient anyway and not fu lf i l l  its duty to notify and train the caregiver? Or should it 

delay the discharge? This puts hospitals in a no-win situation. 

At the top of page three, the bill req u i res hospitals to request written consent from the patient, or 

the patient's legal representative,  to release medical information to the lay caregiver in 

accordance with the hospital 's established procedu res for releasing a patient's personal health 

information and in accordance with existing laws. Hospitals are al ready subject to HIPAA 

privacy law and regu lations. This provision duplicates federal and state privacy laws and is 

unnecessary . Hospitals will now have to ensu re every patient who has a caregiver signs an 

appropriate authorization for release of information before it may fulfill its duties under this bi l l .  

The bill would interfere with long establ ished law regarding durable powers of attorney . The bill 

provides that a hospital may not give a legal representative who is an agent under a durable 

power of attorney for health care the opportunity to designate a lay caregiver in l ieu of the 

patient's designation of a lay caregiver, unless, in the j udgment of the attending physician, the 

patient is unable to make that health care decision. A du rable power of attorney is protection 

against costly cou rt proceedings in the event you become incompetent . In that situation, you r 

agent can handle you r affairs without the need for a guardian or conservator being appointed by 

a cou rt .  This provision of the bill wou ld do away with this longstanding law and put the physician 

in the middle, req u i ring a determination of incapacity, when such a determination was clearly not 

req u i red by the person who signed the power of attorney. It makes a cou rt's involvement in such 

capacity determinations unclear as wel l .  In short, this req u i rement invites l it igation. 

2 0 1 9 S B  2 1 54 Test imony of  Mel issa Hauer,  N D HA,  J a n .  1 5 , 201 9 2 1 P a g e  
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This bill dupl icates req u i rements that hospitals are already req uired to fu lfil l .  They are therefore 

unnecessary and raise q uestions about whether such mandates are really req uiring something 

in addit ion to what is already obligatory .  The bil l ,  for example, mandates hospitals to have 

written discharge pol icies and that the hospital provide the patient and uncompensated 

caregiver "instruction and training" for the patient's aftercare before the patient may be 

discharged. These duties are already req uired of hospitals. Does adding them indicate that 

hospitals must do something more than what is already obligatory? If not , then why are they 

necessary? 

This bill would create addit ional q uestions and potential liability for hospitals . Hospitals have no 

control of the care that wou ld be provided by the caregiver to the patient after discharge. The 

hospital, however, is req uired to instruct and train the caregiver. What if the uncompensated 

caregiver misunderstands or forgets the instructions? What if the care is performed poorly and 

harms the patient? Is the hospital responsible for failing to ensu re the uncompensated caregiver 

sufficiently understood the discharge plan? Although the bill contains a vague immunity from 

l iability provision, even if it is enforceable, hospitals wil l still undoubtedly be sued and wi l l  inc u r  

costs in defending themselves. I n  addit ion t o  civil liabi l ity , it is unclear how a violation o f  this law 

might affect a hospital's reimbu rsement, l icensing, or accreditation. There is no guidance 

regarding how non-compliance would impact a hospital . The bill opens the door wide for 

hospitals to be held responsible for the actions, or inaction, of caregivers after the patient is 

discharged. 

This bill creates expense by req u i ring additional documentation of care to be provided by the 

uncompensated caregiver in a non-hospital sett ing after discharge. This additional 

documentation wil l  likely req uire additional time and expense for hospitals.  Hospitals already 

have a shortage of professional staff and this bill is req uiring additional work with no additional 

funds to accomplish the additional documentation, thus creating an unfunded mandate imposed 

on the hospitals. 

I n  concl usion, hospitals are highly motivated to ensu re proper care of patients after discharge. 

Hospitals are req u i red to do so by federal Conditions of Participation, state licensing 

req uirements, and accreditation standards. We welcome the opportunity to work with families 

and supporters of this bill to identify and solve poor patient experiences. But we do not support 

creating a law to solve a problem that we have not been given evidence exists . This is an 

20 1 9  SB 2 1 54 Testimony of Melissa Hauer,  N D HA, J a n .  1 5 , 2 0 1 9 3 I P a g e  
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unnecessary , dupl icative law being pushed by the agenda of a national organization that does 

not know the val ues of our particular state. It will generate additional cost, uncertainty , and 

potential l iabil i ty for hospitals whi le not providing any real benefit for patients. 

We oppose this bill and ask that you give this it a Do Not Pass recommendation.  

I would be happy to try to answer any q uestions you may have. Thank you . 

Respectfu lly Submitted, 

Melissa Hauer, General Counsel 

North Dakota Hospital Association 
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C h a i rm a n  Lee a nd m e m be rs of the Senate H u m a n  Services Comm ittee, my n a m e  is Ch ris Meeker, M . D .  I 

a m  a boa rd-ce rtified e m e rge ncy med ic ine  physicia n a nd ch ief med ica l office r at Sanfo rd Hea lth i n  

B ism a rck.  

Sa nfo rd Hea lth i s  ded icated to the integrated d e l ivery of hea lth  ca re - co m b i n i ng resea rch,  i n novation a nd 

q u a l ity i m p rove m e nt i n itiatives to e n s u re a ccess to affo rd a b le ,  coo rd i nated, h igh-q u a l ity ca re i n  the 

com m u n it ies we se rve . 

I a p p reciate t h i s  o p po rt u n ity to spe a k  to yo u a bout Senate B i l l  2 154 rega rd ing hospita l d ischa rge po l ic ies .  

D u ri ng the 64th a nd 65th Legis lat ive Asse m b l ies, s i m i l a r  b i l l s we re co nsid e red a n d defeated to avoid 

creat ing a law that  d u p l icates existi ng sta n d a rd s  a n d  p ra ctices.  

As noted i n  p revio us  test imo ny, com p re h e n s ive fed e ra l  and state req u i re m e nts m i n ify the la nguage 

befo re yo u today.  The sta ndards a nd p rocesses a ro u n d  d ischa rge p l a n n i ng a nd patient rights a re t h o rough 

a n d  deta i l e d . The Ce nte rs fo r Med ica re a nd Med ica id Se rvices (CMS)  t h rough the i r  Co nd itio ns of  

Pa rt ic i patio n ( Co P )  esta b l ish ru les  a ro u n d  d isch a rge p la n n i ng, a s  does the Jo int  Co m m issio n's  Sta n d a rd s  

fo r Acc red itatio n (TJ C ) .  

C M S  reg u l atio n s  fo r Hospita l Discha rge P la n n i ng i n c l u d e :  

Patie nts have a writte n d ischa rge p l a n  d eve l o ped . 

Pat ie nts have specific d ischa rge i n structio ns p rovided in writ ing .  

Pat ient goa ls  a nd p references fo r d ischa rge a re ta ke n  i nto a cco u nt .  

Pat ient  ca regive rs a re active p a rt n e rs i n  the d isch a rge p l a n .  

Hos pita l s  co ns ider  the ava i l a b i l ity a nd ca p a b i l ity o f  t h e  ca regive r t o  p rovide home care.  

D isc h a rge p l a n n i ng begi n s  wit h i n  24 h o u rs of a d m issio n .  

Disc h a rge p l a n n i ng process i s  co m p leted pr ior  to d ischa rge.  

D ischa rge i n structio ns a re p resented i n  a way that the pat ient and ca regive r ca n u n d e rsta n d .  

A l l  o f  these req u i re m e nts m u st b e  docume nted i n  t h e  pat ient med ica l reco rd . 
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Ad d it io n a l ly, t h e  N o rth Da kota Depa rtme nt o f  H e a lt h  provides ru les  fo r hosp ita l l i ce n s i ng ( C h a pter  

3 3 -07-0 1 . 1 ) :  "Every patien t m ust receive effective discharge planning consisten t with iden tified 

Patient and family needs from the hospital. Discharge planning must be initiated in a timely 

manner. Patients, along with necessary medical information, must be transferred or referred to 

appropriate facilities, agencies, or outpatient services, as needed, for follow-up or ancillary care. " 

It is i m po rta nt to recogn i ze N o rth Da kota's q u a l ity of ca re ro ut i n e ly o utpaces other a reas of the 

cou ntry.  N o rt h  Da kota's  hosp ita l rea d m issio n rate - a  measure m e nt of q u a l ity hosp ita l ca re a n d 

d isc h a rge p l a n n i ng - i s  cons iste ntly lowe r tha n the nat io n a l  average . Wh at's m o re, N o rth Da kota' s  

a n n u a l  rea d m issio n rate cont i n ues t o  decrea se, i n d icating the i nvest m e nt i n  o n g o i n g  q u a l ity a nd 

p rocess i m p rove m e n t  i n it iat ives.  

