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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 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. tRCW 70.56.020f2)fa^

Complete the following information and return by:
* Email to: AdverseEventReportina(a)doh.wa.ciov, or
<* Mail to: DON Adverse Events. PO Box 47853, Olympid, WA, 98504-7853, or
<* Fax to: Adverse Events (360) 236-2830

Facility Name: Ljci} f(M.Ai/ /S^K^c.- ^i4h /^s^.v^iL
Facility Contact: -30 <3 h^ •+'4-% ^ CA/^/J .(oi/n^/. ^/tf,-p
Facility web site: •^J \\} ^fJ . l^ t;. ] 1 4-0 L nc/ r/ ec;

Date of Event Confirmation: '^l^l^f
FacHity capacity:

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

Other Facility information:

Event Information: pr L c. h\v pc.--/- j 1^1 ln ^•t& ^A|)<' s.^.y,/,^

a .1 ^f^. ->4ct4i'<^ ov^^ <h s/i ^J^

JI'AJ .fim,,^ ^ Kauc ^'r^.+Kre.,/ ^. ^»

Office of Community Heatlh Systems
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Wwi^on Sfnte Deparlment of

^Health
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 disclosure requests of an adverse event will indude 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: AdyerseEventReRort!ng@dQh,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:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

Columbia Basin Hospital

Vicki Polhamus

coiumbiabasinhospjtal.org

2/21/2021

25

CAM that mostly serves swing bed patients

61 year old male admitted to swing beds from acute care on 2/10/21 with diagnosis
of dehydration, altered mental status and failure to thrive while living in a "drug
house". Patient with multiple sores and no rt hip joint d/t issues with an infection in
his hip prothesis. Pt with increasing belligerence and non-compliance to most of
what patient was asked to do. Pt with call light in reach, however patient tried to
ambulate to bathroom without calling and fell onto right side, sustaining a fracture
to his right humeraf head and neck. No surgery recommended by orthopedic
surgeon at this time. Pt now non-compliant with wearing the sling to that right
arm/shouider.

\

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



Wmiw^lw SiaU Deysiriiwul ef 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 faciiity 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. fRCW 70.56.020f2Ua))

Complete the following information and return by:
• Emaii to: AdverseEventReDortinq@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:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event information:

Rainier Springs, LLC

Heather Hernandez MS LMHC

https://ra!niersprings.com

3/2/2021

72 beds

Patient came to nurses station reportled that white in his room he stood up got dizzy and feii.
He stated "I think I broke my nose". Pt's nose was misaiigned and a sma!) laceration to the bridge
of his nose was noted. and nose was bleeding. Pt was sent to Emergency Department and was admitted.

Per report from Emergency Department patient received multiple fractures to his face and jaw
requiring surgery. Patient was admitted.

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



WasSimgton Siate Depttiwnl of
Adverse Event Contextual Information Form

(Optional)

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

Public disclosure requests of an adverse event wil! 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: AdyerseEventReportinq(5}doh.wa,ciQV, or

• Maii 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:

Yakima Valley Memorial Hospital

Lesiie M. Ayhens

Yakimamemorial.org

3/22/21

250 beds

Initial Fact Finding Meeting Held 3/23/21:

-Physician wa!ked through the timeline of actions he took, both prior and after
procedure was completed.

"Time out was adequately done by nursing staff and other staff involved. Attention
was directed at the time out and performed per policy.

"Physician notified staff immediately upon realizing he had done the wrong side
and patient was able to stay on the table and asleep for the left side to be
compieted.

-Physician spoke with both patient and wife and they were not upset with the
outcome and had no forma! complaints to report.

-Suggestion was made to add banding patients who have any laterafity
involvement, to bring more attention to this issue.

—Physician reported that he has done many of these cases and is familiar with
them and has never before made this type of mistake in his career.

"Further review will be compieted by the Quality and Safety Department and at the
executive level.

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



\Wim^lon Stale D^wtmeni of

'^Health
Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may a!so Enciude 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. (RCW70.56.020(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: AdyerseEventReportinq^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:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

We!!found Behavioral Health Hospital

Pamela Shotts

https://www.wel!found.org/

4/9/2021

120

On 4/2/21 within first hour on inpatient unit patient was found on the floor in her
room having placed her hands out to catch herself from fall stated felt dizzy with
visible wrist deformity. Medical assessment confirmed Fx distal radius and uiner

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



Wun^ton Siaie D^arlMent of
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 completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disdosure 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: AdverseEventReportinQ@doh.wa.qov, 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:

Garfield County Hospital District

Jayd Keener, RN Director of Nursing, Co-CEO

Pomeroymd.com

04/27/2021

25 beds

Small Critical Access Hospita! with a Swing Bed Program

Patient was sitting in her rediner in day room watching tv, she states she was
reaching for a tissue she dropped on floor when she fell over onto the floor.
She states she hit the right side of head and shoulder. Pt does c/o right
shoulder pain with palp. ofscapula. Provider into examine, New orders for right
shoulder x-rays.

