‘ , Washington Stale Deparhinent 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 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:
o 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:

Facility web site:

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

Date of Event Confirmation: 1.20.2025
Facility capacity: 65
(e.g., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 1.20.2025 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 1.9.25. On 1.17.25 the patient was noted to have an a
new DTI to left heel. Wound cleaned and covered with foam dressing. Then
foam boots 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)



; Washinglon Stale Department of Adverse Event Contextual Information Form
9 { {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 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
e 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 DOM
Facility web site: https://kindredheaithcare.com/locations/Itac/kindred-hospital-seattie-first-hil
Date of Event Confirmation: 1.23.2025
Facility capacity: 85

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

Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 1.24.2025 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 1.15.25. On 1.23.25 the patient was noted to have an a
new DTI to left heel. Wound cleaned and covered with foam dressing. Foam
boots on since admission and heel floated appropriately. Will place patient to
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 Heaith Systems
DOH 530-106 (March 2011)



Washington State Department of

HEALTH

WASHINGTON STATE DIPARTMENT OF KEIALTH

1%/ Rural 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)). 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.qgov, or
¢ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or

¢ Fax to: Adverse Events (360) 236-2830

Facility Name:

PeaceHealth St. Joseph Medical Center (10995), Bellingham WA

Facility Contact:

Matt Bowles, Quality and Patient Safety Manager

Facitity web site:

https://www.peacehealth.org/hospitals/peacehealth-st-joseph-medical-center

Date of Event Confirmation:

2/612025

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

Licensed Capacity 255 beds

Other Facility information:

Fall with fracture meeting NQF definition 4E.

Event Information:

Patient is a 58-year-old male admitted on 2/1/2025 for abdominal cellulitis and started on
IV antibiotics. Falls assessments were completed at regular intervals and the patient
maintained a Hester Davis score between 3 and 4 (low risk). Appropriate patient
education was given to contact nursing before using the bathroom.

On 2/4/25 at approximately 00:52, the patient was found on the bathroom floor after
activating the shower call button. Nursing staff assisted the patient back to bed with the
use of a Hoyer lift. During the post-fall assessment of the patient, he complained of
10/10 pain in his left lower leg. All other vital signs were stable. Imaging was ordered and
confirmed a "minimally dispiaced fracture involving the proximal metadiaphysis of the
fibula". He was made N.P.O. and nonweightbering on his left lower extremity. An
orthopedic consuit was placed and the fracture will be medically managed without the
need for surgical intervention.

During the patient interview, he stated that he "slipped" while trying to use the bathroom.
The floor was not wet and there were no obstruction in his pathway. He did not have
socks on at time of fall. The patient stated he did not hit his head. He was reminded to
always contact the nursing staff before using the bathroom so that they can assist with
putting on non-skid socks.

Office of Community Health Systems
DGOH 630-106 (March 2011

Sensitivity: General Business Use. ?’his document contains proprietary infarmation and is intended for business use only.



Washinglon Slate Departuent of Adverse Event Contextual Information Form

Health (Optional)

State taw 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 inciude any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
+ Email to; AdverseEventRepottina@doh.wa.qov, 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: Jassica Y. DQM
Facility web site: https: /ikindredhealthcare.com/locations/Itac/kindred- -hospital-seattle-first-hil
Date of Event Confirmation: 2.14.2025
Facility capacity: 65

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

Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 2.14.2025 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 1.14.25. On 2.14.25 the patient was noted to have an a
new DTI to left heel. Wound cleaned and covered with foam dressing. Foam
boots reapplied.

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 Heaith Systems
DOH 530-106 (March 2011)




Whshiuglon State Departent of Adverse Event Contextual Information Form

/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. 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 medicatl 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
s Faxto: Adverse Events (360) 236-2830

Facility Name: Kindred Hospital Seattle

Facility Contact: Jessica Yannv DQM

Facility web site: hitps://kindredhealthcare.com/locations/Itac/kindred-hospital-seattie-first-hil
2.17.2025

Date of Event Confirmation:

Facility capacity: 65
(e.g., # of beds, rooms,
procedures per year)

Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 2.18.2025 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 2.8.25. On 2.17.25 the patient was noted to have an a
DTI to Coccyx/sacrum. Wound cleaned and covered with skin protectant
cream and foam dressing applied. Order to reposition patient more often due
to femoral line entered.