As hospita ls  tra ns itio n to va l u e-ba sed ca re, we a re conti n u a l ly i n co rporat ing rigoro us p rocess 

i m p rove m e nt strategies to i m p rove pat ient o utco mes.  Ce rta i n ly, we recog nize that with 

tho usa n d s  of hospita l d ischa rges in N o rt h  Da kota, p roblems ca n a nd d o  occur .  We we lco m e - a n d  

h a v e  i nvite d - s u p p o rters o f  th is  b i l l  t o  pa rt ic i pate i n  t h i s  p rocess b y  i nvit i ng N o rth Da kota patie nts 

who e n d u red poor pat ient d isch a rge expe r iences.  Sa nfo rd a nd other N o rt h  Da kota hospita ls 

a ctively e m b race pat ient expe r ience to h e l p  us  i d e nt ify a reas of i m p rove m e nt a nd strategize 

wo rkflow p rocesses to i n c rease q u a l ity o utcomes .  

As  a n  exa m p le, Sa nfo rd's  Pat ient  Fa m i ly Advocacy Counc i l  ro uti n e ly e ngages patie nts a n d t h e i r  

fa m i ly m e m be rs w i t h  hospita l staff a nd l e a d e rs t o  l e a rn fro m com m u n ity m e m be rs' experi e n ces.  I t  

is  t h ro ugh tho ughtfu l,  i ntentio n a l  pat ient e ngage m e nt t h a t  mea n i ngfu l c h a nge is  acco m p l ished . 

I n  s u m m a ry, it is o u r  posit ion that the goa ls  of th is  legis lat ion a re a l ready req u i red o n  both the 

fed e ra l  a nd state leve l .  We respectfu l ly a s k  that  yo u vote no to a d d i ng reg u l at ions  that  d u p l i cate 

exist ing req u i re m e nts.  

Tha n k  yo u fo r yo u r  t ime and cons ideratio n .  I am h a p py to a nswe r a ny q u estio ns .  

C h ris  Mee ker, M . D . 

Ch ief M e d i c a l  Officer  

Sa nfo rd Hea lth B is m a rck 

701-323-2601 

C h ris . M eeker@Sa nfo rd hea l th .org 
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C h a i r m a n  Lee a n d  m e m bers of the senate H u m a n  Services Com m ittee, my n a m e  i s  M aggi e  

Sea m a n ds .  I a m  a registered n u rse a n d  a m  board cert ified  i n  c a s e  m a n age m e n t  at Sa nfo rd 

H e a l t h .  My p ri m a ry ro le  is  act ing  D i rector of t h e  Case M a n a ge m ent a n d  Soci a l  Service a n d  I h ave 

been in my cu rrent ro le  fo r 6 yea rs . 

Tod a y  I wou l d  l i ke to outl i n e  fo r you t h e  d i sch a rge p l a n n i n g  p rocess that  t h e  hosp it a l  fo l l ows to 

e n s u re that we meet the m a ny regu l atory req u i re m e nts a s  out l i n e d  by Dr .  Ch ris M eeker .  

D isc h a rge p l a n n i n g  rea l ly does begi n at t h e  t ime of a d m iss io n .  The case m a n ager a n d/o r soci a l  

wo rker meets with t h e  pat ient a n d/o r fa m i ly t o  assess t h e  cu rrent l iv ing s itu atio n ,  i d entify 

su p port systems, i d e ntify cu rrent services t h e  p at i e nt h a s, a s  we l l  a s  d u ra b l e  m e d i ca l  eq u i p m ent 

t h e  pat ient uses.  Th e case m a n age r and soci a l  worker a lso vis it with t h e  fa m i ly a bout what t h e i r  

goa l s  a re fo r d isch arge. 

This i nfo rmation i s  then s h a red with a m u lt id i sci p l i n a ry tea m m a d e  up of the p hys i ci a n ,  n u rs i n g  

staff, thera p i sts, a n d  others if n e e d e d  i n  order  fo r t h e  team to co l l ect ively w o r k  w i t h  t h e  pat ient 

and fa m i ly to meet the ir  d i sch a rge goa l s  if a b l e .  D u ri n g  t h e  m u lt i d i sc i p l i n a ry tea m m eeti n gs th ere 

is  d i scuss ion a bout the p l a n  of ca re for the pat ie nt, ta l k  about any c h a nges in t h e i r  statu s, d i scuss  

a n y  b a rrier  fo r d isch a rge and any con cerns t h at e it h e r  t h e  p at ient o r  t h e  ca re tea m h ave 

rega rd i n g  the pat ient .  I f  the pat ient wo u l d  ben efit fro m receivi ng  services or m e d i ca l  eq u i p m e nt, 

t h e  socia l  wo rker p rovi des the pat ient a n d  fa m i ly/ca regive r a l i st of poss i b l e  resou rces a n d  t h e n  

ass ists them b y  m a kes referra ls  acco rd i n gly.  

D u ri n g  the t imes that the ca re tea m  t h i n ks the patient i s  go i n g  to need more ca re t h a n  ca n be 

p rovi d ed at home, our tea m wi l l  t a l k  to the pat i ent and the fa m i ly a bout our concerns a n d  wi l l  

reco m m e n d  a d iffe rent d i sch a rge o pt ion . U lt i m ate ly, t h e  pat ient  h a s  t h e  r ight t o  m a ke t h at 

d ec is ion a n d  as long as they a re co m petent, we m u st resp ect that  deci s i o n .  

The team is  conti n u a l ly reeva l u at i n g  t h e  d i sch a rge p l a n s  w i t h  t h e  pat ient a n d  fa m i ly 

d e p e n d i n g  u pon any changes that m ay occ u r  d u ri n g  t h e  hosp ita l izat io n .  U p  to two d ays 

p rior  to d isch a rge, the  I m porta nt M essage fro m M e d ica re ( I M M )  n otice is  give n to 
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hosp ita l i zed  i n pat ie nts cove red by M e d ica re .  Th is  i nfo rms pati ents of the i r  hosp ita l 

d i sch a rge a p p e a l  r ights a n d  a l so l ets t h e  pat ient know they h ave the right to b e  i nvo lved i n  

a n y  d ec is ions  a bout  t h e i r  hosp ita l  stay. I t  l i sts fo r t h e  patient contact info rm ation i f  t h ey 

h ave any q u a l ity of ca re co ncerns .  Th e re i s  a n  ent ire sect ion that add resses M e d ica re 

D i sch a rge Rights.  I f  a pat ient  fee l s  they a re b e i n g  d isch a rged too soo n they ca n fi le  a n  

a p p e a l  with t h e  Qu a l ity I m p rove m ent O rga n ization (QI O ) .  

W h e n  the pat ient i s  ready fo r d i sch a rge, t h e  p atient a n d/o r fa m i ly is  given a written copy of 

d i sch a rge i n struct ions .  These d isch a rge i n struct ions i n c l u d e  i nfo rmation a bout t h e  pat i e nt's 

m e d i cat ions, d i et, a ctivity, ca re of any wo u n d s, and fo l low- u p  a p pointm ents .  The case 

m a n ager o r  soci a l  wo rker wi l l  a l so fo l low up with any age n cy refe rra ls  t h at h ave been m a d e .  

The n u rse reviews t h e  i nst ruct ions  with t h e  p at i ent a n d/or fa m i ly mem bers.  

As was out l i n ed by D r. M eeker, hosp ita l s  a l ready h ave n u m e rous  regu lat ions, ru les, a n d  

sta n d a rd s  fo r d i sch a rge p l a n n i n g.  N o n e  o f  these regu lat ions a re taken l ightly b y  hosp ita l s .  

We wo rk d i l igently to e n s u re t h at pat ients  h ave adeq u ate support systems and t h e  too ls  

and resou rces t h ey need to b e  su ccessfu l at d i scharge.  We st rive to  conti n u a l ly eva l u ate o u r  

p rocesses t o  e n s u re t h at w e  ca n m a ke i m p rove ments where needed . W e  ta ke t h e  safety of 

o u r  pat ie nts ve ry ser ious ly  a n d  e n cou rage o u r  p atie nts to s h a re the i r  exp e ri e n ces with us so 

we can wo rk towa rd e n s u r i n g  a l l  d i sch a rges a re safe .  

C h a i r m a n  L e e  a n d  Com m ittee M e m bers, th a n k  y o u  fo r yo u r  t ime a n d  attent ion . 