Patient went to x-ray and a right clavicie fracture was identified. Provider consulted
with Orthopedics and they recommended no surgery and to place in an arm sling
to heal.

Full Root cause analysis will follow within 45 days.

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



Adverse Event Contextual Information Form
(Optional)

State law requires -facilities to confirm adverse avente with the Department of Health when they occur. (BIEM
7Q.56.020) The laoility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and fecility contact information, facilities may aiso Include contextuat 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 wil! inciudo any contextuai Information the medloai faollity chose to
provide, (ROW 70.56,020{2UQ)). Pleas6 do not include any personally identifiable information for any pattent,
healthoare professional or facility employee in this form,

Complete the fotlowinQ information and return by:
• Bmail to; AdverseBventReDortina(^doh.wa.Qov. or
• Mail 10; DOH Adverse events, PQ Box 47653. Olympia. WA, 96504-7853, or
• Fax to; Aciverse Events (360) 236-2830

Facility Name:

Facility Contact;

Facility web sits:

Date of Event Gontirmation;

Facility cspaclty:
(e,g,,# of beds, rooms,

procedures per year)

Other Facility information:

Event Informalloni

Tacoma (aonerai Hospita!

Jennifer Brown. RN-BC. TCRN, CNL, NBA-BC intQrlm Patfont Q^Qiy Program
Manager

hnp:www>muiticare,org

5/16/2021

Approximatefy 437 licensed beds

Emergency room patient assaulted empfoyee. Employee was admitted for
observation,

Office of Community Health Syetoms
DOHS39-106 (March SQU)



\Wim^ton Stale Deparimeni of
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. Faciijties 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. (RCW70.56.020(2)(a)). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this form.

Complete the foHowing information and return by:
• Email to: AdverseEventReportinaOidoh.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:

BHC Fairfax Hospita!

Michael Carpenter

www.fairfaxhospital.com

5/31/2021

157

This is event was not confirmed. It is being reported as an Adverse Event out of
an abundance of caution.

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



Wa^im^M Slaie Department o/
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 wil! include any contextual information the medical facility chose to
provide. (ROW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient, heafthcare
professional or facility employee in this form.

Complete the foliowing information and return by:
• Email to: AdverseEventReportinQ(a)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: Swedish Medical Center

Facility Contact: Infection Prevention 206-386-2054

Facility web site: https;//www.swedish.org/

Date of Event Confirmation: 7/1/2021

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

procedures per year)

1,571 Licensed beds for 2020

35,103 surgical procedures for 2020

Other Facility information:
Acute Care Hospital

Event Information: This letter is to communicate an error In results of recent testing performed

by LabCorp for Swedish Medical Center during your encounter between

6/29/2021 to 7/13/2021 at Swedish First Mil!.
On August 4, 2020, the U,S. Food and Drug Administration (FDA) issued

a kttef of voluntary reca!! to alert clinical laboratory staff and health
care providers that Etobicoke, Ontario - Eco-Med Pharmaceuticals, Inc.

commenced a voluntary recall of certain lots of Its Eco-Gei 200

ultrasound gel due to bacteria! contamination. King Co. shortiy foliowed

with a health advisory to pull affected items.

Eco-Med has initiated this recall due to bacterial contamination in the

affected lots of ultrasound gel with Burkholdena cepacia compSex (Bcc).
The source(s) of the bacteria) contamination is currently unknown. Eco-

Med is conducting a comprehensive investigation to determine the root

cause of this contamination and take all necessary corrective action.

The effects of the bacteria, Burkholderia stabilis, a member of the

Burkholderia cepada complex (Bcc), vary widely, ranging from no

symptoms at al! to serious infections.

