, Wchinglon Sile Dr;mrrmem o

o Health

Adverse Event Contextual Information Form
{Opticnal)

State law requires facllities to confirm adverse events with the Department of Healh when thay ocour. (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an avent. Notification includes date,
type of adverse event, and facllity contact information, Faciliiles may also include contextual information regarding

the reported event by completin
reporting requirements.

Public digelosure requests of an
provide. (RCW 70.58.020(2){a))

g and submitting this form. This form is optional and not required as part of the

adverse event will include any contextual information the medicat facitity chose to

Complete the foliowing information and return by
v Emall to; AdverseEventReporing@doh.wa.gov, or

+  Mail to: DOH Advarse Events, PO Box 47853, Clympia, WA, 9850«1-?&53 of
s Fayxto, Adverse Evenis (360) 236-2830

Facility Namuo:

Trask Surgery Center

Fagllity Contact:

Megan Shelton

Facllity web site;

www.everettoelinig.gom/locations/tragk-surgery-cent

Date of Event Confirmation: | January 28, 2015

Facllity capacity:
(e.¢., # of beds, rooms,
procedures per vear)

17,946 provedures in 2014

Other Facility Information:

Event information;

There ig no direct, concrete svidence to confirm
that a forelgn body was retained in the patient
The degislon te report was based on
circumstantial evidence; predominantly, the
patient's claim that she passed a piege of

surgical material after a gynecological
procedure. 'The patient did not experience

injury or harm ag a result of this alleged
ocourrence,

Offtce of Community Health Systems
DOH 530106 (March 2011}
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Adverse Event Contextual Information Form
(Optional)

State law requires facllities to-corfirm 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 I8 optional and not required as part of the

reporting requirements, -

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

Complets the following information and retLlrn by:
»  Email to: AdverseEventReporting@doh.wa.qov, or

» Mall to: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
»  Faxto: Adverse Events (360) 236-2830 .

Facility Name:

Kittitas Valley Healthcare

Facility Contact:

Mandee Qlsen

- Faollity web site:

http:/iwww . kvhealthcare.orgé

Pate of Event Confirmation;

7(16/2016

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

CAH 25 beds, performed 479 inpatlent surgeries and 1,168 outpatient surgeries in
2014 ‘

Other Facllity information:

Event Information:

| bleeding. The patient was taken to PACU at 2327 on 7/14/2015. Apporximately

On 7/16/2015 we reparted a 1D Unintended retention of a forelgn object In a
patlent after surgery or other invasive procedurs,

This event lpvolved a patient.presenting with ectopic pregnancy requiring surgical
Interventin on 7/14/2016. The surgeon initially proceeded with laparoscopic
procedure that was later converted to an open min laparotome procedure due 1o

0005 7/15/2015 the scrub RN on'the case realized she did not recal a specimen
collection pouch being removed and alerled the surgeon. The patient and spouse
were notified and consented by the surgeon to return to surgery, At 0030, the -
patient returned to surgery and the device was retrieved surgically, At this time, no
additional complications have been identified, The patient was admitted overnight
and discharged on 7/15/2015,

Office of Community Health Systems
DOH §30-108 (March 2011)




iy
.ot

Adverse Event Contextual Information Form
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State law raquires facliities to confirm adverss evants with the Department of Health when they oceur, (RQW
70.56,020) The faciity must notify the depariment 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 submiting this form. This form Is optional and not required gs part of the
reporting reguirements.

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

provide. (RGW.70.60.020(2)(2))

Complete the fokowing information and return by:
+ Emailte: AdvarseBveniReporiina@doh.wa.day, or

e Mallto: DOH Adverse Events, PO Box 47863, Olympla, WA, 588047863, or
o Paxto Adverse Events (360) 236-2430 .

Facility Name: | Clenwvyiero Suvaeviy and Locey dba Weaheed Eye
Faoility Contaot | SSlee |y Mhlne. BN ' 7
Facility web site; ijﬂ/ieup%faﬁc OV

Date of Event Confirmation: %/ Y=

Facility capaclty: | H bede 4 2.0, 9 Z,; 00 prc)ca’du\fﬂé 1:7&/‘ 560\/‘

(&.0., # of beds, rooms,
procedures per year)

Other Facility information:

Eyent nformation: H L.
e ‘q

TP Lacey pro&:eclwre,-"ics a %gick) parnles
cocecluve  done o decrease
wiva eculav pressuve, | '
= Ceal Lor -this hent was P have both
eres dove. A weeks apavt,
=T thie event:
OO0 was acheduled “F'i\"g“l‘
o0 was con%m*}ed
i Was MO i
%"?ma Out was dove _‘%‘(* 0D
proceduve Was performed on OS
- N0 fﬂ‘urq;') o poti e»mjr‘, aecend enjd acheduled

*

o planne

Ofice of Community Heulth Systems
DOH B30-100 (March 201 1)
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S Adverse Event Contextual Information Form
’ Washingln St Departmens of i (Optional)
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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 evenit. 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 informaticn the medical facility chose to
provide, (RCW 70.56.020(2)(a))

Complete the following information and return by:
s  Email to; AdverseEventReporting@doh.wa.gov, or
» Mail to: DOH Adverse Events, PO Box 47853, Olympla WA, 98504-7853, or
+ Faxto: Adverse Events (360) 236-2830