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)



4 Washigton Stale Departnent of Adverse Event Contextual Information Form
@) 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 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 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
¢ 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 DOM
Facility web site: https://kindredhealthcare.com/locations/ltac/kindred-hospital-seattie-first-hil
Date of Event Confirmation: 2.21.2025
Facility capacity: 65

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

Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 2.21.2025 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 2.8.25. On 2.21.25 the patient was noted to have an a
DTI to the right ischium. Wound cleaned and covered with foam dressing.
Patient placed 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 Heaith Systems
DOH 630-106 (March 2011)



ﬂ"nshingmn State Department of

Y Health

N\

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 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.gov, or

e 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/locations/itac/kindred-hospital-seattie-first-hii

Date of Event Confirmation:

2.24.2025

Facility capacity: 65
(e.q., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event [Information:

A 4F event reported to DOH 2.24.2025 Ontine send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 1.21.25 On 2.24.25 the patient was noted to have an a
DTI to the left hip. Wound cleaned and covered with foam dressing.

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)
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/ ’ Washinglon State Deparent of Adverse Event Contextual Information Form
Y Health orrened

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 pait 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
¢ 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 Yannv DQM
Facility web site: https:#/kindredhealthcare.com/locations/Itac/kindred-hospital-seattie-first-hil
Date of Event Confirmation: 2.24.2025
Facility capacity: 65

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

Other Facility information: LTAC

Event information:

A 4F event reported to DOH 3.31.2025 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on 1.18.25 On 3.31.25 the patient was noted to have 2
stage 3 pressure injuries to bilateral heels. Wound cleaned and covered with
foam dressing. Patient aiready on a specialty mattress. Education to nursing
on proper flotation of the heels.

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 Stale Departnent of Adverse Event Contextual Information Form
) Health e

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: 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 Yaony DOM

Facility web site: https://www.kindredhealthcare.com/locations/Itac/kindred-hospital-seattle-first-hill
Date of Event Confirmation: 2.26.25
Facility capacity: 85

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

Other Facility information: LTAC

Event Information:

7D event reported to DOH 2.26.25 on-line send the contextual form as
follow up via email.

Patient alleged that on 2.25.25 the CNA was verbally abusive fo her.
Nursing leadership followed up immediately with the patient and a police
report was filed. Patient denied any physical or sexual assault occurred. The
employee was suspended pending investigation. Investigation to follow.

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



’ Weslington Stle Departnd of Adverse Event Cc()gtextual Information Form
Y Health Pon

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 patt of the
reporting requirements.

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

Compilete the following information and return by:
o Email to: AdverseEventReporting@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: | University of Washington Medical Center

Facility Contact: | Diana Guillen

Faciiity web site: | www.uwmedicine.org
Date of Event Confirmation: |03/27/2025

Facility capacity: | Q10 beds
(e.g., # of beds, rooms, 5
procedures per year)

Other Facility information:

N/A

Event Information: | This event is being reported as an unintentionally retained foreign
object due to lack of documentation at the time of device explantation
confirming that it was intentionally left in place. There is subsequent
documentation in the patient's medical record that indicates the
involved surgeon was aware it was retained at the time due to case
complexity, however this statement was made years after the
explantation of the LVAD device.

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



D Washington State Departraent of Adverse Event Contextual |nf0rmati0n

WASBINGTON STATE DIPARTRENT OF KEALTH

Rural Health

HEALT K 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 1his 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 identifiabie information for any patient, healthcare
professional 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
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: | Virginia Mason Franciscan Health Rehabilitation Hospital

Facility Contact: | Shanna Meador, Director of Quality

Facility web site: | Www.vmfh.org

Date of Event Confirmation: 04/15/2025

Facility capacity: 60

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

Other Facility information:

Event Information: Unwitnessed fall resulting in left femoral neck fracture.

