Washiugion Stale Depurhicnt of . Adverse Event Contextual Information Form

‘i.-::: / Hga l th | (Optional)

State law requires facilities to confirm adverse events with the Depariment of Health when they occur., (RCW
70.56.020) The faclity must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facliity contact Information. Facillties 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 contexiual information the medical facility chose to
provide. (RGW 70.56.020{2)(a))

Compiete the following information and return by:
+ Email to; AdverseEventReporting@doh.wa.goy, or :
»  Mall to: DOH Adverse Eventg, PO Box 47883, Olympla, WA, bB604-7853, or
+ Faxto: Adverse Events (360) 236-2830

. Facllity Name: | Yakima Valley Memortal Hospital

“ ' Facillty Gontact: Lynda Boggess, Senior Director of Critical Care Services
‘ Facility web site: | https://www.yakimamemorial.org/

Date of Event Confirmation: | 06/21/420--6— @{ 94[ A0 oo thr /; . ) _
I wazm/__

Facility capacity:
(6.g.. # of beds, rooms, 2,026 Bed Acute Care Hospital

pracedures per year)

. Other Facility infermation:

Event Information:

On 8-28-2016 at 0655 a 49 y.0, male patient MR# 10092440 with a new
left lower leg amputation was attempting to get out of bed and fell striking
the suture line on his left amputation site. The fall caused the sutures to
open up at one side and the surgical site began to bleed. Pressure was
applied and the bleeding stopped. Later that same day the orthopedic
surgeon fook the patient back to the OR and under general anesthesia
removed the old sutures and debrided the wound and resutured the
amputation site.

Office of Communlity Health Systems
DOH 530-106 (March 2091} -



Adverse Event Contexfual Information Form

Y
' ;? Wisktaglon St Degarimenof ‘ {Optional)
00 Health - -

State law requires facllitles fo confinm adverse events with the Department of Health when they ocoour, (RCW
70.66.020) The facllity must notlfy the departiment within 48 hours of confinming an event, Notification Includes date,
type of adverse avent, and faclity contact information, Faciiiies may also include contextual Information regarding
the reported evant by completing and submitting this form, This form Is optional and not required as part of the
reporting requlrements. :

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

provide. (RCW 70,56.020(2)g))

Complete the followlng information and return by: i
v Emall to; AdverseEventReporting@doh.wa.gey, or ,
»  Mall to! DOH Adverse Events, PO Box 47853, Olympla, WA, 28504-7853, or
v Fax to; Adverse Events (350} 236-2850 '

Facllity Name: | Shoqualmle Valley Hospital
Fagility Contast: | Rachel Weber BEN, RN Director of Nursing
Faullity welr ste: '

Date of Event Confirmation: | 05/18/2016

2§ beds per Med-8urg unit. Critleal Access Hospital with a Swing Bad Program,
(very active one). We have approximately 600 patient deys per month.

Facllity capaoclty:
(e.g., # of beds, rooma,
procadurss per year)

» .| We take patlents from terfiary oare for rohab. We have a o staffing commitiee
Othor Facllity Information: | 1 \ooks at all NSQU's svery other month, We submit our very low number fall
.| data to GHI and benchmark with ethar GAH's in Wa State,

The patlent had besn given a sitter due to a history of Impulsive standing and was
here for rehab from & wiist fracture due to a fall, The family Inaisted that she not
have a sitter, apparently, and Inslsted she be in a private room, 8he was placed
close fo the nurses statlon with & bed alarm on and instituted routine rounding, She
voided at midnight, She sporadically used the call light, but usually tried to get up
onh her own, She was rounded on at 0832 to be asleep, at 0659 stalf heard a loud
noles and she had fallen.

Event Informaftion:

Offlen of Communily Horlth Systems
DOH 630-408 (March 2014)
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Adverse Event Contextual information Form
{Optional)

State law requires faclities to vonfirm adverse events with the Department of Health when they occur. (RGW.

