Minnesota Statutes 62J
The State Medical Data Collection Law — Connection to
Minnesota’s 2004 “best practices” law

Bolded Sections may provide government officials with authority to establish and issue so-
called “best practices” even after the 2004 MN “best practices” health care law (MS 62A.28)
expires on June 30, 2004.

Key Words and Phrases used by “best practices” proponents are found in this statute enacted
between 1992 and 2001: quality, effectiveness, cost-effectiveness, outcomes, patient safety,
efficiency, technology, unnecessary variations [in practice], appropriateness, and cost
containment

Lack of Patient Consent and Penalties: The specific language is found below in 62J.321,
subd. 1 and 2.

Background and Controversy: In August 2002, after using this law to collect and analyze six
years of patient data from hospitals and 2 health plans, the Minnesota Department of Health
proposed regulations to begin statewide government collection of patient-identifiable data .
Due to front-page media attention, concerned legislators, and citizen opposition, the
regulation was withdrawn in March 2003. However, attempts in 2003 to repeal the data
collection provisions of 62J were thwarted by health officials in the Pawlenty administration
and HHS Finance Chair, Rep. Fran Bradley (R-Rochester). Therefore the data collection law

remains alive and active—and no regulation is needed prior to data collection activities.
62J.03 Definitions.

Subdivision 1. Scope of definitions. For purposes of
this chapter, the terms defined in this section have the
meanings given.

Subd. 2. Clinically effective. "Clinically effective"
means that the use of a particular medical technology improves
patient clinical status, as measured by medical condition,
survival rates, and other variables, and that the use of the
particular technology demonstrates a clinical advantage over
alternative technologies.

Subd. 3. Repealed, 1997 ¢ 225 art 2 s 63

Subd. 4. Commissioner. "Commissioner" means the
commissioner of health.

Subd. 5. Cost-effective. '"Cost-effective' means that
the economic costs of using a particular technology to achieve
improvement in a patient's health outcome are justified given a
comparison to both the economic costs and the improvement in
patient health outcome resulting from the use of alternative
technologies.

Subd. 6. Group purchaser. "Group purchaser" means a
person or organization that purchases health care services on
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behalf of an identified group of persons, regardless of whether
the cost of coverage or services is paid for by the purchaser or
by the persons receiving coverage or services, as further
defined in rules adopted by the commissioner. "Group purchaser"
includes, but is not limited to, community integrated service
networks; health insurance companies, health maintenance
organizations, nonprofit health service plan corporations, and
other health plan companies; employee health plans offered by
self-insured employers; trusts established in a collective
bargaining agreement under the federal Labor-Management
Relations Act of 1947, United States Code, title 29, section
141, et seq.; the Minnesota Comprehensive Health Association;
group health coverage offered by fraternal organizations,
professional associations, or other organizations; state and
federal health care programs; state and local public employee
health plans; workers' compensation plans; and the medical
component of automobile insurance coverage.

Subd. 7. Improvement in health outcome. "Improvement
in health outcome" means an improvement in patient clinical
status, and an improvement in patient quality-of-life status, as
measured by ability to function, ability to return to work, and
other variables.

Subd. 8. Provider or health care provider.
"Provider" or "health care provider" means a person or
organization other than a nursing home that provides health care
or medical care services within Minnesota for a fee and is
eligible for reimbursement under the medical assistance program
under chapter 256B. For purposes of this subdivision, "for a
fee" includes traditional fee-for-service arrangements,
capitation arrangements, and any other arrangement in which a
provider receives compensation for providing health care
services or has the authority to directly bill a group
purchaser, health carrier, or individual for providing health
care services. For purposes of this subdivision, "eligible for
reimbursement under the medical assistance program" means that
the provider's services would be reimbursed by the medical
assistance program if the services were provided to medical
assistance enrollees and the provider sought reimbursement, or
that the services would be eligible for reimbursement under
medical assistance except that those services are characterized
as experimental, cosmetic, or voluntary.

Subd. 9. Safety. "Safety" means a judgment of the
acceptability of risk of using a technology in a specified
situation.

Subd. 10. Health plan company. "Health plan company"
means a health plan company as defined in section 62Q.01,
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subdivision 4.

HIST: 1992 ¢ 549 art 1 s 2; 1993 c 345 art3s 1;art4s 1;
art 6 s 1; 1994 ¢ 625 art 8 s 14,15; 1997 ¢ 225 art 2 s 62

==62].04
62J.04 Monitoring the rate of growth of health care
spending.
[...]

