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’ Wishinglon Siate Depuiriment of

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporting reguirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
« Email to: AdverseEventReporting@doh.wa.qav, or

« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 88504-7853, or
s Fax to: Adverse Events (360) 236-2830

Facility Name:

Kindred Hospital Seattle

Facitity Contact:

Jessica Yanny DQM

rst-hill

Facility web site: hitps:/iwww kindredhealthcare.com/locations/itac/kindred-hospital-seattle-fi
Date of Event Confirmation: 1.10.24
Facility capacity: 60
{e.g., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event Information:

7D event reported to DOH 1.10.2024 on-line send the contextual form as
follow up via email,

On 1.10.24 the patient reported that sometime last night a female staff
member came into her room and grabbed her legs to open the stating she
was checking if the patient was wet. The patient has a prior history of rape

"and felt traumatized by this experience. No injury was sustained no report of

additional touching. The identified employee was suspended pending
investigation. Nursing leadership followed up immediately with the patient
and a police report was filed. investigation to follow.

Office of Community Health Systems
DOH 530-106 (March 2011)
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Heﬂlth (Optional)

State law requires facilities to confirm adverse events with the Depariment of Heaith when they occcur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilittes may also include contextual information regarding

the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a})

Complete the following information and return by:
s Email to: AdverseEveniReporting@doh.wa.gov, or
+ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» Faxto: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattle
Facility Contact:

Jessica Yanny DQM

Facility web site: hitps://kindredhealthcare.com/locations/Itac/kindred-hospital-seattle-first-hil
Date of Event Confirmation: 1.11.24
Facility capacity: 60

(e.g., # of beds, rooms,
procedures per year)

Other Facility information: LTAC

Event Information;

4F event reported to DOH 1.11.24 Online send the contextual form as follow
up via email, RCA to be send once completed and reviewed.

Patient admitted on 9.13.23. On 1.11.24 the patient was noted ic have an
unstagable pressure injury to the ischium. Triad and foam applied. Patient is
already on an alternating air mattress.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-106 {(March 2011}
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Health (Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur, (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Nolification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding

the reported event by completing and submitting this form. This form is optional and not required as part of the
reporling requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to

provide, (RCW 70.56.020(2){a)}

Complete the following information and return by:
»  Email to: AdverseEventReporting@doh.wa.gov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattle
Facility Contact:

Jessica Yanny DQM

Facility web site: https://kindredhealthcare.com/locations/itac/kindred-hospital-seattle-first-hil
Date of Event Confirmation: 1.31.24
Facility capacity: 60

{e.g., # of bads, rooms,
procedures per year)

Other Facility information: LTAC

Event Information:

4F event reported to DOH 1.31.24 Online send the contextual form as follow
up via email, RCA to be send once completed and reviewed.

Patient admitted on 9.13.23. On 1.23.24 the patient was noted o have an
unstagable pressure injury left buttock . Triad and foam applied. Patient is
being placed on specialty mattress.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 539-106 (March 2011)




, Wadingion e Dnent Adverse Event Contextual Information Form

4 H ealth (Optional)

State law requires facilities to canfirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting reguirements,

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to

provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
« Email to: AdverseEventReporting@doh.wa.gov, or
« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
¢ Fax to: Adverse Events {360) 236-2830

Facility Name: Kindred Hospital Seattle
Facility Contact:

Jessica Yanny DQM

Facility web site: hitps:/fkindredhealthcare.com/locations/itac/kindred-hospital-seattie-first-hil
Date of Event Confirmation: 2.6.24
Facility capacity: . 65

(e.g., # of beds, rooms,
procadures per year)

Other Facility information: LTAC

Event Information:

4F event reported to DOH 2.7.24 Online send the contextual form as follow
up via email, RCA to be send once completed and reviewed.

Patient admitted on 11.2.23. On 2.6.24 the patient was noted to have an
Stage 4 pressure injury right buttocks . Wound vac placed. Patient already
on alternating air mattress.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-106 (March 2011)



Woshiugion State Deparlent of

Health

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a})

Complete the following information and return by:
+ Email to: AdverseEventReponrting@doh.wa.qov, or
= Mail to; DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
s+ Faxto: Adverse Events (360} 236-2830

Facility Name:

Kindred Hospital Seattle

Facility Contact:

Jessica Yanny DQM

Facility web site:

hitps:fkindredhealthcare.com/locations/litac/kindred-hospital-seattle-first-hil

Date of Event Confirmation; 2.6.24
Facility capacity: 85
(e.g., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event information:

4F event reported to DOH 2.7.24 Online send the contextual form as follow
up via email, RCA to be send once completed and reviewed.