I wo u l d  b e  h a p py to a n swe r a n y  q u esti o n s .  

M a ggie Sea m a n d s, 

Case M a n age m e nt a n d  Soci a l  Services D i rector 

Sanfo rd H e a lth  

701-323-805 1 
M aggi e .Sea m a n d s @Sa nfo rd H e a lt h . o rg 
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Michael, Bismarck: My dad  deve loped a bed sore when he was i n  the hosp ita l fo r pneumon ia. When he 

ca me home we d id n't rea l ly know what to look fo r so when it became infected, we d id n't catch it r ight 

away. He retu rned to the hosp ita l and we were sca red for h i s  l ife. He was i n  fo r a long t ime fight ing the 

i nfect io n. We' re b lessed that he made it but wish we wou ld  have known what to look for. I t  p roba bly 

wou ld  have prevented the second long stay. 

Kim, Fargo: The hosp ita l i n it ia l ly ident ified my mother as  a ca regiver, but she has  no ab i l ity to do it. Not 

even c lose. My brother  and  I took on  those d uties and watched over him at the hospita l 24/7 a nd we 

were ve ry pe rsistent. We to ld  the nu rses at the hospita l there was a window one morn ing that ne ither 

of us  cou ld  be there to watch Dad. I retu rned a l itt le  ear l ier  from my a ppo intment a nd when I got to the 

hosp ita l the d ischa rge was i n  p rocess ! I wasn't notified and  my brother  and  I had been there consta nt ly 

except for that  one morn i ng. We were shocked ! 

Anonymous, Bismarck: I was he lp i ng my mother after she had  su rgery on her  shou lder. One day we 

dec ided to give her  a bath and  removed her  s l i ng. After the bath we cou ld  not figu re out how to put the 

s l ing back on (we weren't ta ught how to do  that when Mom was i n  the hospita l ). We kept t ry ing but 

eventua l ly had  to go to the emergency room fo r he lp. 

Merne, Fargo: After be ing on  IV's (on ly) fo r fou r  days I was d ischa rged from a Hospita l i n  Fargo after 

emergency ga l l  b l adder  su rgery. I thought I understood the d isch a rge i nstruct ions even though I was 

sti l l  on  pa i n  med icatio ns. However, afte r two hours at home I rea l ized that I had a butterfly wing need le  

i n  my a rm. Fo rtu nately my son knew from h is  m i l ita ry service i n  I raq  how to remove i t ,  saving me a 

vis it to the emergency room. 

Vet Rae, Fargo: My s ister was i n  the Emergency Room at Sa nford for her  sp i ked b lood pressu re and I 

t h i nk  someth ing e l se, she m ight have fa l len. When she was ready to leave, the n u rse put  her  sheets on  

the beds ide ta b le  for her  d ischa rge wh i ch  inc l uded supposed ly what  she was  supposed to  do when  she  

got home. They d id n't ta l k  to  her  a bout  i t  and  when  her  da ughte r looked at them they were for a nother  

woma n  who was  there fo r a m igra i ne  headache. Need less to  say, my n iece was  not  too happy. 

Lau ra, Bismarck: Pat ie nts get sent home with oxygen ta n ks and  cum bersome wheel  cha i rs with l itt le to 

no instruct ion. Home hea lth needs to be o rdered on  every s ing le pat ient to have at least one post 

hosp ita l izat ion vis it. Med icat ion set-u p  needs to be re-o rga n ized and  checked ! M a ke su re a primary 

ca regive r is present at d ischa rge.  

El len, Bismarck: A s ixth grade re lat ive of mine was hospita l ized i n  Ja mestown with a b lood suga r read i ng 

of 378. She was tra nsferred to a Fargo hosp ita l where she was d iagnosed with d i a betes and  a severe 

k id ney i nfect ion. She a l so was runn i ng a temperature of 103 degrees .  After a lmost a week in the 

hosp ita l she retu rned home where her  grand mother was charged with ta k ing ca re of her. When they left 

the hospita l her  gra ndmother be l ieved she was to provide 20 un its of med icat ion, but she noticed the 

paperwork read  two u n its. Confused, she wondered why her  gra nddaughter's b lood suga r was aga i n  i n  

t he  300s. So she contacted t he  doctor and  d i scovered t he  paperwork was  wrong. 
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Janet, Bismarck:  Doctors need to be more awa re of what wi l l  ha ppen to patie nts afte r they leave the 

hospita l .  Coope ration among med ica l p rofess iona l s  and fa mi ly  mem bers is  the key to success, the key to 

kee ping o lder peop le i n  their  homes; happy, hea l thy and enjoying l ife as  m uch as poss ib le .  

Mari lyn, Fargo: I be l ieve that ca refu l ,  cons istent, ora l ,  and  written d i rect ions wou ld  have been of  great 

a ss ista nce to me. Also, s ince my l a rgest p rob lem was wound  ca re, if materia ls  were p rovided fo r me, or 

if I were even told where to get them, I wou ld  have been better a b le  to ca re fo r my h usba n d .  

Muriel ,  Mandan :  Tra i n i ng, tra i n i ng !  Med ica l  staff needs t o  p u t  a l l  i n struct ions i n  writ ing .  S o  m uch deta i l  

i s  fo rgotten d u ring th i s  st ressfu l t ime  and  make su re the  ca regive r a nd pat ient DO the i nstruct ion 

themse lves - do ing is  m uch more effective tha n j ust hearing them . 

Carly, Tioga : Fa m i l ies a re ve ry sca red to leave (the hosp ita l )  beca use they don't  understa nd instruct ions .  

Mary Ann,  Grand Forks: My frustrat ion was the i nco rrect a ssumption that fa mi ly  was not  and  wou ld  not 

be act ive ca regivers and weren't entit led to good i nformat ion and tra i n i ng to support ou r  loved one .  



Why North Dakota Needs the CARE Act 
N o rt h  Da kota fa m i l y  
ca reg ivers h e l p  the i r  o l d e r  
l oved ones with d a i l y  
a ctivit ies l i ke shopping ,  
t r a n s p o rtat ion ,  mea l s ,  a n d  
chores .  They a l so :  Manage medicat ions* Hand le  nu rs ing  and 

medica l  tasks* 

Today the average hosp ita l stay in the U n ited States is 4.5  
days . In  1 980 it was 7 . 3  days . And yet today's patients a re 

o lder, s icker, and  just be ing d ischa rged ea r l ie r. ** 

ti ti 
1 i n  4 N o rth Da kota fa m i ly ca reg ivers say they 
d id  n ot receive i n struct ions  o n  med ica l  tasks 
when the i r  l oved o n es were d ischa rged fro m 

the hosp ita l .  1 i n  4 i s  too m a ny. *  

This is why AARP North Dakota is fighting fo r  the CARE Act, a commonsense, 
no-cost bill that requires hospitals to provide instruction on the 

medical tasks family caregivers will need to do at home. 

What is the CARE Act? 

The CARE Act features El important provisions 

Designate 
Pat ie nts ca n des i g n ate a fa m i ly caregiver to be reco rded in the i r  
m e d i ca l  reco rd when they a re a d m itted to  the hospita l 

Notify 
Fa m i ly careg ivers a re n ot ified  befo re t h e i r  l oved o n e  is 
d isch a rged fro m the h osp i ta l 

I n struct 
Fa m i ly careg ivers a re i n stru cted o n  the  m e d i c a l  tasks they 
wi l l  need to d o  at h o m e ,  l i ke c l ea n i n g  a wo u n d  o r  g i v i n g  a n  i nj e ct i o n .  

* November 201 8  s u rvey o f  800 North Da kota voters age 40+ . M a rg i n  o f  error ± 3.46%. 
**Fra kt, A. (201 6, J a n u a ry 06) . The H idden F i n a n c i a l  I n ce ntives B e h i n d  You r  Shorter Hospita l  Stay. The 

N ew York T imes .  



North Dakota Voters Support the CARE Act 
Across party l i nes, N orth Da kota voters age 40+ overwhe lming ly 

s u pport the CAR E  Act. 

Hospita ls  shou ld 
instruct careg ivers on 
medica l tasks 

Hospita l s  shou ld inform 
careg ivers of major 
decis ions 

Hospita ls should record 
the name of the fam i ly 
caregiver i n  the patient's 
medica l  record 

In states where the CARE Act is l aw, n u rses and other hea lth and socia l  
service professiona ls  say i t  has hel ped them engage with fa mi ly 

ca regivers and red uce u n necessary re-hospita l izat ions.  

