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Adverse Event Contextua! information Form
. (Optional)

State law requires facllifies to confirm adversa events with the Department of Health when they onour. (REW
70.56.020) The faciity must notify the deparimant within 48 hours of confirming an avent, Notification Includes date,
type of adverse svent, and facllity contact Information, Facliies may also Include contextual Informalion regarding
the reported event by completing and submitting this form. This form Is optional and not required as part of the

reporting requireinents.

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

provide. (RCW 70.56.020(2)a))

Gomplete the following Informatlon and redurn by:

+ Emall to; AdverseEvantRenorting@doh.wa.gov, of

"+ Mall to: DOH Adverse Events, PO Box 47853, Olympls, WA, 885047853, or
+ Fax to: Advarse Events (360) 255-2830

Faaility Name:

Columbia Basin Hoapital

Faeility Contast!

Vicki Pothamus RN, DNS

- Factiity web site:

columbiabasinhospital.org

Date of Event Confirmation;

ATE T

Paullity capacity:
{e.0., # of beds, rouiny,
procadures per year)

25

- Other Facliity-Information:

CAH

Event Information:

toom with the patlent, Patlent next found on floor of rogm, unarguaable.

Patlent to ED with mental health complaints of hearing velces and not taking his
medications. Patient medically oleared and Grant Menial Health MHP here to
evaluate patient, MHP picked up patlent's prescriptions prier to coming lo see him,
MiP administered the morning dose of Clozapine from tha prescription bottles that
sha brought in, The MHP left the hoaspital, leaving the prescription bottles in the

Clozapine 200mg butlle missing 4 pille. Unknown as to whether patient intended”
to harm self. PLwith BCS of 7, to CT,and then transferred by helicopler to Holy
Family Hospital.

Office of Community Health Sysfems——

DOH 530-108 (March 2011)




4 Adverse Event Contextual Information Form
ﬁ}” Washington State Depariment of (Optional)

Y Health

State law requires facllitles to confirm adverse events with the Department of Health when they oceur, (RCW
70.56.020) The facility must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverss event, and facility contact information. Facilities 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 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)}

Complste the following information and return by:
= Emalil to: AdverseEventHeporting @ doh.we.goy, or
+  Mail to: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, of
+ Faxto: Adverse Events (360) 236-2830

Facility Name: | Centrat Washington Hespital

Facllity Contact: | Sarah Harrls

Facility web site:
Date of Event Confirmation; | 1/26/2018

Facllity capacity;
(e.g., # of beds, rooms,
procadures per year)

-Other Facility information:

The patient was malnourished at admission and had areas of breakdown present
upon admit. The patient was instructed to utilize the bedpan intermittently due to
increased risk of skin breakdown. The patient had frequent loose stools and did
not want to comply with this reguest. The patient had improvement in his
breakdown that was present pricr to his admission, but after sitting on the bedpan
for an extended period of time the patiant developed redness. Additional education
wag provided to the patient and wound care was notified. Unfortunately in this case
had the patient been more compliant with the requests and education regarding
extended periods of time of bedpan use, this may have been avoided.

Event Information;

Office of Community Health Systems
DOH 530-108 (March 2017)



Adverse Event Contextual Information Form

Wastughon Statz Department of (Optional)

/I/Hea,lth

State law requires facilifies to sonfirm adverse events with the Department of Health when they cceur. (RCW
70.566.020) 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))

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

Facility Name: Snoqualmie Valley Hospita[

Facility Contact: | Rachel Weber BSN, RN, Director of Nursing

Facility web site: | Shoqualmiehospital.org

Date of Event Confirmation: | January 29, 2018

25 beds per Med-Surg unit. Critical Access Hospital with a Swing Bed Program;,
We have approximately 700 patient days per month.

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

Other Facility information:

Patient was admitted on December 26th. As required per policy a two nurse skin
assessment was performed. Documentation stated the patient had skin at risk and
RN implemented protocol to float heels. She is 92 years old and her co-morbidities
include Diabetes |1, elderly, thin and poorly nourished. The patient is post-hip
surgery and is in our Swing Bed program for rehab.

Event information:

The patient experiences pain in her hip area with legs elevated when floating
heels. She frequently removed this measure. On 1/1 she began to have pain in her
bilateral heels which were also assessed by the RN to now be red. The feet were
again elevated, instructing the patient and family of the need to do this measure.
By morning of 1/2 her heels were noted io have bilateral DTPL.

A certified wound nurse was immediately consulted and implemented soft
pratective boots. Wound care and increased monitoring was put into place. This
patient was having numerous rehab visits where it is was discovered that placing
her shoes on her feet during transfer fo a wheelchalr may have been contributing
to her skin pressure ulcers.

Nurses do head to toe patient assessments twice a day per our policy. It was
noted that the skin assessments were not as complete as they should be.

An RCA was conducted with debriefing, root causes identified and multiple
solutions were offered up and are being implemented.

On 1/23 one heel had the blister open, this was staged at 2. By 1/29 the second
heel was determined to be unstageable due to some eschar in the wound. Thus,
this self report is being implemented.

