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Recorder Job Number: 8993, 9008

Committee Clerk Signature DYY) % |4 %Wﬂ/

Minutes:
Senator Lee Opened the hearing on SB 2403.
Senator Dever District #32. Introduced SB 2403. Spoke about his constituents request for this
bill. I am going to let others tell you more about this bill. The really nice thing about this bill is
that the money is coming from elsewhere so there is not appropriation or fiscal note.

. Arnold Thomas President of the ND Healthcare Association. Spoke in support of 2403. See
attachment #1.
John Kapsner Attorney with the Vogel Law Firm. Provided information on 2403 and proposed
an amendment. See attachments #2 &3.
Senator Lee Have you visited with the other stakeholders about the amendment and everyone
is buying in?
Kapsner Yes, | do need to add one more thing. | promised to explain that though the
exemption for the medical examiner appears to be in 2 places there is no intent to change the
available access of the board of medical examiners to all peer reviewed data.
Brief discussion
Arnold Thomas Explained the handouts attached to his earlier testimony.

. Senator Dever Your enthusiasm is infectious.
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Thomas This road is not without bumps but this is the direction we want to go.

Senator Lee | think it is great that the foundation is taking ownership of this.

Thomas By partnering with MN we will be eliminating many administrative expenses in ND.
One of the reasons that it is important is that we discharge about 90,000 patients each year in
ND, in order to develop an economically viable model for directing information, we need to
partner with an existing apparatus.

Senator Dever The type of information you are including, is that collected by hospitals
already?

Thomas Some is and some is not. As you get farther away from the big cities, the less
information is collected. We have eliminated the financial burdens for all the hospitals. We
need the same level of excellence at every facility, we do not support two tiers of medicine
based on size.

There was no opposition testimony given.

Senator Lee Closed the hearing on SB 2403.

Job # 9008

Senator Lee Opened the discussion on SB 2403

Senator Erbele | move to adopt the amendment.

Senator Dever Second.

The Clerk called the role on the motion to adopt the amendment. Yes: 5, No: 0, Absent: 1.
(Senator Marcellais).

Senator Erbele | move Do Pass as Amended.

Senator Dever Second

The Clerk called the role on the motion to Do Pass as Amended. Yes: 5, No: 0, Absent: 1.

Senator Lee will carry the bill.



98322.0101 Adopted by the Human Services Committee
Title.0200 February 9, 2009

PROPOSED AMENDMENTS TO SENATE BILL NO. 2403 2,;0

Page 3, line 10, remove ", including that required by federal law"
Page 3, after line 23, insert:

"4,  This section does not prohibit access of the depariment of health to peer
review records to determine compliance with requirements of federal or
state law for the survey and certification of a health care facility or for

trauma center designation and as authorized under any rules issued under

sections 23-01.2-01 or 23-01-11 to enable the state to be in compliance
with any federal laws to qualify for any federal funds related tc medical

facilities or agencies licensed by the department of health."

Page 3, line 26, after the first underscored comma insert "data,"

Page 3, line 27, after "to" insert "the department of heaith or"

Renumber accordingly

Page No. 1 58322.0101
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REPORT OF STANDING COMMITTEE (410) Module No: SR-26-2325
February 10, 2009 3:18 p.m. Carrler: J. Lee
' Insert LC: 98322.0101 Title: .0200

REPORT OF STANDING COMMITTEE
SB 2403: Human Services Committee (Sen.J.Lee, Chalrman) recommends
AMENDMENTS AS FOLLOWS and when so amended, recommends DO PASS
{5 YEAS, 0 NAYS, 1 ABSENT AND NOT VOTING)}. SB 2403 was placed on the Sixth
order on the calendar.

Page 3, line 10, remove ", including that required by federal law"

Page 3, after line 23, insert:

"4,  This section does not prohibit access of the department of health to peer
review records to determine compliance with requirements of federal or
state law for the survey and certification_of a health care facility or for

trauma center designation and as authorized under any rules issued under
sections 23-01.2-01 or 23-01-11 to enable the state to be in compliance

with any federal laws to gualify for any federal funds related to medical
facilities or agencies licensed by the department of health."

Page 3, line 26, after the first underscored comma insert "data,"

Page 3, line 27, after "to" insert "the department of health_or"

Renumber accordingly

{2) DESK, (3) COMM Page No. 1 SR-26-2325



2009 HOUSE HUMAN SERVICES

SB 2403



2009 HOUSE STANDING COMMITTEE MINUTES

. Biil/Resolution No. 2403

House Human Services Committee
[] Check here for Conference Committee
Hearing Date: March 23, 2009

Recorder Job Number: 11381
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Minutes:

Chairman Weisz opened the hearing on SB 2403.

Sen. Dick Dever, district 32 sponsored and introduced the bill: | received an e-mail a

couple of weeks ago from a constituent asking why we don’t publish infectionaries in hospitals.
. | was able to tell him that | was a prime sponsor to a bill to provide that very thing. Mrs.

Thomas from the Healthcare Association will be describing that in better detail.

Arnold Thomas, President of ND Healthcare Association: See Testimony #1.

John Kapsner, attorney with Vogel Law Firm in Bismarck, ND: See Testimony #2.

Chairman Weisz: If you don't show up currently it appears if you don’t have access that they

have been and it is an ongoing (inaudible) may it clear they can have access.

John Kapsner: | didn’t know they were actually doing this. Filling in the hospitals and looking

for peer information. They have to or they become Medicare and Medicaid ineligible.