North Dakota is among on ly  1 3  states in th is country that have NOT passed 
the CARE Act and caregiving fami l ies outside of North Dakota right now are 
benefitting from the law's protections . 

. AA nn• Rea l � Possib i l ities 
N orth Dakota 1--..caregivers"' 
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Page 1, l i n e  1, after  "A B I LL" rep lace the rema inder  of the b i l l  with "fo r  a n  Act to c reate and  enact 

c h a pter  23-49 of the  North Da kota Centu ry Code, re lat ing to hosp ita l d i sch a rge po l i c ies. 

BE  IT ENACTED BY TH E LEG ISLATIVE ASSEMBLY OF NORTH DAKOTA: 

SECTION 1. Cha pter 23-49 of the No rth  Dakota Centu ry Code  is c reated  a nd enacted as 

fo l l ows :  

23-49-01. Definitions. 

As used in th is cha pter: 

1 .  " D isc h a rge" means  t h e  exit o r  re lease o f  a pat ient from i npat ient  ca re i n  a hosp ita l  to 

the  res idence of the patient. 

2 .  " I nfo r m a l  ca regiver" means  an  i nd ivid u a l  w h o  is a t  least e ighteen yea rs of age, who a 

pat ie nt, o r  the pat ient 's lega l representat ive, des ignates at a d m iss ion a s  a lay ca regive r, 

a n d  who  fo l lowing the d ischa rge of the pat ient is w i l l i ng a n d  ab l e  to pe rfo rm post 

hosp ita l ca re fo r the pat ient at the  pat ient 's  res idence. 

3 .  " Post-hosp ita l care"  m e a n s  ca re d i rectly re lated t o  a pat ient 's  con d it ion  at  t h e  t ime of 

d isch a rge a n d  which is p rovided by an info rm a l  ca regiver to the pat ient  i n  the patient's 

res idence .  

4.  " Res id e n ce "  means  the dwe l l ing a pat ient  cons iders to be the  pat ie nt ' s  home. The term 

does  not i nc l ude  a hosp ita l or rehab i l itat ion fac i l ity. 

23-49-02. Patient and Caregiver Discharge Plann ing I nvolvement and Documentation 

1 .  A hosp ita l m ust have i n  effect a d ischa rge p l ann i ng p rocess that  a pp l ies  to a l l  patients. 

A hosp ita l ' s  po l ic ies and  proced u res m ust be specified in wr it ing. 

2 .  A hosp ita l m ust ident ify a t  a n  ea r ly stage o f  hosp ita l i zat ion a l l  pat ients w h o  a re l i ke ly to 

suffer a dverse hea l th  conseq uences u pon  d ischa rge if there is no adequate d ischarge 

p l a n n ing  a n d  active ly: 

a . I nvo lve such a patient th roughout the d isch a rge p l a n n ing p rocess a nd,  as  

needed, the pat ient's info rm a l  ca regive r o r  rep resentat ive o r  both; 

1 



b .  Document i n  the  pat ie nt's med ica l record t he  pat ient's d is cha rge p l a n; 
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c .  Com m u n icate the p l an  to  the patient a nd, as  needed ,  the  pat ient' s  i nforma l  

ca regive r o r  representative or both; 

d .  Document i n  the  pat ie nt' s med ica l record the a rra ngem ents m a d e  for i n it i a l  

i m p lementatio n  of the  d ischarge p l an, inc l ud i ng a ny t ra i n i ng a n d  mater ia l s  

p rovided  to the  pat ient, the patient's informa l  ca regive r, o r  rep resentat ive . 

23-49-03. Tra in ing or After Care Tasks 

1 .  A hospita l sha l l  cou nse l a pat ient, the patient' s i nfo rma l  ca regive r, o r  rep resentative a s  

needed  to p repa re the pat ient for post-hospita l ca re, wh i ch  may i n c l ude  p rovid i ng in ­

hosp ita l educat ion o r  tra i n i ng to the patient or  to  the pat ient's i n fo rm a l  ca reg iver o r  

representat ive . 

2 .  The educat ion o r  tra i n i ng provided by a hospita l t o  a pat ie nt, t he  pat ient's i nfo rma l 

ca regive r, o r  representative m ust be ta i lo red to the pat ient 's  i dent if ied needs wh ich  

may inc lude med icat ions, treatment moda l it ies, physica l and occu pat io n a l  therap ies, 

psychosocia l  needs, a ppo intments, and other  fo l low-up  act iv it ies .  

3 .  Teach ing  m ethods used by  a hosp ita l may inc lude repeated review of i n struct ions with 

retu rn demonstrat ions o r  repeat-backs by a pat ient o r  the pat ient' s i n fo rm a l  caregive r 

o r  representat ive . 

Ren u m ber  acco rd i ngly 

2 
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Nicole Poolman 

House Human Services Testimony 

SB 2154 
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Good morning, Chairman Weisz and members of the committee, my name is 

Nicole Poolman, state senator from District 7 representing Bismarck and Lincoln. 

I'm here today to introduce SB 2154, a bill to provide training to caregivers before 

they leave the hospital. North Dakotans believe caregivers should be taught how to 

care for loved ones before they leave, and some hospitals are doing a wonderful 

job in this area. Others are not. Thirty percent of North Dakota's caregivers say 

they received no instruction on the duties they had to perform before they left the 

hospital. We experienced both good and bad examples of caregiver training in my 

own family, so I understand how dire the consequences can be if training is not 

provided. 

Caregivers in North Dakota provide 58 million hours of care at a value of more 

than $860 million to the state of North Dakota. At a time when we struggle to 

provide funding to long term care facilities, these caregivers are saving tax payers 

millions of dollars. The least we can do is provide training to allow them to care 

for their loved ones safely. 

By the year 2025, the population of those age 65 and older will grow by 50,000. 
We need to support the caregivers who will undoubtedly save the state millions of 

dollars in the very near future. I urge you to join the 40 other states that have 

passed this legislation and respectfully ask for your support of SB 2154. 
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N o rth Da kota 
M a rch 5 ,  2 0 1 9  

House H u m a n  Services Comm ittee 
SB 2 1 54- Testimony on Hospita l to Home Transitions - The CAR E  Act 

AAR P  N orth Dakota 
jaskvig@aarp . o rg or  7 0 1 -989-0 1 29 

mikechaussee@aa rp .org or  70 1 -390-0 1 6 1  

C h a i rman Weisz , members of the H o u se H u m a n  Services Comm ittee , I a m  M i ke 

C h a u ssee with AAR P  North Dakota . 

Most of you know the story of o u r  fou nd e r  D r. Ethe l  Percy Andrus .  A reti red 

ed u cator, she became an activist i n  the 1 940s when she fou n d  a forme r  co l leag ue of 

hers l iv ing in  a chicken coop beca u se she cou l d  afford n oth i n g  e lse . D r. And rus 

cou l d n 't ignore the need for hea lth and fi n a n cia l  secu rity i n  America and set the 

wheels in  motion for what wo u ld  become AAR P . We a re a n o n p rofit, nonpartisan 

membe rs h i p  o rgan ization with 8 8 , 000 members i n  North Dakota and 38 m i l l ion  

nationwide .  We u nd e rsta nd the prio rities a n d  d reams of  peop le 50-p l u s  and a re 

com m itted to help i n g  them l ive l ife to the fu l lest. 

I ' m  here tod ay to suppo rt Senate B i l l  2 1 54 - a b i l l  we at AAR P  ca l l  the CAR E  Act . 

It 's intended to create a better work ing re lationsh ip  between hospita ls a n d  the 

peop le who wi l l  be taking over the hea lth ca re ro le once the patient retu rns home.  I n  

the b i l l  we ca l l  them ' i nformal ca reg ive rs '  - at AAR P  we often refe r to them a s  'fa m i ly 

ca regivers '  because so many of them a re fam i ly mem bers .  These more than 62 , 1 00 

u n paid , often under  p repared people save the state m o re than $860 m i l l ion  a yea r by 

perfo rming 58 m i l l ion hou rs of service . 
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They a re a n  i m po rta nt p iece of the home ca re model . Without the i r  com m itment to 

the i r  loved ones,  many m o re people wo u ld end up in i n stitut ional  ca re l i ke n u rs i ng 

homes . 