Subd. 3. Cost containment duties. The commissioner shall:

(1) establish statewide and regional cost containment goals
for total health care spending under this section and collect
data as described in sections 62J.38 to 62J.41 to monitor
statewide achievement of the cost containment goals;

(2) divide the state into no fewer than four regions, with
one of those regions being the Minneapolis/St. Paul metropolitan
statistical area but excluding Chisago, Isanti, Wright, and
Sherburne Counties, for purposes of fostering the development of
regional health planning and coordination of health care
delivery among regional health care systems and working to
achieve the cost containment goals;

(3) monitor the quality of health care throughout the state
and take action as necessary to ensure an appropriate level of quality;

(4) issue recommendations regarding uniform billing forms,
uniform electronic billing procedures and data interchanges,
patient identification cards, and other uniform claims and
administrative procedures for health care providers and private
and public sector payers. In developing the recommendations,
the commissioner shall review the work of the work group on
electronic data interchange (WEDI) and the American National
Standards Institute (ANSI) at the national level, and the work
being done at the state and local level. The commissioner may
adopt rules requiring the use of the Uniform Bill 82/92 form,
the National Council of Prescription Drug Providers (NCPDP) 3.2
electronic version, the Centers for Medicare and Medicaid
Services 1500 form, or other standardized forms or procedures;

(5) undertake health planning responsibilities;

(6) authorize, fund, or promote research and
experimentation on new technologies and health care procedures;

(7) within the limits of appropriations for these purposes,
administer or contract for statewide consumer education and
wellness programs that will improve the health of Minnesotans
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and increase individual responsibility relating to personal
health and the delivery of health care services, undertake
prevention programs including initiatives to improve birth
outcomes, expand childhood immunization efforts, and provide
start-up grants for worksite wellness programs;

(8) undertake other activities to monitor and oversee the
delivery of health care services in Minnesota with the goal of
improving affordability, quality, and accessibility of health
care for all Minnesotans; and

(9) make the cost containment goal data available to the
public in a consumer-oriented manner.

Subd. 4. [...]
[..]

==62].212
62J.212 Public health goals.

The commissioner shall establish specific public health
goals including, but not limited to, increased delivery of
prenatal care, improved birth outcomes, and expanded childhood
immunizations. The commissioner shall consider the community
public health goals and the input of the statewide advisory
committee on community health in establishing the statewide goals.

HIST: 1993 c 345 art 5s9; 1995 c 234 art 5s 4
[...]

62J.2930 Information clearinghouse.

Subdivision 1. Establishment. The commissioner of
health shall establish an information clearinghouse within the
Department of Health to facilitate the ability of consumers,
employers, providers, health plan companies, and others to
obtain information on health reform activities in Minnesota.
The commissioner shall make available through the clearinghouse
updates on federal and state health reform activities, including
information developed or collected by the Department of Health
on cost containment or other research initiatives, the
development of voluntary purchasing pools, action plans
submitted by health plan companies, reports or recommendations
of the Health Technology Advisory Committee and other entities
on technology assessments, and reports or recommendations from
other formal committees applicable to health reform activities.
The clearinghouse shall also refer requestors to sources of
further information or assistance. The clearinghouse is subject to chapter 13.

Subd. 2. Information on health plan companies. The
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information clearinghouse shall provide information on all
health plan companies operating in a specific geographic area to
consumers and purchasers who request it.

Subd. 3. Consumer information. (a) The information
clearinghouse or another entity designated by the commissioner
shall provide consumer information to health plan company
enrollees to:

(1) assist enrollees in understanding their rights;

(2) explain and assist in the use of all available
complaint systems, including internal complaint systems within
health carriers, community integrated service networks, and the
Departments of Health and Commerce;

(3) provide information on coverage options in each region
of the state;

(4) provide information on the availability of purchasing
pools and enrollee subsidies; and

(5) help consumers use the health care system to obtain
coverage.

(b) The information clearinghouse or other entity
designated by the commissioner for the purposes of this
subdivision shall not:

(1) provide legal services to consumers;
(2) represent a consumer or enrollee; or

(3) serve as an advocate for consumers in disputes with
health plan companies.

(c) Nothing in this subdivision shall interfere with the
ombudsman program established under section 256B.031,
subdivision 6, or other existing ombudsman programs.

Subd. 4. Coordination. To the extent possible, the
commissioner shall coordinate the activities of the
clearinghouse with the activities of the Minnesota Health Data
Institute.