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



: ~ Adverse Event Contextual Information Form
Waslituglon Steie Dopaniment of (Optional)

Health

State law requires facliitles to confirm adverse events with tha Dapartment of Health when they ocour. (RCW
70.56,020) The facility must notify the department within 48 hours of conflrming an event. Notification includes date,
type of adverss event, and facllily contact information. Facllities may also include contextual information regarding

the reported event by completing and submitting this form. This form is opfional and not required as part of the
raporting regulrements,

- Public disclosure requests of an adverse avent will indlude any confextual information the medical facility choss to
provide. (RCW 70.56.020(2)(a)

Complete the follewlng infarmation and refurn by,

: +  Emall to: AdverseEveniRepodina@doh.wa.gay, or
o Mailto: DOH Advarsa Events, PO Box 47853, Olympla, WA, 98504-7853, or
¢« Foxto Adverse Events (360) 236-2830

Facifity Name: C L ACVILL) E‘EL{(’, amel | asey
Facllity Contact: Sh@]byx Milwe ’
Facility web site: C\aar \)/1 AL {:\jff‘a“l”!‘\ﬂ . COM
Date of Event Gonfirmation: | 20 / G / 1Y

Facllity capacity:

(2.0, # of beds, rooms, | 7). C}Q N L} bﬁdfa ; QPPT‘@X- QQ,C)OO COsEG / (j o

proceduras per year)

Other Fasility Information:

Event Information;

Mag Loser pr‘mafciwe, stavted on wmﬂﬁ
evd. Proceduve hod already  been
P@T{:m"m&d on  ene seven months
priot, %wgmn charjrﬁcl corvect
accondl eue dwim} auy &Fg PMA “op
D\PP@M"(W&WJRJ it selected the
wrona ene ont EMR, which stavted
e cﬁ:mmpu{*w fDCTHﬂ L&mﬁ 1o pre- c::a.P |
“‘ri’l& LYo .ﬁﬂmmd f:,,,\@,. ?{Mﬁduvﬁ alpor‘rfd
oftev 2. Lﬁﬁfz‘a’“ chote (Oshots used acsmmonlnj),
No W {\,{m reporTed o Pﬁ&[ﬂm—{;

Pokient” owd Fowily notified oy Surgeon
owediaztely, fied oy Suey

Offloe of Cammunily Heslth Bystems
DOH 536108 (March 2011)
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Winshbrghon State Depastent of
JH ealth

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 alsc include contextual information regarding
the reported event by completing and submitting th|s 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: AdverseEventReportina@doh.wa.qov, or

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

Facility Name: | PacMad ASC
Facility Contact: | Marisa Liepman 206-505-1219
Facility web site; | Pacmed.org
Date of Event Confirmation: | 2/28/2018

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

3 rooms, est. 7000 procedures.

- Other Facility information:

Gl and Pain procedures conducted in this facility

Event [nformation:

The patient was scheduled in the EMR for a Right Medial Branch Block and a Left
Medial Branch Block was done. The consent was written for a Right MBB initially
and the RN crossed off "right" and changed it to the "left" MBB day of the
procedure per MD request. This patient had previously had the left MBB.

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



/ﬁ{" Adverse Event Contextual Information Form

10y g "ot Stie Desrntf (Optional)
@ Health

¢
g

State law requiree facilifes to conflrm adverse events with the Department of Health whan they ocour. (RCW
70,58.020) The facility must notlfy the department within 48 hours of confirming an event, Nofffication includes date,
type of adversa event, and facility contact Information. Facliities 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 Includs any contextuz! Information the medical Factlity chose to
pravide. (RCW 70.56.020(2)(=)) :

Complete the following information and refurn by: .
+»  Email o AdverseEveniReporting@@doh.wa,gov, or
+ Mail fo: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
» Faxfor Adverse Events (360} 238-2830 -

Facllity Name: ; Booker Rest Home
Facility Contact: | Janet lhle
Facllity web eite: | Www.cchd-wa.org
Date of Event Gonfirmation: | 3/25/18
385

Fagility capacity:
(8.9., # of beds, rooms,
procedures per year)

Cther Facillty mformation:

Event [nformation: RE: Fall on 3/25M8 resulting i fracturad frastured humeroys

initial Adverse Event Notiflcation and completed RCA for Fall with Injury identifled
the only Injury as fractured humorous. Resent, unrelated symptoms indicated the
' | need for Abdomingl GT, perfermed on 518/18 in which the findings included the
obgervation of "healing bilateral and infericr pubic rami and pubic bone fractures.
Healing sacral ala vertical fracture.” In further speaking with the radiologist, he wag
able to estimate that these frachures wete fikely sustained during a time frame
consistant wiih the same Incldant In which har elbow was fractured. We have also
dstermined that there has bewen no additional incldent In or out of cur facility since
the date of the reported fall on 3/25. .

Office of Community Heahh Systems
DOH 530-106 (Mareh 2011)



Adverse Event Contextual Information Form

Washtglou Sie Dyt of (Optional)
D Health _

Stata law requires facllitias to confirm advarse avents with the Dapartment 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, Faclifies may also include contextual information regarding

the reported event by completing and submiiting 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, (RCVY 70.58.020(2)(a))

Complete the following Information and return by -
» Emall fo; AdverseEvantReporting@doh.wa gov, or
+  Mail to: DOH Advaerse Events, PO Box 47883, Olympia, WA, 98504-78583, or
«  Faxto: Adverse Events {360) 236-2830

Facility Name: | I<alser Permanente Central Hospital

Facility Contact: | Patient Safety Officer - Karen Blrmingham, PharmD
Facility web site: | Nitps:/wa kaiserpermanente.org/

Daté of Event Confirmation: 4/2/18

Facilit} capacity:
{e.., # of beds, rooms,
procetures per yaar)

Other Facllity information:

Event Informatlon: This event wes reported to Kaiser Ffermanente Patient Safety on 10{30!17 and is

related fo a surgical repair of a clavicle fracture, during which a medial plate was
accldentally attached to the sternum. At that time, the event was not considered to
meet the criteria for wrong slte surgery, but was silll determined to be a serious
safety event. A root cause analysis was conducted. On 4/2/18, a follow up
meeting with the RCA team was held to discuss corrective actions and the issue of
wrong site suUrgery was reconsigered, After reviewing the case again, the RCA
team determined that the event should be congsidered a surgery performed on the
wrong site.