I n  o u r  resea rch we h ave d iscovered that i nformal  ca reg ivers perform household 

chores ,  d rive to appo intments , cook fo r and bathe the i r  loved ones.  We've a lso 

lea rned that m o re and m o re often they a re perform i ng com p lex med ical tasks l i ke 

m a n a g i n g  med icatio n ,  cha n g i n g  bandages and g iv ing i nject ions .  I n  a s u rvey of 800 

North Dakota ns we con d u cted a cou p l e  of  months ago we found that 63 perce nt of 

cu rrent and forme r  ca reg ivers oversee med icat ion and 56 percent perform those 

com p lex tasks . These a re n ot easy jobs for people who a re wel l  tra i ned , much less 

those who h ave l itt le o r  n o  tra i n i n g  at a l l .  

Before I get i nto the g uts of Senate B i l l  2 1 54 and why we at AARP su pport it ,  I 'd l i ke 

to take a moment to thank the N o rth Dakota Hospital Associatio n .  At the req uest of 

some of you o n  th is  com m ittee ,  and from some members of the Senate H u man 

Services Comm ittee ,  we've co l laborated on a b i l l  we both su pport .  The b i l l  i n  front of 

yo u is a com p rom ise that we bel ieve empowers i nforma l  ca reg ivers by d efi n i ng the i r  

ro le i n  state statute and br ings t o  the forefront how hosp ita ls can h e l p  them d o  the i r  

jobs better . 

We a re part ic u l a rly support ive of how we've defi ned ' i nfo rmal  ca reg iver' i n  the b i l l  

a n d  h ow we've i n co rporated that term i n o logy in  p lace o f  t h e  use of ' rep resentative' i n  

t h e  CoPs . We bel ieve th is  he lps h ospita ls clearly identify who need s t o  b e  i nvolved 

in the d ischa rge p la n .  

The lang uage i n  the sect ion about post-hosp ita l ca re tra i n ing goes to the hea rt of 

what we' re try ing to d o .  We th i n k  it's cruc ia l  that i nforma l  ca reg ivers are specifica l ly 

identified and inc luded i n  th is  sect io n .  

I th i n k  t h e  most excit ing part o f  what we've accompl ished together i s  wh at i s  to 

come.  We wi l l  do o u r  part to he lp  ed ucate and provide resou rces to the hosp ita ls as 

3/Sf 1 9  
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they embrace the value of includ i ng and ed ucat ing ca reg ivers even more than they 3 / 5/1 9  
a l ready d o .  We've a l ready had some d iscuss ion  about h ow we can work together to Pt 3 
i m p rove the d ischarge process and we've even inv ited them to partici pate in  te le-

phone town h a l l  we' re hosti ng this s u m mer.  

F i n a l ly ,  I 'd j u st l i ke to spend another  m i n ute or two d iscuss i n g  the need for th is 

col laborative effort . 

I n  o u r  s u rvey con d u cted a few m o nths ago we ta rgeted North Dakota n ' s  40 a n d  

o l d e r .  W e  d iscovered that a lmost h a lf o f  t h e  people s u rveyed s a y  they either a re 

cu rre ntly careg iv ing or have done so i n  the past (47% ) .  That's a staggering  n u m ber .  

So ,  we know many people are ca reg ivers .  

We a lso fou nd out that more tha n  90 percent o f  them n eed a n d  wa nt instru ct ion from 

the hosp ita l before they go home,  b ut more tha n  a q u a rter of them say they a re n ot 

getti ng  that instruction . We th i n k  by worki ng together o n  the e lements with i n  th is  b i l l ,  

we ca n s h ri n k  that n u m ber greatly. 

In states where the CARE Act has passed and i m p lementatio n  has beg u n ,  n eat 

th ings  a re happen i n g .  

T h e  N ew Jersey Hospita l Associat ion cred its t h e  CAR E  Act for a 1 3  percent 

d ecrease in hosp ita l read m iss ions in the state . A hospita l g ro u p  in another state 

where the CARE Act passed sta rted a 2417 helpdesk for ca reg ive rs to ca l l  when they 

need h e l p .  And a nother hospita l has estab l ished a careg iver advisory g ro u p  to he lp  

d iscover and solve p rob lems.  We know these a n d  other  i n n ovative sol utions wi l l  be  

popp i n g  u p  more and more as  the 40 states a n d  territories that h ave passed the 

CAR E  Act work to  i m p lement it i nto the i r  work . 

I 'd l i ke to end my testimony with a n ugget from a C h ief N u rs i n g  Officer i n  a state 

where the CARE Act passed . H e re 's  her q u ote : 
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"When we fi rst saw the leg is lat ion we were skeptica l .  I wi l l  say to you , p robably afte r Pf 'f 
the fi rst week of g o- l ive , I was hooked a n d  I was j u st 1 00 percent on board a bout the 

benefit of this work and this leg is lat ion for patie nts and ca reg ivers . " 

We know patie nts a re be ing re leased from the hospita l  earl ier  and ea rl ier .  We know 

that peop le  wa nt to rem a i n  home for as long as poss ib le . And we know i n  o rd e r  to 

keep them there ,  someone has to he lp  take ca re of them . I n  some i n sta nces , outs ide 

he lp  is  ava i lab le  and affo rd a b l e .  But  i n  m a ny instances , i n  most i n stan ces,  that  ca re 

fa l ls on the s h o u l d e rs of a loved one .  An i nformal  ca reg ive r  who goes u n paid and too 

often u n recog n ized . They d o n 't have lobbyists , they a re n 't a b le to o rg a n ize ,  and they 

often d o n 't know whe re to tu rn .  That's why we at AARP have taken u p  the mantle to 

he lp  su pport them . 

Th is  leg is lat ion g ives those ca reg ivers the recog n it ion they deserve rig ht away, i n  

t h e  hospita l ,  whe re they ca n b e  inc luded ,  i nvolved a n d  ed ucated . 

Tha n k  you ,  

AARP N o rth Dakota 

Additional Testimony Provided from: 

Page of stories collected from caregivers 

Bismarck parish nurses group 

Kim Jacobson, Traill County 

• 
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M ichael ,  Bismarck: M y  d a d  d eve loped a b e d  so re when h e  w a s  i n  t h e  h o s pita l fo r p n e u m o n i a .  W h e n  h e  

ca m e  h o m e  w e  d i d n't  rea l ly know w h a t  t o  l o o k  fo r s o  w h e n  i t  beca m e  i nfected,  w e  d i d n't  catch i t  r ight 

away.  H e  ret u rn e d  to the hosp ita l  a n d  we we re sca red fo r h is l ife . He was i n  fo r a l o ng t i m e  fight ing the 

i nfe ct i o n .  We' re b l e ssed that  h e  made it b ut w i s h  we wo u l d  h ave known what to look fo r.  I t  p ro b a b l y  

w o u l d  h ave p reve nted t h e  s e c o n d  long sta y .  

Kim,  Fa rgo: T h e  h o s p ita l i n it ia l ly i d e ntif ied m y  mother  a s  a ca regive r, but  she  h a s  n o  a bi l ity to d o  it .  Not  

eve n c lose . M y  b rot h e r  a n d I took o n  those d ut i e s  a n d  watc h e d  ove r  h i m  at t h e  h o s p ita l 24/7 a n d we 

w e re ve ry pe rsiste nt .  We to ld  the n u rses at t h e  hosp i ta l  t h e re w a s  a w i n d ow o n e  m o r n i ng that  n e i t h e r  

of u s  co u l d  be t h e re to watch D a d .  I ret u r n e d  a l itt l e  e a r l i e r  fro m my a p po i nt m e nt a n d w h e n  I g o t  t o  t h e  

h o s pita l t h e  d ischa rge was i n  p rocess ! I w a s n't notified a n d  my b ro t h e r  a n d  I h a d  b e e n  t h e re consta nt ly  

except fo r that  o n e  m o r n i ng .  We we re shocke d ! 

Anonymous, Bisma rck: I was h e l p i ng my m o t h e r  afte r she  h a d  s u rg e ry o n  h e r  s h o u l d e r. O n e  d a y  we 

d ec ided to give her a bath a n d  re m oved h e r  s l i ng .  After  the bath we co u l d  not fig u re o ut how to put  t h e  

s l i n g  back o n  (we we ren't  ta ught how to d o  t h a t  when M o m  was i n  t h e  hosp ita l ) . W e  kept t ry i ng b u t  

eventua l ly h a d  to go t o  t h e  e m e rgency roo m  fo r h e l p .  

