
Jan. 14. 2029 12:09PM Kindred Hosp. Seattle 1st Hi No, 7079 P. 2

Vfs^in^w SWi I^iiW o/

^Health
Adverse Event Contextual Information Form

(Optional)

State law rftCtiiiro^ facilities io confirm ;idver9t? <?V(?ntQ with the Department of Neaifh when they occur. fRCW
70.66.020) The facility must notify the depgrtent within 48 hours of confirming an event. Notification includes cl^te,
type of adverse event, and facility crtntact information. Fadtiiies may aiso inducie contextual inforrnafion regarding
the reported event by completing and subiriitling Ihis form. This form is optional w\<^ not roqufred aa part of the
reporting requirements.

Public disclosure requests bf sn adverse event will include any contextual information fhe medica} facility chose to
provide. (RCW70.56.Q20(2)(a))

Compiete the foliowing information and return by:
» Email to: Advers©EventReportina@>doh.wa.ao\/, or
• Mai! to; DOH Adverse events. PO Box 47853, Olympis, WA, 98504-7853, or
• Fai< to^ Adverse Events (360) 236-2830

FaolHty Nam&:

Faclflty ConteRt;

Facility wfib site;

Date of Event CortFirrtiationi

Facility capacity:
(fs.g.,#Arhe^,ro(Wn?,

procedures per year)

Other Facility information:

Event Information;

Kindred Hospital Seattie

Ryan Hosken (DErector of Quality

hBps;//www.kindredhealthcare.com/loc3Eions/tran?i|ional-care-hQspita)s/l<indred"
hospit^seatde-tirst-hill

1/10/2020

50

TTACT

Patient A was assessed as having sacrum/left buttock/coccyx deep tissue injuries
(DTts) present on admteQion-patient was adiTiitted 1/2/2020

Per 1/10/2020 note at 1946 - three separate DTls have demarcated and present
ss one Stage 3 wound - DQM notified on 1/14/2020 at 0930

Office of Commynky Health Syslerti5
DOH530-10E)(M8rch2(H1)



Jan, 15. 2020 10:36AM Kindred Hosp. Seaitie hi H No. 7092 P. 2

Wt;ih[i[^mSfi;Fe!>;jrwfiufflto/

Wealth
Adverse Event Gontexfuai Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70^6.020) The faciilty must notify th© department within ,18 hours of contirming an event, Notiticatiot^ inoluries dato.
type of advereo event, and fectllfcy contacl Information, Facilities may also include contextual information regarding
the reported event by compfeting and submitting this form. This form is optional and not required ss part of the
reporting requirements.

Public disciosure requests of an adverse event will include any confextua! information the medical facility chose to
provide, (ROW 70.56.020(2)00)

Complete the following information ^nd return by:
*> Email to: AdverseEventReportina^doh.wa^QY, or
• Mail ta: DOH Adverse EVQnts, PC Box 478S3, Olympia, WA, 06504-7853, or
if PQY. to: Adverse Events (360) 236-2830

Facility Name:

Facility Co nf act;

Facility web site;

Date of Event ConHrmatlon:

Facility capacity;
(6.g.,#ofbecf8, rot>im*>

procedures psr year)

Other Facilily information:

Event InfQnn^tion:

Kindred Hospital Seattis

Ryan Hosken (Director of Quality)

hftps://www.k(ndre({heallhcare.com/locafion5/(ransitional-c£»re-hospita)e/f<!ndred-
hospEtgl^eattie-first-hilI

1/14/2020
50

LTAC

Patient B was assessed as having sacrococcygQal pressure injury noted to h^ve
evolved to unstageabie on 1/14/2020 " patient was admitted on 12/24/2019 w.dh
Stage 2 pressure Injury to sacrum/coccyx present on admission

Offitift of Comtnunity Hasfti) Systems
DOH 530-106 (March 2011}



Wafh»^im Sfuff D^sThnnt of
Adverse Event Contextual Information Form

(Optional)

Stste Isw requEres facilitifes to confirm adverse events with the Department of Health when they occur. (RCW
7Q.56.Q20) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and faciiity contact information. FacEiitEes 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)fa))

Complete the following information and return by:
• EmetillQ: AdverseB/entReporting^doh.wa.gov, or
» Mail to: DOH Adverse Events. PO Box 47853, Olympic WA, 96504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Kindred Hospital Seattle

Ryan Hosken (Director of Quality)

Facility web site:
https://www.kindredheaIthc3re,com/loc^tionsAransitionai-care-hospitaiQ/kindred-
hospitai-seattle-first-hill

Date of Event Confirmation: 1/2-t/2Q2Q (per^ining to two patients ^nd two event reports)

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

procedures per year)

50

Other Facility information:
LTAC

Event InfoftnafEom 4F event reported on 1/21/2020;

Patient C was assessed as having an abrasion on the right hee! that was present
on admission. This sbrasion was reported to have evolved to a Stage 3 as of today
(1/21/2020). Patient was admitted 1/6/2020.