Everybody is doing it and | wasn't aware of it the first time around that we’'d make sure it was in

there the second time around.

Rep. Frantsvog: Referring back to Section 3, does that mean it has information that is
.disseminated that maybe in error that may not be introduced as evidence and {inaudible)

administrative proceedings. Is that right/
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John Kapsner: No, it means all of it whether it is right or wrong. Any information that is
published as starts out as peer review information and goes to an entity here in the Minnesota
hospital association. They accumulate that data and produce analysis and summaries of that
data. It comes back to (inaudible) ND healthcare foundation. It's published on the website. 1t is
not published as individual patient data. There will be no individual patient identified data. You
can look at generalized numbers to see if we are doing a good job.

Arnold Thomas: I'm going to walk you through the handouts. First page, chart was done on
how well ND rates at time of study. And how they relate to costs in respect to those measures.
Page 2 basically template of what we have made available to public. Page 3, compares stats
between ND hospitals and other hospitals. Page 4 if you want work done on heart, you can
compare with other facilities and their outcome. Page 5, has to do with safety information in the
hospitals. Rest of the handouts are examples from ND and Minnesota hospitals. We hope to
have this up and operation soon and fully operational by January 1.

Rep. Porter: How far back is the data going to go?

Arnold Thomas: | don’t know.

Rep. Porter: It seems if you don't go back far enough you wouldn't get enough data to get a
true representation.

Arnold Thomas: If you will notice on your format on the left hand side there are two
(inaudible) that says, “understanding the data and frequently asked questions”. Those are for
questions such as you have. We can pool our lower volume providers with Minnesota's for a
comparison basis.

Rep. Porter: Last week we had a bill talking about the upgrades and they are doing the same

thing, taking key indicators from CMS and putting them into a data base and printing out and
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. saying, here is your rate. is there anything that is going to prevent these facilities to advertise
themselves? Can they do that?
Arnold Thomas: This is not a rating system it is a comparison system.
Rep. Potter: How do you know you are getting all the data or not leaving some out?
Arnold Thomas: If you fail to disclose in a timely fashion on the website, it will be failure to
report. Failure to report will not stay private in ND very long. This was not done voluntarily in
Minnesota. it was mandated by the attorney general.
Rep. Holman: Data entry on this seems like a (inaudible) task is everyone on board with the
extra labor involved?
Arnold Thomas: It is all electronic and the hospitals in ND have had electronic data for quite
a few years. They just make an electronic submission to Minnesota to allow to include them in
our information exchange.
Rep. Conrad: (Something about physicians.) Will this be used to upgrade or punish
programs?
Arnold Thomas: Physicians provide facts and solve methodology with clinical treatment and
clinical patterns of the (inaudible). This is not physician specific. That is something that would
be done within the institution. We are talking about here is organizational comparisons. | don'’t
know at this conjuncture how the penalty will be conditioned.
Rep. Nathe: Why not bring the comparison down to the doctor level? Could you see adding
physician button?
Arnold Thomas: Maybe down the line. We are prepared structurally for that right now. Right
now you can go to the Board of Medical Examiners to see any complaints against doctors.

.John Kapsner: To look at an individual practitioner maybe misleading.
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Rep. Nathe: If you compare apples to apples as a patient | find that very useful. Like
comparing doctors who do valve procedures.

John Kapsner: There are no two valve procedures the same. | don’t think this would be
productive to compare doctors.

Arnold Thomas: One more response to Rep. Nathe. In the future yes, but frustration getting
there will also be great.

Rep. Frahtsvog: How is this website funded?

Arnold Thomas: It is funded through off the capital base of ND Healthcare Foundation.

NO OPPOSITION.

ViceChair Pietsch closed the hearing.-
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Minutes:

ViceChair Pietsch: Let's take up 2403.
Rep. Conklin: Motion Do Pass.

Rep. Kilichowski: Second.

. Rep. Conklin: | agree with them and think this is ok, but there could be a problem with the
BlueCross/BlueShields using (inaudible) three days in one hospital versus two days in another
hospital. | wanted to voice my concern.

ViceChair Pietsch: That was part of what they were talking about, the shortfall. They haven't
gotten information from the insurance companies yet on how much they pay and how much
the co-pay would be and that might be part of the reason.

Rep. Hofstad: Then they were just going to incorporate that into the data so that you could
punch in your carrier so (inaudible) amount of insurance and amount of coverage you would
have.

Rep. Nathe: Would (inaudible) use that information (inaudible) patients (inaudible).

Rep. Conklin: If one hospital is keeping them four nights and another is keeping them two

. nights, the insurance would say, we are only paying for two nights because some hospitals get

by with two nights.
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. ViceChair Pietsch: | think that pre-authorization is always required for a stay so they would
have to document that (inaudible).
Rep. Kilichwoski: They set limits on the stay of every patient.
Rep. Hofstad: On Section 2 about confidentiality, the confidentiality of the records | think
would (drops sentence).
ViceChair Pietsch: They wouldn't know which hospital was giving what.
Rep. Nathe: They have this system right now in Minnesota, correct?
(Many talking at once saying, right.)
Rep. Nathe: (Inaudible) system and the insurance companies (inaudible).
(Many talking at once.)
Rep. Holman: | got the impression they are going to integrate this (drops sentence) (many say
yes at once.) | still ah, kind of flippant about, well they'll just send it their field, welt | thought
80,000 kids (inaudible) releases a year in ND, its still got to be a certain amount of labor
intensive practice that it is adding. And | guess it is important that | think we heard this morming
that it is 80,000 been released every year. Hope that’s pretty close those that want to get in.
Rep. Frantsvog: | wondered if this was something that was being forced on the hospitals. If
the hospitals agree to it then (drops sentence).
Rep. Nathe: It was forced in Minnesota. It's proactive here so it is not being forced at all.
Rep. Frantsvog: How do they make the money to keep up the website?
ViceChair Pietsch: Mr. Thomas said it was the interest accrued on that healthcare foundation.
At least right now, it's making money.
Rep. Damschen: Just an observation. When | have to go to the hospital, | haven't gone