Merne, Fargo: After be i ng o n  IV' s (o n ly) fo r fo u r  d a ys I w a s  d is c h a rged fro m a H o s p it a l i n  Fa rgo aft e r  

e m e rge n cy ga l l  b l a d d e r  s u rgery .  I tho ught I u n d e rstood t h e  d isch a rge i n struct i o n s  eve n t h o ug h  I w a s  

sti l l  o n  p a i n  m e d icatio n s .  H oweve r, a fter two h o u rs at  h o m e  I re a l i zed  t h a t  I h a d  a b utte rfly w i n g  n e e d l e  

i n  m y  a rm . Fo rt u n ate ly  m y  son knew fro m h i s  m i l ita ry service i n  I ra q  h o w  to re m ov e  i t ,  sav ing m e  a 

v is i t  to t h e  e m e rg e n cy roo m .  

V e l  Rae, Fargo: M y  s iste r wa s i n  t h e  E m e rg e n cy Room a t  Sa n fo rd fo r h e r  s p i ke d  b l o o d  p re ss u re a n d  I 

t h i n k  so m et h i ng e l se,  s h e  m ight have fa l l e n .  W h e n  she wa s re a d y  to l e ave, the  n u rs e  p u t  h e r  sheets o n  

the bed s i d e  ta b l e  fo r h e r  d isch a rge w h ich i n c l u d e d  s u p posed ly  w h a t  s h e  was s u p p o s e d  t o  d o  w h e n  s h e  

g o t  h o m e .  T h e y  d i d n't ta l k  t o  h e r  a bo ut it  a n d  w h e n  her  d a ughte r l o o ke d  at t h e m  t h e y  w e re fo r a n oth e r  

wo m a n  w h o  was t h e re fo r a m igra i n e  h e a d a c h e .  N e ed less t o  say, m y  n iece was  n ot too h a ppy .  

Laura, Bismarck: Pat ie nts get  s e nt h o m e  with oxyge n ta n ks and c u m b e rso m e  whee l  c h a i rs with l itt l e  to 

n o  i n struct i o n . H o m e  h e a lth  needs to be o rd e re d  on eve ry s i n g l e  pat ient  to h ave a t  l e a st o ne post 

h ospita l izat ion vis it .  M e d icat ion set- u p  n e e d s  to be re-o rga n i z e d  a n d c h ecked ! M a ke s u re a p ri m a ry 

ca regive r i s  p resent a t  d isch a rge.  

E l len, B ismarck: A s ixth grade re l ative of m i n e  was hosp ita l ized i n  J a m estown with a b lood s uga r rea d i ng 

of 378. S h e  was  t ra n sfe rred to a Fa rgo hosp ita l w h e re s h e  was d i ag n o se d  with d i a betes  a n d a seve re 

k i d n e y  i nfect io n .  S h e  a l so was ru n n i ng a te m p e ra t u re of 103 d eg re e s .  Afte r  a l most a w e e k  in  the 

hosp ita l s h e  ret u rn e d  home where her  gra n d m o t h e r  was c h a rged with tak ing ca re of h e r. When they l e ft 

the h o s p ita l h e r  gra n d m ot h e r  be l ieved s h e  was to p rovi d e  20 u n its of m e d i cat ion,  b ut s h e  noticed t h e  

p a p e rwork re a d  two u n its .  Co nfused, she wo n d e red w h y  h e r  g ra nd d a ughter' s  b lood s u g a r w a s  aga i n  i n  

the  300s.  So she co ntacted the d octo r a n d d iscove red t h e  p a p e rwo rk w a s  wro ng.  
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Janet, B ismarck:  Docto rs n e e d  to b e  m o re awa re of what w i l l  h a p p e n  to pat ie nts after  they leave t h e  

hospita l .  Coo p e rat i o n  a m o ng m e d ica l p rofess io n a ls a n d  fa m i ly m e m be rs is  t h e  key t o  s u cce ss, t h e  k e y  t o  

kee p ing o l d e r  peo p l e  i n  t h e i r  h o m e s; h a p py, h e a lthy a n d  e njoying l ife a s  m u ch a s  possi b l e .  

Mari lyn, Fargo: I b e l i eve t h a t  ca refu l ,  co n s iste n t, o ra l ,  a n d  writte n d i rect i o n s  wo u l d  have b e e n  of great 

a ssista nce to me.  A l so,  s i n ce my l a rgest p ro b l e m  wa s wo u nd ca re, if mate ri a l s  were p rov i d e d  fo r me,  o r  

i f  I we re eve n t o l d  w h e re t o  get t h e m, I wo u l d  h ave b e e n  better  a b l e  t o  c a re fo r my h u sba n d .  

M u rie l ,  Mandan:  Tra i n i ng, t ra i n i n g !  M e d ica l staff n e e d s  t o  p u t  a l l  i n struct i o n s  i n  writ i ng .  S o  m u c h  d e ta i l  

i s  fo rgotten d u ri n g  t h i s  st ressfu l t i m e  a n d  m a ke s u re t h e  ca regive r a n d pat ient  D O  t h e  i n st r u ct io n 

t h e m se lves - d o i ng i s  m u ch m o re effective t h a n j u st h e a r i ng t h e m .  

Carly, Tioga : Fa m i l i e s  a re ve ry sca re d to l e ave ( t h e  hospita l )  beca use they d o n't u n d e rsta n d  i n str u ct io n s .  

Mary An n, Grand Forks: My frust rat i o n  was t h e  i n co rrect ass u m pt i o n  that  fa m i ly w a s  n ot a n d  wo u l d  n o t  

be a ctive ca regive rs a n d we re n't  e nt i t l e d  to good i nfo rm a t i o n  a n d tra i n i n g  to s u p p o rt o u r  loved o n e .  
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As local Faith Community Nurses, one of our tasks is visiting our parishioners in their 

homes. These visits are done to follow-up after a hospitalization that we have been made 
aware of by a family member or referred to us by church clergy. We also check on the 

homebound elderly and help parishioners get set-up with local community resources. 
Advocating for our parishioners to stay safe in  their home is of  utmost importance.  I n  our 

experience, we have been met with some troublesome hospital discharge situations.  We are 

in a very unique position to observe firsthand how improved discharge planning; discharge 

education and an appointment of a caregiver would alleviate some of the problems that we 
are seeing and improve the outcome of their  discharge. In most cases, we are not involved 

in their care before a hospitalization nor are we involved in their care while  hospitalized. 

Therefore, we are not a part of their discharge process. Once we come into their home after 

a discharge, we are able to recognize some maj o r  gaps in  communicati o n  b etween the 

patient and the hospital staff. Below are a few examples :  

• Elderly patients are being discharged to home under the assumption that a family 
member will step in as thei r  caregiver. I n  some cases, this family member is a 

spouse that is unable to care for the patient at an adequate level. The spouse will 
report that they can care fo r  the patient but the hospital staff has not assessed the 

actual situation.  There are very obvious cases that the spouse would be u nable to 
properly care for the patient but yet they are sent home with them as their 

caregiver, anyway. An able and will ing caregiver needs to be assesse d  and 
appointed. I f  this is not available, then some sort of  in-home support needs to be  

ordered by the physician and set-up by discharge planners. Even j ust one home 

health visit would help to set the patient up for success once they are back home. 
• Another example along these same lines is that elderly patients are being sent home 

with the assumption that their adult children o r  nieces/nephews will  help transition 
them back into the home. While these family members usually have good intentions, 
their own family l ife and work schedule makes it so that proper caregiving does not 

exist. I f  a willing and able caregiver is not appointed or i f  a family member cannot 
commit enough time to caregiving, then in-home support needs to be set-up before 

discharge to fill in  these gaps, even if  it only fo r  the first couple weeks after 
discharge. 

• We have seen patients be discharged and sent home with oxygen tanks, wheelchairs, 

new medications and multiple scheduled follow-up appointments but they do not 
understand or have the abil ity to manage all of  these things. They do not have rides 

to appointments so they end up scrambling to find help or they miss their follow­

ups. They do not have the physical strength to manipulate their wheelchair nor do 

they have room in their small home to maneuver around with it because their home 

situation has never been assessed. They do not understand how to use their oxygen 

tanks and they can barely move it around the home alongside them. The new 
medications that were started in  the hospital need to be added to their  pillbox but 

the patient does not have the ability to organize this.  Also, we have seen that when a 

new medication is started in the hospital to replace an old medication, the patient 

does not understand this and will take both medications once they get home. In 
cases like these, home health needs to make at least one visit to their home to assess 

the medication changes and schedules as well as make sure that the hospital 
equipment works within their home. Another solution would be to appoint and 

educate a caregiver that could be present at discharge to receive the proper 



education. This appointed caregiver could be educated about the medication 

changes so they can fix the pil lbox at home. This caregiver could also advocate for 

the patient if  they know that the medical equipment will  not work in the home 
setting. 

