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Advarse Event Contextual Information Form

’f‘ Whshinglon Slats Depaciens of (Optional)
‘@ Health

Slate law requires facilifies to confirm adverse events with the Department of Health when they oceur. (RCW
79.56.020) 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 iay also include contextual information regarding
the reported event by completing and submitiing this form. This form ls optional and not required as part of the
reporting requirements.

Public distlosure requests of an adverse event will include any contextual information the medical faclity chose to -
pravide. (RCW 70.56.020(2)(a))

Complete the following information and return by:
« [Emailto: AdverseEventReporting@doh.wa.aav, or
«  Mall to: DOH Adverse Events, PO Box 47853, Qlympla, WA, 98504-7863, or
« Faxio: Adverse Evenls (360) 236-2830

Facility Name: | KIndred Hospital Seattle - First Hil

Faclilty Contact: | Ryan Hoskan, RN (Director of Quality)

- .. | https:iiwww Kindredhealthcare.comflocations/transitional-carg-hospitats/kindrad-
Facility wob siter | ospital-seattla-first-hill

Dute of Event Confirmation; | 12/28/2019
50

Facility capacity:
{e.g., # of heds, woms,
procedures per year)

Submifiing aggregate RCA for 4F events (8/14/2019 through 12/26/2019) by

Other Factlity Information; 1213102019, o

4F svent reported on 12/30/201D:

Patient E {below) was assessed as having a Stage 3 wound to the occiput on
12/282019. Patlenl E was admitted on 9/21/2019.

Contaxt for pending RCA:
4F events reporied on 12/18/2019:

Palient (5 was assessed as having an unstageable wound to the left nare on
12/13/2019, Patient G was admitted on 8/12/2019,

Patient H was assessed as having an unstageable wound to the right posterior
head on 12/15/2018. Patient H was admitted on 10/31/2019. .

AF avents reported on 1275/2019:;

Patient A was assessed as having a Slage 3 wound to sacrum on 8/14/2019.
Patient A was admiited on 7/17/2018.

Patient B was assessed as having a right heef wound that evolved to Stage 4 on
9172019, Patient B was admitted on 2/15/2019 (vs 8/31/2019).

Patient C was assossed as having a Stage 3 wound to left buttock on 9122019
and a Stage 3 to sacrum and coceyx an 10/2/2019. Patient ¢ was admitled on
9/1/2018,

Patlent D was assessed as having a Stage 3 wound to cocayx on 9/28/2018.
Patient D was admitted on 8/19/2019.

(nexi page)

Event Information:

——>

Oliice of Goninunity Health Syalems
DOH 630-106 {March 2011)




Dec. 30. 2019 11:35AM Kindred Hosp. Sealtle fst Bild No. 6842 P 3/3

Adverse Event Contextual Information Form

CUL LT Tratient E was assessed as having a Stage 3 wound 10 rectal area and perineum
on 11/28/2019. Patient E was admitied on 9/21/2019,

Patient F was assesssd as having a Stage 3 wound {o sacrum and righl ischium
on 117282019, Patient F was admiited on 11/16/2018.

7} Wishinpton State Detarhnent of (Qp'{ionaf)
Cjﬂ LT 51414
R L aw

Offive of Commuinliy Henlth Systoms
DOH 530-106 (March 2011)




Weshiuglon State Depiarfent of Adverse Event Contextual Information Form

(Aealth foptiona)

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 faciiity contact information. Facilities may alse 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
s Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ Faxto: Adverse Events (360) 236-2830

Facility Name: Kadlec Regional Medical Center

Facility Contact: [Debra Langston
Facility web site: [VWw.kadlec.org

Date of Event Confirmation: |12/20/2019
337

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

Other Fagility information:

Event Information; [0 @dmission 11-20-2019 patient A EMEEEN-=d stage 3 Pl to cocoyx.

11-23-2019 wound care nurse documented stage 2.

