December 11, 2012 
 
Testimony for hearing for the Mainecare Redesign Task Force hearing
 
My name is Kathy Day.  I am a retired RN and a patient safety activist.  I network with other advocates and activists with NEVER, the Northeast Voices for Error Reduction and with the Consumers Union Safe Patient Project, under the umbrella of Consumer Reports. Today, I hope to give patients a voice and to promote accessible, affordable, sustainable, and most importantly safer high quality care. 
 
 My volunteer advocacy work began 4 years ago while my father was dying with Hospital Acquired MRSA, Methicillin Resistant Staphylococcus Aureus.   His infection was preventable.  He went into a rural Maine hospital for a minor ankle fracture.  His hospital had a MRSA outbreak and nobody told him or my family about that. We could have chosen safer care for him, if we had been fully informed of the risks. 
 
It is my opinion that no patient or insurer, including Mainecare, should be required to pay for the costs related to preventable Hospital Acquired Conditions and harm, or the resulting readmissions.  
 
My father’s first hospitalization lasted 14 days, during which he rehabilitated. He succeeded in getting back on his feet. He was discharged on October 7, 2008 in “good” condition, according to his medical record, and he walked into his home with only the help of a walker.  The first Hospital stay cost his insurers $7000.   Two days after he was discharged from his hospital, he collapsed with Hospital Acquired MRSA pneumonia. He was never able to walk again.  The following bills were related to the infection he contracted during his first stay.
$23,000 for second Hospital Stay (Readmission)
$17,000 for Nursing Home
Total $40,000 costs related to my father’s Hospital Acquired Condition.
 
[bookmark: _GoBack]ALL of my father’s Hospital costs were covered by Medicare and private insurance.
 $17.000 for the Nursing Home was out of pocket.
 
Although my father’s HAI related costs seem high, comparatively speaking they were small.  Many MRSA victims testified during 3 Maine DHHS hearings on MRSA prevention legislation (2009,2010,2011). One victim had expenses of over $250,000.  A second one had costs of over half a million dollars.  All of those costs were Medicare covered costs.   That is just TWO patients. Both endured tremendous suffering, disability, repeated surgeries and hospitalizations, and one of these two victims died. 
 
In 2010, the Federal Government started a campaign called the Partnership for Patients.  Stakeholders for safe healthcare were asked to sign a pledge to reduce Hospital acquired conditions by 40% and hospital readmissions by 20%.  I signed on early and I have attended meetings and webinars regarding this work.  I also work with many colleagues on a number of Patient Safety issues by doing presentations, co-writing action letters to State and Federal officials, for safer care, and by sharing stories of health care harm like my father’s, thus giving those harmed patients a voice they may not otherwise have.    Some but not all of Maine’s Hospitals have also signed on to the P4P pledge.  A quote from the webpage about the P4P says,  “Achieving these goals will save lives and prevent injuries to millions of Americans, and has the potential to save up to $35 billion across the health care system, including up to $10 billion in Medicare savings, over the next three years.  Over the next ten years, it could reduce costs to Medicare by about $50 billion and result in billions more in Medicaid savings.  This will help put our nation on the path toward a more sustainable health care system.” Basically this quote says that reducing healthcare harm and readmissions by less than ONE HALF will save a huge amount of money and help to sustain our healthcare system.
 
Hospital acquired conditions are sicknesses or injuries that were not present on admission, and that occur as a result of healthcare rendered.   Examples of these are HAIs (infections of all kinds, like pneumonia, UTI, CLABSI, SSI),  blood clots, air embolisms, foreign objects left in a surgical site, wrong site surgery, skin ulcers, injuries from falls, and medication errors.  These tragic events cause preventable suffering and huge unnecessary and unfair expense to patients and insurers.  Examples of HAC prevention methods  are check lists, , using the 5 rights of medication administration, adequate and appropriately trained staffing, environmental and equipment disinfecting and cleaning, patient and staff education, infection prevention practices like 100% compliance with hand washing and universal precautions, early isolation and special precautions when indicated, MRSA and VRE screening and decolonization,  when indicated, antibiotic stewardship and many more best practices.  This is just the short list.  All of these preventative practices require an investment in safety and infection control programs, but the savings to insurers, patients and most importantly in lives and avoided suffering are immeasurable.  Patients deserve no less than the safest care possible. 
 
Maine has recently been applauded and recognized for their high Hospital ratings through the Leapfrog Hospital ratings group.  These ratings are the result of hard work of many dedicated health professionals. I was the lucky recipient of Grade A (the highest grade that Leapfrog gives to a Hospital) care 1 year ago when I had surgery for cancer at Maine Medical Center.  Yet, avoidable medical errors and infections do occur in our Maine Hospitals. 3 separate studies in 2011 revealed that up to 1 in 3 Hospitalized patients experience medical error/harm.  In Maine, only a small portion of these adverse events are publicly reported.  As far as I know, only nosocomial MRSA and C diff, CLABSIs, and sentinel events are publicly reported. Many process measures are publicly reported, but few actual healthcare outcome measures are reported.    My opinion is that ALL preventable and harmful healthcare acquired conditions should be reported, thus making providers transparent and accountable for harm.  This kind of reporting motivates facilities to do better.  The availability of that information in public reports empowers patients and helps them to make educated and safe healthcare choices for themselves.  Hospitals can’t fix what isn’t measured.  And, patients cannot choose their safest care without current and accurate reports from the Hospitals, doctors and clinics. When accurate public reports are available and HAC are not longer paid for, that will affect provider’s bottom line.  Very serious efforts for improvement will result from that.
 
If I purchase a meal at a restaurant, and I get sick from it, choke on a bone, or burn my mouth, I have recourse.  I can report them to the Better Business bureau, and the public health inspectors.  I can write a review of the restaurant online.   I can complain to them and they would likely reimburse me and pay for any incurred medical expenses to avoid litigation.  If not, then I can take them to court and get compensated for my suffering and medical expenses. We all remember the scalding coffee incident at McDonalds and the resulting lawsuit.   This kind of action is all but impossible for patients who are harmed in a Hospital, LTC or clinic. Some grotesque harm has come to patients in the form of HAIs, MRSA being the one I know the most about.  Yet, try to find cases online where a victim has successfully litigated a case of hospital acquired MRSA.    Unless a wrong site, wrong patient surgery or wrong limb amputation has occurred, medical malpractice cases are extremely difficult to pursue.  Valid and sometimes desperate concerns and complaints to the offending facility generally do not result in meaningful resolution for the patients.  And, on top of that, patients and their insurers are charged for all the care that was a result of the harm.  None of this is acceptable to heathcare consumers and it should not be acceptable to insurers either.    Why the difference between harm in the Food industry (which is generally much less serious), and harm (generally involving a lot of suffering and expense) in the healthcare industry?    
 
Mainecare and Medicare, private insurers and patients should not be financially responsible for cost related to preventable Hospital Acquired Conditions and harm, and/or the resulting readmissions.   Maine would do well to adopt the Medicare NEVER list, just as a start.  Reduced or no reimbursement for the HACs on that list seems very appropriate.
 
Overuse is a whole other realm of potential harm, overtreatment and expense to patients and insurers. I look forward to the work being done by the Consumer Reports and the American Board of Internal Medicine on the overuse issue.  Maine Quality Counts also plans to address the issue of overuse.  It is another kind of avoidable healthcare expense that is not financially sustainable. 
 
Thank you for your work in this task force. It is a formidable job that you are doing, but I hope that the safety and well being of patients will remain your priority throughout.
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