Adverse Bvent Contextun! informatien Form
o Waaltnglon Stale Bepartient of . (@pﬁﬁﬁﬁi)

[P Health

Slate law requiras faciiltles to confirm adverse events with the Department of Health when they ecour, (REGW
10.50.020) The facility must notify the dapartment within 48 heurs of eenfirming an evert. Netifeation insludes date,
lype of adverse event, and faclity contact information. Facilities mey slse Include centextual information regarding
the reported event by completing and syubmitting this form. Thig form Is optional and not required as part of the
reporting requirements. :

}‘ﬁuhliﬁ disclasure raquests of an adverse event will inglude any contextual Information the medieal fagiity chose to
provide, (REW 70,8602

Complate the following Information and returs by:

«  Emall te: AdverseBveniRenoring@doh wa gy,
« Mail i DOM Adverse BEvents, PO Box 47883, Olympla, WA, 850478558, or

«  Faxto Adverse Events (360) 236-2880

E%

Foallity Name: | Dayion Genenaral Hospltal
 Faslilty Gontast: | Janat Ihie
' Fa'elilty Waiﬁ alté: -
Date of Event Gonfirmation; | 11/08/2016
' ' 25 bed CAM

Facility capacity:
(8.9., # of beds, rooms,
procadures per year)

Ciher Facllity information:

Pressure Uleer listed by RN as stage |1, 2 days post admit. 8 days later patient
was transferrad to ancther facliity as higher level of care was required for other
medleal/surgical ressons. At this ime, there was no Indication that the pressure
uloer was more then a stage |l Patiert was transferred back to our facility after
another 8 days , at which time the admitting physicien noted stage IV pressure
ylesr....this was on 09/17/16, Ql discevered the documentation during routine
chart selection prooess for physiclan peer review in late October. In reviewing the
case with nurging director, It was thought that the pressure ulesr developed to
stage HlI-IV while patlent was sway from our facility. Qi decided to confirm that by
raquesting records from transferring facility, recelved today. Thelr docurmentation
identified the uloer pregent on admission to their facility as "unstagesble."

Evant Information:

Office of Community Heaith Systems
204 830-106 (March 2011)



Wishinglon Stule Department of

) Health

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse events with the Department of Health when they ocour. (RCWY
70.58.020) The facitity must notify the dapariment within 48 hours of confirming an event. Notification Includes date,
type of adverse event, and facility contact Information. Facllities may also include contextual information regarding
the reported event by completing and suamltting this form. This form ig 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))

Complate the following information and return by:
¢« Email to: AdverseEventReparting@doh.wa.goy, or

« Malil to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ Fax fo: Adverse Events (360} 236-2830

Facility Name:

Snoqualmie Valley Hospital

Facility Contact:

Rachel Weber BSN, RN, Director of Nursing

Facility web site:

snoqualmiehospital.org

Date of Event Confirmation:

QOctober 20, 2016

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

25 beds per Med-Surg unit. Critical Access Hospital with a Swing Bed Program,
(very active one). We have approximately 800 patient days per month.

Other Facility Information:

Event Information:

Patient was admitted on September 7, 2016. As required per policy a two nurse
skin assessment was perfarmaed. Documentation stated heels were noticed to be
red and to float heels. Patient experiences pain In left lower extremity and is on
partial weight baring precautions. Patients daily schedule Includes being
transported to outpatient dialysis center for 6 hour perlods Monday, Wednesday,
and Friday from 6:00am to 12:00pm. It was stted that the patient was often found
to ba non-compliant with hesl floating interventions., On Qctober 6, 2016 the
morning nurse documented a scab on the patient's left hael. The wound nurse was
notified on Octaber 9, 2016 after documentation of the left hee! wound occurred,
The wound nurse examined the wound and wound care treatment was established
per unstageable wound care protocol. On October 17, 2016 a safety incident was
submitted in regards to the patient's left heel wound and was confirmed to be an
unstageable pressure ulcer on October 20, 2016,

Office of Community Health Systems
DOH 830-106 (March 2011)




Wi S Dt Adverse Event C(()gtti:i(tua[l)lnfonnation Form
2 Health e

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facility must notlfy the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facllity contact Information. Faclliies may also include contextual information regarding
the reported event by complating and submitting this form. This form is optional and not required as part of the
reporting raquiraments.

