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States' reporting systems for medical accidents in the United States
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Tsuyoshi Hamano ' , Yoshikazu Fujisawa '

Abstract

The reporting system of medical accidents has started since October 2004 in Japan.
Organizations or institutions that have to report are National Centers, National Hospitals,
National Sanatoriums, University Affiliated Hospitals and other specific ones. However it has
not been clear how to use these reporting data to improve quality of health care. On the other
hand there are trials of establishing reporting system of medical accidents at the national level
in the United States. However the reporting system has already been implemented in the
several states. This study explores the present situation of state reporting system of medical
accident, mainly focusing on that of Massachusetts and tries to compare that of New York
and Florida states. Finally this study points out the important factors of the reporting system

to be implemented in Japan.
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State Authorizing statutes or regulations Reportable event forms
Washington Washington Administrative Code, Section 246-320-145
Oregon Section 9, Chapter 686, Oregon laws 2003
California Title 22, Division 5, Chapter 1, Article 70737
Nevada Nevada Revised Statute (NRS) 439. 800-890 Nevada Sentinel Event Registry report forms
Nevada Administrative Code (NAC) 439. 900920
Assembly Bill 59 (AB59)
Utah Utah Division of Administrative Rules, R380-200 Patient Safety initiatives: How to report
Health Care Facility Patient Safety Program Rule R380-210 Utah user's guide and reporting form
Colorado Colorado Revised Statutes, Sec. 25-1-124 Forms for reporting occurrences
The Code of Colorado Regulations, Ch. 2, Sec. 3.2
South Dakota Administrative Rules of South Dakota 44: 04: 01: 07
Kansas Kan. Stat. Ann. § 654923 (2002)
Kansas Administrative Code, 25-52-1
Texas Tex. Health and Safety Code Sec. 241. 201 - 241. 210 (2003) Annual occurrence report form for general
Patient Safety Program and Medical Error Reporting: final rules and special hospitals
(Amending 25 Texas Administrative Code, Chapter 133)
Minnesota Minnesota Statutes, Section 144. 706 et seq.
Tllinois Public Act 094-0242 concerning hospital adverse event reporting
Indiana Executive order 05-10
Indiana Department of Health; 410 IAC 152.4-2. 2
Ohio Revised Code Section 3702. 11
Ohio Administrative Code Chapter 3701-84
Tennessee Unusual event form
Medication occurrence form
Corrective action plan
South Carolina  South Carolina Code of Regulations, Regulation No. 61-16, Sec. 206
Georgia Georgia Rules 290-9-7- 07: Rules and regulations for hospitals Sentinel event report filing
Florida Fla. Stat. ch. 395. 0197 (2003) : Code 15 report form
Code 15 report form - HMOs
Code 15 extension form
Annual Report f(_)rm
Pennsylvania Pa. Stat. Ann. tit. 40, § 1303. 308 (2003)
Pa. Stat. Ann. tit. 40, § 1303. 313
Maryland COMAR 10.07.06
New Jersey New Jersey Regulations NJAC 8: 43G-5. Mandatory reporting forms and updates
Connecticut General Statutes Section19a-127n Adverse event reporting form
New York New York Public Health Law, Section 2805 (L)
New York Code of Rules and Regulations, Title 10, Section 405. 8
Rhode Island Rhode Island Statutes, Section 23-1740
Rules and Regulations for Licensing of Hospitals, R23-17-HOSP
Massachusetts 105 Code of Massachusetts Regulations 130. 331 Hospital fax reporting of incidents and abuse
Maine Me. Rev. Stat. Ann. tit. 22, § 8753 (2003)
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State User's guides for facilities Reports
Washington
Oregon
California
Nevada Nevada sentinel event guides
Utah
Colorado Occurrence reporting manual
South Dakota
Kansas
Texas
Minnesota Minnesota recommendations and guidance for Adverse Health Events in Minnesota Hospitals report,
application of the adverse health event definitions January 2005
Adverse Health Events in Minnesota: Public Report,
February 2006
Tllinois
Indiana
Ohio
Tennessee Interpretive guidelines for reporting unusual events Annual legislative reports on patient safety (2002 - 2004)
Unusual incident reporting system Quarterly data reports (2003 - 2004)
South Carolina
Georgia
Florida Code 15 reporting instructions Annual Report data
Annual Report instructions
Pennsylvania Annual report for 2004
Maryland
New Jersey Mandatory reporting instructions Patient safety newsletters
Connecticut Directions for reporting adverse events
New York individual request to NYPORTS Annual Report - 1999
Annual Report - 200072001
Rhode Island
Massachusetts  Reporting requirements across agencies
Maine Mandatory sentinel event reporting form
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