Offtca of Communlty Health Systems
DOH 530-106 (March 2011)



Adverse Event Contextual Information Form
{Optional}

State law requlres facllities 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 cenflrming an event. Notification includes date,
type 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})

Gomplete the following information and return by:
* Email to: AdverseEventReportina@doh.wa.gov, or
¢ Mail to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» Fax to: Adverse Events (360) 236-2830

Facllity Name: | o <t Hill Surgery Center

Faciiity Gontact: | Carmen Slater
Facility web site: | W firsthillsurgerycenter.com
Date of Event Conflrmation: | 5/14/2018

Facility capacity: 12 OR , 36 Pre Post beds, approximately 7000 per year

{e.g., # of beds, rcoms,
procadures per year)

Qther Facility information: ASC

. | Provider reported that after discharge to home, patient reported that "something"
Event Information: came out of her vagina. Patient had Laparoscopy on 5/8/2018. Provider
determined while speaking with patient that item was the tip of vaginal instrument
used during procedure. Director of Nursing was notified on 5/14/2018.

Interim Action: The Cohen uterine manipulator tip will be confirmed as present
prior to entering the patient and again on completion of the procedure - staff have
been educated fo this process changs which will be in effect until RCA has been
completed &nd the formal action plan has been instituted.

Office: of Communlly Health Systems
BDH 530-106 (March 2011}



Adverse Event Contextual Information Form

#
’ Waghington Stafe Deprrtment of (Optional)

Health

State law requires facilities to confirm adverse events with the Department of Health when they oceur, (RCW
70.56.020) The facility must notify the departmant within 48 hours of confirming an event. Noification includes dats,
type of adverse avent, and facllity contact informatlon, Facliities may also Include contextual information regarding

the reported event by completing and submiiting this form. This forn 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 facliity chose to
provide, (RCW _70.56.020(2)a)}

Complete the following Information and return by:
+ Emall 1o AdverseEventReporting@doh.wa.gov, or
«  Mall to: DOH Adverse Events, PO Box 47853, Olympia, WA, 88504-7853, or
o  Fax to: Adverse Events (360) 236-2830 :

Facility Name: | Cascade Valley Hopsital

Fac["ty Contact: Mal"y—KathBﬂﬂe Waters

Facillty web site: | Nitp:/fwww.cascadevalley.org/

Skagit Regional Health, the umbrella name for Skagit Valley Hospital, Cascade
Velley Hospfltal and Skagit Regional Clinics, is & health care leadet in Northwest

Washington, providing advanced, guality and comprehensive services o the
people of our communities.

Facllity capacity: | Cascade Valley Hospital is a 48-bed acute care facility in Arlington, Washington
(e.g., # of beds, rooms, | with a free-standing surgery center and wound care center. Cascade Valley
procedures per year) | Wospital provides acute, crifcal care, general surgery, a level IV Emergency
Department, and Family Birthing Center, plus a wide array of outpatient and
diagnostic imaging services.

Other Facliity Information: | VA

Oifloe of Community Hoallh Systems
DOH 630-108 (March 2011)



Adverse Event Contextual Information Form
(Optional)

és, Wishington State Depar!meuf of
é” T ol

7 Leldildd aM

Cn 412512018, patient had a surgical laparoscopy with partial colectormy and
anastomosis. During the process of intracorporeal sututing, on of the suture
needles could not be accounted for. Fluoroscopy of the abdominal cavity did not
revaal the location of the neadle, This was then followed by a flat plate abdominal
x-ray of the abdomen with a suture needie on the abdomen as reference. There
was ho evidence of a retained needle within the abdominal cavity according to
radiotogy.

On 4/26/2018 the physican performed CT scan there was ho evidence of a leak,
but in the process of performing the CT scan the needlo that had been lost at time
of surgery whose location could not be confirmed by fluoroscopy or fiat plate the
abdomen was noted o be a posteriorty behind the spleen high in the left upper
quadrant, This Informatlon was conveysd to the patient and famlily. On 6/21/2018
clinical leadership confirmad there was an unintetided retention of a foreign object
in the patient after surgery.

Systemn of communication did not reveal that an object was left in the body. Upon
confirmation of the unintended retention of a foreign object with clinlcal leadership
on 6/21/2018 Quality was directed fo report immediately to the DOH, RCA has
already been scheduled to be conducted.

