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Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (ROW
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 a!so 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.

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

Complete the following information and return by:
• Email to: AdverseEventReportina^doh.wa.aov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event Information:

Kindred Hospital Seattle

Jessica Yanny DQM
https://www.kindredhealthcare.com/locations/ltac/kindred-hospital"seattie-fi

1.10.24

60

LTAC

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 iast 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.

st-hii

Office of Community Health Systems
DOH 530-106 (March 2011)
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^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 aiso 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 disciosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2Ua))

Complete the following information and return by:
• Email to: AdverseEventReportinfl@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:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event Information:

Kindred Hospital Seattle

Jessica Yanny DQM
https://kindredhea!thcafe.com/tocations/ltac/kindred-hospital-seattle-first-hi!

1.11.24

60

LTAC

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 to have an

unstagable pressure injury to the ischium. Triad and foam applied. Patient is
already on an aiternating air mattress.

Records reviewed; initial interviews conducted. Foliowed up by wound care.

Care plan updated. Nutrition and Rehab reviews in progress. Nursing huddle
completed. Family notified.

RCA En progress

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



'^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 faciiity must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Faciiities 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 wiil include any contextual information the medical facility chose to
provide. fRCW 70.56.020(2Ua))

Complete the following information and return by:
• Email to: AdverseEventReDort(na(a)doh.wa.c|ov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event information:

Kindred Hospital Seattle

Jessica Yanny DOM
hUps://kindredhea!thcare.com/locations/ltac/kindred-hospitat-seattle-first"hil

1.31.24

60

LTAC

4F event reported to DOH 1.31.24 Online send the contextual form as foilow
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 to 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 530-106 (March 2011)
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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 inciudes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by compieting 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(2Ua))

Complete the foiiowing information and return by:
• Email to: AdverseEventReportina(5)doh.wa.aov, or
• Mail to: DON Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
•. Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,# of beds, rooms,

procedures per year)

Other Facility information:

Event Information;

Kindred Hospital Seattle

Jessica Yanny DQM
https://kindredheaithcare.com/locations/ltac/kindred-hospita[-seaUie-first-hil

2.6.24

65

LTAC

4F event reported to DOH 2.7.24 Oniine 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)
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\\Wm^on Stah D^whmlof Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur.
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 wil! include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2Ua^

Complete the following information and return by:
• Email to: AdverseEventReportinct@idoh.wa.aov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g., # of beds, rooms,

procedures per year)

Other Facility information:

Event information:

Kindred Hospital Seattle

Jessica Yanny DOM
https://kindredhealthcare.com/locations/ltac/kindred-hospitai-seattle-first"hi!

2.6.24

65

LTAC

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 applied 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)



'^Health
\\Wm^on Sfoii' D^whwnl o/ 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. Fadiities 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 wili include any contextual information the medical faciSity chose to
provide. (RCW70^020(2)(a))

Complete the following information and return by:
• Email to: AdverseEventReDortina0>doh.wa.aov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g,,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event Information:

Kindred Hospital Seattle

Jessica Yanny DQM
https://kindredhea[thcare.com/locations/itac/kindred"hospEta[-seatt!e-first-hil

2,6.24

65

LTAC

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 coccyx. Triad cream and foam dressing
applied.

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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lealth
Adverse Event Contextual Information Form

(Optional)

State law requires fadffties to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020} The facility must notify tho department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact Information. Facilities may aiso 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 lo
provide. fRCW 70.56.020(2^a^

Complete the following Information and return by:
• Email to: AdverseEventReDOrtina@-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; ^o^_?om^"^{'y\a\nDra^ ^pil
f^yuTq "croi^-, Vmc^r op' 12 \'s^Facility Contact;

Facility web site:

^_V\\^^OY~ Of \^\\

sw^ui^vu-v^vwrwi ? Vu^pinu'. to^i
_OZlo-TTZ.o2.4Date of Event Confirmation:

n6 \9<id^, v^vuvib^ Vu^^k.
Facility capacity:

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

Other Facility information:

Event Information; pa.-tu^t W\O^JL (LWLO)C^DOY\ of
v}ov)'-cov\s^nsu^ s^^u i WtW}^^&)
Cwrtac-haul-Hft.r^ Ccw 5Mr-^cl
po U a. c (Lull d. W Lth-^r r^ ^used tv
'Spfti.^- ^^ - ^°^ a Q. r Cj 'D :i-:o

w\i di^u Y\QS fmu. i m-^tid.11 M ml -
I^Ttf-TOh (^iPht^ CUQd IA^UU?L@ -h9
SLLK-^n-^a^ ciCuw^ vwvue.y^
WQ w f^r-^ng |Y) ^i.

Office of Community Hoalth Sysloms
DOH 530-106 (March 2011)



Adverse Event Contextual Information
Form (Optional) Rural Health

State law requires facilities to confirm adverse events with the Department 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. Faciiities may also include contextual information regarding the reported event by
completing and submitting this form. This form is optiona! and not required as part of the reporting requirements.

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

Complete the following information and return by:
• Email to: AdverseEventReportina0).doh.wa.aov, or
• Mail to: DOH Adverse Events, PO Box 47853, Oiympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name;

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g., # of beds, rooms,

procedures per year)

Other Facility information:

Event Information:

Wellfound Behavioral Heaith Hospital

Amy Schreiber

Amy.Schreiber@welifound.org

2/12/2024

Welifound Behavioral Hea!th Hospital

Confirmed 2/12

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

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



Adverse Event Contextual Information
Form (Optional) Rural Health

State law requires faciUties to confirm adverse events with the Department of Health when they occur. (RCW 70.56,020)
The faciSity 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 optionai and not required as part of the reporting requirements.