11-28-2019 notes show the wounds with epithelization.

12-5-2019 wounds continue to heal

12-19-2019 (per record) significantly larger has progressed to unstageable.

Lapse in wound care approx 2 weeks.

Office of Communily Health Systems
DOH 530-106 {March 2011)




Dec. 19. 2019 8:20AM  Kindred Hosp. Sealtle fsl Hill No. 6732 P, 2

Adverse Evant Contextual Information Form

Whshinglon Stafe Depzﬂmmwf (Optional)
/( D Health

State faw requlres facilities to confinm adverse events with the Department of Heaflh when they oseur. (RCW
70.56.020) The facility must nofify the dopartment within 48 hours. pf confirming an event. Natification includes date,
type of adverse avent, and facility contact Information. Facililes may aluo include contextual information regarding
the raported event by completing and submifting this form. This form is oplional and not required as part of the
reporting raguirements,

Public disctosure requests of an adverse event will include any confextual information the medical facifity chose to
provide. (RCW 70,56.020(2)(a)}

Complete the following Information and return by:
+ Emall to: AdverseEventReporting@doh.wa.gov, or
» Malilo: DOH Adverss Events, PO Box 47853, Olympla, WA, 88504-7853, or
v Faxto: Adverse Events {360) 236-2830

Fasillty Name: Kindred Hospita) Seattle

Facility Contact: | Ryan Hosken (Direclor of Qualty)

) .| hltps:fhwww Kindredhealthcare. com/flocations/transilional-care-haspitals/kindred-
FacHity web site: | j,oapital-seatlls-irst-hil

Date of Event Cantirmation: | 1211372019 and 12/15/2018 - both submilted on 12/18/2019

Facility capacity: &0
(er.0., # of beds, rooms,
procedures per year)

Other Facllty infarmation: LTAG

Hyent Information: | CONtinuing A-Z lelter designations from the previous Contextual Information Form:;

Patlent G was assessed as having an unstageable wound to the left nare on
1211312019, Palient was admitted on 8/12/2018.

Patlent H was assessed as having an unstageable wound to the right posterior
head on 12/15/2019. Patent was admilted on 10/31/2018.

RCA(s) will include a review of and revisions fo our internal reporting processes
(already in progress) in order to comply with DOH reguirements.

Otfice of Communlly Health Syslems
DOH 630-106 (March 2011)




Adverse Event Contextual Information Form

; Washiglon State Department of (Optional)
State faw requires fagilities 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. Naotification includes date
type of adverse event, and facility contact information. Facilities may also include contextual information regarding

the reported event by completing and submitfing 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:
+  Email to; AdverseEventReporting@doh.wa.qov, or
*  Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
+ _ Faxto: Adverse Events (360) 236-2830
FacHity Name: | Monroe Correctional Complex

Facility Contact: | Areig Awad

Facility web site: | https://www.doc.wa.gov/corrections/incarceration/prisons/mee. htm
Date of Event Confirmation: | 12/04/2019

Facility capacity: 24 beds in infirmary-step down unit, with low-medium acuity

{e.q., # of beds, rooms,
procedures per year)

Other Facility information: | Minor procedures done such as toe nail removals, minor suturing, joint injections,
skin biopsy.

vent Information: | Patient was admitted for observation post operative and to regain strength. He is
very competent and ask nursing for help with any movement. He had a falls and
mainly mechanical and has not informed nursing when instructed to on multiple
occasions. He was sent to the hospital due to a recent back surgery and they
noted, “ MRI does show postsurgical changes and some impingement of the cord
that Is unclear if this is an acute process or simply changes from surgery.” Surgery
was conducted anyway due to persistent symptoms that were there before the fall.
Itis not clear whether the fall caused any additional injury, but based on notes it
does not appear that way. This was sent just to be cautious in case it does need to
be reported. Additional information can be requested upon request.