Office of Community Health Systems
DOH 530-166 (March 2011)



’ Washington State Departuient 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 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:
e Email to: AdverseEventReporting@doh.wa.gov, or
¢ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
e Fax to: 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: 4.22.25
Facility capacity: 85
(e.g., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 4.22.25 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on to Kindred Hospital on 3.21.25. On 4.22.25 the patient
was noted to have a new unstagable PI to the right ischial tuberosity. Triad
cream applied to area and covered with foam dressing. Orders updated for
daily and prn dressing changes.

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 includes date,
type of adverse event, and facility contact information. Facilities may also inciude 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
¢ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or

e Faxto: Adverse Events (360) 236-2830

Facility Name:

University of Washington Medical Cebter

Facility Contact:

Diana Guillen

Facility web site:

www.uwmedicine.org

Date 6f Event Confirmation:

04/24/2025

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

910 beds

Other Fagility information:

N/A

Event Information:

This was a patient-to-staff assault event in which resulted in a staff
member being hit in the head.

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



’ Washington State Department of

Y Health

Adverse Event Contextual Information Form
(Optional)

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))

Complete the following information and return by:
o Email to: AdverseEventReporiina@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 DOM

rst-hill

Facility web site: https://www.kindredhealthcare.com/locations/itac/kindred-hospital-seattle-fi
Date of Event Confirmation: 5.4.25
Facility capacity: 65
(e.g., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event Information:

7C event reported to DOH 5.4.25 on-line send the contextual form as follow
up via email. : '

Patient afleged that sometime during night shift on 3.3.25 to 3.4.25 she was
raped by 2 males who entered her room. The caregivers assigned were male
and female. Both were suspended pending investigation. Nursing leadership
followed up immediately with the patient and a police report was filed. The
patient was transferred to Virginia Mason ER for SANE exam. Investigation
to follow.

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



T I— Adverse Event Contextual Information

WASHINGTON STATE DIFAVTMENT O NEALTH

™, HEALTH Form (Optional)

R '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 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: AdverseEventReporting@doh.wa.dgov, or
¢ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: Jefferson Healthcare

Facility Contact: Dani Pangrazi

Facility web site: | https://jeffersonhealthcare.org/

Date of Event Confirmation: | 5/ 15/2025

Facility capacity: 25 beds
(e.g., # of beds, rooms,
procedures per year)
CAH

Other Facility information:

This is to provide contextual information regarding the reported event. This eventis
difficult for us to fully determine with 100% reliability it meets criteria. However, based
on the information provided by DOH on definitions the organization is choosing to submit
event with the understanding in the RCA it may be determined it does not meet criteria.

Event Information:

This event is related to a right breast biospy under ultrasound. The first procedure the
location was throught to be correct however after discharge of the patient it was found
not to be the correct location. The patient was notified within 30 minutes after discharge
and returned for an additional procedure and the biopsy was sucessful. Understanding
ultrasound and breast tissue can be variable the organization will move forward with the
RCA to identify root causes and determine if this event indeed meets wrong location
criteria.

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



T Adverse Event Contextual Information

&8l HEALTH Form (Optional)

WASHWGTON STATE DEPAXTNENT OF FEAUTH

%/ 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 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, heaithcare
professional or facility employee in this form.

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

Facility Name: | Columbia Basin Hospital

Facility Contact; | Alexandrea Liebrecht RN, Nursing Services Manager

Facility web site: | columbiabasinhospitla.org

Date of Event Confirmation: | 05/19/2025

Facility capacity: | 2° 5eds

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

Other Facility information:

NAC responded to room after hearing the bed alarm go off, patient needed to use the
bathroom. The NAC assisted the patient to the bathroom and asked her to pull the red
cord (nurse cally when finished for assistance. After approximatley one minute, staff
heard the patient yell out and a crash. Upon responding to the room, the patient was
found on the floor in the door way of the bathroom after having fallen on to the walker on
her right side. R humeral deformity was observed, R humeral fracture was diagnoised
after xray imaging. Ortho was consulted, patient was placed in a sling and will follow up
with ortho in one week.