Patient C was also assessed as having a Stage 3 sacral wound that was present
on admission (1/6/2020). The sacral wound was reported to have progressed to
unstableabie (worsened) as of today (1/21/2020).

4F event reported on 1/21/20201

Patient D was assessed as having a Stage 2 sacrat wound (not presented on
admission) ihat progressed to two separate pressure injuries, a stage 3 and ari
unstageable wound, both on the patient's sacrum. Patient was admitted 9/1/2019.

Office of Community Health Systems
DON 530.106 (March 2011)



Ww^n Sfdff D^WfW 6f

lealth
Adverse Event Contextual information Form

(Optional)

State iaw 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 jncfude 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 faciiity chose to
provide, (RCW70.56.020(2)(a))

Complete the following information and return by:
• Email to: AdverseEventReDortina(%doh.wa.aov, or

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

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

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



Feb, 4. 2020 10:50AM Kindred Hosp, Seattlfc isl HE No. 7259 P. 2

\\l^]ibi^w SW£ Qifsrlmmi o/

lealth
Adverse Event Contextual Information Form

(Optional)

State !fiW requires Mities to confirm adverse events with the Dopgtrtment of Health when they occur. (ROW
70.56.020) The facility musl notify the department within 48 hours of confirming an event. Notification includes date,
i^pe of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reportQd event by completing and submitting tills form, Thty form is opltonyS and not required ay part of the
reporting requirements,

Public disclosure requests of an adverse event wili include any contextual infoimation the medical facility chose to
provide. (RGW70.5G.020f2)^

Completes the foltowtny infonnytiun and return by:
• Erna!i to: AdverseEventReuurtln9(%doh,w8.flov, or
• Mail to: DOH Adverse Events, PO Bo)t 47853, Olympia. WA, 98504-78$$, or
<• Fay to'. Adverse Events (360) 2^6-2830

Facility Name:

Faoitity Contact;

Factiity web.site;

Date of Event Confirmation:

FaciHiy cfipacity:
(e.g., # of beds, rooms,

procsdufQs par year)

Oftw FaoIHty Infoirmstlon;

Event InformRtion^

Kindred HospKg! Seattle

Rypn Ho^ken (Direcior of Qugiity)

ht{ps://w\vw.kinciredhealthcare.com/focgtions/lransiliona!-cafe-!iospitef8/kindred-
hospltg!T^e9tt!t3-first"hi|i

'1/3172020
-50-

LTAC

4F event reported on 1/31/2020:

Patient F was assessed as haviriQ a deep tif>su6 presBuro injury (DTPI) to the left
ischial tuberosity on 1/4/2020. The DTPI to the left ischium was reported to have
solved to ft Rta^ 3 ^ Of 1/31/2020. PatiBntww admiEted 12/21/20'(9.

i^^

Officfl of CownwDy H(?a!!.h Sy$tat»?
DOHfi3(MOB (March 2011)



Feb. 6, ?020 3;W Ki^r&d Hosp. Seattie 1st Hiil No, 7201 P. 1.

Wii.^ton SfflfiI^urfRinifef
Adverse Event Gonfextuai 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 dopartment within 4B hours of GonflnrtinQ an 6V6iit. Notification Includes date>.
type of adverse event, ynd facility contact information. Faclltties may also include contextual information regarding
the reported event by completing and yubmitting this form, This form is opttona) and not required w pdrt of the
reporting requirements.

Public disciosure requeste of sn adv^r^ event Will include any contextual Information the medical facility chose to
provide (RCW 70.5G.020f2)fan

Complete the following information and return by.
» Einaif to: AdveraeEventRepQrttna^doh.wa.aov, or

< Mail to; DOH AdVerae Evynte, PO Box 47653, Olympia, WA, S8504-7853, or
» Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirnmtion:

Facility oapadty:
(8,g.,#ofberiti,rootnfli

procedures per yssr)

Othsr Pacllity information:

Event Information:

Kindred Hospits! Seattle

Rygn HosRen (Director of Quality)

hftp5://www,I<indredhea!thGare,<iom/looat(on8/trHnftitiori^l"opre-hotipital8/kindred-
hospital-seattte-tirsf-hill

2/3/2020

60

LTAC

4F event reported on 2/6/2020

4F event on 2/3/2020

P&U^mt 0 was assessed as having unstagsabiB pressure injuries to the right and
left sides of his forehead on 2/3/2020, as well ss a staQ6 3 sacrai presyure fnjtjry
on 2/3/2020, Delayed reporting due to ciarfftcation of stages (2 vs 3/unst). Patient
was admitted 1/28/2020.