70.56.020) The faciity must notify the department within 48 howrs of confirming an event. Notification Includes date, -

type of adverse evernt, and faclity contact information. Faciities may else include cortexiual Informetion regarding
- the reporied event by completing and submilting this form, This form is optional and not required as par of the

reporiing requirements,

Public disclosure requests of an adverse event wil include any contextugl information tha medical facitity chose to
 provide, (RGW 70,68.020(2)(2)) : - T

Complate tha follewing information and return by: .
«  Emall lo: AdverseEveniReporina@doh.wa.gov, or .
s Mail t0: DOM Adverse Evenis, PO Box 47863, Olympla, WA, 086047853, or
v Faxbo: Adverse Events (380) 286-2630 .-

Facllity Name:

Easlyide Surgary Center

Faciliy Contact:

Kaela Rossl, Administrator

Faullity wab gite:

www,easisidasurgarycenter.com

Date of Event Gonfirmation:

05-12-2016

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

8 heds, 2 operating moms.nenatimation of 2104 procadures for 2016

Other Faciilty Infermation)

Multi-spasiaily: Podiatry, Pain Mansgement, Orthopedics, Ophihalmology

Event Infoemation:

Patient had shouidaer arthiroscopic surgery with 2 instruments that had been
dacontgminated but nol siarilizad. ' ' -

Gffice of Communtly Masih Syslems
DGH 530108 {March 2811}
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Wi Site Depdrlmmf - Adverse Event G?gtat:;tualnlnfurmaﬂ:m Form
ealth e

Stata law raquires faciities t confirm sdverse avents with the Department of Health whan thay acoyr. (REW
70.56,020) Tha faciity mued notity the dapariment within 48 hours of confirring an vent, Notificetion inclides date,
type of adverse averd, snd faoliity contact infairnation, Faclitas may also include contextunl informatian regarding
tha m‘aortad avant by aompletlng anit aubmiliting this form, This form Is optiena) aihd ot required es pait of (he
reperting requiremente.

Publie dleclosure racuests of an adverse avent will lmrludra any contextual Information the madics! fucillty chose to

provide, {REVY 70.66.020(2)(@))

Completa the following inforrisilon and retum by:
v Emgll to; AdverseEveniReporting@idoh wa.goy, or
«  Mall f: DOM Advarse Events, PO Box 47863, Olympha, WA, 08304-7863, or
«  Fuax to: Adverse Evants (380) 23828380

]

Fasllity Namws | =y e Jle (.[jj
Faollty Gtontaot: | 1T ehelle. Cruopnd .

Faollily weh site; L)l}a/ W Prvs hu ot 87 ¢ A

. Do of Event Contlrmation: .,ﬁo.fd.,,g‘f g o

| * Facility capaclty:

| {8.9., # of beie, cooms, Jil heol 4

! pmcadurﬂiei hear year)

! Cther Fackity formtion Hﬁm:&ﬁ:&&— (’ /,r}q/c\,s Rwﬁfmﬂ (/ﬁu /kl'u-? ’am/ M
: reempune .

! Evont Inforniation!

4&-’ i A e o Candtnd t.M- o t‘."..Jc.u;qr‘(‘.
gz,digzﬁhm 2, S £l ‘fm,.?‘m nodt e bﬂﬂrg
ma@d Fo e M arrdn ] (o) |
fLawnn C?fﬂbww.mw%o-:fj wrt ftos dfﬂu.‘.‘m .

Ofee of Cavrmunily Hogll Systams
DIOH B30-10 (Maroly 2071)
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Adverse Event Contextual Information Form
{Optional)

State law requires faclitles to conflim adverse evenis with the Department of Health when they accur, (RCW
70,66,020) The facllity must-nofify the department within 48 hours of confirming an event, Notlfication insludes date,
type of adverse event, and faoility contact informetion, Froflities may also include contexlual information ragarding
the reported event by completing and submitting this form. This form le optienal and not required as part of the

reporting requirements.

Public disclosure requests of an adverse avent will Include any contextual information the medical facllity chose to
provide, (RCW 70,56 020(2)(a))

Complete the follawing Information snd return by:

s+  Emailto;

E 1,00V, OF

AdverseEiveniReportiing@dol,wa.gov,
+  Mail to: DOH Adverse Events, PO Box 47883, Olymple, WA, 88504-7863, .o
s Faxto; Adverse Bvents (360) 236-2830 :

Lake Chelan C:ommuniﬁyl}losspital and Clinice

Facility Nama:
Facllity Contact: | Vemita Nolan BSN, RN
Faclity web site: | www,LakeChalanHospital.com
Date of Event Confirmation: |  (34/26/16
‘Facility capacity: 25 bad§

{e.g., # of bods, rooms,
propedires per Year)

Othaer Faclliity informutiomn

14 of our beds aro In "The Senctuary” a chemical dependency °
prograem, which is where this event oocurred.

