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Oklahoma hospitals work every day to make care as safe and free from harm as it can 
possibly be.  While hospitals strive to do the best for patients through the use of 
sophisticated systems, information technology, patient care protocols and on-going 
education, human error can and does occur.   
 
When serious results occur, information about the error should be quickly and openly 
communicated to patients and their families.  Further, we believe the purchasers of those 
health care services should not be billed for the care directly related to the event. This 
includes patients, third party payers and employers.  
 
The Oklahoma Hospital Association recommends that hospitals not seek payment for 
additional hospital charges directly resulting from the occurrence of a serious adverse 
event if: 

• The event results in an increased length of stay, level of care or significant 
intervention. 

• An additional procedure is required to correct the event. 
• An unintended procedure is performed. 
• Re-admission is required as a result of the event that occurred in that same 

facility. 
 
 To this end, the following principles are provided to Oklahoma hospitals to guide the 
identification of serious adverse events and the development and adoption of policies for 
addressing partial or non-payments of care directly related to serious adverse events. 
 

1. The error or event must be preventable. Hospitals should not be held 
accountable for something that could not be reasonably prevented by the hospital 
in the first place. A root cause analysis may be required to determine 
preventability.  
 

2. The error or event must be within the control of the hospital. Hospitals should 
not be held accountable for errors that may have occurred, for example, in the 
manufacture of drugs, devices or equipment, well before the materials reached a 
hospital’s doors.  

3. The error or event must be the result of a mistake made in the hospital. The 
event must clearly and unambiguously be the result of a mistake made, hospital 
procedures not followed, and not something that could otherwise occur.  
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4. The error or event must result in significant harm. The list of events should be 
limited to those that yield very serious results or significant interventions.   
 

5. The error or event must be clearly and precisely defined in advance of the 
decision to not bill for all or part of the care provided. A root cause analysis 
should be initiated immediately after identification of the event to determine the 
source of the error and whether the event was avoidable. 

  
 

The selected events below, taken from the National Quality Forum’s (NQF) list of serious 
adverse events, were chosen based on consensus that these events are generally 
preventable, indicative of a hospital system error, and for which there are published 
guidelines for prevention of these errors. Beginning at this time with a narrower list of 
serious adverse events recognizes and supports the significant efforts required for 
organizations to operationalize this guidance and develop new processes for 
implementation of non-payment policies.  
 
The Oklahoma Hospital Association recommends that Oklahoma hospitals not seek 
payment for services related solely to care from the following serious preventable adverse 
events if after a root cause analysis the hospital deems that the event was avoidable: 
 
• Surgery on wrong body part. 
• Surgery on wrong patient. 
• Wrong surgical procedure. 
• Unintended retention of a foreign object. 
• Patient death or serious disability associated with intravascular air embolism that 

occurs while being treated in a health care facility. 
• Patient death or serious disability associated with a hemolytic reaction due to 

administration of ABO/HLA incompatible blood or blood products.  
• Artificial insemination with the wrong donor sperm or wrong egg. 
• Infant discharged to the wrong person. 
• Death or serious disability (kernicterus) associated with failure to identify and treat 

hyperbilirubinemia in neonates. 
• Patient death or serious disability associated with a burn incurred from any source 

while being cared for in a healthcare facility. 
• Death or serious disability associated with a medication error.  
 