Office of Community Hfiallh Systems
DOH 530-108 (March 2011)



Feb. 6, 2020 5:58PM Kindred Hosp. Secitlte Is >J282 P. 2

WiyJiifigfm ^aliD^fflifti^
Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse ©vents 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. Notificstion includes date,
type of adverse svent, and faciiity contacE information, P^cilltley m^y also irwtudo contextual information regarding
the reported event by completing and submitting tins 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 faciliiy chose to
provide. (ECW70M020(2)(a))

Complete the following information end reiurn by;
• Email fo; AdverseEventReROrtinfl(%doh.wa.qov, or
» Mail ta: DOH Adverse Events, PO Box 4/803, Olympict, WA, 98S04-7853, or
• FaYto: Adverse Events (360) 236-^830

Faclilty Nsme:

Facility Contact:

Facility web site:

Date of Event Confjrmatton;

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

procedures per year)

Other F&ctiity info^ffl&tlon:

EvenUnfortnation:

Kindred Hospital Seattle

Ryan Hosken (DJrectorofQuaiily)

http5;//www,l<lndredheailhcare,com/locatfons/transilional-care-haspitgls/l<indred-
hospM-seatfle-first-hiil

2M/20210 (x3) £tnd 2/6/2020 (xl)
....^.................................... _„

LTAC

Additional 4F events reported on 2/6/2020

4F event(s) on 2/4/2020

Patient H was aasessed as having a stage 3 pressure injury to lower mid-back on
2?020. Patient aEso discharged on 2/4/2020. Pattentwas admilted 1/8/2020.

Patient 1 was assessed as having right heel wound that resolved from Atege 4 on
6/9/2018 (previously reported) to stage 2 prior to an Infection noted on 2/4/2020
making the pressure injmy unstegeabie (worayi^d). Patient was admitted
2/15/2019.

PatienE D2 was assessed as having a stage 3 pressure injury to couoyx on
1/21/2020 (previously reported) that has advanced to unstageable (worsened),
Araa ofrednsss to coccyx noted 9/1/2019. Patientw^s admitted 8/21/2019,

4F i?ven| on 2/6/2020

Patient E2 was assessed as having a deep tissue pressure injury (DTPI) to right
heel initially assmed on 1/24/2020 noted aft unsfsgeabie on 2/6/2020. The DTPI
to the right hip was reported to have evolved to stage 3 as of 1/29/2020 (previously
reported). An adjacent pressure injury (rtght greater trochanter area or right hip)
was noted on 2/6/2020 as unstage^ble. Patient gdmiUed with multiple pressure
injnrte?) and surQicaf ^itoH on 12/22/2019,

Note; As in 201$, patients will be reported as A through Z based on date of4F
event, A number will foiiow If tho patient was prAvioufily mpyrted En 2020. PaffQnts
reported In 2019 or not previously reported will be assigned ^ new letter (A"Z).

Office of Comnuinlly Health Systems
UOH 530-106 (March 2011}



\\Ww^m SMe Vf^tlmwl (i/
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 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 submitling 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 70.56.020(2}(a)). Please do not include any personally identifiable information for any patient,
healthcare professional or facility employee in this fornn.

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

Pactlity 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;

Newport Hospitgl & Health Services

.ynn A. "Pete" Peterson. M8N, RN,CRNA

^tps://newportho$pitalandhealth.org

)2/06/2020

critical Assess Hospital (Less than 25 beds)

Felt that this is a moderate injury but initiated simple RCA review with staff.

Patisnt Discharge Home without incident.

70yo femate severe anemia and cardia demand ischemla

Patient fall on 2-06-2020,

Johns Hopkins Hospital Aduit Fall Assessment Tool of Low (6).

Fal! Prevention in place prior to fall:

Bed in low position, Bed BrsKe on, Educated to use call light. Gail Light in reach,
Curtains open, door to room open.

Fall: 2-06-202 @ 2245

Post Fall Evaluation: Emergency Department Physician evaluation and ordered
CT Head reported at 0227

Findings: (1) MEnimat trace subarachnoid hemorrhage

Patient put on qth neuro checks throughout the night.

Patients only c/o headache

No other associated issue or complications.

Office ofComnuinity Health Systems
DOH 530-108 (March 2011)



Feb. 13. 2020 12:53PM Kinged Hosp. Seatlle 1st HEIi No. 7342 P. 2

wSWiDipfimwt^
Adverse Event Contextual Information Form

(Optional)

State law requte facilities to confirm adverse events v/ith the Department of Health when they occun (F(CW
70.56*020) The facility must notify the deparfrnent v/ithfn 48 hours of confirming an event. Notification includes date,
type of adverse event> 9ful fa^itily contact information. Fsoilities may also include contextusi information regarding
the reported event by completing sand submitting this form. This form i's optional and not required ss part at the
reporting requirements.