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




Wishirgton Sate Doptnemtf Adverse Event Contextual Information Form

P Health (optonl

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70,66.020) The facility must notify the depertment within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact information. Faclitles may alzo Include contextual information regarding
the reparted event by completing and submitting this form. This form is optiona! and not required as part of the
reporting requirements. )

Public disclosure requests of an adverse avent will include any contextual information the medical facility chose fo
provida. (RCW 70.56.020(2)(a))

Complete the following information and return by:

» Email to: AdverseEventReperiing@doh.wa.goy, o
« Mail to; DOH Adverse Evants, PO Box 47883, Olympia, WA, B8504-7853, or

» Faxtio: Adverse Events (380) 236-2830

racty Name: | et \N ashinkion Redivual Suraeny Lonter

Facility Contact: NM\U\I Mh\{\\mm
Facility woh stte: [ \NWW -l SWPS0. Lhiw
Date of Event Gonfirmation: duw;, AL

Facility capacity:
{e.g., # of bads, rooms,

procedures per year) |§ Opeytivg Yoowd. Aggvox 10,000 LASE5 o \CAY.

Other Facility Information:

oo | Nuw- SWAiLRl proceduyy-

Offica of Community Health Systoms
DO 530-106 (March 2011)
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; Whsngion Sitde Depaetnent of Adverse Event CGontextual Information Form

g’ e (;ll i_ h l (Optional) |

Stats lzw retiulres famhtlea to confirm adverse avents with the Depariment of Health when they oaour, (RCVY

70.56.020% The faciity must notify the department within 48 hours of sonfiming n avent. Notification Includes date,
type of adverse evend, and facilly sontaet Infermation. Facliities may alse includs contextual information regarding
the reporied evant by complating and submitting this fom, This fnrm I ppticnal and not required ag part of the
reperting raquirementa.

Fulilio distlusure requests of an adverss evant will innlude any contextual infarmation the medical faclity ohose to

provide. (RGY 70.56.020(2)(&))

Complate e lkwing information and return by:

o Emagil ta: AdverseEventRepeitina@dah.wa qov, of
¢ [allta: DOH Adverse Evenis, PO Box 475853, Diympia WA, 86047853, or

s Faxio; Adverse Events {300} 226-2830

" Voot | Gl oot Hesprio L Brate i

: Facllity Contact: J.M ‘L me Ny

Facllity wab site:
Dyte of Event Conlitmatlon; | o 2 .1/

Fasiity oopaalty: |
fe.g, # of bede, toams, | G5 IOQAA
pmed Lkeris Pt y&ar}

Othor Faclilty Intormation: | LA+

Fvent Infarmation: w sty et pMM b L'%;L o \Mf\.r JE‘M.,

.}nrm%ﬁmk |-,:, % s OB

wdun o Ef- {-rm ‘ Lwaﬂ.d e

re o b W}hn»clm il bole I')ma}r
gam ﬂ g1:e2, LM}MMM AL ﬁ?@m{.
4%;??@4% Y Toleival Aone, Ghds

Jt i Sdondred T 1t dede e

Office of Communily Health Systoms
DOH 830108 (Marek 2041}
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Adverse Event Cantextual Information Form

@ Wastgi Stufel)mmmtnf {Optional)

P Health

State law requires faciities (o sonfim adverss everts with the Department of Health when they poour. (RCW

70.56.020) The facility must niotify the deparitent within 48 hours of confieming an event. Notification includes date,

typa of adverse event, and fashity contact informetion, Fagiities may also include contextual Information regarding
the reported evant by completing and subtaitiing this form, This férm is optional and not requ[red as pant of the
reportlng raquiremenis.

Fubilc distlosure requests of an adverse event will Include any cortextual Information the medical facility chow o
provids, (RCW 70.66.020(2)a))

- Complete the following information and return by:
»  Emal o AdversaEventResorting@edob.wa.goy, ok
» Mall to: DOH Adverss Events, PO Box ATB63, Olymipla, WA, 98504-7853, or
s« Faxto Adverss Evenis {360) 236-2830

Facllity Name: Exe. A2zor, m’t’m .".;U\r"gew*’) 4 'w\ﬁw

Faollty Contact: | 31,0, 755, R0 Weddeq Stapeo, Admmistrito-

Windu s 82

Faollity wobsits: | | s, o posvode.s com  {linl S cettine )

G.N’al-l/bf':j o

Date of Event Confirmation: ::!uiul W, 2018 af post-0p 2ppon 'l‘vntw{'

Faollity capacity: 1 %) D?ﬁYﬁfT\hﬁ Fo0ms | rv 7500 'F'.‘\BCMMMQ Mqhuu,lLu&

(&4, ¥ of bads, rooms,
procedires per yedr)

Other Faelity information:

Event Information:

Patient ' wiy scheduled for a YAG Capsulotamy OS5 for June 25, 2018,
The patlent recelved an SLT, O Instead, This was discovered duiling pestop dinfe visit
ont July 11, 2018, The patient was advised that she recelved an SLT rather than the
tnzended YAG capsuletomy. The patient was not harmed and there was no adverse
.outcome. The unintended procedure was not billed to Medicara {or billad and
refunded) and the patient Is now scheduled for the arlginally Intended and necessary
YAG Capsulotomy procedure with appropriate consent/orders.