Event Informatlon:

Patient fall in activity reom on 04/25/16 and did not report this fall to
staff until the next day (04/26/16) when she was expetiencing pain,
Xrays were obtained and a minimatly displaced fracture of the lefi
great trochanter was found. Treatment has consisted of waight
bearing as tolerated, ambulate with cane and utilize wheelchair for
fatigue and discomfort, imit range of motion to affected hip, NSAIDS,
ice, Follow up x-ray the next moming to assure non-displacement,
The patlent has remained in out program with the plan of staying unil
completion. OF note, this event was called inte the DOH hotling on
04128116, :

Qifive of Communily Health Sysieihs
BOH 630106 {March 2011)



Adverse Event Contextual Information Form

, Washinghon St Depmrimenof . {Optional)
@ Health

State faw regulres faolilties to conflrm sdverse evente with the Department of Health when they ocour. (RCW,
70,68,020) The facility must notify the department within 48 hours of confiming an event. Notliication Includes date,
type of adverse event, and faclity contact information. Freilities may aiso Include oontextuat Information regarding -
the reported event by completing and submitting this form, This form Is optional and not required as part of the
reperting reguirements. ’

Publio disclosure requests of an adverse event will include any centextuat Informetion the medical facllity chose to
provide, (RCW 70,86,020(2)(a)) .

Complete the following Information and return by . :
v Emall to: AdvarseEventReporing@idoh, wa.doy, or . -
v Mail to; DOH Adverse Events, PO Box 47863, Olympia, WA, 88504-7853, or .
o Pax ko Adverse Events (360) 238-2830

Fachity Name: | NAYOS
Facllity Contact: | Ryan Robertson
Facility web site; | WWW.Ravos,org

Date of Event Conflrmation: | 04/18/2016
70 beds/26 room faclllty.

Facility capacity:
{@.g., # of bads, rooms,
procedurds per yoer)

Gther Facility information;

Event Information; | Ot 04/16/2016 & famale patient came up fo a nurse and clalmed to e sexually

" | assaulted the day prior 04/14/2016 by & mala pationt, When asked why she had
not reported to them about It socner, she claimed that he had throatened her, but
wag raporting It now due to having green dissharge from her vagina, Steff notified
the muthorities and nurse managament about the |ncident. Nurse management
investigated staling that she was velwed on camera entering the male patients
rooim, and leaving about 3 minutes later. He later came out and they both met In
the hallway and walked the hallways together after slleged heident, After the.
patient made the report police came to the facllity and bagged up the malaes, bed
linen, and then took him Into custedy, We wers given a case number, and also
reported to the mental health professionals of his belng taken Into police custody. .
The female pationt agreed fo be sentio the ER for a evaluation, but upon anlval at
thes ER refused evaluation. ) :

Qffica of Community Health Syst'ems
POH 530508 (Maroh 2011)
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Adverse Event Contextual Information Form
(Optional)

State law requires facliities to conflrm adverse events with the Department of Health when they oocur, (RCW
70.56,020) The faollity must notfy the departmant within 48 hours of confirming an event. Notification Inciudes date,
type of adverse event, and fellity contact information, Facillties may also indude contextual Information regarding
the reported event by cormpleting and submitting thls form, This form s optlonal and not required as part of the

reporting requirements,

| Publlo disclosura requests of an adverse avent will include any contextual Informatlon the medical facility chose to

provide. (ROW 70.66.0202)a)) . . -

Complete the follewing informetion and return by.
e Emall to: AdvarseEventReporting@doh, wa,goy, or .
s Mail fo: DOH Adverse Events, PO Box 47863, Qlympla, WA, 98504-7853, or
« Fax to: Adverse Events (360) 236-2830

Facllity Name:

Seattle Home Maternity Servigg and Childblrth Center

Faeilify Contuot:

Suzanne Wastier

Facility web sitei

seattiehomematerhity.com

Date of Event Confirmation:

Af3116

Facllity capacity:
(2.0, # of beds, rooms;
procedures per year)

-Single birth suite

Other Fagllity information;

Event Information:

Summary.