Facility Name: EvergreenHealth Kirkland
Facility Contact: Jaclyn Owings

Facility web site:
Date of Event Confirmation; | 9/22/15 *

Facility capacity: Ambulatory physician practice-estimated patients visits per year to be roughly
(e.g., #of bgds rooms. | ©:205 in the imaging department of the clinic and 4,648 in the vascular practice.

procedures per year)

Other Facility information: Vacular Care & Imaging

This event was reported using the electronic reporting form on 9/22/15. However,
the electronic form does not give the option of selecting ambulatory practice
settin/Office-based practices. So, | reported this fall with fracture under the
hospital. It actually occurred in our vascular ambulatory practice. Please correct
the report to reflect the event as occuring in our abmulatory practice rather than
the hospital. For additional questicns, | can be reached at
jtowings@evergreenhealth.com or at 425-899-2554. Thank you.

Event Information:

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




y Adverse Event Contextual Information Form
: ’ Witshington State Department of : (Optional)

AV Health

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

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

provide. (RCW 70.58.020(2)(a))

Complete the following information and return by:
» Email to; AdverseEventReporting@doh.wa.gov, or
» Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
o Faxto: Adverse Events (360) 236-2830

Facility Name.; Spokane Eye S'urgery‘Center

Facility Contact: | Lisa Noland:
Facility web site: | WWW.spokaneeye.com

Date of Event Confirmation: | September 22, 2015
5 ORs; 9881 procedures CY 2014

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

Other Facility information:

On 9/17/15 Pt consented for laser procedure on Right eye. Right eye had
previously been lasered on 9/10/15. When error was recognized, patient had laser
done on Left eye that day. Laser is a non-invasive procedure frequently done after
cataract surgery to remove excess scar tissue. This procedure does not negatively
impact vision.

Event Information:

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



Adverse Event Contextual Information Form
Washington Siate Departurent of (Optional)

{0 Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56,020) The facility must notify the depariment within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Facilities may also include contextual information regarding
the reported event by completing and submitting this form. This form is optional and not required as part of the

" reporting requirements.

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

Complete the following information and return by:
+ Email to: AdverseEventReporting@doh.wa.gov, or
» Mailto: DOH Adverse Events, PO Box 47853, QOlympia, WA, 98504-7853, or
¢ Faxto: Adverse Events (360} 236-2830

Facility Name: | Northwest Orthopaedic Specialists

Facility web site: | hitp://www.nworthopaedicspecialists.com/

Date of Event Confirmation: | 10/16/15
5 Operating Rooms, 2 Procedure Rooms, Approximately 10,000 cases per year

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

Other Facility information:

The patient was marked and consented in the preop area per facility policy. Pt
brought to room, surgical safety checklist initiated. All time outs performed
properly. During the case the surgeon checked the incorrect patient films that
were up on the computer screen and proceeded with the surgery and performed
the procedure on the incorrect level.

Event Information:

Radiology studies are not a portion of our Surgical Safety Checklist.

A Rooct Cause Analysis will be submitted within 45 days.

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




; Wadhinglon Stele Degiminietof Adverse Event Contextual Information Form
4 Health oo

State taw requires facilities to confirm adverse events with the Depariment of Health when they ocour. (RCW
70.56.020) The faciity must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse svent, and facility contact information, Facilitles 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 factity chose to

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

Complete the following information and retumn by
« Email to: AdverseEventReporting@idoh.wa.gov, or
» Mail fo: DOH Adverse Events, PO Box 47863, Olympia, WA, 98504-7853, or
s Faxto: Adverse Events (360) 236-2830

Facility Name: | \{ g4 wisDicae (ol [ o WABDIKCINE
Facility Contact: CHTHERInE  Spdeenle
Facility weob sits: ‘
Pate of Event Confirmation: {-555‘:{;@@;3 ) Ajoa gm, P PQJ# [ P T Ne-)

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

Other Fagility information;

Event information: | (474 w}gm &M O ettt i QO(?) (;{.,ﬁ,@
L’}M‘M"] R QMLQJ&/ ?j

w%@ﬁwﬁ Y. Hele pupuds .
{ ) MFXAH’

Office of Community Health Systems
DOH 530-106 (March 2011)
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Advérsa Event Contextual Information Form
{Optional}

State law requires facllities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facitity 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 reportad event by completing and submilting 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 facllity chose to
provide, (RCW 70.56.020(2)(a))

Complete the following information and return by:

+ Emall to; AdverseEventRepoerting@doh.wa qov, or
¢ Malil to; DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853 or
s Faxto: Adverse Events (360) 236-2830

Facllity Name: | Eastside Surgery Center
Facility Gontact; | Kasia Rossi, Administrator
Facility web site; | WWW. eastside&urgerycenter com
Date of Event Confirmation: | 11/18/201 BT
Facllity capacity: g bads, 2 operating rooms, estimatation of 2100 procedures for 2015
{e.g., # of beds, rooms,
procedures per year)

Other Facility information:

Multispecialty: Podiatry, Pain Management, Orthopedics, Ophthaimology

Event Information:

A patiant had cataract surgery on the correct eye and the Incorrect intraocular Jens
was Implanted.

Cffice of Community Health Systems
DO 530-108 (March 2011)