Offlea of Gosrounly Health Syetems
DOH 530-108 (March 2011)



! 7 Wastinghon Sinte Deparinent of
{0 Health

Adverse Event Contextual Information Form
(Optional)

State law requires facllities to confirm adverse events with the Department of Health when they ocour. (RCW
70.56.020) The facllity must notify the department within 48 hours of confirming an event, Notification includes dase,
type of adverse event, and facllity contact information. Faciiities 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 wlill Include any contextual Information the medical facility chose to
provide. (RCW 70.66.020(2)(2))

Complets the following information and return by:
o Emall to: AdverseEventRepcrting@doh.wa.goy, or
+ Mall fo: DOH Adverse Events, FO Box 47853, Olympia, WA, 98504- 7853 or
» Faxtio: Adverse Events (360) 236-2830

Facllity Narme:

Monroe Correctional Complex

Facllity Contact:

206-484-8228

Facility web site:

Date of Event Confirmation:

7116/2018

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

2800

Other Faclllty information:

Correctional Institution -

Event Information:

PatlenMad essentially normal labwork done on 7/6/18.
He developed shorthess of breath for approximately 4 days, and was seen af our
facllity's sick call. He got a CXR on 7/8/18 which was normal, He then developed
a swollen lymph node on the right side of his neck, and did not appear fo be
improving with antiblofics. We sent him to Evergreen Menroe for an urgent CT
neck on 7/12/18 which showed multiple enlarged lymph nodes with no necrosis
and suspicious for lymphoma. He was returned to the Infirmary at MCC for dlose
menitoring, where he was noted to have an elevated temp of approximately 102F,
which did not wax and wane over the ensuing evening despite anfibiotic treatmeant.
He was also noted to have a rash on his hands. Overnight when his temperature
did not decling, It was declded to send him to Evergreen Monroe ER on 7/13/18,

At Evergreen Monroe, a lymph node biopsy was iniflally planned, however he was
found to be seversly thrombooytopenic, and declined again after transfusion, He
was then sent to Providence Everett in the evening on 7/13/18, with the biopsy
plarined-for the morning on 7/16/18. Before he could be taken for blopsy, he went
into cardiac arrest and could not be resuscitated. .

A complete review of events at Monroe Correctional Com plex isin progreas
however preliminary review did not identify any delays or omissions in care or
communication,

Offica of Community Health Systems

[OH 630-106 {March 2011)




L L

Wirshingion Siafe Depurtimest of

Health

Adverse Event Contextual Information Form
{Optional)

.

State law requires fadllities 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. NotHfication includes date,

type of adversa avent, and fasility contact infermatlon, Facilities may also include contextual information regarding
the reported event by completing anc submitiing thls form. This form is optional-and hot required as part of the

raporting requirements.

3

Public disclosure requests of an adverse event will include any cottextual information the medical facility chose to
provide. (RCW 70,66.020(2)(a))

Complete the following Information and return by
s« Emall to: AdverseEventReportina@deh.wa.gov, or

+  Mall to: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» Fax fo: Adversa Events (360) 236-2830

Facility Name:

Lincoln Hospital

Facility Contact:

Brandi Maioho RN DNS

Facility web slte:

Pate of Event Confirmation: | Jyly 23 2018
Facility capacity: | 20 CAH
{e.g., # of bads, rooms,
procedures per year)

Other Facllity Informatlon;

NA

Event Informatlon:

On July 21 2018 Patient J.B removed her tabs fall alarm, stood up-from her
recliner and preoceded to ambulate herself to the sink. Nurse observed patfent
standing in room and wittnessed the patient sit down onto the floor. Initial
assessment/finding by provider and nurse showed no complaints from patient
or physical sufferings. The following day July 22nd the patient started fo
complain of back pain. The on call provider was notifisd by the nurse; patient
was examined, and x-rays ordered. The reading of the x-rays states patient has
"T11 and T12 compression fractures, possibly acute", and "L2 compression
fracture age undetermined”. VWhen assessed the patient states has had a leng
history of back pain and osteoporosis. ' ‘

Patient History: Admiited for hyponatremis, seizres related to hyponatrsmia, _
altered level of conscicusness due o profound hyponatremia and post seizures
Patient previeus records reviewed for comparigon x-rays; none available;

Due to fall sgreening on admission showing high fall rigk patient was clese

fe the nurses station, and had facility fall risk interventlons in plac, Patient had
just been rounded on by staff; and declined any needs. Patient was eating a
meal at the time, has call ight in reach, fall prevention socks on, and Tabs alarn)
systern attached fo hospital gown. Patient had also baen evaluated for
high fall risk needs by physical therapy and occupational therapy.

Office of Community Health Systems
DOH §30-106 (March 2011)



Adverse Event Contextual Infermation Form

‘;‘7’,/ Washinglon Siate Deparionenttof iona
Healtn

State law requires facllities to confirm adverse svents with the Department of Health when they oceur. (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 tequired as part of the -
reporting requirernents.

Fublic 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
* Mail to: DOH Adverse Events, PQ Box 47853, Clympia, WA, 98504-7853, of
* Faxto: Adverse Events {360) 236-2830

Facility Name: | Central Washington Hospital

Facility Contact; | Sarah Harris

Facllity web site:
Date of Event Confirmation: | 8/6/2018

FacHlity capaclty:
(e.9., # of beds, roome,
procedures pet year)

Other Facillty information:

ion: | Patient was know to have seff destruciive behaviors, The patient was close/
Event Information: monitored, afthough she was frequently caught "playing” with her IV tubing gnd
insertion site. The patient at one point pulled a separate catheter out on her own
wher! she became upset with & provider. This IV catheter was inspected and found
to have no defects and was fully in tact. The broken IV catheter, when inspectad,
appeared to have been pulled apart from the IV catheter. It had been flattened to
the point that there was no way it could have been in that state prior to insartion.