HIST: 1995 c 234 art 5s5; 1997 c 225 art 2 s 62; 1999 ¢ 245 art 2 s 7

==62J.301
62J.301 Research and data initiatives.
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Subdivision 1. Definitions. For purposes of sections
62J.2930 to 62J.42, the following definitions apply:

(a) "Health outcomes data" means data used in research
designed to identify and analyze the outcomes and costs of
alternative interventions for a given clinical condition, in
order to determine the most appropriate and cost-effective means
to prevent, diagnose, treat, or manage the condition, or in
order to develop and test methods for reducing inappropriate or
unnecessary variations in the type and frequency of
interventions.

(b) "Encounter level data'" means data related to the
utilization of health care services by, and the provision of
health care services to individual patients, enrollees, or
insureds, including claims data, abstracts of medical records,
and data from patient interviews and patient surveys.

Subd. 2. Statement of purpose. The commissioner of
health shall conduct data and research initiatives in order to
monitor and improve the efficiency and effectiveness of health
care in Minnesota.

Subd. 3. General duties. The commissioner shall:

(1) collect and maintain data which enable population-based
monitoring and trending of the access, utilization, quality, and
cost of health care services within Minnesota;

(2) collect and maintain data for the purpose of estimating
total Minnesota health care expenditures and trends;

(3) collect and maintain data for the purposes of setting
cost containment goals under section 62J.04, and measuring cost
containment goal compliance;

(4) conduct applied research using existing and new data
and promote applications based on existing research;

(5) develop and implement data collection procedures to
ensure a high level of cooperation from health care providers
and health plan companies, as defined in section 62Q.01,
subdivision 4;

(6) work closely with health plan companies and health care
providers to promote improvements in health care efficiency and
effectiveness; and

(7) participate as a partner or sponsor of private sector
initiatives that promote publicly disseminated applied research
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on health care delivery, outcomes, costs, quality, and
management.

Subd. 4. Information to be collected. (a) The data
collected may include health outcomes data, patient functional
status, and health status. The data collected may include
information necessary to measure and make adjustments for
differences in the severity of patient condition across
different health care providers, and may include data obtained
directly from the patient or from patient medical records, as
provided in section 62J.321, subdivision 1.

(b) The commissioner may:

(1) collect the encounter level data required for the
research and data initiatives of sections 62J.301 to 62].42,
using, to the greatest extent possible, standardized forms and
procedures; and

(2) process the data collected to ensure validity,
consistency, accuracy, and completeness, and as appropriate,
merge data collected from different sources.

(c) For purposes of estimating total health care spending
and forecasting rates of growth in health care spending, the
commissioner may collect from health care providers data on
patient revenues and health care spending during a time period
specified by the commissioner. The commissioner may also
collect data on health care revenues and spending from group
purchasers of health care. Health care providers and group
purchasers doing business in the state shall provide the data
requested by the commissioner at the times and in the form
specified by the commissioner. Professional licensing boards
and state agencies responsible for licensing, registering, or
regulating providers and group purchasers shall cooperate fully
with the commissioner in achieving compliance with the reporting
requirements.

Subd. 5. Nonlimiting. Nothing in this chapter shall
be construed to limit the powers granted to the commissioner of
health under chapter 62D, 62N, 144, or 144A.

HIST: 1995 c 234 art 5s6; 1997 ¢ 150s 5

==62J.311
62J.311 Analysis and use of data.

Subdivision 1. Data analysis. The commissioner shall
analyze the data collected to:
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(1) assist the state in developing and refining its health
policy in the areas of access, utilization, quality, and cost;

(2) assist the state in promoting efficiency and
effectiveness in the financing and delivery of health services;

(3) monitor and track accessibility, utilization, quality,
and cost of health care services within the state;

(4) evaluate the impact of health care reform activities;
(5) assist the state in its public health activities; and

(6) evaluate and determine the most appropriate methods for
ongoing data collection.

Subd. 2. Criteria for data and research initiatives.
(a) Data and research initiatives by the commissioner, pursuant
to sections 62J.301 to 62J.42, must:

(1) serve the needs of the general public, public sector
health care programs, employers and other purchasers of health
care, health care providers, including providers serving large
numbers of people with low-income, and health plan companies as
applicable;

(2) be based on scientifically sound and statistically
valid methods;

(3) be statewide in scope, to the extent feasible, in order
to benefit health care purchasers and providers in all parts of
Minnesota and to ensure broad and representative health care
data for research comparisons and applications;

(4) emphasize data that is useful, relevant, and
nonredundant of existing data. The initiatives may duplicate
existing private data collection activities, if necessary to
ensure that the data collected will be in the public domain;

(5) be structured to minimize the administrative burden on
health plan companies, health care providers, and the health
care delivery system, and minimize any privacy impact on
individuals; and

(6) promote continuous improvement in the efficiency and
effectiveness of health care delivery.

