
SENATE No. 1305
By Mr. Moore, a petition (accompanied by bill, Senate, No. 1305) of

Richard T. Moore for legislation relative to medical errors. Public
Health.

In the Year Two Thousand and Five

An Act relative to medical errors.

Be it enacted by the Senate and House ofRepresentatives in General
Court assembled, and by the authority ofthe same, asfollows:

1 Section 16E of Chapter 6A of the General Laws, as so
2 appearing in the 2002 Official Edition, is hereby amended by
3 inserting the following two subsections:—
4 (e) Each health care facility shall report to the center the occur-
-5 rence of any of the adverse events described in subsections 1 to 6
6 as soon as is reasonably and practically possible, but no later than
7 15 working days after discovery of the event. The report shall be
8 filed in a format specified by the center and shall identify the
9 facility but shall not include any identifying information for any

10 of the health care professionals, facility employees, or patients
11 involved. The director may consult with experts and organizations

12 familiar with patient safety when developing the format for
13 reporting and in further defining events in order to be consistent
14 with industry standards.
15 (1) SURGICAL EVENTS. Events reportable under this subdi
16 vision are:
17 a. surgery performed on a wrong body part that is not consistent
18 with the documented informed consent for that patient. Reportable
19 events under this clause do not include situations requiring prompt
20 action that occur in the course of surgery or situations whose
21 urgency precludes obtaining informed consent;
22 b. surgery performed on the wrong patient;
23 c. the wrong surgical procedure performed on a patient that is
24 not consistent with the documented informed consent for that
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25 patient. Reportable events under this clause do not include situa-
-26 tions requiring prompt action that occur in the course of surgery
27 or situations whose urgency precludes obtaining informed con-
-28 sent;

29 d. retention of a foreign object in a patient after surgery or other
30 procedure, excluding objects intentionally implanted as part of a
31 planned intervention and objects present prior to surgery that are
32 intentionally retained; and
33 e. death during or immediately after surgery of a normal,
34 healthy patient who has no organic, physiologic, biochemical, or
35 psychiatric disturbance and for whom the pathologic processes for
36 which the operation is to be performed are localized and do not
37 entail a systemic disturbance.
38 (2) PRODUCT OR DEVICE EVENTS. Events reportable under
39 this subdivision are:
40 a. patient death or serious disability associated with the use of
41 contaminated drugs, devices, or biologies provided by the facility
42 when the contamination is the result of generally detectable conta-
-43 minants in drugs, devices, or biologies regardless of the source of
44 the contamination or the product;
45 b. patient death or serious disability associated with the use or
46 function of a device in patient care in which the device is used or
47 functions other than as intended. Device includes, but is not lim-
-48 ited to, catheters, drains, and other specialized tubes, infusion
49 pumps, and ventilators; and
50 c. patient death or serious disability associated with intravas-
-51 cular air embolism that occurs while being cared for in a facility,
52 excluding deaths associated with neurosurgical procedures known
53 to present a high risk of intravascular air embolism.
54 (3) PATIENT PROTECTION EVENTS. Events reportable
55 under this subdivision are:
56 a. an infant discharged to the wrong person;
57 b. patient death or serious disability associated with patient dis-
-58 appearance for more than four hours, excluding events involving
59 adults who have decision-making capacity; and
60 c. patient suicide or attempted suicide resulting in serious dis-
-61 ability while being cared for in a facility due to patient actions
62 after admission to the facility, excluding deaths resulting from
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self-inflicted injuries that were the reason for admission to the
facility.

63
64

(4) CARE MANAGEMENT EVENTS. Events reportable under
this subdivision are:

65
66

a. patient death or serious disability associated with a medica-
tion error, including, but not limited to, errors involving the wrong
drug, the wrong dose, the wrong patient, the wrong time, the
wrong rate, the wrong preparation, or the wrong route of adminis-
tration, excluding reasonable differences in clinical Judgment on
drug selection and dose;

6
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b. patient death or serious disability associated with a
hemolytic reaction due to the administration of ABO-incompatible
blood or blood products;

3
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c. maternal death or serious disability associated with labor or
delivery in a low-risk pregnancy while being cared for in a
facility, including events that occur within 42 days postdelivery
and excluding deaths from pulmonary or amniotic fluid embolism,
acute fatty liver of pregnancy, or cardiomyopathy;

76
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d. patient death or serious disability directly related to hypo-
glycemia, the onset of which occurs while the patient is being
cared for in a facility;

81
82
83

84 e. death or serious disability, including kernicterus, associated
with failure to identify and treat hyperbilirubinemia in neonates
during the first 28 days of life. “Hyperbilirubinemia” means
bilirubin levels greater than 30 milligrams per deciliter;

85
86
87

f. stage 3 or 4 ulcers acquired after admission to a facility,
excluding progression from stage 2 to stage 3 if stage 2 was rec-
ognized upon admission; and

88

89
90

91 g. patient death or serious disability due to spinal manipulative
therapy.92

93 (5) ENVIRONMENTAL EVENTS. Events reportable under
this subdivision are:94

95 a. patient death or serious disability associated with an electric
shock while being cared for in a facility, excluding events
involving planned treatments such as electric countershock;

96
97
98 b. any incident in which a line designated for oxygen or other

gas to be delivered to a patient contains the wrong gas or is conta-
minated by toxic substances;

99
100
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c. patient death or serious disability associated with a burn
incurred from any source while being cared for in a facility;
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d, patient death associated with a fall while being cared for in a
facility; and

103
104

e. patient death or serious disability associated with the use of
restraints or bedrails while being cared for in a facility.

105
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(6). CRIMINAL EVENTS. Events reportable under this subdi-
vision are:

107
108

a. any instance of care ordered by or provided by someone
impersonating a physician, nurse, pharmacist, or other licensed
health care provider;

109
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b. abduction of a patient of any age;112
c. sexual assault on a patient within or on the grounds of a

facility; and
113
114

d. death or significant injury of a patient or staff member
resulting from a physical assault that occurs within or on the
grounds of a facility.
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(f) Notwithstanding any provisions in the General Laws to the
contrary, no third party payer, including the Commonwealth, an
insurer licensed or otherwise authorized to transact accident or
health insurance organized under chapter 175, a nonprofit hospital
service corporation organized under chapter 176A, a nonprofit
medical service corporation organized under chapter 1768, a
health maintenance organization organized under chapter 176G
and an organization entering into a preferred provider arrange-
ment under chapter 1761, may knowingly reimburse a health care
professional or a health care facility for services that resulted in
any of the adverse health care events listed above, and no health
care professional or health care facility may bill the patient for
such services.

118
1 19
120
121
122
123
124
125
126
127
128
129
130

This Document Has Been Printed On 100% Recycled Paper.