Swedish has identified ali affected products and pulled from our supplies.
The use of the contaminated gel resulted in a false positive result from your
ascites fluid. However, it was suspected to be a contaminate at the time of

result due to the lack of robust growth on other microbiologic growth

media. Upon review of your chart/your care team decisions and clinical

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



treatments were not affected by the false results.
Beiow includes information about your false positive result:

• Lab Culture from Ascites Body Fluid coilected 7/1/2021 at 15:25
• Culture collected at Swedish First Hill Cath Lab
• Culture resulted as "Burkholderia cepacian complex in liquid media

We deeply regret this situation at our facility and appreciate your

understanding as we work through this product recall. At Swedish Medical

Center we take our mission to heart every day. Swedish Medscai Center

caregivers work hard to ensure the safest/ highest-quality patient

experience.

For any questions or concerns about the information you have received please

contact Risk Manafiement at (206) 215-2283.

Sincereiv, c^^- S^&^c6^•/ - ^

Evan Sylvester, MPH, CIC, MT(ASCP)CM
Regional Director of infection Prevention

Swedish Medical Center

747 Broadway

Seattle, WA 98122-4307

Office: (206)386-2054



Wfis]m^m State Depsjimeni of
Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Heaith when they occur. fRCW
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)). Piease do not include any personally identifiable information for any patient,
heaithcare professEonai or facility employee in this form.

Complete the following information and return by:
• Email to: AdverseEventReDortinaO.doh.wa.aov, or
• Mail to: DON 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 Health Hospital

IViatt Crockett

www. we ilfound.ora

7/8/2021

120 licensed beds

N/A

Patient A is a 63 year male patient who is a level 3 sex offender with an order for a
line of sight, which is admitted with suicidal ideation. Patient B is a 53 year oid
female patient admitted with schizoaffective disorder. Patient B went into her room
at round 1928 on 7/7/2021 to take a shower. Patient B and another patient were
sitting in the hallway near her room. The menta! health tech went to get patient B
towels at around 1931. At 1932-1933 patient A went into patient B's room. Mentai
health tech came back at around 1934. Patient B told staff patient A touched her
breasts while she was in the shower. Patient B is not pressing charges at this time.

Office of Community Heaith Systems
DON 530-106 (March 2011)



Wwlim^on State Defmlmeni of
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 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. (ROW 70.56.020(2)(a)). Piease do not include any personally identifiable information for any patient,
heaithcare professional or facility employee in this form.

Compiete the following information and return by:
• Email to: AdverseEventReDortina(5)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:

Weilfound Behavioral Health Hospital

Matt Crockett

www.wellfound.ora

7/18/2021

120 licensed beds

N/A

Patient was admitted and was on the unit Beacon waiting for admission to the
tioor. Patient was involuntary. On 7/18/21 at 1918 patient walked out of room, past
the nurse's station, went to the fire doors, which requires a badge to open, but in
case of an emergency, can push open to be compiiant with the fire code. Patient is
seen pushing on the door for 50 seconds and waiked out of the building. At 19:20
a code purple was called as patient eloped from Beacon via pushing forcefuliy the
emergency exit. Patient was observed by staff jogging down 19th. Staff called 911.
Provider called DCR. Patient arrived back to Weilfound Behavioral Health Hospital
at2151, without any injury.

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



V/asfungton Sifile Deparhwnt of
Adverse Event Contextual Information Form

(Optional)

State !aw requires fadiities 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 faciiity 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.

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 faciiity employee in this form.

Complete the following information and return by:
• Email to: AdverseEventReDortinc}^doh,wa,(3Qv, 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:

Weiifound Behavioral Health Hospital

Angela Nayior

www.wellfound.orq

7/26/2021

120 licensed beds

N/A

Patient A is a 61 year old female patient who was on a line of sight in the
courtyard. Patient B is a 20 year old female patient. Staff were out in the courtyard
sitting on a bench watching the patients. Patient A took her blanket on the ground
to wrap Patient B in it. Patient A then started rubbing patient B's feet, then started
rubbing the legs, and then the thighs. About 12 minutes, the employee came over
to see what they were doing. Patient B stated she asked the employee to have
patient A stop. Patient A, then started rubbing the lower legs.