(b) Data and research initiatives related to public sector
health care programs must:
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(1) assist the state's current health care financing and
delivery programs to deliver and purchase health care in a
manner that promotes improvements in health care efficiency and
effectiveness;

(2) assist the state in its public health activities,
including the analysis of disease prevalence and trends and the
development of public health responses;

(3) assist the state in developing and refining its overall
health policy, including policy related to health care costs,
quality, and access; and

(4) provide data that allows the evaluation of state health
care financing and delivery programs.

HIST: 1995 c 234 art5s 7

==62J.321
62J.321 Data collection and processing procedures.

Subdivision 1. Data collection. (a) The commissioner
shall collect data from health care providers, health plan
companies, and individuals in the most cost-effective manner,
which does not unduly burden them. The commissioner may require
health care providers and health plan companies to collect and
provide patient health records and claim files, and cooperate in
other ways with the data collection process. The commissioner
may also require health care providers and health plan companies
to provide mailing lists of patients. Patient consent shall not
be required for the release of data to the commissioner pursuant
to sections 62J.301 to 62].42 by any group purchaser, health
plan company, health care provider; or agent, contractor, or
association acting on behalf of a group purchaser or health care
provider. Any group purchaser, health plan company, health care
provider; or agent, contractor, or association acting on behalf
of a group purchaser or health care provider, that releases data
to the commissioner in good faith pursuant to sections 62J.301
to 62J.42 shall be immune from civil liability and criminal
prosecution.

(b) When a group purchaser, health plan company, or health
care provider submits patient identifying data to the
commissioner pursuant to sections 62J.301 to 62J.42, and the
data is submitted to the commissioner in electronic form, or
through other electronic means including, but not limited to,
the electronic data interchange system, the group purchaser,
health plan company, or health care provider shall submit the
patient identifying data in encrypted form, using an encryption
method specified by the commissioner. Submission of encrypted
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data as provided in this paragraph satisfies the requirements of
section 144.335, subdivision 3b.

(¢) The commissioner shall require all health care
providers, group purchasers, and state agencies to use a
standard patient identifier and a standard identifier for
providers and health plan companies when reporting data under
this chapter. The commissioner must encrypt patient identifiers
to prevent identification of individual patients and to enable
release of otherwise private data to researchers, providers, and
group purchasers in a manner consistent with chapter 13 and
sections 62J.55 and 144.335. This encryption must ensure that
any data released must be in a form that makes it impossible to
identify individual patients.

Subd. 2. Failure to provide data. The intentional
failure to provide the data requested under this chapter is
grounds for disciplinary or regulatory action against a
regulated provider or group purchaser. The commissioner may
assess a fine against a provider or group purchaser who refuses
to provide data required by the commissioner. If a provider or
group purchaser refuses to provide the data required, the
commissioner may obtain a court order requiring the provider or
group purchaser to produce documents and allowing the
commissioner to inspect the records of the provider or group
purchaser for purposes of obtaining the data required.

Subd. 3. Data collection and review. Data collection
must continue for a sufficient time to permit: adequate
analysis by researchers and appropriate providers, including
providers who will be impacted by the data; feedback to
providers; monitoring for changes in practice patterns; and the
data and research criteria of section 62J.311, subdivision 2, to
be fulfilled.

Subd. 4. Use of existing data. (a) The commissioner
shall negotiate with private sector organizations currently
collecting health care data of interest to the commissioner to
obtain required data in a cost-effective manner and minimize
administrative costs. The commissioner shall attempt to
establish links between the health care data collected to
fulfill sections 62J.301 to 62J.42 and existing private sector
data and shall consider and implement methods to streamline data
collection in order to reduce public and private sector
administrative costs.

(b) The commissioner shall use existing public sector data,
such as those existing for medical assistance and Medicare, to
the greatest extent possible. The commissioner shall establish
links between existing public sector data and consider and
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implement methods to streamline public sector data collection in
order to reduce public and private sector administrative costs.

Subd. 5. Data classification. (a) Data collected to
fulfill the data and research initiatives authorized by sections
62].301 to 62J.42 that identify individual patients or providers
are private data on individuals. Data not on individuals are
nonpublic data. The commissioner shall establish procedures and
safeguards to ensure that data released by the commissioner is
in a form that does not identify specific patients, providers,
employers, individual or group purchasers, or other specific
individuals and organizations, except with the permission of the
affected individual or organization, or as permitted elsewhere
in this chapter.

(b) Raw unaggregated data collected from household and
employer surveys used by the commissioner to monitor the number
of uninsured individuals, reasons for lack of insurance
coverage, and to evaluate the effectiveness of health care
reform, are subject to the same data classifications as data
collected pursuant to sections 62J.301 to 62].42.