Office of Gomimunity Health Systems

PYOH 530-106 {March 2011)




’ Washinglon State Department of

Adverse 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 facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and faaility contact information, Facilittes may alsa 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: AdverseEveniRenoring@doh.wa.qav, or

» Mallto: DOH Adverse Events, PO Box 47853, Olympia, WA, 985047853, or
+ Faxto: Adverse Events (360) 236-2830

Facility Nama:

Giaaield Conku Hespital  Oistrrat

Facility Contact:

Facility web slte:

Jowid Vigener RN DNS  Co-C20

Date of Event Confirmation:

Facility capacity:
{e.q., # of beds, rooms,
procedures par year)

12<3-/F
a5

Other Facllity information:

nA

Event Information:
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Dec. 5 2019 3:50PM  Kindred Hosp. Seallle st Hill No. 6653 P, 2

Adverse Event Contextual Information Form

( ,"’ Woshiregtont Stafe Departmant of (Optional)
_:_f(/ Health

State law requires facilities to confirm adverse events with the Department of Health when they ovour. (RCW
70.56.020) The facifity must nolify the department within 48 hours of confirming an event. Nofification includes date
fype of advarse event, and facliity contact information. Facllities may alsa include contextual information regarding
the reported event by complating and submitling this form. This form is oplional and not required as part of the
reporiing requirements,

L

Publie disolosurs requests of an adverse evenl wilt include any contextual information the medical facility chose to
provide. (RCW 70.56.020(2)(2)) ‘

.

Complete the foliowing information and return by:
+  Emall {o: AdverseEveniRevorting@doh wa.gov, or
»  Mall lo: DOH Adverse Events, PO Box 47853, Olympia, WA, 88504-7853, or
s Faxto: Adverse Events (360) 236-2830

Facllity Name: | Kindred Hospital Seaflie (First Hill

Facility Contaet; | Ryan Hosken (Diractor of Quality)

https:fwww kindredhealthvare comilacations/transitional-care-hospilals/kindred-
Facilily web slte: | hogpital-neattle-first-hil

Date af Event Conflrmation: | Mulliple - please see below

Facility capacity: 50
{e.g., # of beds, rooms,
procedures per ysar)
LTAC

Other Facility informatlon:

‘Beveral 4F adverse events were not reporfed for September through November of
2019 based on our Wound Care Coordinalor having taken another position on
9/13/2019 and my own absence as Director of Quality betwesn 5/29/2019 and
10/29/2019, While wound care continued, our reparting was nol happening. These
evenls are as follows:

Eveatit information:

Patienl A was assessed as having a Stage 3 wound fo sacrum on
81412019, Palient was admilted on 7/17/2019.

Patient B was assessed as having a right heel wound that evolved to Stage 4 on
97112019, Palient was admitled on 2/15/2019.

Pafient C was assessed as having a Stage 3 wound to L buftock on 9/12/2019 and
a Stage 3 o sacrum and coccyx on 10/2/2019. Patient was admitted on 9/1/2019.

Patient D was assesses as having o Stage 3 wound to coceyx on 9/268/2018.
Patlent was admilied on 8/19/2019.

Patlent E was assessed as having a Stage 3 wound to rectal area and perinatim
on 111282019, Patient was admitted on 9/21/2010.

Patient F was assessed as having 2 Stage 3 wound te sacrum and right ischium
on 11/28/20119. Patient was admitted on 11/15/2019,

Our collective RCA is in progress. Pleasa advige,

Office of Communily Health Systems
DOH 530-108 {March 20141}




, Wishinglon Slale Depurimeittaf Adverse Event Contextual Information Form
€7 Health oroneh

State law requires facilities to confirm adverse events with the Department of Health when they oceur. (RCW
70.56.020) The facllity must notify the department within 48 hours of confirming an event. Notification includes dats,
type of adverse event, and facllity contact information. Facllities may also include contextual information regarding
the reported event by completing and submitting this form, This form is optional and not required as patt 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:
» Emailt to: AdverseEventReportina@doh.wa.gov, or
+ Mallto; DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
* Faxto: Adverse Events (380) 236-2830