Public disclosure requests of an adverse event will Include any contextual information the medical facility chose to

provide. (RCW 70.56.020(2)(a))

Complete the followlng information and return by:
« Emailto: rseEventReporting@doh.wa,
+  Mail to: DOH Adverse Events, PO Box 47863, Qlympia, WA, 98604-7853, or
+ Faxto: Adverse Events (360) 236-2830

. Facillly Name: | Yakima Valley Memorial Hospital

" Facillty Contact: | Lynda Boggess, Senior Director of Critical Care Services

Faciilty web site: | https://www.yaldmamemorial.org/

Date of Event Confirmation: | .06/2H/2046— @13‘}?!80[@ ave atlorfiod 2 iy f
4 ra

Faclilty capacity: .
(e.g., # of beds, roorms, 2,026 Bed Acute Care Hospital

proceduras per year)

Other Facility information:

Event Information:
eITRTEEOM 1 On 8-28-2016 at 0655 a 49 y.o. male patient MR# 10092440 with & new

left lawer 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 ai one side and the surgical site began to bleed, Pressure was
applied and the bleeding stopped. Later that same day the orthopedic
surgeon took the patient back to the OR and under general anesthesia
removed the old sutures and debrided the wound and resutured the
armputation site,

OCfiice of Communlty Health Syslema
DOH #30-106 (March 2011)
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Adverse Event Contextual Infarmatlon Form
{Optional)

State law requires facliifes i gonfirm adverse events with the Dapartment of Health when they ocour. (ROW
70.56.020) The facliity must notify tha department within 48 hours of confirming an event, Notification includes date,
type of adverss gvent, and facllity comaot infarmation. Facilities may also include contextual information regarding
the reported svent by completing and eubmitting this form, This form |s optional and ot required as part of the
reporling requirernents,

L}

Public disclosure requests of an adverse event will includa eny contextusal Information the medical facily chose to
provide, cagwégz,umua» - :

Completa the following nfermation and retum by;
»  Email to: AdverseBveniReport o Y, OF
+ Mall to: DOH Adverse Events, PO Box 47863, Olympia, WA, 98504-7854, or
« Faxto: Adverse Evants (380) 236-2850

Facility Names

T o5 dlea (+h

Faaliity Coataot:

icheile. Crnambo.

Fagility web ajte:

Cate of Event Conhfirmation:

WL Fvshan 4, o 4

i sop

* Facility capacliy:

(8.4, ¥ of bixds, rooms, il heol L4
procadures par year)
Other Facllity Information: ¥WE@&&” e & Umelai -{Ju has FL‘(‘((J"-Q,

freempune

Evant InForination!

o everd otewied (no a Gl
Qb et hon aﬁm.:x('m ot wa s Eeen
esek oo o @ K G fau C;
frpona dkmbw{f-‘w’-ﬁfj w1 e dfﬁu.ﬁ&. :

Ofice of Communily Hezlth Bystams
DOH B30-108 (March 2011)




Adverse Event Contextual Information Form
’ Waslinglon. State Depariment of (Dptional)

€7 Health

State Jaw requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.66.020) The facllity must notify the department within 48 hours of confirming an event. Notification Includss date
type of adverse event, and faclity contact information, Facililes may also include contextual information regarding
the repotted 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 medica facllity chose to

provide, (RCW 70.58.020(2){a))

Complete the following information and return by:
» Emall to: AdverseEventReporting@doh.wa.qov, or _
* Malil to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» Fax to: Adverse Events (360) 236-2830 '

Facility Name: | Snoqualmie Valley Hospital

Facility Contact: | Rachel Wekber BSN, RN Diractor of Nursing

Facility web site:
Date of Event Confirmation; | 05/19/2016

Facility capaclty: 26 bads per Med-Surg unit. Critical Access Hospital with a Swing Bed Program,
(0.9., # of beds, rooms, | (very active one). We have approximately 600 patient days per month.
procedures per year)

We take patients from tertiary care fbr rehab. We have a nurse staffing committee
that tooks at all NSQI's every other month. We submit our very low number fall
data to QHI and benchmark with other CAH's in Wa State,

. | The patient had been given a siiter due to a history of impulsive standing and was
Event Information: here for rehab from a wrist fracture due to a fall. The family insisted that she not
have a sitter, apparently, and insisted she be in a private room, She was placed
close to the nurses station with a bed alarm on and instituted routine rounding. She
volded at midnight, She sporadically used the call light, but usually tried to get up
on her own. She was rounded on at 0632 to be asleep, at 0859 staff heard a loud
noice and she had fallen.