Offlae of Community Health Systerns
DOH 530-106 (Marsh 2011)
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Adverse Event Contextual Information Form

’ Whshingfon State Deparined of : (Optional)

State law requires facilities to confirm adverse events with the Department of Heaith when they occur. (RCW
70.56.020) The facility must notify the department within 48 hours of confirmting an event. Notification includes date,
type of adverse event, and facility contact information. Facillies may also include contextual information regarding
the reported event by completing and submitting this form, This form s 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 chese to
provide. (RCW 70.56.020(2)a))

Complete the following information and return by:
s  Email to; AdverseEveniReportino@doh.wa.qoy, of
» - Maitto: DOH Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
» Fax to: Adverse Events (360} 236-2830

Facility Name: Columbla Basin HOSpItEi

Facility Contact: | Vicki Polhamus

Facility web site; | Columbiabasinhospital.org

Date of Event Confirmation: 8/28/18
25

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

Other Facility Information: 5 Emergency Department beds

Patient on gurney in ED room . Lab in to draw biood and did not put the side rail
back up on gurney. Pt fell off gumney hitting her head. Pt stated she was having a
bad dream and rolled oif the gurney. Ptto CT with results showing a small
subarachnoid bleed. No change in GCS. Pts biood ETOH level was 416, Patient
transferred to Central Washington Hospital.

Event Information:

Office of Community Health Systems
DOM 530-106 (March 20711)



Adverse Event Contextual Information Form
(Optional)

_-;,’ Whshiugton State Departuont of

U Health

State law requires facilities to confirm adverse events with the Department of Health when they occur. (RCW
70.56.020) The facllity must notify the department within 48 hours of confirming an event. Notification includes date,
type of adverse event, and facility contact irformation. 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 wlll 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: AdverseEveniReporting@doh.wa.qov, or
* Mall to: DOH Adverss Events, PO Box 47853, Clympia, WA, 88504-7853, ot
¢ Faxto: Adverse Events (360) 236-2830

Facility Name: | Mcnroe Correctional Complex

Facllity Contact: | vulia A. Barnett, MD

Facllity web sife: | /&

Date of Event Confirmation: | 9/12/2018
2800

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

Other Facility information: Mental Health Residential Treatment uniu

On Wednesday, September 12, 2018 at 0429 hours at the Monroe Correctional
Complex (MCC) Special Offender Unit (S0U) D-Unit Officer was
conducting a tier check when he observed blood coming outm-o the
tier. Officer qulekly responded to the cell and observed the single ceall
occupant. offender eaning against the wall covered -
in blood, An emergency radio call was made and the Quick Response Strﬂi\e Team

Event information:

| suparvised by and Registered Nurse

responded to the incident site. QRST enterad the cell at 0431 hours,
Cardiopulmonary resuscitation (CPR) Initiated at 0432 hours and 911 advanced
life supportwas requested at that time. Washington State Reformatory Unit

| (WSRLU) briefed and prapared and armed chase car
congfsting of _ for SOU use. At 0448 hours Monroe Fire
Departmant Emergency Medical Services was escorted to the Incident site. Tl
&_repmrted that the offender sllt his throat and that lifesaving efforts were
continuing. At 0448 hours, Monroe EMS pronounced the offender deceased, S
IYinstructed (o initlate a crime scena. Monroe Police Department Officer
on site af the facllity, Local Fasility Duty Officar

was briefed at 0509 hours and responded to the facility.
Appropriate additional notifications and checklist inlliated, Monroe Police
Department Officer provide case number

Snohomish County Corner estimated time of arrival 0730 hours. Monroe Police
Officer d on slfe process the incident at 0530 hours, At 0830 hours,
Officer Yl reloased the crime scene and departed the facility.

Office of Communlfy Health Systems
BOH B30-106 (March 2011)



Adverse Event Contextual Information Form

! Washinglon State Departuient of
y T | (Optional)

State law requires facilities o confirm adverse events with the Department of Health when they occur. (RCW
70.58.020) The facility must notify the department within 48 hours of confirming an event. Notification Includes dste,
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 optienal 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@dob.wa.goy, or
¢ Mail to: DOM Adverse Events, PO Box 47853, Olympla, WA, 98504-7853, or
» Faxto: Adverse Events (360) 236-2830

Facility Name; | Lincoln Hospital Dist. #3 Davenport Washington
Facility Contact: | Brandi Maioho RN DNS maiohob@ihd3.org 509-725-2070 Ex 1230

~ Facility web siter
Date of Event Confirmation; | October 12018
25 CAH

Facllity capackty:
{e.g., # of beds, rooms,
procedures per ysar)

Other Facility information: 8 of 25 Beds are Extended Care Swing Bed

| Orn 9/30/2018 at 0451 92 YOF extended bed patient RM had an accidenta) un-
Event Information: witnessed {all in her private bathroom, [anding on the left side of her body. RM
used the call light in the bathroom to inform staff she needed asgistance, when
staff responded they found her on the floor. Lincoln Hospital uses the John's
Hopkins fall assessment teol and intervention; RM was assessed and determined
& high Tall risk patient an admission and with each shift assessment, Patlent RM
rafusaes many of the advised fall risk interventions; including afarms-or warning
devices despite her Inconsistency usage of her calf light. Following the fall RM
was assessed by RN and Provider; diagnostic finding confirm a left lateral
malleolus fracture. Provider provided fracture care, and family was notified. RCA
fo follow per adverse reporting guideline

Offlos of Community Health Systems
DOH §30-106 (March 201 1)



/ , Washington State Departueut of
o ealth

Adverse Event Contextual Information Form
{Optional)

State law requires facilities to confirm adverse events with the Department of Health when they ocour. (RCW
70.56.020) The facility must notify the department within 48 hours of conflrming an event, Notification includes date,
type of adverse event, and facllity contact information. Facilities may also include contextual information regarding
the roported event by completing and subrmttmg thig form. Thls form is optional and not reguired as part of the

reporting reguirements.