Faclity Name: i EvergreenHealth Monroe Recovery Center
Facility Contact: | Eric Britt (Program Director)

Facllity web site: | www recoverycentermonroe,.com
Date of Event Gonfirmation: | 10/11/2019

Facllity capacity: Licensed for 40 beds {(withdrawal ma nagement/détox and

(e.g., # of bads, rooms, | intensive inpatient/residential),
procedures per year)

Other Facility informatiom

' - 28-year-oid [emals petiont In our Intensive-inpalientiresidantial roalmeonl program was Wransisprad to a Wigher iavel of care aftera X
Event Information: rapor)iad suicide aliar%pt {In he evening of 10}1) 12019). ’ preg v

- Palienl was admitled lo delox on $0/2/49 - She was Wansferred Info the residentisl prol?ram o 1015118, She g boenplaced ona
"?o ge}{-hwln' confragt al ime of admisslon due to a hislory of svicidal ideaYon and "cutlng® - She was not aclivaly sutcldat at ime
of a0migs .

- On HO/B/19 paliont reporlad having houghts of cuifing hersell. Slalf removad palionts shaving razor from her bodreom, end sha was
laced on *30-minuts thecks™ éatﬂff cendudts visual checks on patient avery 30 mintes), The next day {(10/0/16) palioni reported feafing
slies and danted having any Sk

- On 10741118 a differort paliont reperted to stalf that Ihis patient had shared thal she wes exporiencing St Upon secolving thal
caport, staff (lead counseior & program diractor) entered patian's reom and me! with her at bedslds. She diseiosad that ghe had
[uglcl(momems befora wa enlered her room) attempled to hang herself from the shower exraln in her bathroom, Sho was rubhing her

neck and her yejca was somewhat fioarse. She seported thal sho had moved a cha't [nlo her bathroom - stoot on ths ohalr - led
the shower curtain eround her neck - stepped off the chair for a moment - ther changod hr mind and steppad baek onte the chair.

- Palientwas inynediately placed on "one-to-one” stalus {a stalf niember with her al al} {Imes}. ‘the lead counselor slayed with patisnt
In har badrocm, to monitor patlert and complots a suicide risk assossmant. Program Director (this writer} isfl the room and informed
o sinff working on the unil of the Incidenl & that palianl was now on ore-lo-one slalys, 7 his wiiter then spoke wilh Intake stafi a1

Smakoy Polnt Behavioral Hospllal, and they confimed that thay could accept this patlent Immediately,

- Patlent was then transferred {0 1he EvergreenHaalth Monvoe Emergency Deparimon for medical clearanse, o have her neck
evalualad, and for appropriate fransporiation to be erranged frem Evergrean Monros to Smokay Polnt Behaviora), Pallent was
evaluatad in the ED, and eeveraf holrs laler was wansfenad, via amhulance, fo Smokey Polnt Behaviora) Hosplal.

Offlce of Communily Health Systems
DOH 630-108 (March 2011)
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4 Adverse Event Contextual Information Form

i,, Washinglen Slate Dm}%ffenl of (Optional)
'€V Health

State law requires fagllities to confirm adverse events with the Department of Health when they oceur, (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
lhe reported event by completing and submilting this form. This form is optional and riot required as part of the
reparting 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: AdverseEventReportingi@doh.wa.qgov, of
« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» Fax lo; Adverse Events (360} 236-2830

Facility Name: | Seattle Children's

Facllity Contact; | Jackie Valentine, Director of Patlent Safety

Facility web site; | Www.sealtlechildrens.org

Date of Event Confirmation; | 9/26/2019
407 licensad beds

Facility capagity:
(2.q., # of bads, rooms,
proceduras par year)

Other FacHity information:

Event Infarmation: | Patient-on-patient, ages 9 and 10.