Other Facillty Information:

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



, Wirshingioir Stase Departurent of

) Health

Adverse Event Contextual Information Form
(Optional)

State law requires facilities to confirm adverse evenls with the Department of Health when they occur. (RGW
70,56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of advarse 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

reporling requirements.

Public disclosure requests of an adverse event will include any contextual infarmation the medical facllity chose to
provide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
o  Email to; AdverseEventReporting@doh wa!gov, or
« Mail to: DOH Adverse Events, PO Box 478583, Olympia, WA, 28504-7853, or
» Fax to: Adverse Events (360) 236-2830

Facility Name: | Eastside Surgary Center
Facility Contact: | Kagla Rossi, Administrator
Facility web site: | www.aastsidesurgerycenter.com

Date of Event Confirmation:

05-12-2016

Farility capacity:
(e.9., # of bads, rooms,
proceduras per year)

& beds, 2 operating reoms, estimation of 2100 procedures for 2016

Other Facility Information:

Multi-specialty: Padiatry, Pain Managemeni, Orthopedics, Ophthalmology

Event Information:

Palient had shoulder arthroscopic surgery with 2 instruments thal had been
decontaminated but nol sterllized,

Office of Community Mealth Systems
DOH 530-108 (March 2014)




Weshinglon Shale Depmitmrent of

Health

Adverse Event Contextual Information Form
(Optlonal)

State law requires facilities to confirm adverse events with the Department of Health when thay ocour. {(RCW
70.56,020) The facility must-notify the department within 48 hours of confirming an event, Notffication includes date,
type of adverse event, and facllity contact Informatlon. Fecilities 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 includs any contextual information the medical faciliiy chose lo

provide, (RCW 70.56.020(2){a))

Complete the following information and return by
* Email to: AdverssEventReporting@@doh. wa.qov, or
+ Mall to: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
+ Fax to: Adverse Events (360) 238-2830

Lake Chelan CommunitéylHospital and Clinics

Facility Name:
Facllity Contaot: Vernita Nolan BSN, RN
Facility web site: | www,LakeChelanHospital.com
Date of Event Conflrmation: | ()4/26/16
Facllty capacity: | 95 beds

{e.g., # of beds, rooms,
procedures per year}

Other Facility information;

14 of our beds are in "The Sanctuary” a chemical dependency '
program, which is where this event oceurred.

Event Information;

Patient fell in activity rcom on 04/25/16 and did not report this fall to
staff until the next day (04/26/16) when she was experlencing pain,
Xrays were obtained and a minimally displaced fracture of the Jeft
great trochanter was found. Treatment has consisted of weight
bearing as tolerated, ambulate with cane and utilize wheelchair for
fatigue and discomfort, limit range of motion to affected hip, NSAIDS,
ice. Follow up x-ray the next morning to assure non-displacement,
The patient has remained in our program with the plan of staying unti
completion. OFf note, this event was called into the DOH hotline on
04/28/16,

Offlce of Community Health Systems
DOH 630106 (March 2011 .



Adverse Event Contextual Information Form

, , Weshliglun Stale Depariment of (Optional)
Y Health

State law requires facilities to confirm adverse events with the Department of Health when they ocour, (RGW
70,66.020) The facility must notify the department within 48 hours of confirming an event. Notification Includes date,
type of adverse event, and facility contact information. Faciltties may also include contextual Information regarding

the reported event by completing and submitting this form. This form is optional and not required as part of the
reporting requirements, '

Public disclosure requests of an adverse event will include any contextual Information the medical facility chose to
provide, (RCW 70,56.020(2)(a)) -

Complete the following information and return by:
+ Emaii to: AdverseEventReporting@doh, wa.qay, or .

+ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
= Fax to: Adverse Events (350) 236-2830

Facillty Name: | Seatile Home Maternity Service and Childbirth Center
Facllity Contact: | Suzanne Wastler

Facllity web slte: | seattlehomematernity.com

Date of Event Confirmation: | 4/3/16

Faclllty capaciiy: Single birth suits
(e.g., # of beds, rooms,
procedures per year)
Gther Facllity Information:
Event Information: Summary:

Essentially normal pregnancy and normal course of labor. Unexpested shoulder
dystocia diagnosed after birth of the head Birth of the baby was accomplished by
midwife 3 mins after delivery of the head.Baby needed Immediate resuscitation at
time of delivery and 911 was summoned for tranfer of care to hospital where baby
was admitted to NICU). MRI reportedly showed evidence of brain Injury possibly
related to hypoxia during the birth process,

Qffice of Community Health Systems
RO §30-106 {(March 2041) ’



Yﬁ%s!iﬂisimﬁﬁw b Adveras Event Gontextual iformation Fom
; gf {Optional)

Hlate Iaw P ik faclitioe ta gonfiim adverme events with te Department of Hoalth whan they eaaur, mFﬂ
The faolity must notify the depariment within 48 hoirs of sonfitming mn event, Netifloation neludes dts,
ﬁ P of aivarse evant, and facliity contact Informnation. Feellitles may alse inslude contaxtual Information regardlng
the reported avent by gomplating and aubmlttln;; thin form. This form 1s eptional and net reguived o part of the
rgperting reguirgmaents.

Publl discloaure reguents of ah adverse avent will Inchide any contestust Informution the mediogl faclily ehogp te
provide, m&@)(ﬁﬁl

Qermplete tha folmwkng znfm*mmlan s return by:
«  Eroali te; AdversaiBventideton|ngdon wa doy
% Mﬂli ss:s* BOM Advarse Eventp, PO Box 47603, @iympim WA, 9&&3@4-4’?&&33,
s Pax w. Advarse Bvants (360) 280.2030

Fuoifity Mune) N&y‘.ﬁqwgﬁ}” /’éﬁgm?%f / i/ Mest, i@ﬁ*ﬂ@

Faallty Gontaoti | [zyibfie  Erebs (V nwhéze 20y

Faalllty wob oltns | ﬂww,gpﬁ“?cl oY

"Bets of Bvant Gonfieation: | 2115/ s
Faolifty onprelty: | rg) {,/Wﬁ&afm’ é:xf'a?"ﬁ

{&.0, # of beds, rooms,
- procadures per yas!)

| Other Eaellity Infortation:

Evént!ﬁi’nr sklorit &3}65/ Y .,ti* p (}ﬁﬁﬁgf S c:‘;#"f% W" #ﬁw.
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Olfleg of Oommunily Haalih Bystens
DO B304 08 (Maroh 2041}



, Wishiglon Siate Deparimeut ol Adverse Event Contextual Information Form
@) Health

State law requires facilitles to confirm adverse events with the Department of Health when they ocour, (RCW
70.56.020) The facility must notify ths department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact informetion, Facilities may also Include contextual information regarding
the reported event by completing and submitting this form. This form Is optlonal and not required as part of the
reporting reguirements.

Public disclosura requests of an adverse event will include any contextual information the medical facility chose to

provide. (RCW 70.56.020(2)(a))

Complete the followlng information and return by: .

« Email to; AdversaEventReporting@doh.wa.qoy, or
+ Mail fo: DOH Adverse Events, PO Beax 47853, Qlympia, WA, 98504-7863, or
+ {ax to: Adverse Events {360) 236-2830 '

Facllity Name: /\/(:9/‘/#) wesy #ﬂ.@‘:’/ Yl / 7 4 Meavitne.
Facllity Gontact: |  [757 407 . V2% 4 nwhsea. oy
Faclity web site: | pyibospriad . 474 -
Date of Event Gonfirmation: | £ / fbd / 7

Fagility capacity: .
(e.g., # of beds, rooms, ,';/g// émgﬂﬁw/ 546{5

pracedures per year)

Other Facllity informatlon:

Event Information: g ar b / 6[ /WCZ /(f WJWZ 5/“}/% it /‘g,/%af
vff f/gda‘w:ﬂ, (pelvie) suStAInec! at fdm sevthf
wetks prior. Mitple 26 malbidities . N ey
42 foil and sustained 166+ PIf Tradieise 5;‘2&,’423
e prESeIt A e padronts 1007 LU, dorivy
pro 2efive gorhb ditt 1 Ahe Pﬂﬁzl'mfﬁ“f_ |
jeplaticn Stasus, which d&ffjm/ w‘fm:fz 7?/
Tatent ol deapite ynbal coes 12 Sy 171 Gt

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