Public dEsclosure requests of an adverse event wii! include any contextual information the meciical fecility chose to
provide, fRCW 70.56.Q20(2)(^)

Complete the fdtuwiny infarmaijon and return by:
t EtTiai! to: AdverseEveniReportinq^doh.wa.gLOv, or
• Mail to: DON Adverse Rvenls. PO Box 47853, Ol^mpl^, WA, 98504-7853, or
» Fax to: Adverse Events (360) 236-2630

Facility Nams:

Faoifity Contact:

Facility web Bfto;

Date of Event Gonfirmution;

Facllfiy capacity;
(e.g.,^ of beds. roome,

procgrfures psryesr)

Othftr ("aftllity Information:

Kvent Information:

Kindred Hospital Seattle

Ryan Hosken (Dfrector of Quality)

hltps;//www.kinc!r6dheailhcarQ,com/locations/transitionssl"c£ire"hospitais/R1ndred"
hospKai-sealtie-fjrst-hill

2/6/2020 and 2/7/2020

50

LTAC

4F events reported on 2/8/2020

4F event on 2/6/2020

Patient J was assessed as having an unstageabie (vs stage 2) pressure injury to
(he loft thigh fikely related to Foiey tubing on 2/6/2020. Patient was acfmilted
1/14/2020.

4F event on 2//72020

Patient K was assessed a« having a deep tissue pressure injury (DTP!) to the
sacrum which was noted to have evoivecf fo stage 3 on 2//72020. Patient was
admitted 1/16/2020,

Note: Our nexi aggregate RCA is scheduled for submission on 2/24/2020. Kindred
Seattle Hospital is addrestsing some inter-rater vdriation in staging for identified
and reported 4F events by estabfishing a process of peer-review for concurrence.
However, to meet our ^8-hour window for reporting, all potentis! events will bQ
repDrteri (though so[n6 niay be retracted later).

Offlfifi of Comttiunlty Htaalth Systems
DOH 530-106 (Mmch 2011)



FeU3. 2020 3;WM Kindred Hosp. Seattle .1st Hi !o.?34? P. 2/2

ioH$ldffUiydf;;);ffl(o/

ealth
Adverse Event Contextual Irtformaf-ion Form

(Optional)

Slate law requires facilities to confirm adverse events with the Department of Heaflh when they ocGur. (RCW
70,56.020) The facility must notify the department within 48 hours of confirming an event. NoEificalion includes date,
type of adverse event, smd Wily contact information. FaoKities may also include contextual information regarding
the reported event by completing and submUling this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of 311 adverse event will include any contextual information the medical faciiity chos& to
provide. (RCW70A020(^)(a))

Complete the following informafbn and reiurn by:
» Rmatl to: AciverseEventReDartina(aidoh.\va.aoVi or

• Mell to: DOH Adverse Events, PO Box 47853, Olympia, WA. 98504-7853, or
» Fax to: Adverse Evente (360) 236-2830

Facility Name;

Facility Contact:

Facility web site:

Date of Event Confirmation:

WtliiyoapAClty:
(e.g., # of beds, rooms,

procedures per yesr)

Other Facility inforfttation;

Event Infonnation:

Kln^d tepital Seattle

Rygn Hosken (Director ofQualtly)

ht{ps://www.kindf'edhealthcsre.conV[ocatiQnsAransittonal-car6-hospitals/f<indred-
hosp!fa!-se3it!e-first-hiil

2/13/2020

GO

LTAC

4F event reported on 2/13/2020:

Patient F2 was assessed as having a deep tissue pressure Injury (DTPI) to the left
ischEal tuberosily on 1/4/2020. The DTPf to the left isohtum was reported to have
evolved to a stage 3 as or 1/31/2020. This same wound was reported to have
evoked to^lsge 4 on 2/-13/2020. Patient was also noted to have s stage 3
press.ure injury to the troohanter of the left hip on 2/13/2R20. Patient w^s admirted
12/21/2019.

Offic& ofCoiYimunlty Hesith SystQmg
DOH530-10G (March 2Q«)



Feb. 27. 2020 \\:W Kindred llosp. Seattle 1st Hil No,?453 P. 2

WinslW^tD^tbmlof

lealth
Adverse Event Contextual Information Form

(Optional)

Qtaty law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility mur*l notify the department within 48 hours of confirming an event. Notification includes dat&,
fype of adverse event, and faciiily coiitaot infonnation. Fsciilties may also include coniextnal inforiTiation regarding
the roportQd event by completing and submitting this form* This form is optional and not required as part of the
reporting requirements.