Office of Communily Health Systems
DOH 530-106 (Mareh 2011)




Adverse Event Contextual Information Form

/
- i, 5'!'ﬁshl’iigfonSfathem;muiﬂ,! (Option al)
&V Health

State law requires faciliies 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 reporied event by completing and submitting this form. This form is optional and not required as part of the
reporting reguirements.

R

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 foliowing information and return by:
» Email to: AdverseEventReporiing@doh.wa.qov, or
« Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98604-7853, or
» Faxlo: Adverse Events (360) 236-2830

Facllity Name: | Fairfax Behavioral Health - Monroe

Facility Contact: | Beckie Shauinger, CEO ph: 425-284-1547, email: beckie shauinger@uhsine.com

Facllity web site; | Www.fairfaxhospital.com

Date of Event Gonfirmation; | 9/25/19
a4

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

Other Fagcility information:

On 9/24/189 at approximately 11:30 PM, a 80 year-old male patient was found
unresponsive, in his reom, with scrub pants tied tighily around his neck. The
ligature was removed, 911 was called, the AED was applied and EMS arrived.
Rescue efforts continued until approximately 12:19 AM on 8/25/19 when the
patient was declared deceased.

Event Information:

Gifice of Community Health Systems
DOH 530-108 (March 2011)
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Adverse Event Contextual Information Form
{Optional)

State law requires facillties to confirm adverse avenis with the Department of Health whan thay ocour. (RCW

70.58.020) The facllity must notlfy the department within 48 hours of confirming an avent, Notification Includes date
lype of adverse event, and facllity sontact Information. Facliites may also Iriclude contextual information ragarding

1

the reporled event by campleting and submitting this form. This form Is optional and not required as parf of the

reparting reqeiremerits.

Public disclosure raquasts of an adverse event will Include any contextual information the medical facllity chose fo

provide. (RCW 70.56,020(2)(a))

Complate the foltowing information and return hy:
*  Email to: AdverseEventReporling@doh.wa.qov, or
+  Mail fo: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7843, ar
* Fax to: Advarss Events (360) 236-2830

Facillfy Name:

Faclijty Contact;

Trim Stode. Momanald )JU“SP;LCL/I

Facllity wob slfa:

éKlf\’\ Pospycho_&k, PII\( D\}‘fﬁt"&ﬂf“(}@@(iﬁ.’{!'[&j

Date of Event Confirmation:

"'['H.E‘)"’Cl-j\ohﬂfj?rLﬂ‘ . Y]
afia/i4 q

FacliHy capaoity:
(&.g., # of bads, Tooms,
procedurss per year)

6 kood Croheal hecass Hospitod

Other Facility information;

Evant Information:

Pabvent was scheduded for om eprduvid magohm ok
Hhe Tnlevenhonod Pavi Olinic, The inuechor
WES upposac) 4o decur A dhe [eft L5-81 epdual
5P¢C,Q,) b«wl—%& '.ﬂg,ofw‘m_; XS Guuer A o viendk
LS~ eprdurad space. Mo Mo o (f eflee

do dhe prhentd, Ond S eaveck 1o was guert
#‘1{’&& ofler Mo evor was disconredd

Office of Communily Heailh Sysiemsa
DOHN 630-106 (March 2011)
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e

Wisligion Sie gt of Adverss Event Contéxtual Information Form

( ’ H ed Z 'H’l _ (Qpﬂtfn'ai}'

State law requires faclitiag to sonfirm advaree events with the Deparbmant of Health wheh they oceur, (RGW.

Bloer/o08

70.66,020) The faciifty must notify the depariment within 48 hours of onnfirming an avent. NetHiostion includes date,
{ype of adveras event, and faclity contact Inforietion. Fuslitias may also include sontextual Information regarding
the reporlsd event by ovinplating and fs,tﬁ&}:qfnliltlng this form. This form is optional and hot required as par of the

raporing requiremants.