Egsentially normal pragnancy and normal course of labor, Unexpeoted shoulder
dystonia diagnosed after birth of the head Blrth of the baby was acoomplished by
midwifee 3 mina after detivery of the head Baby needed immediate resusoitation st
time of delivery and 911 was summoned for franfer of care o hospital where baby
woas admiited fo NICU, MR reportedly showed evidenoe of brain Injury possibly
related to hypoxia during the blrth process.

Qffice of Comirunity Health Systeme
ROH 63008 {March 2011}
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Adverse Bvent Contextual Information Form
Iz

/ Wislglon Siae Depantiientof
@) Health optenel

Stato law requlies faciites to aonfirm adverse events with the Depariment of Health when they acour, {ROW
70.66,020) The facility must notify the department within 48 hours of confirming an event, Notification includes date,
type of adverse ovent, and facllity contaat Information, Faollltles may also Inciude gontextua) (nformation regarding
the reported event by completing and submitting this form, This form Is optionatl and not required as parl of the

reporting reguirements,
Public disglosure requests of an adverse event will Include any confextual Information the medical faclity shose to

provide, (REW 70.66,020(2)(a))
Complete the following information end return by:

- Emall to; AdverseEventeporipa@doh.vagoy, of
s Mall fo; DOH Adverse Events, PO Box 47858, Olympla, WA, 98604-7863, or

v [Faxfo: Adverse Evants (360) 236-283¢ '
Facility Neme: | ABF/nest Hoebrvad / v Pedine
Facliity Gontact: W'ﬁm W2 CD W hsa. oy
Faclitty web she: | 1iprospiiad. 214 )
Dute of Event Confirmation: 5 / i% / /4;
Facl ity
0.8 ofoacarroos | S8 Uicarrseel badt

procedures per year)

§=1)

Other Fugllity information:

Event Information: VA A" 49/6’[ Md/g dﬁ/ﬁ?f-f//fa/ W/}/ﬁ /m//} f",ﬁ,’/‘;pfdaf
Jo Fmcture. (plvie) sastained at hare sl
petls priore Muihple 40 morbidiies . 1 dayf
42 fodd andl sustarned 166F Wip (Fatie . Sk
W Present A Fhe porrionss Wr»m?f A
profeative garb due. #o Ahe parien's
fsBlnfron Statns, WhIh d/d//d;/d&/ el ey
Putient ol dospise hbal Cnes 72 stouf 11 bed.

Ofllee of Community Health Systeme
DOH B40-108 {Maroh 2041}



Wit St Dt of Adverse Event Gontextual Information Form
i

State law requires facilities to confirm advetse events with the Department of Heelth when they oosur, (RCW -
70,86.020) The facllity must notify the depattment within 48 hours of confirming an event, Notification Includes date,
type of adverse event, and facility contact Information, Facllities may also Inchide coniextual information regarding
the reported event by completlng and submiiting this form. This form ls opllona? and hot required as part of the

reporting requirements,
Public disclosure raquests of an adverse event will inclule any contextual informatlon the medical facility chose to

provide. (RGY 70,86.020(2)()

Complets the following information and retum by

«  Email to: AdvarseEventRepording@@donh,wa.doy, or
«  Mall to; DOH Adverse Events, PO Box 47883, Qlympla, WA, 965044‘853 oF

v Fax to; Advarse Events (360) 220 -2030

Faollity Name: | Npisthyest Hsspivad [ i Mediemie,
Facllity Contact; Wm/’m %f{és @ ey hﬁdﬂ- 0("4
Fachity web site: /]Wh&gp/ﬁc/ o7y
Date of Event Gonflrmation: 5/ /ﬁ/ 7]

Facllity capacity: Qﬁ’{ (,;:;ms.zz/ éfa/ S

(8.0, # of bers, rpoms,
progedurae per year)

Other Fagllity Information:

Event Information: | 25 M&{d MM ﬂm/%/ﬁwfh (J?"Jﬁ.{&&/ ///f’kf%
Retzpret e btd rdsrao and agplital o7 %

19 oF hapii ligahien, P a7 ffwt rond 7H Wﬂy
For 1) dafs . On e day ¢ MWW/ <
/“:yw/ﬂ ézzm’ 17 HAS Zmé b wloarwids 1 ivé »
Mﬂém ok, winel (ire RN ardopd - (MMEREey,

Pt Wm/ ) detf &7

Offlea of Gommunity Healih Syslsme
DOH 530+108 (Maroh 2011)