.because I've been shopping which hospital. It's a different concept for someone who isn't close
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. to a lot of choices of hospitals. Never thought of shopping, just word of mouth or someone you
know of influences your decision as to what hospital you go to if you can’t get it locally.
Rep. Frantsvog: If it is voluntary, why do we need legislation to do it?
Rep. Hofstad: A lot of it is putting confidentiality into (inaudible). | think that’'s important.
Rep. Potter: | like it because we are to be smarter with our healthcare.
Roll Call Vote: 9 yes, 0 no, 4 absent, Chairman Weisz, Rep. Porter, Uglem and Conrad.
Rep. Frantsvog made a comment when voting. “I'll vote yes, but | promised | may not vote the
same way on the floor”.
MOTION CARRIED.

BILL CARRIER: Rep. Conklin.
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REPORT OF STANDING COMMITTEE
SB 2403, as engrossed: Human Services Committee (Rep. Weisz, Chairman)
recommends DO PASS (9 YEAS, 0 NAYS, 4 ABSENT AND NOT VOTING).
Engrossed SB 2403 was placed on the Fourteenth order on the calendar.
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Vision

The North Dakota Healthcare Association
will take an active leadership role in major
healthcare issues.
Mission

orth Dakota Healthcare Association The North Dakota Healthcore Association

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

Testimony on Senate Bill 2403
Senate Human Service Committee
. | February 9, 2009

Madame Chairman, Members of the Senate Human Services Committee. |
am Arnold Thomas, President of the North Dakota Healthcare
Association, here in support of SB 2403. With me to explain the content
of SB 2403 is John Kapsner, NDHA Legal! Counseli.

The goal behind SB 2403 is simple: advance the practice of medicine in
ND using evidence based standards to compare hospital specific
performance.

SB 2403 sets the framework for gathering the information necessary for

. hospitals to compare, critique, and publicly disclose patient safety,
clinical and financial performance profiles and, most importantly, take
such steps for medical practice advancement as indicated by evidence
based practice standards.

ND hospitals are prepared to participate in the MN Hospital Association’s
established, nationally recognized, fully transparent, hospital
performance program. joining with MN allows ND hospitals access to a
tried and proven informational template. Joining with MN also allows
regional comparative analysis, an important benefit for the region, given
the long standing clinical relationships between the two states. | have
attached a handout of newspaper articles indicating how this information
is made public in print media but most importantly its application for
improving clinical practice,

Mr. Kapsner will explain the bills provisions and offer an amendment
which addresses a concern raised by the Department of Health.

PO Box 7340 Bismarck, ND 58507-7340 Phone 701-224-9732 Fax 701-224-9529



After Mr. Kapsner's presentation, | will present a model of how we plan to

. proceed in the display and use of hospital specific indicators
(attachment), how this information may be used for public information
(attachment), and entertain questions you, Chairman Lee, or committee
members may have.
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Home  About NDH Advocacy

About NOHA
Transparency In Healthcare
MOHA Zogid
NDHA Slak Healthcare transparency provides consumers with reliable cost and
quality information. To learn more visit www.ndhealthrates.com.
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_ Posted at: 01/16/3009 06:17:54 BM
State hospitals report more incidents in 2008

| Related stories'
> REPORT Hot partlcle caused fire that burned newborn

ST. PAUL, Minn. {AP) - Minnesota hospitals reported 312 serious problems - including 18 patient deaths - in the
‘ last year, according to an annual report released Friday.

The number of medical mistakes and other so-called "adverse health events" splked considerably over the previous reporting
period; ‘but officials said the increase can be attributed to a new law that expanded what incidents hospitals should report to.
the Mlnnesot_aDepartment of Health.

Without the changes, officials said the number of incidents would have been 141 - slightly higher than the 125 incidents
reported from Octaber 2006 to October 2007. During that period, 13 1nc1dents were Imked to patient deaths and 10 resulted In
a senous dlsabillt\/ .

Nmety-elght incidents in the most recent reporting period led to a serious dlsabtllty, but that increase was also due to the
expanded reportlng requirements, ofﬁmals sald :

The 28 reportable lnc1dents include surgery on the wrong body part items llke sponges or surgical objects Ieft ina patlent‘
bedy durmg surgery, bed sores and patient falls

Much of the lncrease in |nc1dents came from reporting falls that led to disablhty mstead of just death and reportmg 3 Iess '
serlous stage of bedsore in addition to advanced bedsores . :

By havmg hosgltals report 28. p__eventable orobleo:s the state hapes to gradually reduce the number of lncu:lents and thereby
lmprove patlent care, sald Mlnnesota HEaIth Commissloner Sanne. Magnan

"We re always mterested in what the numbers show, whlle also recognlzlng that these events are very rare,” Magnan said.
Hospltals in M!nnesota recorded 2.8 mllllon patlent days in 2007 the latest number avanlable : R i