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

Complete the following information and return by:
• Email to: AdverseEventReportina(3)doh.wa.aov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g., # of beds, rooms,

procedures per year)

Other Facility information;

Event information:

Welifound Behavioral Health Hospital

Amy Schreiber

Amy.Schreiber@weltfound.org

2/13/2024

Weilfound Behavioral Health Hospital

Confirmed date: 2/13/2024

Sexuai 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
DOH 530-106 (March 2011)



Adverse Event Contextual Information
Form (Optional) Rural Health

State law requires facilities to confirm adverse events with the Department of Heaith when they occur. (ROW 70.56.020)
The facsiity must notify the department within 48 hours of confirming an event. Notification inciudes 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 optionai and not required as part of the reporting requirements.

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

Complete the fotiowing information and return by;
• Email to: AdverseEventReDortina@)doh.wa.aov, or
• Mail to; DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g., # of beds, rooms,

procedures per year)

Other Facility information:

Event Information;

WeUfound Behavioral Health Hospitai

Amy Schreiber

amy.schreiber@welffound.org

2/15/2024

Welifound Behavioral Health Hospital

Confirmed 2/16/2024

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

Patient was moved to a different unit.

Office of Community Health Systems
DOH 530-106 (March 2011)
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lealth
Adverse Event Contextual Information Form

(Optional)

State Saw requires faciiities 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 optionai and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event wi!l include any contextua! information the medical facility chose to
provide. (RCW 70.56.020f2)fa^

Complete the following information and return by:
• Email to: AdverseEventReportinci^doh.wa.gpv, or
• Mail to: DOH Adverse Events, PO Box 47853, Oiympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event information:

Kindred Hospital Seattle

Jessica Yanny DQM
https://kindredhea!thcare.com/locatioris/ltac/kindred-hospital-seattle-first"hil

2.19.24

65

LTAC

A total of two 4F event reported to DON 2.19.24 Online send the contextuaf
form as foilow 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 DT! to 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 Heaith Systems
DOH 530-106 (March 2011)



'^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 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 compieting 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; AdverseEventReportinci@doh.wa.nov, or
• Maii to: DOH Adverse Events, PO Box 47853, Oiympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirination:

Facility capacity:
(e.g., # of beds, rooms,

procedures per year)

Other Facility information:

Event Information:

University of Washington Medical Center

Lisa Robinson

https://www.uwmedicine,org/

2/22/2024

810 beds

N/A
Patient 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)
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lealth
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 optionai and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event wi!l include any contextual information the medicai facility chose to
provide. (RCW 70.56.020f2Ua^

Complete the following information and return by:
• Email to: AdyerseEventReDortina®,doh.wa.gQV, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information;

Event information:

Kindred Hospital Seattle

Jessica Yanny DOM
https://kindredhealthcare.com/iocations/ltac/kindred-hospital-seattle-fErst-hii

2.23.24

65

LTAC

A totai of two 4F event reported to DOH 2.23.24 Online send the contextual
form as follow up via emaii, 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) Rural 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 faci!ity contact information. Faciiities may also include contextua! information regarding the reported event by
completing and submitting this form. This form is optional and not required as part of the reporting requirements.

Pubiic disclosure requests of an adverse event will include any contextual information the medical faciiity chose to
provide. (RCW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient, heaithcare
professional orfacjijty empioyee in this form.

Complete the following information and return by:
• Email to: AdverseEventReDortinci0)doh.wa.c|ov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g., # of beds, rooms,

procedures per year)

Other Facility information:

Event Information:

Cascade Medical

MeSissa Grimm

www.cascademedicai.org

2/29/24

Hospital Acute Care is 9 beds

Critical Access Hospital

Patient on airborne precautions. Patient got out of bed and bed alarmed. Nurse went to
room and asked patient to wait for assistance to 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 done voiding so
she couid 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 fail. Patient fe!! onto left hip. Hospital team and
EMS teams alerted for lift assist and patient care. This fall resulted in a left hip fracture.
Patient was transferred to Conffuence for fracture repair on 3/1/24,

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



'^Health
Wiin^n Sfoff D^ifluwif D/ Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (ROW
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 disciosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.56.020f2)(a^

Complete the following information and return by:
• Email to: AdverseEventReDortinfl(%doh.wa.cjov, or
• Mail to: DOH Adverse Events, PO Box 47853, OIympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event Information:

Kindred Hospital Seattie

Jessica Yanny DOM
hUps://kindredhealthcare.com/iocations/ltac/kindred-hosp[tal-seattie-first-hi!

3.4.2024

65

LTAC

A total of two 4F event reported to DON 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 DTi to the

right hee!. 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)
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Adverse Event Contextual Information Form

(Optional)

State law requires faciiities 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 compieting and submitting this form. This form is optionai and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event wili include any contextual information the medica! facility chose to
provide. (RCW7056^20(2)(a))

Complete the following information and return by:
• Email to: AdverseEventReDortina(5)doh.wa.flov, or
• Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

Facility capacity:
(e.g.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event information:

Kindred Hospital Seattle

Jessica Yanny DOM
https://kindredhealthcare.com/!ocations/ltac/kindred-hospital-seattle-first-hil

3.5.2024

65

LTAC

A 4F event reported to DOH 3.5.204 Online send the contextual form as
follow up via emai!, 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}