• O ften times, home health is not set up or even discussed with the patient. I n  cases 

that the patient does not qualify for home health, it is  still not discussed with them 

about the in-home support services available to them. M eal delivery services are not 

discussed or offered upon discharge. The services provided by the local Senior 

C enter are not discussed.  The services provided by our N D  Department of Aging 
Services are not discussed. We have wonderful resources in our city that are 

available to these patients but they are not being discussed or communicated. I f  
some of  these services were set while the patient is  still in the hospital, the 

transition to home could be more seamless. Once the patient is discharged to home, 
they are usually weak, ill  and tired. Making these arrangements on their own is  close 

to impossible, in most cases. 
• We have also seen a case where a patient was living in an Assisted Living Facility but 

was under independent care, meaning they were receiving no assistance within the 

facility. This patient ended up going to the Emergency Room for pain, due to a fall .  

After the problem was resolved in  the E R, the patient was discharged back home to 
the Assisted Living Facility. I t  was "assumed" that this patient would have a 

caregiver when in actuality; this  patient was not receiving any services.  The E R  did 

not  notify the Assisted Living Facility, physical therapy was not  ordered and the 

primary care physician was not notified. Once the patient returned home, the new 

medications were incorrectly organized and some were found on the floor.  This gap 
in  communication could have been resolved by making sure this patient had an 
appointed caregiver or by calling the assisted living facility to make sure that 

appropriate care would be provided at the facility. 

We are fully aware that the hospital based Registered Nurses working with these 
patients are doing their best with the time that they have while juggling multiple patients, 

admissions and discharges. We do not believe that the discharge planning should fall onto 
their shoulders. It  would be impossible for them to take on this task H owever, s imply 

appointing an able and willing caregiver is a step in the right. On a broader scale, hospitals 
need to have some sort of  discharge planning team that helps with transitions from 

hospital to home. Case Managers or Discharge Planning Nurses could work with outside 
entities, such as the ND Department of  Aging Services, M eals on Wheels and the local Senior 

Center. Relationships could be developed between the hospital and private in-home support 
companies.  The hospital could util ize their Home Health program to create a seamless 

transiti on from hospital to home. The communication errors, the false assumptions, the 

inadequate caregivers at the home and the medication set-up errors that we have witnessed 

could be greatly reduced by having someone assess these patient's situations while they are 

hospitalized.  We want to see that the elderly and disabled people in our community are 
being set up for success once they leave the hospital . We also want to see hospital 

readmissions reduced, for the patients' and hospital's sake. Most importantly, we want all 
people to be  able to manage their health at home with reduced stress and a higher quality of 

l ife .  

Thank you, 

Faith C ommunity Nurses in Bismarck, N D  
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Chai rm a n  Lee and m e m b e rs of t h e  Senate H u m an S e rvice C o m m ittee , I a m  Ki m 

J acobson from C u m m i ngs ,  N orth D akota wh ich is i n  Tra i l l  C o u nty, N o rth D a kota . I 

apolog ize fo r n ot be ing p resent for tod ay's heari n g . However ,  p l ease accept m y  written 

testi mony in  support of S B  2 1 54 .  

When speaking about my fam i ly's h ealth , I h ave ofte n referred to u s  as " m ed i ca l ly 

cha l lenged . "  If there is some ra re com p l i cati on or  s ide effect , we a re s u re to expe rien ce 

it .  H owever,  th ro u g h  these exp e ri e n ce s  I have become stro n g ly d eterm i n e d  that a l l  

i n d ivid uals  who a re hospita l ized n eed to  focus o n  o n e  th i ng ,  g etti n g  wel l .  F o r  t h at reason ,  

I a m  very com m itted for supporti n g  m y  l oved ones whe never they a re hospita l ized . To 

me this means e n s u ri ng that a fam i ly m ember is with o u r  s ick loved o n e ,  to t h e  g re atest 

amou nt poss ib le ,  around the c lock.  My s u pport of SB 2 1 54 stems from my exp e ri e n ces 

with my d a u g hter ,  my moth er  a n d  my father. 

I wou ld l i ke to te l l  you a l ittle  b it  a b o ut my father ,  Rich a rd And e rs on .  H e  is  a reti red ,  

8 1 -yea r-o ld , stu bborn , d eterm i ned , secon d  generation  Swed ish fa rme r  a n d  b u s i n essm a n .  

H is exper ience with d isch a rge p l a n n i n g  d u ring a recent acci d e nt p rovid es a vivid e xa m p le 

on why there is a need for improvement to the d ischarge p rocess a n d  req u i rements.  

In  October 20 1 8 , my father cam e  upon road debris  wh i l e  d rivi n g  h is beet  truck. 

The beet truck ro l led . My father s u sta i n ed b roken bones i n  his back , s uffered a stress 

re l ated heart attack, lacerations ,  b ru ised ri bs and kid neys . He was fou nd u nco n s c ious by 



ftd. 
SB  9-Jsl/ 
3/5/ll 
Pa i v  

the paramed ics who needed to remove h i m  from h is truck by breaking the windsh ie ld . My 

father was tran sferred to a m ajor  med ica l cen te r  in Fargo by ambu l a nce . 

H is  m ed ical  experi e n ce started off wel l  with excel lent ca re and care coord i n ation .  

However, b y  the t ime he tra nsitioned to i nterm e d i a ry care ,  th ings  changed . As fam i ly ,  we 

stayed with my father contin u ously.  My fathe r  had also experi e n ced a n  exacerbatio n  of 

COPD d u ri n g  th is med ical event  a n d  h is d ependency on breath i n g  treatments a n d  oxygen 

were critica l .  I knew my 78-yea r-old  mother was a lso fra i l .  Duri n g  the past fou r  yea rs she 

had s uffered from breast can ce r, thyroid can ce r, a severely broke n h i p  and ch ro n i c  kid ney 

fa i l u re .  Wea k  from her i nj u ry a n d  i l l nesses , my mother spends much of h e r  d ay in a 

wheelchair  o r  us ing  a wal ke r  for assistan ce .  I was very con ce rned about her  a b i l ity to 

ca re for my stubborn , a n d  freq u ently non-com p l i a nt father,  wh o we both dearly love . 

Da i ly ,  I asked to speak with the socia l  worker as I knew that d ischarg e  p lan n i n g ,  

shou ld  start rig ht away. H owever, I received n o  response , a n d  n o  o n e  was i n  contact with 

my m other ,  myself, nor my b rother  to d iscuss her abi l ity to meet my fathe r's n eeds.  

N u rses left n otes and charted o u r  req uests that a l l  went u n a n swered . 

Afte r  nearly a wee k  of be ing  at the hospita l there was a d ay where my b rothe r  and 

myself both h ad to  work. I h ad a board m eetin g  that I needed to attend . I was shocked 

to learn that d u ri ng that time a d ecision had been made to d ischarge home.  As a fam i ly,  

we had conti n u o us ly menti oned to the d octors a nd n u rses that we felt that d isch a rg e  to 

swi ng bed would  best meet h i s  n eeds.  H owever, th is req u est was den ied .  I q u ickly left 

work, p icked u p  my mother  a n d  headed to Farg o .  I cal led a n d  asked for a review of th is 

decis ion wh ich was also d e n ied before I cou l d  even a rrive ons ite . 



As I pushed my mother  in a wheelch a i r  to m y  father's roo m , I 

Occu patio n a l  Thera p ist with my father.  She rem a rked "good we need to teach his 

caregiver how to help Richard with his back brace. Who is his caregiver?" I asked h ow 

freq uent h e  wou l d  need assistance a n d  the response was t h at he needed h e l p  whenever 

he got u p ,  g ot d own and with adjusti n g  the b race th ro u g h out  the d ay.  I n  add it ion ,  as he 

cou ld  not leave bed without  the b race a n d  cou l d  n ot sit  u p  without it on , so h e  wou l d  need 

someone to p lace the b race o n  h i m  wh i l e  he la id  stati o n a ry .  I exp la ined that wh i le  I cou l d  

assist some,  that I worked fu l l-ti me a n d  that my p a rents l ived i ndepe n d ently a t  home. 

detai led my mothe r's med ical cond iti o n s .  