Event Information:

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

WASRINGTON STATE DEPARTMENT OF HEALTH

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 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: AdverseEventReporting@doh.wa.gov, or
¢ Mail to: DOH Adverse Evenis, PO Box 47853, Olympia, WA, 98504-7853, or
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: | WhidbeyHealth Medical Center

Facility Contact: | Shanna Hamey-Bates

Facility web site: | Whidbeyhealth.org

Date of Event Confirmation: | 06/10/2025

Facility capacity: 25
(e.g., # of beds, rooms,
procedures per year)
NA

Other Facility information:

#4E- Patient status was changed to D/C. Patient alert and oriented and sitting at edge of
bed connected to monitor asking for status update and requesting that nurse call her
family to pick her up. At 1725 writer in room to notify patient of conversation had with her
son that her son would be sending someone to pick her up, patient reminded that we are
in no hurry that her ride was still 40 minutes away, vital signs taken and patient removed
from monitor as cords were outstretched as she was at the end of the bed, patient states
she is going to get dressed, patient was asked to wait for assist and she was agreeable
to same. Neighboring patient requesting help, writer speaking to neighboring patient
when heard patient fall to ground smack head off the floor. Patient lost consciousness for
approximately 30-60 seconds, snoring. Writer called for help. C-collar placed. ED
Physician in room at bedside. Hematoma forming to left side of face. Smatl laceration to
left side of face. Imaging determined subdural and patient transferred to Harbor View via
Life Flight.

Event Information:

Office of Community Health Systems
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7 ’ Washinglou State Departient 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 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:
o Email to: AdverseEventReporting@doh.wa.qov, or

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

Facility Name:

Kindred Hospital Seattle

Facility Contact:

Jessica Yanny DOM

Facility web site:

https://kindredhealthcare.com/locations/ltacfkindred-hospital-seattle-first-hil

Date of Event Confirmation: 6.16.25
Facility capacity: 65
(e.g., # of beds, rooms,
procedures per year)
Other Facility information: LTAC

Event Information:

A 4F event reported to DOH 6.16.25 Online send the contextual form as
follow up via email, RCA to be send once completed and reviewed.

Patient admitted on to Kindred Hospital on 3.20.25. On 6.16.25 the patient
was noted to have a new DTl to the left hip. Patient placed on specialty
mattress, triad cream and foam applied. Orders updated.

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)



Washinglon State Depariment ot

HEALTH

WASHINGTON STATE DEPARTMENT OF HEALYR

RS R EVar T C o RiaT TSP B

)

%) Rural Health

Form (Optional) ol

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)}). 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.gov, or
« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or

e Faxto: Adverse Events (360) 236-2830

Facitity Name:

Garfield County Hospital District

Facility Contact:

Annette Davis, RN, Nurse Mgr

Facility web site:

garfieldcounty hospital.com

Date of Event Confirmation:

07/06/2025

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

25

Other Facility information:

Event Information:

Pt had a fall from her wheelchair on 7/6/25. Pt c/o of right hip pain. Pt was taken to the
ER and Right hip x-rays were completed and were negative.

On 717125, pt started to c/o back pain and spasms. Lumbarsacral spine x-rays were
completed and were negative for vertebral body wedg deformity.

On 7/9/25, additional x-rays were completed of cervical spine & thoracic spine due to
continued back pain and spasms. The resuits were "Age-indeterminate compression
deformity of a midtoracic vertevra (likely T6) with 20% vertebral body height loss."