"It's not jul e numbers alone, but what we're leamlng frorn ea jdent," Magnan said, notlng that the health department
is celebratlng the Tifth anniversary of the reporting systém. " This transparency and public reporting has persevered The fact

that we have a saf safe enwronment to talk amethmg we should really be proud of.”

e ———

Hospitals supported expandmg the’ reportmg requwements to include falls that lead to serlous d|sab|Ilty and "unstageable”
pressure ulcers (a ]ess advanced type of bedsore), said Lawrence Massa president of the Minnesota Hospltal Assoclatlon

“We re dlsappolnted that the numbers went up slightly,“ Massa sald "But overall we've elevated safety and we understand
these events better. - . ) . . . ,

Massa said the hospltals were pleased to see a declme for the second year in a row in stage three and four pressure ulcers (the
mare advanced farm of-bedsares). In addition, the number of retained sponges left in patients after childbirth declinéd, and all
of those incidents occurred.in the first haif of the year, after which the hospltal association sent an alert to its members to
watch out for the m:stake, Massa sald .

The second- most errors - 37 were reported by the Mayo Clinic's Saint Marys Hospital in Rochester, but the facmty also sees
ane of the hlghest numbers of patlents. Under the prev[ous reparting requlrements the faciltty had 12 incudents the year
before ‘ .

Dr Michael Rock chief medical officer for Mayo s Rochester hospitals, said the public will likely first see the jump in numbers
But he sald Mayo's facllities and others are constantly lmprovmg patlent safety, and that the tmnsparency requlred by
Minnesota law. helps offi clals do that ’ . .

"Increasmg the reportmg reqmraments is only golng to benefit patlents and the lnstltutions that care for them," Rock said.

In Rochester, health care workers have taken a closer look at reducing bedsores by alertlng al] medlcal staff involved 1n 8
patlent's care when the person is fi rst showing signs of the sores. .

And to decrease falls, the hospitals are using innovations such as anti-slip tread on all sides of hospital-issued socks - just In
case a patient puts them on upside down, Rock said. Health workers are also taklng a closer Iook at patients wnth a hlstory of

http://kaaltv.com/article/Pstorics/S747776 shtml SR e | B 1/29/2009 -
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falls, he-said. _ !

I

But the prevention of m'istakes also has to do with a "change in a culture of safety,” Rock said. In addition to reporting the

incidents to the state, Mayo's Rochester facilities publish an internal newsletter includes information about each adverse event
as it happens.

Page2 of 2

"That degree of transparency can't be underestimated," he said.

Minnesota Dapartment of Heaith: http://www.health.state. mn,us/patientsafety/index.htmi

(Copyright 2009 by The Associated Press. All Rights Reserved.)

http:/kaaltv.com/article/Pstories/S747776.shtml 1/29/2009 -



www.sctimcs.com | Printer-friendly article page _ Page

January 16, 2009

Hospital errors up in report

By Frank Lee
}E'lee@s'tcloudtim es.com

Minnesota’s new reportlng reqwrements for serious preventable hospital errors resuited in an almost
three-fold mcrease in the number of reported errars from the prev1ous year.

" The number of adverse events in M:nnesota hospitals, ambulatory surgical centers and community
behavioral health hospitals increased from 125 to 312 in 2008. In the absence of the new report:ng
requirements, the number of reported adverse events would have been 141

In addition to the seven falls and four ulcers included in this year’s report St. Cloud Hospital had
seven “adverse health events” — one more than last year S, WhICh predated reporting requtrements
approved durmg the 200? Ieglslatlve sessmn . _

None of the 18 adverse health events reported this year by St. Cloud Hospital resulted in death
‘ accordmg to the stateW|de report 1 released today by the Mlnnesota Department of Health '

“Our newly expanded reportlng system is a positive step toward creatmg an even more transparent
and safer system of care,” said Dr Sanne Magnan Mlnnesota Commtssmner of Health

The numbers

The new report says 96,975 surgerles or. mvastve procedures were performed at St. Cloud. Hospttal
“during the Oct. 7, 2007, to Oct. 6, 2008, reporting period. In three cases, a forelgn object was still in a
patient after a surgery or another procedure. Three surgenes or other mvaswe procedures were
performed on the wrong body part ' _ . ;

"To a certaln extent, the publlc would like to thlnk that thetr hospltal is absolutely perfect and that
.every decision made is exactly the rtght one; mlstakes happen not because people are gooﬁng off ?-
' sa:d Dr Damel Whltlock vuce pres|dent for medtcal affatrs at St Cloud Hospltal :

. "Certalnly |t’s |mportant to be open to be transparent with the publlc But t etrue reasonf rthe .-
) re ortln isforh arn from each otheér, to work together t ny prob t exist and

‘ to prevent others,” said Jeanine Nistler, directar” communtcatlonsfor en raCare Health
f ‘System Tes tCIoud Hospltal o o . A

Among the adverse health events at St Cloud Hosp|tal that resulted ina senous disability” were one
medlcatlon error and the seven falls s . .

“A 'serious disablllty can nnclude, sa___y, having a cast on for six weeks,” Whitlock said.
t=alls

The events cited in the statewide report occurred in 199 facehttes covered by the state law The 312
adverse events were reported by 59 hospitals and four surglcal centers. Eighteen deaths and 98
serious dlsablhtles are attrlbuted to the events :

- The most frequent adverse events statewrde were pressure ulcers (122) falls (95) and foreign objects
left in a patient after surgery (37) o '

hitp://www.sctimes.com/apps/pbcs. dll/arhcle"AlD—/ZOOQOl16/NEWSOI/ 101 160019&temp1ate—prmtart 1
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“Fa:ls are not benign things. There are a lot of people who have halrllne fractures, for instance, as a
result of a fall or need to go to surgery, Whttlock said.