Public disciosure requests of an adverse ©vent will include any contextual information the mediual facility chose to
provide. (RCW 70.56.020(2)(a))

*l

Complete the foEEowing information and return by:
** Email to: AdverseEventReporting^doh.wa.qoy, or
• Mail to; DOH Adverse Events, PO Box 4/853, Olympla, WA, 98504-7853, or
• Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Conffict:

Fa&ilitywebsiffe:

Date of Evertt C^nfEt'niAtion;

Facility capacity:
(e.9.,#ofbeds, rooms,

procedures per year)

Ofh9T< Facility EnfQrmgtion:

Event tnfonnatlon;

Kindred Hospital 8eatt!e

Ry^n HosKen (Director of Qualtty)

https://www.kindredheaIthcare.Gom/'focations/tmnBit(Dnal-car9-hospitals/Rmdred"
hospjtai-seatUe-first-hiil

2/19/2020

50

LTAC~

4F event reported on 2/19/2020

Patient M was assessed as having stege 2 pressure injuries to the riflht and IBFI
buttocks that were present on admission. The left buttock wound was noted to
have progressed to stage 3 as of 2/1&/2020. Patient was admitted on 1/28/2020.

Office of Community Healltt Systems
DOH 630-1 Oe(M6T? 2011)



Mar. 9. 2020 11:08AM Kindret! Hosp, Seattle 1st HEIi ). 1W P, 2

???fi«g/0)t S? D^r)w'«f o/

^Health
Adverse Event Contextual Information Form

(Optional)

State iav/ requires facilities io confirm sciveroe events with Ui6 U^ptirtrnent of Health wh&n they occur. (RCW
70,56.020) The facility must notify the departmetit within 48 hours of confirming an event, Notiffcslion inciudes date.
type of adverse event, and fadiity contact information. Faciliti^ may ateo !nolud& contextual Enformation reg^rdjng
the reported event by comptefing and sybmiiling this fomi. This fomi is optional and not required as part of the

' reporting roquiremenls,

Public discioiiuro requests of an adverse ^vent will include any contextusf Information the tnQdicai faoifity chosQ to
provEds. (ROW 70.56.020 (2) (cp)

Complete the following information and return by:
• Email to: AdverseEventReRortina(a).dDh,wa.ao\/, or

• Mail to: DOH Adverse Events, PO Box 47853, 01ympia(WA, 98504-7853, or
ii F^X to: Adverse Events (360) 236-2830

PacDlty Name:

Factllty Contaot;

Facility web site:

Date of Event Confirmation;

Factlity t^pitcHy:
(e.g.,# of beets, rooms,

procwtluroti per year)

Qthgr Facility inforrtiatiort:

Event fnfonnation;

Kindred Ho^pi^E Sesltie

Rydn Hosk^n (Direclorof Quality)

httpH://www.kindredliealth(;Hr(3.com/locafions/lransjtion3i-csr6-haspilals/kindred-
hospital-seattle-first-hill

3/6/2020

50

LTAC

4F event on 3/6/2020 ~ reported on 3/8/2020

Patient 0 was assessed as hgtvSng a sacral wound noted to have progressed to
unstageable on 3/6/2020. Patient was admitted on 2/18/2020.

Office ofCoffitnun!ty K^allh Sy${?ms
DDH 530-10B (March 2011)



^r, 9. 2020 11:0^ Kindrecf hosp. Seattle 1st Hi No. 7553 P. 2

WfB^ji^o^ ^tDifsitm'.ntsff
Adverse Event Contextual information Form

(Optional)

Riate law requires faoilitios to confirm adverse events with [he Depariment of Health when they OCCLIF. (RCW
70.50.020) The Mit/ must notify the department within 4B hours of conlicmiftg an event. NotificsUon tndudes dste,
typs of adverse event, and fctcility contact informalion. Facilities inay also include contextual information regarding
the reported event by completiny ynd yubinittSnQ thte forrri. This form is aptfonai anc} not required as part of lh&
reporting requirements.