T h e  OT th e n  req u ested fo r m y  m other to come to t h e  s i d e  o f  the bed , s o  s h e  cou ld  

teach her how to pu l l  the brace from u nd e r  my father and adj ust.  J ust g ett i n g  out  of  the 

wheelch a i r  res u lted in my mother nea rly fa l l i n g . H owever,  s h e  persisted but c l e a rly it was 

a haza rd fo r her to do these tasks . I asked , "is it your facility's policy to discharge a patient 

who requires care without assessing the caregiver?" She looked at me b l a n kly and I 

again  asked the q u esti o n . S h e  rep l ie d  "no, but the discharge paperwork is done. I 'm 

sorry for the inconvenience. " I rem a rked i n co nven i e n ce is reope n i n g  p a p e rwork to 

i n cl ude m o re info rmati o n  for decision-m a k i n g  and that th is  was not an i n conven ience for 

u s ,  but  rather th i s  was a l ife-th reaten i n g  d ecis i o n  to d isch a rge with out fu l l  a ssessment of 

n eed s . 

Need less to say,  my father was d isch a rged late i n  a d ay o n  F ri d ay. There we re 

m a ny issues :  i n co m plete med ication l ist sent the pharmacy,  de layed referra l and sta rt of 

home health services ,  d e l ayed del ivery of oxyge n  u n it to the i r  home,  etc.  U pon getti ng 

ome , my father was stru g g l i n g  to breathe a n d  needed h i s  neb u l izer tre atme nt .  I t  was at  
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that point that it was rea l ized that h i s  n eb u l ize r was destroyed i n  the accident .  T h a n k  

g ood ness for s m a l l  N o rt h  Dakota com m u n it ies . I cal led o u r  local  p h a rmacist, a t  h o m e  o n  

a F riday eve n i n g  a n d  he m et m e  t o  g ive me a n ew u n it a n d  to l d  me w e  wi l l  fig u re o ut the 

b i l l ing later. 

D u ri n g  my fathe r's time i n  the hospita l  a l a rge mass had also been fou n d .  We 

were ass u red th at this wou ld be ad d ressed d u ri n g  with d ischa rg e  p l a n n ing with a referra l 

to a specia lty u n it .  This d i d  n ot occu r. I t  was o n ly because we h ad been there 24!7 and 

h ad noted the h ospita l ist's com m ents about  t h i s  concern that we p u shed forward a n d  

i n d ependently fo l l owed u p  w i t h  h i s  g e ne ra l  p ra ctitioner  about a refe rra l .  I t  is  a g ood th ing  

we d id .  My father  has n ow been d iag nosed with ca ncer and is  sched u led for s u rg e ry o n  

J a n u a ry 2 1 , 2 0 1 9 . However,  t h i s  s h ou ld not h ave been m issed i n  the d isch a rg e  p rocess.  

S B  2 1 54 wou ld p rov ide for a m o re m e a n i ngfu l engagement of  ca reg ivers i nto 

d ischarg e  p l a n n i ng and assessment p rocess . Whi le my fam i ly is fort u n ate , we h ave a 

s u p port system of ind ivid u a l s  w h o  a re knowle d g eable and adept at prob lem solv i ng . 

H owever ,  m a n y  N orth Dakota i n d iv id ua ls  d o  n ot h ave this benefit .  I u rg e  you to re nder  a 

"Do Pass" o n  S B  2 1 54 which wou l d  req u i re faci l it ies to take the t ime to better p l a n  for the 

o ngoing ca re of thei r  patients.  



Why North Dakota Needs the CARE �ct . �/3 d. / .-. 
N o rt h  Dakota fa mi ly  

3 / S-/ caregivers he l p the i r  o lder  
�ed o n es with d a i ly fX./- 13 
t ivit ies l i ke shopping ,  

t r a n s po rtat i o n ,  mea ls ,  and 
chores .  They a l so :  Manage medicat ions* Hand le  n u rs ing  a n d  

medica l  tasks* 

Today the average hosp ita l stay in the U n ited States is 4 . 5  
days . I n  1 980 i t  was 7 . 3  days . And yet today's patients a re 

o lder, s icker, and just be ing discharged ea r l ie r. ** 

1 in 4 North Da kota fa m i ly ca reg ivers say they 
d id  n ot receive instruct ions  o n  med ica l  tasks 
when the i r  l oved ones were d isch a rged from 

the hospita l .  1 i n  4 is too m a ny. *  

This is why MRP North Dakota is fighting for the CARE Act, a commonsense, 
no-cost bill that requires hospitals to provide instruction on the 

medical tasks family caregivers will need to do at home. 

What is the CARE Act? 

The CARE Act features n important provisions 

Designate 
Pat ie nts ca n des i g n ate a fa m i ly ca reg iver to be reco rde d  in t h e i r  
med ica l reco rd w h e n  t h e y  a re adm itted t o  the hosp ita l 

Notify 
Fa m i ly ca reg ivers a re n ot ified before t h e i r  l oved o n e  is 
d i sch a rged from the hosp ita l 

I n struct 
Fa m i l y  c a reg ivers a re i n structed on the  m e d i c a l  tasks t h ey 
wi l l  n e e d  to do at h o m e ,  l i ke c l ea n i n g  a wo u n d  o r  g i v i n g  a n  i nj e ct i o n .  

* November 201 8  su rvey of 800 North Da kota voters age 40+ . M a rg i n  of error ± 3.46%. 
**Fra kt, A. (201 6, J a n u a ry 06) . The H i dden F inanc ia l  I n centives B e h i n d  You r  Shorter  Hospita l  Stay. The 

New York Times.  



North Dakota Voters Support the CARE Act. 
Across party l i nes, North Da kota voters age 40+ overw�!9:1 i n g ly 

su pport the CARE Act . <.: -r / 

H ospita ls  shou ld 
instruct caregivers on 
medica l  tasks 

Hospita ls  should inform 
caregivers of major 
decisions 

'- /[. T 

Hospita ls  shou ld record 
the name of the fam i ly 
caregiver i n  the patient's 
medica l record 

In states where the CARE Act is law, nurses and other health a n d  socia l  
service professiona ls  say i t  has hel ped them engage with fa m i ly 

caregivers and reduce u n necessa ry re-hospita l izat ions . 

• 

• 

North Dakota is among only 1 3  states in th is country that have NOT passed 
the CARE Act and ca regiving fami l ies outside of North Dakota right now a re 
benefitting from the law's protections . 

. AA nn• Rea l � Possibi l ities 
North Dakota I-1'Caregivers"' 
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The North Dakota Hospital Association 
will take an active leadership role in major 
Healthcare issues. 

N o r t h  D a kota 11 
H o s p i t a l  A s s o c i at i o n  '. I) E s t .  1 9 3 4  
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Mission 
The North Dakota Hospital Association 

exists to advance the health status of persons 
served by the membership. 

House H u m a n  Servi ces Com m ittee 

Re p rese ntative Ro b i n  We isz, C h a i rm a n  

Marc h  5, 201 9 

Good morn ing C h a i rman Weisz and Mem bers of the H ouse H u m a n  Serv ices Comm ittee.  I am Tim Blas l , 

P resident of the North Dakota Hospital Associati o n .  I a m  here to ask you to g ive eng rossed Senate B i l l  2 1 54 
a Do Pass recom mendati o n .  

T h e  North Dakota Hospital Association represents 47 hospita ls  i n  t h e  state . T h i s  b i l l  d e a l s  with hospita l  

d i scharge po l icies.  The bi l l ,  as i ntroduced , was con cern ing  t o  o u r  mem bers beca use hospita ls  a re a l ready 

h i g h ly reg u lated regard ing  d ischarge proced u res,  i nc lud ing  state l i cens ing req u i rements,  Conditions  of 

Part ici pation  for Medicare ,  and accred itatio n  sta n d a rd s .  

W e  worked with t h e  su pporters o f  t h e  bi l l  t o  fi nd l a n g u age w e  co u ld  support .  The eng rossed b i l l  represents 

that jo int effort . The amended b i l l  descri bes the d isch a rge proced u res hospita ls  fo l l ow today.  For exa m ple ,  

the b i l l  req u i res hospita ls  to have written d i scharge po l ic ies and that  they i nvolve a patient th roug hout the 

d ischarge p l a n n i ng process . Aga i n ,  th is  is  what hospita ls  a re d o i n g  today.  

We su pport the eng rossed bi l l  and ask that you g ive it a Do Pass recom mendation . I wou l d  be h appy to 

a n swer any q uestions you may have. Th a n k  you .  

Respectfu l ly Submitted , 

T im Blas l , P resident,  

N o rth Dakota Hospital Associatio n  

P O  Box 7340 Bismarck, N D  58507-7340 Phone 7 0 1  224-9732 Fax 7 0 1  224-9529 
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