Disorientation due to iliness and the unfamiliar surroundings of a hospital are contributing factors to
patient falls at any hospital.

Joy Plamann is a registered nurse who chairs the falls task force at St. Cloud Hospital. It has come
up with ways of recognizing which patients are likely to fall.

“A lot of the interventions that we have done |ately have heen to promote and conduct hourly patient
rounding, where the staff goes in and observes the patient and asks them if they need to use the
restroom,” Plamann said.

Surgery

The Greater Minnesota Initiative for. Safe Surgery mvolves more than 30 area health care facilities
whose representatives meet monthly to improve quality of care.

twhat are best ractlces what i is it that we.see on a state and nattonal level, how can
on since early ZUU( ~said Larry Asplin, clinical
dlrector of surgery at St. Cloud Hospltal and a registered NUISE.

F’art of improving patient safety is getting back to basms. -

“Before we actually make an incision or place scopes mto body orifi ces an absolute hard.stop
‘happens where we do a time out, and we verify for about the 14th time if it's the correct patlent if it's
' the correct side, |f it's the correct procedure and so we do those things,” he sald .

letler satd “The wrong-slte surgery category actually encompasses a. broad array of invasive .
- procedures such as a radiation treatment for a cancer patlent, so it |sn t what the publtc would thlnk
: of as surgery, it doesn t necessarlly mean cuttmg someone W|de open ' .

The hosp|tat is also part of the Speak Up program created by The Joint Comrmss:on a natlonal
health care acoredltatlon organlzatton that encourages pattent mvolvement in care

“Patient safety is our No. 1 pnority at St. Cloud Hospital because |f we can t ensure that our patlents
are safe when they come, then we are not doing what we need to do, sald Linda Chmlelewskl chief
nursmg officerivice presrdent of hospltal operation.

http://www.sctimes.com/apps/pbes.dll/article? ATD=/20090116/NEWS01/101160019&template=printart 1/
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Minnesota hospitals strive for safety, but errors still
increasing

By MAURA LERNER and JOSEPHINE MARCOTTY, Star Tribune staff writers
January 16, 2009

In spite of dramatic efforts to make Minnesota hospitals safer, the number of deaths and
injuries from errors or accidents rose again last year, according to a report released
Fnday by the Mlnnesota Department of Health.

Minnesota Health Commissioner Sanne Magnan said that changlng the attitudes among
, hospltal staff has proved harder than adding new safety procedures. "We underestimated
what it took to create change," she satd o

——

At the same time hospital officials and experts say there's a growing belief that
Minnesota hospltals are safer today than they were five years ago when they first started
pubhcly dlsclosmg mistakes

'They say the rising numbers are ||kely the result of better regortmg and an mcreasmgly
open culture. about acknowledg ngm stakes

"They can expect . that their rates wrll go up before they gb down,” said Jim Conway,
senior vice pre31dent of the Instltute for Health Care Improvement a Massachussetts
nonprof t that studres and promotes patrent safety

In all 18 peopte died and nearly 100 were senously mjured as a result of medical
mlstakes accldents or negllgence in Mlnnesota hospatals between October 2007 and ‘
October 2008 the annual report sald '

Ten of the deaths and the vast majonty of injuries, resulted from falls. Hospitals also
_reported 7 cases of surg|cal errors, including 21 operatlons on the wrong body part and
-'two on the wrong patlent :

"All it takes is one unattended moment and boom, something bad happens,” satd
Lawrence Massa presrdent of the Minnesota Hospltal Assoclatlon _

Hospltal executwes and safety dlrectors said they" ve leamed some 1essons about

‘ changlng hospltal culture ‘While most physmlans accept new safety procedures buy-ln is
not unlversal accordlng toa survey that ‘accompanied the report Surgeons in parttcular
are not always open to bemg questloned they sa|d and others in the operatmg rooms .
may heSItate to speak up even rf they thlnk an error is about to occur :

Dr. Noel Peterson, preS|dent of the Mlnnesota Medical Assomatlon sald the majonty of

physamans support the new empha5|s on safety and pubhc dlsctosure and that eventually
it "will be second nature to all of them : -

http://www.startribune.conlltempiates/Print_T‘his_Story?sid=3 7687999 | ' ' 1/z
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Overall, the number of reported "adverse events” more than doubled in the past year —
from 125 to 312. Most of the increase was due to an expansion of the types of incidents
that must be reported to the state health department. For the first time, hospitals had to
disclose falls that caused "serious disability,” as well as a new, broader category of
pressure ulcers, or bed sores, that are potentially dangerous for frail patients.

But even without the new categories, the numbers went up by 13 percent, to 141
incidents.

This is the fifth year that hospitals have been required by state law to report what are
known as "never events” — problems that are thought to be preventable. Minnesota was
one of the first states to require such reporting and make it publrc and is still considered

a natronal Ieader

" Part of the goal was to change a long-standing culture of secrecy that many say hrndered

understandlng of how and why mistakes happen. Making thMlﬁ_ﬁllgﬂg__Qﬁijl

_gff icials and employees to learn from each other's mistakes, advocates say.