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



\Wim^on State Depmlimnt 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 medicai facility chose to
provide. (ROW 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: AdverseEventReportincf^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:

Garfield County Hospital District

Jayd Keener

www.pomeroymd.com

08/17/2021

25

Patient presented to ED on evening of 8/16/21 with report of increased
confusion, !oss of appetite, and increasing speech difficuity in the setting of
chronic dysphasia from her prior stroke. Patient had also previousiy been
diagnosed with COVID 2 weeks prior and symptoms had resolved at home.
Patient was transferred to observation for electrolyte correction, fluids, and
further lab evaluation. Patient had unwitnessed fail from bed at 0145 on
8/17/2021. Patient was last rounded on at 0000, when RN entered room,
patient was on the floor on top of blankets, on her right side near the foot of the
bed with her head furthest from the bed. iV to L hand had been pulled out and
a skin tear was present to R eibow as well as bruising to her L hand. Patient
had no deformities, pelvis stable, and denied pain during head to toe
palpitation. Patient was assisted to seated positioning, followed by standing
and pivot back to bed. Patient able to bear weight on both iegs w/out pain. At
0655 patient began reporting R knee and x-ray of R knee was ordered and
performed on 8/17/21 at 0915. R knee x-ray unremarkable. Patient continued
to report R knee pain throughout day, provider aware and x-ray of R hip
performed revealing: 1. Acute nondispiaced fractures adjacent to the proximal
left femur prosthetic component. 2. Question healing fractures about the left
hip femoral fixation hardware, versus postoperative changes. Consult with
orthopedic surgeon initially suggested non-operative approach with repeat x-
rays. Repeat x-rays on 8/24/21 revealed Progressive displacement of the
acute right periprosthefic fracture, with x-rays on 8/26/21 revealing Unchanged
alignment of acute subtrochanteric periprosthetic right
proximal femur fracture. Event reported after deadline due influx of COVID
cases in community and presenting to facility.

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



l\WllU<fl>fi ^;tl(' Pi^Mflf'li'Kf tlf

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

Complete the foHowing information and return by:
• Email to: AdverseEventReportinqCcSdoli.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: W[aajn& Cfr}^j&J
Facility Contact: i^O^-foi 7T^&l6y<?-f^ ^Q&d/Wj/3^T;^/C/.r,riM ^ZS^S
Facility web site: /^(/y/^/'-a'M

Date of Event Confirmation: '̂•'j/^/^OS-i

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

procedures per year)

jp)ocr<Mitf^'5 3^^^/^jeeJK^,
^2'ope^cht^g WMS/^prv^y^^/4-p^^^^iLy
proc&cimW pe^-tje£U^:/600

U^i^r 'pcr-fy rm^Aj^ (>f\wu\ t*^
7c/A/ <^- /^s<^^ce^ry^u

Other Facility information: c/^di opn'TnA<^L
vc€^ud(>o^y^.

.mnci^yux. d
^^i^L"

Event Information: r^t-h^r ^w (J^iU^d J^+D th^t/iV^^ (jLn\le/' b^^-ff. (w^c^i-
(^/V^^IA/ ^^i-ft^^/tn/^ccr^^/^Aj^ <y/^e m^n^d.Mt)
tffAtWt ^ ^^/^ ^i-/^ ^ y^ah^,^t(pr^r^iif^e /
^f\mw\d&]. ^ ni/y+^ ^^ p^^^llwec(_^1^{/^/^
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Wmhm^on Sfnfe Deparlment of

^Health
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. (RCW70.56.020(2)(a)). Please do not include any personally identifiable information for any patient,
healthcare professionai or facility employee in this form.

Complete the following information and return by:
• Email to: AdverseEventReDortina(%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.,#ofbeds, rooms,

procedures per year)

Other Facility information:

Event Information;

Legacy Salmon Creek Medical Center

Angela Ratizadeh

11/12/21

Patient walked on her own into hallway and had an unwitnessed fall. Patient had
femur fracture due to this fall.

Office of Community Health Systems
DOH 530.106 (March 201 1)



Wwfmiglw Sinte D^arittKnt 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 contextuai information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Pubfic disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW70.56.020(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: AdverseEventReDortJna@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:

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

procedures per year)

Other Facility information:

Event Information:

Legacy Salmon Creek Medicai Center

Angeia Ratizadeh

12/3/21

Patient admitted for back surgery, with pre-existing bilat ankle fx. L foot in walking
boot for more than a month. Removed the boot at Day 3 and noted unstageable
HAPI at heel. it is a missed CAPI (day 3).

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



Washmgton Sisle Depiment 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. Facilities may also incfude 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)). Piease do not include any personally identifiable information for any patient,
healthcare professionai or facility employee in this form.

Complete the following information and return by:
• Email to: AdverseEventReDorting^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:

Faciiity web site:

Date of Event Confirmation;

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

procedures per year)

Other Facility information:

Event Information:

Legacy Salmon Creek Medical Center

Angela Rafizadeh

12/23/21

MAP! Stage 2 discovery on Coccyx on day 7 (12/15/21) -
Progressed to unstageable on day 13 (12/23/21).

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