Fubile Jisslonure raqueste of an adverss evént will Insiude sny sontextual informallon the medical Eacliity chose to

provide, (RCW 70.68.020(2){u))
Cumplete the foliowing Informetion end relurn by

«  Emall toy AdvorseEvantRepotiing@doh wa.aoy, or

« Wil to! DOH Advarsa Events, PO Box 47853, Clyrpls, WA, 9B504-7863, or

v Fax o Advarse Bvanta (3803 236-2830

Faolity Namss | (Lzdedans, GVCVY lelnde v

Faomty Gontast: | Mizlag Iy Q Dt

Faulidy wab sl

Dato of Evart Gonflrmatian: B-(i*'[ﬂ) o

Faoiiity capaeity:

'. DA ¥ B
“’é’mge“éu?é’é’iaﬁ-"ﬁe”é?; 2 Bed F”&, [ 960 '235?3 gro ceoaves pev (_,}W

Othier Fanity information:

Evont Informotien; 'I.PQF}}%!& 5\ ‘3\“(. | m@\whw__
eiied. 244 Sled  wgechon
wskend of Left-giela,
Cotuviion e - pap>

st

Oiffea of Community Haalth Byslema o
ROH §30-106 (Marmh 2011} 1
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, Washiglon Siate Departuiont of Adverse Event Contextual Information Form
@) Health ot

State law requires facilities to confirm adversi events with the Department of Health when they voour. (RCW
70.68,020) The facllity must notify the depariment within 48 hours of canfirming an event, Notification Includes date
type of adverse avent, and facility contact Information, Facilities may aiso Include contextual information regarding
the reported event by completing and submilting this form. This form s optlonal and not required ag part of the
reparting requirements,

Public disclosure requasts of an adverse event will include any centextual Information the medical facility chose to

provide. (RGW 70.56,020(2)(a)) .

Complete the following information and return by:

* Emalito! AdverseEventReportina@doh.wa.gov; or ..
+  Mali to: DOH Adverse Evenls, PO B6x 47853,.Olympia, WA, 98504-7853, of

*  Faxto: Adverse Evenls (360) 236-2830 . .-,

1

Facllity Name: [Caseade Bohavioral Health Hospital

Facllity Gontact: Janet Hulf, RN, Director of Risle and Quality

FacHity web site: WW.casendebh.com

Date of Event Confirmation: [//18/19
137

Facilily capacity:
{®.g., # of bads, rooms, .
procedures per year) . e

Other Facllity Information: Aouts Psychiniric und Substance Use Disorder ospital serving inpatients and ontpaticnts.

Event Information: Fomale patient alleged she was inapproptiately touched by another male paticnl. Aller reviewing the.
" pecords and interviewing staff and the female patient { came ta the following canciusions:

t. Neither petient was on [:1 monitorlug, the male patient was seen "hovering® avound the fomale
patlents room mnd was told to leave. Staff walked away from the fomalo patlenis room to attend to
another patiant on the unit and the male patient entersd the fomale paticats' rapm,
k. The femule patlen(s roommato stated In willing that she saw the male “lay down beside her' and pul

fs arm around hey? Shé Wgs Gld-him to gol aut of the room, after he fefl she want fo tell staff fiint he
was fnfhere, * ~- % T T T e
B, The feiale paticnls recouhting of tie incident 1o floor staff, ontside hospitn) s1aff, polloe and hee own
paritten statement have inconsistencies. Hio only consistenily stated event that muhlple winesses
recount {3 thit the male patient went Into her foom and laid on the-fomale patients bed with her, The
female petlents story sometiings includet! towehing of her private avea, somotines tovctied over the
blankets, sometimes anly lnid an aim avounid her over the hlankets.
. The male patient was too disorganized to Interview by the Director of Risk ot the police,
3. The imalo patient should not have been In-the female patients room regardless of what ocenrred aftor
fe entered,

Sinog this cvent, the mits bnve beén sphit ihto male and female sides with 2 gtaf¥ consisiently monitoring
the baltways and patlent rooms; Nursing staff have rooeived sdditlonsf cducation roparding precautions
elnting to sexuslly acting out or sexual vietimization.