This year, as in the past, the largest number of errors occurred at some of the busiest
and most prestigious hospitals in Minnesota. The University of Minnesota Medrcal
Center, Fa:rvrew reported 52 incidents, lncludlng 35 pressure ulcers The Mayo Clinic's
two Rochester hosp:tals totaled 48, rncludrng five deaths o

Dr Michael Rock, medlcal director of the Mayo hospltals sa|d the numbers are not
surprising. "We tend to attract the hlghest acmty and the most difficult patlents," he said.
At the same trme he said, "I recognrze the sense of frustratlon of consumers and the .
publlc out there "In the last few years, he sald "there has been a huge change in
culture" to try to make hosprtals safer B :

Magnan sard hosprtals have made dramatic progress in being open about errors that five
years ago would have been kept under wraps. Last year, she noted, Methodrst Hospital
announced that one of it surgeons mistakenly rernoved a patient's healthy kidney instead
of a ccancerous one. And Mercy Hospital acknowledged that a newbom had been badly

: bumed when a fi re burst out in hls bassrnet

“We are safer because we are having conversa’uons now that we never ‘would have had
before " Magnan said.

Still, some expressed frustration at how difficult it is to.reduce the number of errors that,
by definition, should never occur at all. For exampie, the number of pressure ulcers at the

.Umversrty of Mrnnesota hosprtal Jumped dramatically despite an intensive effort to

prevent them wrth new pressure- re5|stant mattresses throughout the hospltal and other
changes in patrent care, ofﬁcrals sald ' ‘ :

- _Marge Page vice presrdent of adult acute care services, sard the number is high
because the hosprtal cares for many fragrle patlents who are especrally vulnerable to the .

problem The number may never drop to zero, she sard addlng that those words "are
hard for me to say.” o :

http://www.startribune.com/templates/Print This_Story?sid=37687999 _ . 1/2
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Massa, of the hospital association, can sympathize. "It would be nice to say that we'd get
to never — that no one would ever fall in a hospital setting. Practically, | think it's very
difficult to imagine how that wouid happen," he said.

"We're working very hard at this," he added. "But we're not where we want to be."

Read the report at startribune .com/lifestyle/heaith.

Maura Lerner « miemner@ startribune.com- 612-673-7384

Josephine Marcotty « marcotty@ startribune.coms 612-673-7394

© 2009 Star Tribune. All rights reserved.
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Minnesota hospitals reported more errors last year, state says - TwinCities.com
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Minnesota hospitals

year, state says

Increase expected due to new standards

By Jeremy Olson
]olson@ploneerpress.com

Updated 011 6/2009 01:55:07 PM CST

‘(photos com)

‘Hospital. A 12-hour-old baby was badly burned in
his bassmet at Mercy Hospitai. A 35-year-old's face
NE caught fire during a simpla procedure at Regions
Hospltal ‘ - .

: AJI three generated headlmes Iast year when they
came out through lawsuits, pollce reccrds and

‘_pubilc statemenls Now, all three are statlstlcs in
Mlnnesota's fifth annual report of preventable

- hospital emars, which seeks through public
disclosure to prevent s:mllar mlssteps from ]

‘ .happenlng again.

:. Rele_ased today by the state Department of Health,
the report linked so-called adverse events at -
hospitals to 18 deaths and 98 serious injuries in a

reported more errors last

. Wrong surgeries (16) and fatal falls (10) were more

l A man'had the wrong kldney removed at Methodlst.

12-month period ended Oct. 6, 2008. While
embarrassing and frustrating, hospital leaders said,
the report has become a key source of motivation
and education.

"This is the only way we can learn from each other
and prevent these things," said Dr. Penny Wheeler,
chief clinical officer of Allina Hospitals & Clinics.

Minnesota hospitals reported 312 events In the

" latest report, though more than half were due to
new, stricter reporting standards for bedsores and
falls. Usmg the old standards, the hospltals reported
141 errors last year, up from 125 in 2007. °

i comman in the 2008 report, which also listed the
first case in five years of a woman dylng from a low-
; fisk childbirth.

Whlle health officials expressed concern over the
increase, they also commended hospitals for .

becoming rmore o en accountable and comm|tted to
paflent safe overt it five years, - 7
"Of course, we wold love to see the numbers goung
“down," said Dr. Sanne Magnan, state health '
commissioner. "But the numbers alone don't reflact

what's actually being learned from these events and
‘what‘s actua!ty happenmg . :

Attentlon to hOSpitaI mlstakes has mcreased since

2005, when Mi k came the first state to
identify hiospitals with'any of 27 specific errors —

often called "never.gvents” b

ergamzatlonal pra ces

P

The state's insurers in 2007 stopped paying

hospitats for any surgeries or care associated with
such events. Medlcare adopted the same stance last ]
fall ' : SR
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= Hospitals have started to publicly discuss these timeouts aren't used consistently. A new solution at
arrors rather than hide them. Methodist Hospital Regions is to place a sterile towel over surgical
leaders issued a public apology in March after - equipment until the timeout has taken place.
removing the wrong kidney from a patient and
leaving a cancerous one behind. Allina leaders The removal of the wrong kidney at Methodist also
likewise apologized last January after the bassinet has showed hospitals how errors can happen
fire at Mercy badly bumed a newborn, despite safeguards. A state inspection found the

mistake started with a recordkeeping error long

"It took us a while," said Allina's Wheeler, "but that before the surgery. '
transparency is a really positive deve!opment in '
hea ; ] Higher error numbers were expected this year