Office of Community Health Systems
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WASHINGTOR STATE DEFARTRENT OF KIALTH

¥ Rural Health

B womenswenmmens Adverse Event Contextual Information

& HEALTH 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)). 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.gov, or
e Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or

¢ Faxto: Adverse Events (360) 236-2830

Facility Name: | PeaceHealth - United General

Facility Contact: | Bridget Taddonio, Manager of Quality and Patient Safety

Facility web site: | WWW.peacehealth.org/locations/sedro-woolley

Date of Event Confirmation: 07/08/2025

25 beds are utilized for patient care including critical care, acute care, observation, and
swing patients, and an additional 10 beds for Inpatient Rehabilitation. Key services
Facility capacity: in.clude the Eme.rgency Department, Cancgr Center, Surgiqgl Services, Laboratory,
(e.g., # of beds, rooms, | Diagnostic imaging, Acute Care, Progressive Care, Rehabilitation, Pulmonary
procedures per year) | Rehabilitation, and the Sleep Disorders Center. The services are located on the main
campus at 2000 Hospital Drive, adjacent to Highway 20, just west of Sedro-Woolley,
Washington.

Other Facility information: N/A

S — At approximately 0710 on 7/1, a 91-year-old male patient with a history of frequent
falls and recent traumatic subarachnoid hemorrhage, was found on the floor of Acute
Rehab with active head bleeding. The bed alarmed locally, but not at the nurses station.
He was stabilized and sent to the ER for evaluation.

B — The patient was moved from room 321 to 313 earlier that day (farther from nursing
station) due to an isolation precaution. Patient has a history of frequent falls, memory
impairment and impulsivity, recent subarachnoid hemorrhage from afall, and is
anticoagulated.

A — Initial ER imaging (head, neck, left knee) were negative. Upon return to the unit,
patient complained of left hip pain. Second x-ray of hip revealed a mildly displaced left
femoral neck fracture. CT scan also raised concern for pathologic fracture with findings
are suspicious for metastatic prostate cancer. Patient was transferred to St. Joesphs
Surgical Floor at 1731. Patient received surgery for hip on 7/3. Procedure went well and
patient was discharged to Skilled Nursing Facility for recovery.

R ~ The United General Safety Event Review Team (SERT) met at 3:30PM on 7/8 and
determined levet of harm to be SSE4 (Severe Temporary Harm) with reportability to the
Washington Department of Health. A root cause analysis (RCA) will be conducted with
unit leadership to better understand the events leading up to this event and to close any
possible gaps to prevent recurrance of similar injury in the future.

Event Information:

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

Sensitivity: General Business Use. )fhis document contains proprietary information and is inteaded for business use only.



FEASHINGTON STATE DIPAXTRENT OF HIALTH

memensmennener Adverse Event Contextual Information
[ 1 4 HEALTH Form (Optional) é1%/ 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 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: AdverseEventReporting@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: | Physicians Eye Surgey Center

Facility Contact: | Jennifer Marquis

Facility web site: | lasikdrs.com

Date of Event Confirmation: 71812025

Facility capacity: 5 beds, 4 pre-op bays, one post-op bay, two ORs

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

Other Facility information: | OPhthalmic Surgery Center

During a routine cataract surgery the {OL was injected into the capsularbag. During
rotation of the lens, it was noted that the posterior caspsule was found to be dehisced
inferiorly. Healon was injected through the paracentesis port to position thelens ateriorly
and created posterior pressure on the vitreous. The haptic of the |OL was grasped with
forceps and the haptic separated from the lens upon removal. The remainder of the IOL
was removed. An inspection was performed for the dehisced haptic, including under the
iris, but it was not located.

Event Information:

Oifice of Community Heaith Systems
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wmesnsmeomnnen Adverse Event Contextual Information

HEALTH Form (Optional)

WASKAGTON STATE DEPARINENT OF KEILIH

7 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 facility contact information. Facilities may also include contextual information regarding the reported event by
completing and submiiting 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: 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: | Providence St. Peter Hospital

Facility Contact: | Kate Feeley-Lynch, Director of Quality

Facility web site:

Date of Event Confirmation: | //21/2025

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

Other Facility information:

Event Information: Situation:

Alleged patient assault.
Background:

A 56-year-old patient with a complex medical history, including metastatic tonsillar
cancer (with spread to bone and lungs), hypertension, coronary artery disease, type 2
diabetes mellitus, congestive heart failure, dyslipidemia, glaucoma, cancer-related pain,
and acid reflux, was admitted for acute congestive heart failure exacerbation and a type
2 non-ST elevation myocardial infarction following a referral by the palliative care team
for further evaluation of bilateral lower extremity edema.