Offtce of Community Health Syatems S
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Adverse ‘Event Contextual Information Form

, Wshtnglon State Department of {Optional)
@ Health

State law requlres facillties to confirm adverse events with the Department of Health when they oceur, (RCW
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 coritact Information, Facilities may also Include contextual Information regarding
the reported event by completing and submitting thls form. This forin is optional and nol required as part of the
reporting requirements, PR '

T
@

Public disclosure requests of an adverse event wili includé"é:my r§0ntéxtuaf information the medical facility chose to

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

Conmiplete the following information and return by:
+ Email to; AdverseEventReporting@doh.wa,goy, or
« Mailto: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7863, or
* Faxto: Adverse Events (360) 236-2830 :

Facllity Name: | Monroe correctional Complex
Facility Contact; | Arelg Awad MD/ Blily Heinsohn
Facillty web site: | hitps:/doc.wa.gov/

Ilate of Event Confirmation: | 06/29/2018
- 24 inpatient beds

Faclilty capacity:
(e.g., # of beds, rooms, | 20 rooms
procedures per yéar

Other Faclifty Informatlon:

Patient was diagnosed with metastatic. renal cell carcinoma on a hospital visit for
8uspected pneumonia orr 05/08/2018: Notes from a CT scan chest durlng that ER
visit noted “interval enlargement of the previously noled right renal mass,

previously measuring 3.5 cm, currsntly measuring 9.0x6.5%5 cm matignant in
appearance.” This was mentioned along with metastasis throughout patients body,

Unfortunately, we do not have EMR and due to this report noting "previously
measuring,” we looked back on any Visits to that hospital. On 01/27/2018 patient
was sent for right total knee replacament and was admitted for surgery. Due to
symptoms that otcurred post operative he had a CTA chest done for pulmenary
embolism. This Is the first time it was rioted that the patient had a mass, but no
written evidédces that this was refayed to provider on discharge. It was also not
mentioned on discharge papers from hospital. It was just noted In the CTA iapor.

Event Information:

§ .
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/,“ ’ WesTifugfon Stale Deprtment of
'€V Health

State law requires facilities to

70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification Includes date

Adverse Event Contextual Information Form
(Optional)

confirm adverse events with the Department of Health when they occur, (RCW

t

lype of adverse event, and facllity 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 facllity chose to

provide. (RCW 70.56.020(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

s Faxio: Adverse Events (360)236-2830

Facility Name:

Skagit Valley Hospital

Facility Contact:

Sarah Place

Facility web site:

www.skagitregionalhealth.org

Date of Event Conflrmatlon:

4/16/2019

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

137 Beds

Other Facliity information:

Acute Care Hospital

Event Information:

8/11/18 - Pt. seen in another hospital ED with Right pyelonephritis and renal
colic. No imaging done. 8/13/19 returned same ED with worsening
symptoms. CT done showing Right side stone. Admitted, then iransferred to
Skagit Valley Hospital to the Hospitalist service, urology consulted.

8/14/18 — Urologist documents CT revealed mild right ureteral stranding and
mild hydronephrosis on the right and an obstructing 8 mm left ureteropelvic
junction calculus. Urologist scheduled pt. for cystoscopy, placement of Left
ureteral stent. Patient signed informed consent for Left Ureteral Stent after
informed consent discussion with Provider. To OR for a left ureteral stent
placement. Timeout with staff for Left sided stent. Fluoroscopy done during
the procedure. 8/16/18 — Patient discharged.