: ) because of the new reporting standards.
Higher Error Numbers Expected / Three severe ! ' ‘

burn injuries were reported this year, compared with Hospitais previously reported fatal falls. Now, they
one in all four prior reports combined. - Iso report disabling falls. o

One involved Karine Hernandez, 35, whose lips and 5 Similarly, pressure sores were reported if they were
face were bumed in a surgery fire at Regions. classified as level-three or level-four wounds — the
Caregivers acted quickly when tha fire was most pamfu! and problematic. Now, they must report
discovered. The surgeon leaned against pressure sores that for various reasons can‘t be
Hernandez's head to douse the flames while others classified.

thraw a bucket of water over them,
The University of Minnesota Medical Center,

Hernandez, of Inver Grove Heights, sued the Falrview, saw its number of reportable pressure
hospital, alleging Regions didn't take proper steps . sores mcrease frcm slx In 2007 to 35 last year.
to prevent a fire i in the oxygen-rich environment of
surgery. o Fairview has responded w1th mattresses that protect
' patxents' skin, and wound care nurses who are
'Adverse events in surgery increased from 60 in . called in when patients appear at risk or, have
200710 77. Iast year, mcludrng 37 cases of forelgn pressure sores when they are admltted

| -objects left in patients. o
Nurses are requlred to check therr patrents' $kin for

w_qge_@y_a_eﬂnd,by 70 hosprtals has reduced o pressure sores every shift, though that can prove
one of the most common occurrences, however: dlfF cult W|th patients in extreme parn

" sponges left i in women after childbirth. The cases

dropped from nine in the first six mo of the . "They re telling you, 'If you move me (I'II) be hurt '
j '[-Eirml f.zero in the last six months. nurse Emily Rongitsch said. "You want to respect
' T them to a certain extent. At the same t:me thls is
‘Most hespttals now reqmre so-called timeouts . ' somethlng you need to ses.” S
hefore the start of any surgery to verify the patient, - o
‘the procedure and the exact body part involved. ' The University of anesota had 52 adverse events
'However, hospital officials acknowtedged that last year. Among east metro hospitals, Regions
" Advertisement . ' . - ) . s B . R
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reported 16, United Hospitai reported 11, St. -

Joseph's and St. John's hospitals each reporied four,
_and Woodwinds Health Campus reported three.

Jeremy Olson can be reached at 651-228-5583.
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Youre watching

Minn hazpirals repart man radenie m 2005

2009 06:17:54PM -

itals report more incidents in 2008

Related storles: T
s3l+ REPORT: Hot particle caused fire that burned newborn

ST. PAUL, Minn. {AP) - Minnesota hospitals reported 312 serious problems - including 18 patient deaths - In the
last year, according to an annual report released Friday. : : ' - '

“The number of medical mistakes and other so-called "adverse health events" spiked considerably over the previous reporting
period, but officials said the increase can be attrlbuted to a new law that expanded what incidents hospitals shouid report to
the Minnesota Department of Health. = o o ’ o

Without the 'cha'nges, officials said the number of incidents would have been 141 - slightly higher than the 125 incidents
reported from October 2006 to October 2007, During that period, 13 incidents were linked to patient deaths and 10 resulted In
a serious disability. : ) ' : o

Ninei:y~ei'ght incldents In the most recent reporting perlod led to a serlous disability, but that Increase was atso due to the
expanded reponing requirements, officials said, ‘ ‘

The 28 reportable Incidents include surgery on the wrong body part, items like sponges or surgical objects left in a ‘patient's
body during surgery, bed sores and patient falls. ’

Much of the increase in incidents came from reporting falls that led to "disability instead of just death and reparting a less
serious stage of bedsore in addition to advanced bedsores.

By having hospitals report 28 preventable problems, the state hopes to gradually reduce the number of incidents and thereby
improve patient care, sald Minnesota Health Commissioner Sanne Magnan. ‘ :

"We're always Interested in what the numbers show; while also recognizing that these events are very rare,” Magnan said.
Hospitals in Minnesota recorded 2.8 million patient days in 2007, the latest number available.

"It's not just the numbers alone, but what we're learning from each incident,” Magnan said, noting that the health department
is celebrating the fifth anniversary of the reporting system. "This transparency and public reporting has persevered. ... The fact
that we have a safe environment to talk about safety is something we should really be proud of.™ S

Hospitals supported expandin incl I lead to se isabllity and "unstageable”
ressure TST3 less advanced type of bedsare), said Lawrence Massa, president of the Minnesota Hospital Association.
W ?
"We're disappointed that the numbers went up slightly,” Massa said. "But overall we've glevated safety and we understand

http://kstp.com/article/Pstories/S747774.shtml - : ~ : : 1/29/2009




Kstp.com ‘ ' Page2of2
these events ‘better."

Massa sald the hospltals were leased to see a decllne for the second year in a row in stage three and four pressure ulcers (the

idents occurred in the Frst half of the year, after which the hospital association sent an alert to its members to
watch out for the mistake, Massa said.

The second-most errars - 37 - were reported by the Mayo Clinic's Saint Marys Hospital in Rochester, but the facility also sees
one of the highest numbers of patients. Under the previous reporting requirements, the facility had 12 incidents the year
before, ' ‘

Dr. Michael Rock, chief medical officer for Mayo's Rochester hospitals, said the public will likely first see the jump in numbers.
But he said Mayo's facilities and others are constantly improving patient safety, and that the transparency required by
Minnesota law helps officials do that. ) o

"Increasing the reporting requirements is only going to benefit patients and the Institutions that care far them,” Rock said.