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

provide. {(RCW 70.68.020(2)(a))

Complete the following information and return by:
« Emall to: AdverseEventReportina@doh, wa.gov, or
¢ Mail fo: DOH Adverse Events, PO Box 47853, Olympia, WA, $8504.7853, or
» Faxf{o: Adverse Events (360) 236-2830

Facllity Name:

Cascade Vallay Hogpital |

Facility Contact:

Mary-Katherine Waters

Facility web site:

hitp:/fwww cagcadevalley.org/

Date of Event Confirmation:

Leadership and Quality confirmed the event on 10/9/18. The event cocusred on
107718

Fagility capaocity:
{(e.g., # of beds, rooms,
procedures per year)

Cagcade Valley Hospital Is a 48-hed acute care facllity in Arlington, Washington
with a free-standing surgery center and wound care center. Cascade Valley
Mospital provides acuts, criical care, general surgery, a level IV Emergenocy
Department, and Family Birthing Center, plug a wide array of outpatient and
diagnostic Imaging services.

Other Facility information:

N/A

Oifiee of Community Health Systems
DOH §30-106 (March 2011}




/’ Wshingdon Strke Departmet of

Adverse Event Contextual Information Form
(Optional)

‘AP T To~lL]

On the evening on 10/7/18 patient sustained fall in room. The RN did not witness |
the event, patlent stated she had lost balance while ambulating to hathroom with

IV pole. MD came and conducted evaluation and tieated laceration patlent's left
led. & stitches total put on left leg and cover with gauze and wrapped in kerlix.
Patlent was put on high fall risk, bed alarm on at ail times. Confirmation of the
event with full impect to patient occurred on the evening of 10/9/18, Quality pulied
all information and reviewed records on 10/10/18 and Is reporting immediately to
DOH. RCA is In-process of being scheduled.

Office of Community Health Systems
DOH §30-106 (March 201 1)



Adverse Event Contexfual Information.Form

;g.‘;; : ' Washington Sinte D?armwil;f (O ptional)

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

Public disclosure requests of an adverse event will include any contextual information the medical facility chose to
provide. (RCW 70.66.020{2)(a))

Complete the following information and raturn by:
s Email to; AdverspEventReporting@doh.wa.gov, of
s Mall to; DOH Adverse Events, PO Box 47853, Olympia, WA, 88504-7853, or
» Faxto; Adverse Events (360) 236-2830

Fag[”ty Name: Cascade VaHBY HOSpital

Facility Contact; | Mary-Katherine Waters

Facility web site; | Nttp://www.cascadevalley.org/

Date of Event Confirmation: | Conflrmed on 10-12-2018

Cascade Valley Hospital is a 48-bed acute care facility In Arlington, Washington
Facllity capacity: | With @ free-standing surgery center and wound care center. Cascade Valley
{e.g., # of beds, rooms, Hospltal prevides acute, critical care, general surgery, a level IV Emergency
procedures per year) | Department, and Family Birthing Center, plus a wide array of cutpatient and
diagnostic imaging services.

N/A

QOther Facility information:

Event information: | ©adent amived via ambulance to the ED on 10/5/18. This is a comfort care patient
" | who arrlved septic from a nursing facllity. There was reported redness and swelling
on her |eft thigh and reportedly had been treated prior for an infection on her left
thigh recently, On the day of admission, redness notod to coceyx, but skin Intact,
Patient was transferred to Acute Care. Patient was noted on 10/6/18 to have a
blister and bruised areas on front side of left thigh and when repositioning her left
buttocks and back of her left thigh was red and barely blanchable, This area
progressed o an open wound the following day. On 10/8/18 patient determined to
have progression of the red area on the cocoyx, a stage 2 pressure ulcer, RCA
will be conducted and interviews are underway.

Ctfice of Community Health Systems
DOH 830-108 (March 2011)



Adverse Event Contextual !nformation Form

, Waslfugton Slnteszar!mﬁ‘ (Optional)

Slate law requires facillties 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 datg,
type of adverse event, and facility centact 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 reguirements, -

Public disclosure requests of an adverse event wli include any contextual informatlon the medical facility chose to
providie. (RCW 70,56.020(2)(a)) :

Complete the following informaticn and refurn by:
s Emall to: AdyerseEventReporting@doh.wa.goy, or
* Mail to: DOH Adverse Events, PO Box 47853, Qlympia, WA, 98504-7863, or
s Faxto: Adverse Events (360) 236-2830 '

Facillty Name: | Gatfisld County Hosptial District

Facility Contact: | Jayd Keener, RN DNS

Facility web site: | WWWw. pomeroymd.com

Date of Event Gonfirmation; | 10/13/2018
28

Facility capacity:
{e.9., # of beds, rooms,
procedures per year)

Other Facility information: Critical Accsess Hospital with swlng bed program

. | ©n the morning of Saturday 10/13/18 a patient who resides at the facility In the
Event Informatlon: permenent swing unlit reported to two NAC's that a red head man had pushed him
down In bed on his chest and would not let him get up. The staff immidiatly got the
nurss on duty who went and did further investigation and he fold the same account
with adding more detalls, A physical exam was done and no visable injurles were
noted however the patient was sore on his chest. DNS was contacted and
investigation was started, The Trauma Cordinator went to the building and talked

with the patient who stated the same account and added "he picked me up from
behingd”,

Employee was identified and was contacted and placed on administrative pald
leave pending the investigation, Patient's POA was contacted, another nurse head
to toe was performad with bruising noted to his wrists (however patient had a lab
draw with In the last week in these areas), patlent was taken to the ED where &
provider did a physical exam and the local law enforcment was contacted, APS
was notified via on line and this nofification, -

Safety plan was put Into place-employee is not allowsd to be on the in patient side
of the hosptial until further notice, alert charting was Initiated for psycosooial
affects, monltoring for physical changes, two person fomale parsonal cares
implimented,

Investigation will continue and root cause will be done.