Patient admitted on 12.29.23. On 2.6.24 the patient was noted to have a
Stage 3 pressure injury to the right heel. Cavilon skin prep apptied covered
with foam dressing and heels floated off pillow. Patient already on specialty
sand bed.

Records reviewed; initial interviews conducted, Followed up by wound care,
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddie

completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-106 {(March 2011}



Washinglon State Depnelineat of Adverse Event Contextual Information Form
9 Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact informaticn. Facitities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide, (RCW 70.56.020(2)(a))

Complete the following information and return by:
« Email to: AdverseEventReporting@doh.wa.gov, or
o Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattie
Facility Contact:

Jessica Yanny DQM

Facility web site: https://kindredhealthcare.com/lccations/iiac/kindred-hospilal-seattie-first-hil
Date of Event Confirmation: 2.6.24
Facility capacity: 66

(e.qg., # of bads, rooms,
procedures per year)

Other Facility information: LTAC

Event Inforimation:

4F event reported to DOH 2.7.24 Online send the contextual form as follow
up via email, RCA to be send once completed and reviewed.

Patient admitted on 12.4.23. On 2.6.24 the patient was noted to have a
Stage 3 pressure injury to the coceyx. Triad cream and foam dressing
apphied.

Records reviewed,; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-106 (March 2011)
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H e Ell th (Optional)

State law requires faciliies to confirm adverse events with the Depariment of Health when they occur. (RCW
70.56.020) The facllity must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact Information. Facilities may also include contextual information regarding

the reported event by complating and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adversa event will include any contextuat information the medical facility chose to
provide, (RCW 70.56.020{2}(a))

Complete the following information and return by:
= Email to: AdverseEveniReporting@doh.wa.qov, of

+ Mall to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
s Fax to: Adverse Events (360) 236-2830

Faclity Name: | S p ey PO INT BeVavINTa HoSpifal

Facility Gontact: | =¥\ 4 | U “CY D{,{,‘f' IVettpr of R |SK-

Fasility wob site; | V1A AU pa Yot LGN/ TONEL§ Vb SprTid . CowA

Date of Event Confirmation: | ()7 \ Q’Y \‘Z_D 74

Facllity capaclty:

ogsporas oom | S 103, ALY pvad M

Other Facllity information:

Event Information:

Poctunt mode aliegahon of
Nnon-Consensiied S g rprse]
Comtact. End- Hormm Case started,
Police cauud  Fotwent rofuced 4o
S)Df’a,ii WA {?D(,f(,e or 0D -Fo

i dical NoSyprad, [ n+ey cz,( nveyt -
gotion dene and wnabe —+o
Sicbstanhote oloims pweved
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Washinglen State Bepartrméent of

gy HEALTH

State law requires facilities to confirm adverse events with the Depariment of Health when they occur. (RCW 70.56.020)
The facility must notify the department within 48 hours of confirming an event. Notification includes date, type of adverse
event, and facility contact information. Facilities may also include contextual information regarding the reported event by

Adverse Event Contexfual Information

% VIAZHINGTON STATE DEPARTMERT OF hEALTH

Form (Optional)

7Y Rural Health

completing and submitting this form. This form is optional and not required as part of the reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medicat facility chose to

provide. (RCW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient, healthcare

professional or facility employee in this form.

Complete the following information and return by:
« Email to; AdverseEventReporting@doh. wa.qov, or

« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
s Fax to: Adverse Events (360) 236-2830

Facility Name:

Welifound Behavioral Health Hospital

Facility Contact:

Amy Schreiber

Facility web site:

Amy.Schreiber@wellfound.org

Date of Event Confirmation:

211212024

Facility capacity:
{e.q., # of beds, rooms,
procedures per year)

Other Facility information:

Event Information:

Welifound Behavioral Health Hospital
Confirmed 2/12

Patient's peer approached him and unprovoked, punched him in the nose. Patient
sustained a nasal bone and maxillary fracture.

Office of Community Health Systems
DOH 530-108 (March 2011}
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g HEALTH

Adverse Event Contextual Information
Form (Optional)

WASHINGTON STATE DEPARTMENT OF KEALTH

Rural Health

State law requires facilities to confirm adverse events with the Department of Heaith when they occur. (RCW 70.56.020)
The facility must notify the department within 48 hours of confirming an event. Notification includes date, type of adverse
event, and facility contact information. Facilities may also include contextual information regarding the reported event by
completing and submitting this form. This form is optional and not required as part of the reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient, healthcare
professionai or facility employee in this form.