In Rochester, health care workers have taken a closer look at reducing bedsores-by alerting all medical staff involved In a
patient’s care when the person is first showing signs of the sores.

And to decrease falls, the hospitals are using innovations such as anti-slip tread on all sides of hospital-issued socks - just in

case a patient puts them on upslde down, Rock sald, Health workers are also taking a closer look at patients with a history of
falls, he said. .

But the prevention of mistakes also has to do with a "change in a culture of safety,” Rock said. In addition to reporting the
incidents to the state, Mayo s Rochester faculmes publlsh an mtemal newsletter |ncludes |nforrnat|on about each adverse event
as it happens ) .

"That degree of transparency can't be underestlmated he said.

anesota Department of Heaith: nmum_._eann,s;mmmnen;smungﬂmml

(Copyrlght 2009 by The Associated Press. All nghts Reserved.}
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Testimony of John C. Kapsner, Counsel
North Dakota Healthcare Association

o
uyﬁ‘” X
AN Senate Bill 2403

My name is John Kapsner. | am an attorney with the Vogel Law Firm in
Bismarck, North Dakota, and counsel for the North Dakota Healthéare Association
(NDHA). Mr. Thomas has broadly outlined the purpose of Senate Bill 2403,
Achieving the goals outlined by Mr. Thomas has proven to be somewhat
complicated in terms of drafting. In Senate Bill 2403, we have sought to, when
possible, harmonize the terminology in North Dakota with the terminology used in
the State of Minnesota. While making a variety of health quality information
available to the public, we have continued to respect the purpose of peer review
and the privileges currently provided such information.

1. You will note that wherever the existing statute on peer review
references the term “committee” Senate Bill 2403 uses the term “organization”.
This change in terminology more closely aligns North Dakota’s statute with
Minnesota law and recognizes the expanded scope of entities that will be
conducting peer review. For example, Section 1, lines 18-21, recognize that both
NDHA and its Minnesota counterpart can be peer review organizations. Further,
lines 20 and 21 recognize that peer review can occur across state lines. There are
now hospitals in Minnesota and North Dakota that desire to perform joint peer

review of patient care in their respective facilities.



2. The definition of “professional peer review” on page 2, lines 26 and
R
.-6 following, has been amended to authorize North Dakota hospitals and
organizations to provide information to peer review entities in other states in order
to generate the type of data that will be made available to the public. Absent this
provision, North Dakota peer review data could not be made available to such
organizations.

3. Section 2 of the Bill authorizes the release of peer review records to
both NDHA and the North Dakota Department of Health. Ultimately, one or both
of those entities will provide quality information to the public — not patient specific
data, but cumulative information which will render the quality of care being

provided more transparent,

4. Section 3 of the Bill extends the privilege now applicable to peer
review information to such information once it has been made available to the
public. This provision is an essential provision of Senate Bill 2403. Without this
provision, the kind of evaluation and public release of information contemplated
by the Bill simply will not occur.

'The remaining changes made by Senate Bill 2403 are, for the most part,

stylistic.




Page 3, line 10, remove “, including that required by federal law”

I N PROPOSED AMENDMENTS TO SENATE BILL NO. 2403

Page 3, after line 23, insert:

“4. Nothing in this section shall be construed to prohibit the
department of health from access to peer review records to
determine compliance with requirements of federal or state
law for the survey and certification of a health care facility
or for a trauma center designation and as authorized under
any administrative rules issued under sections 23-01.2-01 or
23-01-11, to enable the state to be in compliance with any
federal laws in order to qualify for any federal funds related

to medical facilities or agencies licensed by the department
of health.”

Page 3, line 26, after the first comma, insert “data,”

Page 3, line 27, after “to” insert “the department of health or”
- ‘ Renumber accordingly
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7 The Nerth Dakota Healthcore Assecia tion
will take an active leadership rofa in major
healthcare issues.
Mission

North Dakota Healthcare Association The North Dakota Healthcare Association

- I

exists lo advance the health sfatus of persons
served by the membership.

SB 2403 Testimony
House Human Services Committee
March 23, 2009

Mr. Chairman, Members of the House Human Services Committee. | am Arnold
Thomas, President of the North Dakota Healthcare Association, here in support
of SB 2403. With me to explain the content of SB 2403 is John Kapsner, NDHA
legal counsel.

The goal behind SB 2403 js simple: advance the practice of medicine in ND
using evidence based standards to compare hospital specific performance.

5B 2403 sets the framework for gathering the information hecessary for
hospitals to compare, critique, and publicly disclose patient safety, clinical and
financial performance profiles and, most importantly, take such steps for
medical practice advancement as indicated by evidence based practice
standards.

ND hospitals are prepared to participate in the MN Hospital Association’s
established, nationally recognized, fully transparent, hospital performance
program. Joining with MN allows ND hospitals access to a tried and proven
informational template. Joining with MN also allows regional comparative
analysis, an important benefit for the region, given the long standing clinical
relationships between the two states.

Mr. Kapsner will expiain the bills provisions‘and—Offer—an-ameﬂdncmmich
admﬁmmhmw.

After Mr. Kapsner's presentation, | will present a model of how we plan to
proceed in the display and use of hospital specific indicators (attachment), how
this information may be used for public information (attachment), and entertain
questions you, Chairman Weisz, or committee members may have.

PO Box 7340 Bismarck, ND 58507-7340 Phone 701-224-9732 Fax 701-224-9529