During the patient's stay in the emergency depariment, the patient and their family
expressed serious concerns about an incident involving a nurse. The patient reported
needing to urinate, at which point the nurse alfegedly pushed the patient against the wall,
forcibly exposed his genitalia, and insisted he urinate. This incident reportedly resulted in
the patient accidentally urinating on himself and becoming visibly upset. Additionally,
there are allegations that the nurse made rude and derogatory remarks about the patient
and family at the nurse’s station.

The family has filed a formal complaint and requested caregiver information to report the
incident to official agencies. Hospital leadership is actively investigating these claims,
and the nurse involved has been placed on administrative leave pending the outcome of
the investigation.

Office of Community Health Systems
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wmmwswessems  Adverse Event Contextual Information

V@ | HEALT Form (Optional)

WASHISOTON STATE DEPARTMERT OF FEALTR

1% 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 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 pait 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 foliowing information and return by:
o Email to: AdverseEventReporting@doh.wa.gov, or
¢ Mailto;: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
e Faxto: Adverse Events (360) 236-2830

Facility Name: | WhidbeyHealth Medical Center

Facility Contact: | Shanna Harney-Bates

Facility web site: | https://whidbeyhealth.org/

Date of Event Confirmation: 8/11/2025

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

Other Facility information:

Event Information: | was called into the room approximately 1545 as the gentleman was being coded with
" | CPR ongoing. Prior to that | had seen him several times briefly during my shift and talked
to him. He was jovial in good spirits, watching TV. Ambulating around the department
with a walker. He was awaiting placement far his dementia. There was never any
concern for suicidal ideation and he had never made mention of it. Apparently he had
wrapped one of the monitor cords around his neck and strangulated himself. He was
pulseless and unresponsive and apneic. CPR was started immediately and the ligature
was removed from his neck. On the monitor he was asystolic. An IV was placed and 2
rounds of epinephrine were given without any improvement. The daughter was in the
room at that point, she had just arrived to the hospital. She agreed with ceasing
resuscitative efforts, "he would not want to live like this." And the code was called at

15658.

Office of Community Health Systems
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s Adverse Event Contextual Information
HEALTH Form (Optional) W Rural Health

WASHINGTON STATE DEPARINENT OF 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 information. Facilities may also inciude 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:
s Email to: AdverseEventReporting@doh.wa.qov, or
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
s Fax to: Adverse Events (360) 236-2830

Facility Name: | Vancouver Clinic Surgery Center at Salmon Creek

Facility Contact: Adrianne Ward

Facility web site: | Www.tvc.org

Date of Event Confirmation: 8/14/2025

Facillty capacity: 6 Operating Rooms, about 8000 procedures per year

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

Other Facility information:

Event Information: A wrong-site surgery event was repoited following a hand surgeons inadvertant initial

" | incision at the base of the left middle finger, rather than the intended site at the base of
the left index finger. The error was immediately recognized upon incision through the
epidermis. The site was promptly closed, and the procedure continued at the correct
anatomical location without further incident.

Office of Community Health Systems
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State law requires facilities to

Adverse Event Contextual Information Form
(Optional)

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:
¢ Emailto: AdverseEventReporting@doh.wa.qgov, or

¢ Mail to: DPOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
e Faxto: Adverse Events (360) 236-2830

Facility Name:

University of Washington Medical Cebter

Facility Contact:

Diana Guillen

Facility web site:

www.uwmedicine.org

Date of Event Confirmation:

8/28/2025

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

910 beds

Other Facility information:

N/A

Event Information:

This was a patient-to-staff assault event in which resuited in a staff
member head injury.

Office of Community Health Systems
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