Complete the following information and return by:
+« Email to: AdverseEventReporting@doh.wa.gov, or

+ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or-
» Fax fo: Adverse Events (360} 236-2830

Facility Name:

Welifound Behavioral Health Hospital

Facitity Contact:

Amy Schreiber

Facility web site:

Amy.Schreiber@wellfound.org

Date of Event Confirmation:

21372024

Facility capacity:
{e.qg., # of beds, rooms,
procedures per year)

Other Facility information:

Event information:

Wellfound Behavioral Health Hospital
Confirmed date: 2/13/2024
Sexual Assault

A male patient walked into patient's room and tried to take off the patient's mask (patient
is COVID positive} and ran his hands across the patients’ breasts over her scrubs.
Translator services was used to talk with patient.

After event, Male patient was placed on a constant observer.

Office of Community Health Systems
DGH 530-106 {March 2011)




iashingion Ssats Depariment of Adverse Event Contextual Information

gy HEALTH Form (Optional)

VASHISATON STATE DEPARTHENT OF KEALTH

Rural Health

£

! B | %

State law requires facilities to confirm adverse events with the Depariment of Health when they occur. (RCW 70.56.020)
The faciiity must notify the department within 48 hours of confirming an event. Notification includes date, type of adverse
event, and facility contact information. Facilities may also include contextual information regarding the reported event by
completing and submitting this form. This form is optional and not required as part of the reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a}). Please do not include any personally identifiable information for any patient, healthcare
professional or facility employee in this form.

Complete the following information and return by:
« Email to: AdverseEveniReporting@dcoh.wa.gov, or
» Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
e Faxto: Adverse Events (360) 236-2830

Facility Name: | Wellfound Behavioral Health Hospital

Facility Contact: | Amy Schreiber

Facility web site: | 8my.schreiber@welifound.org

Date of Event Confirmation; | 2/15/2024

Facility capacity:
(e.g., # of beds, rooms,
procedures per year)

Other Facility information:

Welifound Behavioral Health Hospital
Confirmed 2/18/2024

Alleged Sexual Assaull. Allegedly, patient was kissed by her roommate three times
against her will. Later reporiing that she was penetrated by a toothbrush by roommate.
Patient sent to Emergency Room for sane exam.

Event Information:

Patient was moved to a different unit.

Office of Community Health Systems
DOH 530-106 (March 2011)



Washinglon Sate Departuentof Adverse Event Contextual Information Form
() Health

State law requires facilities to confirm adverse events with the Department of Health when they ocour. {(RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to

provide, (RCW 70.56.020(2){a))

Complete the following infarmation and return by:
s Email to: AdverseEventReporting@doh.wa.gov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattle
Facility Contfact:

Jessica Yanny DOM

Facility web site: hitps:/ikindredhealthcare. comflocations/Itac/kindred-hospital-seattle-first-hii
Date of Event Confirmation: 2.19.24
Facility capacity: 685

{e.g., # of beds, rooms,
pracedures per year}

Other Facility information: LTAC

Event information:

A total of two 4F event reported to DOH 2.19.24 Online send the contextual
form as follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 12.5.23. On 2.16.24 he was noted to have DTl {o left
and right ischium tuberosity. Triad cream w/ foam applied.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddie
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-166 (March 2011}
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State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facitity contact information. Facilities may also include contextual information regarding
the repoited event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual infermation the medical facility chose to
provide. (RCW 70.56.020{2)(a})

Complete the following information and return by:
¢ Email to: AdverseEveniReporiing@doh.wa.qgov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
« Faxto: Adverse Evenis (360) 236-2830

Facility Name: | University of Washington Medical Center
Facility Contact: |Lisa Robinson

Facility web site: | hitps://www.uwmedicine.org/
Date of Event Confirmation: | 2/22/2024

Facility capacity: : 810 beds
(e.g., # of beds, rooms,
pracedures per year)

Other Facility information:

N/A

Event Information: | Pgtient assault on staff member. During care, patient inappropriately
touched female RN's breast. RN informed the ED technician of the
event who then notified the charge RN. Security was called and the
patient was informed of behavioral expectations. The RN was
reassigned to another patient.