Office of Communty Heaith Systems
DCH 530-108 (March 2011)



Adverse Event Contextual Information Form

, Washington State Depariment of (Opti onal)
‘W Health

State law requires faclities to conflrm adverse events with the Department of Health when they occur, (RCW
70,586,020} The facllity must notify the department within 48 hours of confirming an svent. 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 avent will includa ahy contextual Information the medical facility chose to
provide, (RCW 70,56.020(2)(a))

Complste the followlng information and return by:
« Emallto: AdverseEventReporting@doh.wa gov, or
*  Mailto: DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, or
» - Fax 10! Adverse Events (360) 235-2830

Facility Name; | Cascade Valley Hospitel

Facility Contact; | Mary-Katherine Waters

Facllity web site; | hitp:/iwww.cascadevalley.org/

Date of Event Confirmation: | 10/16/2018

Casocade Valley Hospitel Is a 48-bed acute care facility in Arlington, Washington
Facllity capacity: with a free-stlanding surgery center and wound care center. Cascade Valley
(e.g., # of beds, ropms, | Hospital provides acute, critical care, general surgery, a level IV Emergency
procedures per year) | Department, and Family Birthing Center, plus a wide array of putpatient and
) diagnostic imaging services, .

NfA

Other Facllity information:

ion: | ON 913 patient arrived at our Wound Care Genter, Upon the MA walking patient
Event Information: kack to the patient room the patient fell and hit their head on the door frame.
There was no items in the path of the patient. Staff quickly turn around and
physician and RN assisted. Upon examination the right elbow wound debrided.
Had right scalp wound, clinical team cleaned the wound, closed with sutures, and
sterile dressing was applied over the wound. RCA In-process,

Offles of Community Health Systems
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Adverse EQent.Contextual Information Fbrm

, Washinglon Skate Departutent of . (Optional)
€D Health . \

State law requires facilities to confirm adverse events with the Department of Health when they occur, (RCW
70.56,020) The facllity must nolify the department within 48 hours of confirming an event. Notification Includes dats,
type of adverse event, and facility contact information. Facilities may also Include contextual information regarding
the reported event by completing and submitiing 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 70.66.020(2)(a))

Complete the foliowing information and return by: _
+  Emall to: AdverseEveniReportinagdoh, wa.gov, or h
+  Mail to; DOH Adverse Events, PO Box 47853, Olympia, WA, 98504-7853, of
» Fax lo: Adverse Events (360} 238-2830

Facility Name: | Samaritan Healthcare

Kurtis Kuykendsil, Director of Proqess and Quality Improvement
{609} 793-9709

Facility Contact:
https:ﬂwww.samaritahheia[{hca're,caml

Facility web site:

Date of Event Confirmaticn: 11/30/18
&0

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

Samaritan Healthcare Is a multifaceted healthcare organization located in Moses
Lake, Washington and organized &s Grant County Public Hospital District No. 1.
We service a population of over 120,000 people, Samaritan Healthcare includes
& 50-bed hospital and multi-speciaity clinic along with a full array of other health
services, Samaritan’s outpatient clinic provides Family Medicine, Obstetrics-
Gynecology, Pediatrics, Orthopedics, Podlatry, and Urgent Care. Samaritan also
provides a number of outpatient services such as Physical Therapy, Cardiac
Rehabillitation, and Ambulatory and Qutpatient Surgery. In 2016, Samarltan saw
19,847 patients in the Emergency Department; admitted 3,912 patients; performad
5,166 surgeries; and delivered 1,006 babiles,

Qther Facility information:

Offlee of Community Health Systems
DCH 530-108 (March 2011)



, Wshinglon State Departmreat of

%

Adverse Event Contextual Information Form
{Optional)

T 1Ll
L b b lddodobdn

Patient presented to Emergency Department with dizziness, weakness and was
"favoring his right side", Patlent reperted a previous fall at his home earller that
day. No diagnostic imaging was done upon arrlval to the Emergency Department,

Patient was admlited for concetns about a possible stroke. Upon arrlval to the
floor the patlsnt was predictabié, appropriate, alert and orlented. Patient had a
Physical Therapy sesslon and afterward, was assisted back to bed. Nursing staff
instructed patient to call for help if he nesded to get up for any reason, Patient
was given call fight and a bed alarm was placed,

Fifteen minutes after the patient was placed In bed, the bed alarm sounded.
Nursing responded at the sound of alarm and patient was found on the floor,
Diagnostic imaging was completed for right hip pain and Initlal x-ray was negative.
Two days later after persistent pain, a C.T. was performed and it indicated a
femoral neck fraciure.

Office of Community Health Systems
DOH 530108 {March 2041)