8/31/18 — Patient returned to ED with abdominal pain. ED Provider
documented that per CT, pt. still had Right side stone but it was no longer
obstructing the Right Ureter. Recommends the patient return to Urologist for
non-urgent treatment of right renal stone and removal of left stent. The
patient was informed at the time of this discovery on 8/31/18. ED Provider
recommended pt. follow-up with a different urologist. Error was documented
in record, but Provider did not notify the hospital management of this
discovery nor enter it into the event reporting system. The organization was
not able to report the event due to lack of awareness of event.

4/16/18 - The event came to the attention of hospital management and the

avent was confirmed and reported to the State of WA.

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



Washiuglon Sinte Department of

) Health

Adverse Event Contextual Information Form
(Optional)

State (aw requires facllitles ta confirm adverse events with the Depariment of Health when they ocour. {RCW.
10,56.020) The facllity must notify the department within 48 hours of confirming an event. Notification includes date,
type.of adverse svent, and facliity contact Information. Fagilities may also include contexltual information regarding
the repotted event by completing and submitting this form. This form Is optional end not required as part of the

reporting requirements,

Public disclosure requests of an adverse event will include any contextual information the medica) faclity chose to
brovide. (RGW 70,56.020(2)(a))

Complete the fallowing information and return by:
« Emaif to; AdversekventReporting@deh.wa.gov, or

« Mall to: DOH Adverse Events, PO Box 47863, Olympla, WA, 98504-7853, or
+ Faxlo: Advarsa Events (360) 236-2830

Facllity Name;

Astria Sunnyside Hosplial

Facllity Contact:

Stephanie A, Maclas, BSN, RN, Dirsctor of Quarllty and Risk Management

Facllity web site:

www.,astria.health

Date of Event Conflpmation:

3/18/2019

Faclllty capacity:
{e.g.. # of bads, raoms,
procadures per year)

Crilical Access Hospital; 26 Inpatients beds

Other Facility information;

NA

Event Information:

Event reported upon completion of thorough review. Event entails a term fetal
death prior to delivery in a high risk mother and felus.

Offlce of Community Hoalth Systems
DOH 630-108 (March 2011}
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4 . Adverse Event Gontaxtual Information Form
ﬁf , Washiigtos State Depirime of S . (Optiongl)
47 .
S Health :

State low requlres faoliles to conflrm adverse evente wilh the Dapartment of Health when Hyisy oour, (RCYWY
70.66.020) The faelity muat notify the dapartment within 48 houre of tonfirning an event, Notification Includes data,
lype of adverse event, and faciity contact Information, Facllifles ray alzo Intlude contextual Informeation regarding

the reported event by completing end submittiag this form, This form 1 optional snd not required a8 part of the
seporting requirermnents.

Publlo discloaure requests of an adverse avent will Include any contextyal Information the mediesl facliity chosa to
provide. (RCW 70,66.020(2)(a)} :

Gornpiete the following Information and returihy’ * o = ¢ o
e Email to: AdverseEventBeporinu@itioh. wa goiy o e ®

v Mal to: DOH Advarso Evants; PO Box 47863; Olympla, WA, 88604-7853, or
+  Faxto! Adverge Events (38D) 2352030 T )

Faciy Nerq; | Garfiot Couniy Fosplial Distist ™
. ¢ Frollity Contact; | Jayd Kasner, RN DNg
Faollity wab aife; | WWw.Fameroymd,com ‘
Data of Event Confirmation: | 101/2018 a}?u@
25

Fagllity oapaoity:
{8.5),, ¥ of beds, rapms,
procedures piy year)

diher Fagltity information:

Evant Information: | Caiant was slfting in a ehalr In bl réor, had been compllent with using hie calf

" | Nght since admit. Staff walked by snd he was found Kiyitg on the flooyr by the end
of hls bad vith vall light pendant with in reach but he had net pressed it for
agalaance. paflent was dolermined to have a broken hip and was sentto 8 higher
Javel of are for gurglosl Intervention, .

Office of Communily Health Siyaferns
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