Office of Community Health Systems
DOH 530-106 {March 2011)



Washinglon State Departuentof Adverse Event Contextual Information Form

Health (Optional)

State law requires facilities to confirm adverse events with the Department of Health when they accur. (RCW
70.56.020) The facility must notify the depariment within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact infermation. Facilities may also include contextual infermation regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to

provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
s Email to: AdverseEventReporting@doh.wa.gov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 88504-7853, or
» Fax to: Adverse Evenis (360) 236-2830 '

Facility Name: Kindred Hospital Seattle
Facility Contact:

Jessica Yanny DOM

Facility web site: https:/kindredhealthcare com/locations/Itac/kindred-hospital-seattie-first-hil
Date of Event Confirmation: 2.23.24
A Facility capacity: 85

{e.g., # of beds, rooms,
procedures per year)

Other Facility information: LTAC

Event information:

A total of two 4F event reported to DOH 2.23.24 Online send the contextual
form as follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 10.6.23, On 2.23.24 he was noted to have DTI to left
and right heels. Foam and boots applied. Heels to be floated.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-106 (March 2011)



Adverse Event Contextual Information
Form (Optional)

WASHINGTON STATE DEPARTMENT OF HEALTH

™) Rural Health

State law requires facilities to confirm adverse events with the Depariment of Health when they occur. (RCW 70.56.020)
The facility must notify the department within 48 hours of confirming an event. Notification includes date, type of adverse
event, and facility contact information. Facilities may also include contextual information regarding the reported event by
compleling and submitting this form. This form is optional and not required as part of the reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(=)). Please do not include any personally identifiable information for any patient, healthcare
professional or facility employee in this form.

‘Complete the following information and return by:
+ Email to: AdverseEventReporting@doh.wa.qov, or
« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ Faxto: Adverse Events (360) 236-2830

Facitity Name: Cascade Medical

Facility Contact; | Melissa Grimm

Facility web site: | Www.cascademedical.org

Date of Event Confirmation: 2129124

Facility capacity: Hospital Acute Care is 9 beds

(e.g., # of beds, rcoms,
procedures per year)

Other Facility information: Critical Access Hospital

Patient on airborne precautions. Patient go! out of bed and bed alarmed. Nurse went to
room and asked patient to wait for assistance te go to the bathroom until nurse could
don PPE. Patient did not wait and instead ambulated to toilet with the use of walker.
Nurse came into room and patient was on toilet. While waiting outside cracked door for
privacy at patient's request, nurse asked patient to let her know when dene voiding so
she could assist patient back to bed. Patient did not advise when done voiding, instead
nurse observed through crack door, patient got up to ambulate without assist, so nurse
entered bathroom and observed patient fall. Patient fell onto left hip. Hospital team and
EMS teams alerted for lift assist and patient care. This fall resulied in a left hip fracture.
Patient was transferred to Confluence for fracture repair on 3/1/24,

Event Information:

Office of Communily Heaith Systems
DOH 530-106 (March 2011)
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Hedlth (Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure reguests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020{2)(a)) ‘

Complete the following information and return by:
¢ Email to: AdverseEventReporting@doh.wa.qov, or
e Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
s Fax to: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattle
Facility Contact:

Jessica Yanny DQM

Facility web site: https:/lkindredhealthcare. com/locations/ltac/kindred-hospital-seattie-first-hil
Date of Event Confirmation: 3.4.2024
Facility capacity: 65

{e.g., # of beds, rooms,
procedures per year)

_Other Facility information: LTAC

Event Information:

A total of two 4F event reported to DOH 3.4.204 Online send the contextual
form as follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 1.23.24. On 2.28.24 he was noted to have DTl to the
right heel. Foam and boots applied. Heels to be floated.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DGOH 530-106 {March 2011)
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7 H ealth (Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding

the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting reguirements.

\ 3

Public disclosure requests of an adverse event wili include any centextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
¢ Email to; AdverseEventReporting@doh.wa.gov, or
¢ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
o Faxto: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattle
Facility Contact:

Jessica Yanny DQM

Faclity web site: hitps://kindredhealthcare.com/iocations/ltac/kindred-hospital-seattle-first-hil
Date of Event Confirmation: 3.5.2024
Facility capacity: 85

(e.g., # of beds, rooms,
procedures per year)

Other Facility information: LTAC

Event information:

A 4F event reported to DOH 3.5.204 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 12.15.23. On 3.5.24 the patient was noted to have an

unstagable pressure injury to the sacrum, New orders for triad cream and
cover with foam dressing.

Records reviewed; initial interviews conducted. Followed up by wound care.
Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA in progress

Office of Community Health Systems
DOH 530-106 {March 2011}