Public disclosure requests of an adverse event wil! incEude any contextuai informatron the medical facility chose to
provide. (RCW70.56.020(2)(a))

Complete the foi!owing infQrmation and return by:
» Ern@!l (o: A(j(verseEvGniRe8PrtinQ(%dah.wa.ao\/, or
< Mail te: DOH Adverse Events, PO Box 47853. Oiympia, WA, 98504-7853, or
• Fpx to: Adverse Ev6nt6 (360) 236-28KO

F&cllliy Name:

FROifKy Contact;

Faoilitywfib^He;

Dste of Event Confirmation:

Facility cSpsCsiiy:
(6.g. ,# of beds, rooms,

procedures per year)

Other Facility irtforfflaflfin:

Evantlnfcwn^iQn:

Kincirei.f Hospital Seatlle

Ryan Hasken (Director of Quality)

https://wwv/.kindredheailhc3re.t';oiri/IC)C;at[ons/iranfiitionaI-c;3r6-hospitsls/k{ndred-
hospital-seattle-ftrst-hill

3W2020

w

LTAC

4F event on 3/7/2020 - reporfed on 3/Q/2020

Patient L2 was assessed as having a stage 2 pressure injury to the sacrum on
2/28/2020 that worsened to unslageabie on 3/7/2020. Patient is ab!& to turn, but is
non-compfiant. Patient was admilted on 2/1/2020, returned to STAC on 2/22/2020.
anti Was rfiadmitted on 2/28/2020 with stage 2 sacral wound (now unstageabie).

Office ofCoiTimunily Health Systems
UOH 530-106 (March 2011)



Wsstm]^on Staff Dep^tifieni (sf
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 EncJucfes date,
type of adverse event, and facility contact information. Facilities m^y ^Iso include contextual information r^g^rding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Pubiic disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. fRCW7Q.56.020(2)(a))

Complete the following infornnatioii and return by:
• Emsil to: AdvferseEventR^Dortina^doh.wa.oov. or

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

Facility Nams:

Facility Contact:

Facility wsb site:

Date of Event Confirmation;

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

procedures per year)

Other Facility information:

Event Information;

Kindred Hospital Seattle

Ryan Hosken (Director of Quality)

https://www.kindredhealthcare.cQmy!ocatiDns/transiHQnal-c3re-hospitals/(<indred-
hospital-seattie-first-hill

3/21/2020

50

LTAC

4F event on 3/21/2020 - reported an 3/23/2020

Patient L3 was assessed as having an unstageable pressure injury to the left
ischia! tuberosity (adjacent to the unstsgeable sacral wound). Per th& report on
Patient L2 (same patient) the patient is able to turn and continues to be non-
compliant despite education and encouragement. Patient was admitted on
2/1/2020, returned to STAC on 2/22/2020, and was resdmJtted on 2/28/2020,

Office of Community Health Systems
DOH 530-108 (March 2011)



\\'sishw^<in Sfiife Dspsrtniint of
Adverse Event Contextual Information Form

(Optional)

State law requires facilities fo 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 msy ^iso include contextual information regarding
the reported event by completing and sljbmitting this form. Thi? fgrm is optional and not required as part of the
reporting requirements.

Public disclosLire requests of an adverse event wiil include 9ny contextual information the meciica) facility chose to
provide. (RCW705e^20(2)(a))

Complete the following information and return by:
» Email to: Ady.erseEventReportinfl@doh.wa.flov, or

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

Fsciltty Name'

Facility Contact;

Facility web site:

Dgt9 of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

Kindred Hospital Seattle

Ryan Hosk^n (Director of Quaiity)

https://www.kfndredheaIfhcare.com/iocatiQns/transitional-care-hospitals/kjndred-
ho5pita!-seattle-first-hEil

3/28/2020

50

LTAC

4F event on 3/28/2Q2Q (reported on 3/30/2020);

Patient P was assessed as having a new unstageable pressury injury to the right
occiput on 3/28/2020. Patient was admitted on 3/14/2020.

Office of Community Health Systems
DOH530-10& (March 2011)



\\WH^IW Sfitft* D{}WtttW!l ff 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. (ROW 70.56.020f2)(a))

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:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information;

Event Information:

St Joseph Medical Center

Crystal Collins

253-426-6239

April 9, 2020

370 beds

An unstageable HAPI was identified via the coding review process
after the pt was discharged. Upon further review by our wound
therapy experts, this wound was miscoded as a HAPI and was actual^
a diabetic foot ulcer. As such, it should not have been reported as
a HAPL

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



WasSim^on Siale Deprtment 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 faciiity must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and faciiity contact information. Faciiities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event 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: 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:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

Cascade Valley Hospital, Part of Skagit Regional Health

Sarah Place

https://www.skagitregiona!health.org/

5/21/2020

48 bed acute care hospital

Cascade Valley Hospital had a patient who was admitted on October 18, 2019,
and later died on October 22, 2019. The hospital filed a police report on the case
for investigation due to report of suspicious visitor on October 21,2019.

When the patient arrived at CVH, his clinical picture included the following:

Acute respiratory failure with hypoxia
Pneumonia
Sepsis
Acute Myeloid Leukemia, not having achieved remission
Transaminitis
NSTEMI

Several consults were obtained and the patient was determined to not be a
candidate for additional interventions, specifically ieukopheresis or interventionai
cardiology.