(c) Notwithstanding sections 13.03, subdivisions 6 to &;
13.10, subdivisions 1 to 4; and 138.17, data received by the
commissioner pursuant to sections 62J.301 to 62].42, shall
retain the classification designated under this section and
shall not be disclosed other than pursuant to this section.

(d) Summary data collected to fulfill the data and research
initiatives authorized by sections 62J.301 to 62J.42 may be
disseminated under section 13.05, subdivision 7. For the
purposes of this section, summary data includes nonpublic data
not on individuals.

(e) Notwithstanding paragraph (a), the commissioner may
publish nonpublic or private data collected pursuant to sections
62J.301 to 62J.42 on health care costs and spending, quality and
outcomes, and utilization for health care institutions,
individual health care professionals and groups of health care
professionals, and group purchasers, with a description of the
methodology used for analysis. The commissioner may not make
public any patient identifying information except as specified
in law. The commissioner shall not reveal the name of an
institution, group of professionals, individual health care
professional, or group purchaser until after the institution,
group of professionals, individual health care professional, or
group purchaser has had 21 days to review the data and comment.
The commissioner shall include comments received in the release of the data.

(f) A provider or group purchaser may contest whether the
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data meets the criteria of section 62J.311, subdivision 2,
paragraph (a), clause (2), in accordance with a contested case
proceeding as set forth in sections 14.57 to 14.62, subject to
appeal in accordance with sections 14.63 to 14.68. To obtain a
contested case hearing, the provider or group purchaser must
make a written request to the commissioner before the end of the
time period for review and comment. Within ten days of the
assignment of an administrative law judge, the provider or group
purchaser shall make a clear showing to the administrative law
judge of probable success in a hearing on the issue of whether
the data are accurate and valid and were collected based on the
criteria of section 62J.311, subdivision 2, paragraph (a),

clause (2). If the administrative law judge determines that the
provider or group purchaser has made such a showing, the data
shall remain private or nonpublic during the contested case
proceeding and appeal. If the administrative law judge
determines that the provider or group purchaser has not made
such a showing, the commissioner may publish the data
immediately, with comments received in the release of the data.
The contested case proceeding and subsequent appeal is not an
exclusive remedy and any person may seek a remedy pursuant to
section 13.08, subdivisions 1 to 4, or as otherwise authorized by law.

[...]

==62].41
62J.41 Data from providers.

Subdivision 1. Cost containment data to be collected
from providers. The commissioner shall require health care
providers to collect and provide both patient specific
information and descriptive and financial aggregate data on:

(1) the total number of patients served;

(2) the total number of patients served by state of
residence and Minnesota county;

(3) the site or sites where the health care provider
provides services;

(4) the number of individuals employed, by type of
employee, by the health care provider;

(5) the services and their costs for which no payment was received;

(6) total revenue by type of payer or by groups of payers,
including but not limited to, revenue from Medicare, medical
assistance, MinnesotaCare, nonprofit health service plan
corporations, commercial insurers, health maintenance
organizations, and individual patients;
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(7) revenue from research activities;

(8) revenue from educational activities;

(9) revenue from out-of-pocket payments by patients;
(10) revenue from donations; and

(11) any other data required by the commissioner, including
data in unaggregated form, for the purposes of developing
spending estimates, setting spending limits, monitoring actual
spending, and monitoring costs.

The commissioner may, by rule, modify the data submission
categories listed above if the commissioner determines that this
will reduce the reporting burden on providers without having a
significant negative effect on necessary data collection efforts.

Subd. 2.  Annual monitoring and estimates. The
commissioner shall require health care providers to submit the
required data for the period July 1, 1993 to December 31, 1993,
by April 1, 1994. Health care providers shall submit data for
the 1994 calendar year by April 1, 1995, and each April 1
thereafter shall submit data for the preceding calendar year.
The commissioner of revenue may collect health care service
revenue data from health care providers, if the commissioner of
revenue and the commissioner agree that this is the most
efficient method of collecting the data. The commissioners of
health and revenue shall have the authority to share data
collected pursuant to this section.

[...]

HIST: 1993 ¢ 345 art 3 s 12; 1994 ¢ 625 art 8 s 29; 1995 ¢ 234
art 5s 13,14; 1997 ¢ 225 art 2 s 62

==62].42
62J.42 Quality, utilization, and outcome data.

The commissioner shall also require group purchasers and health
care providers to maintain and periodically report information on
quality of care, utilization, and outcomes. The information must be
provided at the times and in the form specified by the commissioner.

HIST: 1993 ¢ 345 art 3 s 13

[...]
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