Patient had a visitor on the evening of 10/21/2019. Patient status deteriorated
sometime shortly after visitor departed. Later in the evening, what appeared to be
two puncture marks were found on the patients arm and were noted to be bleeding
and the patient deteriorated shortly thereafter and was intubated.

Lab work was performed and patient was found to be positive for
methamphetamine. Patient only admitted to using marijuana and drinking beer at
admission. Police investigation identified he was a known addict and distributor of
iilegai drugs to include methamphetamine and heroin.

Family were notified of patients condition and determined that he should be taken

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



Adverse Event Contextual Information Form
Wwhm^ton Siale De^whnsnl of

'^A

(Optional)

off of life support. The patient died shortly after being extubated.

Given the concern about the positive methamphetamine lab result, suspicious
visitor and location of puncture marks, we made an immediate report to the police.
Our report to the Department of Health was awaiting confirmation of the
investigation findings. We received the report on May 20, 2020.

The decision to report this of the case was not made until now as there was a
prolonged investigation of 5 months. The report had an indication of the offense
being categorized as Controlled Substance - Homicide. The police are not
pursuing prosecution.

We do not know all the facts despite extensive investigation and are reporting this
case to DOH out of an abundance of caution.

The police investigation report is available for review.

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



Washington State Deparimml 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. (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: AdverseEventReportincf(a)doh.wa.cjov, or

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

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

Center for Birth

Tina Tsiakalis

www.centerforbirth.com

05/27/2020

3 birth suites

Free-standing birth center

Event was a very rare complication of the 3rd stage of labor. Client experienced an
inversion of her uterus with delivery of placenta, and associated hemorrhage. She
had an unremarkabie pregnancy and a vaginal birth at the birth center on
5/27/2020.

She was transported to the University ofWA Medical center by paramedics, where
she received treatment and was discharged the following day, approximately 33
hours after arriving.

She is doing well, and her baby is thriving.

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



WnsJiif^foii SMe Defwiment 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 wiil include any contextual information the medical fadiity chose to
provide. (ROW 70.56.020(2)(a)). Please do not include any personally identifiable information for any patient,
healthcare professionai or facility employee in this form.

Complete the following information and return by;
• Email to: AdverseEventReportfnfl^dQh.wa.goy, 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:

St. Luke's Rehabilitation Institute

Rhonda Stowe

St. Luke's Rehabilitation Institute.org

6/9/2020

102 licensed beds

[npatient Rehabilitation

85 yo femaie, independent and preparing for discharge home. Ambulating with
therapist at faster pace than usual. Therapist attempted to slow patient down and
was unsuccessful. Patient fell on outstretched arm and sustained non displaced
fracture. All policies and protocols for fall risk were followed.

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



Wash'm^m Sfnfe Depftrtwwt of

'^Health
Adverse Event Contextual Information Form

(Optional)

State iaw 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 medicai 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.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:

Navos Children's Residential Program

Elizabeth Thompson, Sr. Quality and Compliance Manager

www.navos.org

7/3/2020

34

Navos - Lake Burien Campus
1035 SW 152nd St/1031 SW 152nd St/1027 SW 152ND ST
Burien,WA 98166-1845

At approx. 20:04, on 7/3/20, resident 1 (male, 16yrs.) used towels to appear he was
in bed asleep. He was in hail, telling staff he was asked to switch bathrooms due to
cleaning, and subsequently was allowed entry to a bathroom. Staff assumed
resident 1 had finished his shower and was heading to bed when seen in hallway.

At 20:19 resident 2 (female, 13 yrs.) requested to shower, and when offered one
bathroom, requested the bathroom that resident 1 had been in. To confirm resident
1 was not in that bathroom, staff viewed resident 1 in his bed. Resident 2 was then
allowed in the bathroom requested.

At 20:27 staff realized that the sleeping resident was in fact the towels set up to
mimic a sleeping person. Staff knocked on bathroom door and requested that
resident 2 come out with their ciothes on. When resident 2 exited the bathroom she
offered that they (Resident 1/Resident 2) were in bathroom "having sex".

Staff entered bathroom and found resident 1 fully clothed. Staff report that
residents were aione in the bathroom for 11 minutes. Both residents admit sexual

contact.

Management immediately notified. By 23:30, Burien Police Department Case#
L20021002. CPS and Guardians were notified, with extensive communications
following.

Resident 2 transported to Seattle Children's ER for labs, medication and a SANE
evaluation. Resident 2 returned to campus at 7am, 7/4/20.

Resident 1 was moved to a separate cottage, away from resident 2.

RCA and plan of correction to follow within 45 days of this notification.

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



l\Nn'i^fon Sfatt D^wtmeni of

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 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.

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

Complete the following information and return by:
• Emai! to: AdverseEventReDortina03doh.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:

University of Washington Medical Center

Lisa Robinson, Manager of Clinical Regulatory Compliance

www.uwmedicine.org

9/24/2020

Event 7C: Sexual abuse/assauit on a patient or staff member within
or on the grounds of a heaithcare setting reported 9/24/2020.

Sexual assault of a staff member by a patient.

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



^Health
Adverse Event Contextual Information Form

(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70,t;i6.020) 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, 7 0^020 (2 )(a))

Complete the following information and return by:
« Email to: Af.iyerseEvRntReportincigtidoli.wa.dov, 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:

^<5M-y c'fc^T^f- 0^ s.ti.V£.^tsW-^/LL<:

Pfc^S. ^tlT-ft-fL »4<^

Facility web site: St^^£^-i>/h^M^c * co^vi.

Date of Event Confirmation:

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

procedures per year)

3 0^. ^-ZW? ?^<^/^v

Other Facility information:

Event Information:
hffhl^W ^ ^ot^<-^ l^^ v/?o (»F~hAV^^- -, v<prt^H^"~^

^4- ^ ^s^<;^<)K/^ ^ ^^y ^ ^<^tv<? ^
^^rm ^W ^ i^^c.^^^^5
p+ ^<t ^^^ ^yAti ^ 'c0.'- ft^-' ^^\
r^'7^^ Ai< ^ '^ ^pi^>- <-E^)^

(^ t^Vt^ ^ft4-tA/A4 ^I<(^Aj "
^^ <^^ ^

^^A^IV, V<L^fr.t^ t^t^d^^,
•^ w^^^rl^''^.'^^tr^
^ ^^^^^\^. ^-'^+-
T^.. .?rl"L.'^"+7 ^ ~^c^ - w
hW-w^ ^^ ^wr'^ v/"/.'/-'\'/J. L \^.

;^'T ^. W^^^^ >- w^
+^-t4^ ^^^ ^f ^1 ^l^-^d^-^^
U^^t^i ^^ l^^w^t-? ^

^'yi^M«I- ^5 ^^'^^ V>^1^^^ Prt^<-"(

<t<^v<Jl^ ^fi I^J^
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W(is?ifn^o» State DepartMeni 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. 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. fRCW70.56.020(2)fa))

Complete the following information and return by:
• Email to: AdverseEventReDOrtJna®,doh.wa.c)ov, or

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

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

Northwest Orthopaedic Specialists

Quinanna Robins, CEO

http://www.nworthopaedicspecialists.com/

10/15/2020

5 Operating Rooms, 2 Procedure Rooms, Approximately 12,000 cases a year

The patient was marked and consented at the bedside by surgeon. The
anesthesioiogist then came out to perform a block in the pre-op area. The time out
was done, however, the mark was not visualized by the nurse or anesthesiologists.
The time out was read aloud and anesthesiologist, RN and patient ai! agreed it
was the left side. Anesthesiologist blocked the right knee.

It appears that the time out was incomplete and the mark not visualized by the
team.

A Root Cause Analysis will be submitted within 45 days.

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



Wa^'m^n SiRlt Dqwlment 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 faciiity contact information. FacititEes may also include contextual information regarding
the reported event by compieting and submitting this form. This form is optional and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (ROW 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:
* Emai! to: AdverseEventReportinfl@idoh.wa.gov, or
* Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
* Fax to: Adverse Events (360) 236-2830

Facility Name:

Facility Contact:

Facility web site:

Date of Event Confirmation:

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

procedures per year)

Other Facility information:

Event Information:

Cascade Valley Hospital

Lisa Norton

www.skaaitreaionaiheaith.orQ

10/26/2020

48 Beds

Cascade Valley Hospital is a 48 bed acute care facility in Arlington, Washington.
CVH is part of the Skagit Regional Health system.

On Saturday morning, 10/24/2020, a pregnant patient who had been laboring after
a SROM, was being monitored when a significant change to the fetal heart rate
was noted. A stat C-Section was performed, however, the fetus was sttllborn.

The pregnancy was noted to be a monoamniotic monochorionic twin gestation.
Mother had SAB of 2nd fetus in 1st trimester.

Autopsy has been requested.

At this point in time, we do not know ali the facts and are reporting pending further
findings.

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



UW«fit;tt))i Sfnfc D^ilmwl ii/ 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 optionat and not required as part of the
reporting requirements.

Public disclosure requests of an adverse event wi!i include any contextual information the medical facility chose to
provide. (RCW^O.G6.02Q(2)(a))

Complete the following information and return by:
» Email to: AdversetHventReportinqOldoh.wa^oY, 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:
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