
 
Washington  Department of Health Serious Adverse Events Reported 

 
Washington state law (chapter 70.56 RCW) requires health care facilities to report confirmed adverse events as defined by the National Quality 
Forum (NQF).  

*The  NQF list of reportable adverse events: https://doh.wa.gov/sites/default/files/legacy/Documents/Pubs/689003.pdf?uid=63ec15a9e486b       

 

 
Reference: WA DOH. (n.d.). Adverse events serious reportable events table 2006-2022. Retrieved from https://doh.wa.gov/sites/default/files/2022-02/689010.pdf?uid=63ced66dd20b9 

Adverse Events 2019 → 2021 
Adverse Event Categories  
 

2017 2019 
 

2021 
 

% Change 
2019→2021 

*Patient fall resulting in death or serious injury 
Nurse Sensitive 

118 140 194 ↑38.6% 

*Patient pressure ulcers (Stage 3, 4, unstageable) acquired 
after admission 
Nurse Sensitive 

267 317 627 ↑97.8% 

All Other Adverse Event data (27 categories) 187 217 197 ↓9.2% 

TOTAL Number of all (29) reported adverse events by year 572 674 1018 ↑51% 

Adverse Events 2019 → 2022 (annualized data) 

Adverse Event Categories  
 

2017 2019 
 

2022 
 Qtr. 1-3 
 

2022 
Annualized to a full 
year 

% Change 
2019→2022  
(2022 data annualized to a 
full year) 

*Patient fall resulting in death or serious injury 
Nurse Sensitive 

118 140 150 
(3/4 year) 

200 
(full year) 

↑42.9% 

*Patient pressure ulcers (Stage 3, 4, unstageable) acquired 
after admission 
Nurse Sensitive 

267 317 471 
(3/4 year) 

628 
(full year) 

↑98.1% 

All Other Adverse Event data (27 categories) 187 217 196 
(3/4 year) 

261 
(full year) 

↑20.3% 

Total number of all (29) reported adverse events by year 572 674 817 
(3/4 year) 
 

1089 
(full year) 

↑61.6% 



Preventable serious adverse events 
reach record high in Washington hospitals 
Understaffing is a major contributing factor 

Summary: Between 2019-2021, Washington state experienced a 51% increase in adverse events reported to the WA Department of Health, reaching 
record numbers of serious patient harm. 

More than two decades of research have demonstrated that nurse staffing levels are directly related to health care quality and patient safety. This 
includes prevention of serious adverse events—medical errors that cause significant patient harm and that a healthcare facility could and should have 
prevented. Washington state law requires hospitals to report confirmed incidents of such serious adverse events.1 

Over the past three years, the number of reported serious adverse events in Washington hospitals has markedly increased. In other words, more 
Washington patients than ever before are suffering serious preventable harm or death while hospitalized. Publicly available data from the Washington 
Department of Health website and reports from health care workers suggest that hospital understaffing is a root cause. See the attached chart for a 
summary of the data. 

Notably, these increases have taken place during a steep worsening of the healthcare staffing crisis in Washington. 

“Quality care and patient safety in hospitals depend on nurses providing all the care required by each patient. When staffing is inadequate or when nurses 
are distracted by other activities, they are likely to omit some of the required care.”2 - Mary A Blegen, PhD, RN, FAAN, Professor Emerita, School of Nursing, University of California San Francisco 

Adverse event analysis: overall increases 
Serious adverse event reporting was initiated in 2006 and as required by law continues to date. Analysis of data through the 3rd Quarter of 2022 (the 
most recent available) reveals that Washington is experiencing record levels of preventable adverse events. 

§ Reportable serious adverse events increased by 51% from 2019 to 2021 to a total of 1018 events that caused serious harm or death.3 
§ Through the third quarter of 2022, reported serious adverse events are on pace to increase by 61.6% from 2019 to 2022 to a 

total of approximately 1089.4 
 

Adverse event analysis: nursing-sensitive indicators 
Nursing care plays a major role in preventing most of the 29 categories of serious adverse events reported to DOH. Two of these 
categories are particularly nursing-sensitive—in other words, their prevention is almost entirely dependent on nursing care. These are: 

1. Patient falls resulting in death or serious injury and 
2. Patient pressure ulcers that were not present on admission (i.e., that occurred during hospitalization). 

 
These two measures together account for 80.6% of the serious adverse events report in 2021. Their incidence has increased at a much 
higher rate than other serious adverse events. 

Increase from 2019 to 2021: 

§ Overall serious adverse events increased by 51%. 
§ Patient falls resulting in death or serious injury increased by 38.6%. 
§ Patient pressure ulcers (Stages 3, 4, or unstageable) increased by 97.8% 

 
Other serious adverse events that are sensitive to sufficient nursing care also increased—including medication errors, patient suicide or 
attempted suicide, and physical assaults. 

These record levels of serious adverse events are not a reflection on the individuals that provide nursing care. They are a result of insufficient staff to 
deliver safe and quality care. 

When hospitals do not staff properly, patients are more likely to suffer preventable harm. Studies demonstrate the link between understaffing of nurses 
and adverse patient outcomes in hospitals.5 6 7 8 By passing SB 5236, requiring hospitals to meet safe staffing standards, the Washington legislature will 
take a critically important step to reduce patient harm and save lives. 

 
1 https://doh.wa.gov/public-health-healthcare-providers/healthcare-professions-and-facilities/patient-care-resources/adverse-events 
2 Kalisch, B., (2015). Errors of omission: How missed nursing care imperils patients. American Nurses Association. 
3 https://doh.wa.gov/sites/default/files/2022-02/689010.pdf?uid=63ced66dd20b9 
4 The projection annualizes data from Q1, Q2, and Q3. 
5 Aiken, L., Clarke, S., Sloane, D. Sochalski, J. & Silber, J. (2002). Hospital nurse staffing and patient mortality, nurse burnout, and job dissatisfaction. Retrieved from https://www.massnurses.org/files/file/Legislation-and-Politics/JAMA_Ratio_Study.pdf 
6 Lasater, K., Aiken, L., Sloane, D., French, R., Martin, B., Alexander, M., & McHugh, M. (2021). Patient outcomes and cost savings associated with hospital safe nurse staffing legislation: an observational study. Retrieved from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8655582/ 
7 Phillips, J., Malliaris, A. , Bakerjian, D. (2021). Nursing and patient safety. Retrieved from: https://psnet.ahrq.gov/primer/nursing-and-patient-safety#:~:text=Nurse%2Dto%2Dpatient%20ratios%20are,the%20acuity%20of%20the%20patient. 
8 Pitman, P. (2022). Evidence on hospital staffing and outcomes: Implications for Washington. Retrieved from: https://user-niv7hdi.cld.bz/Report-Evidence-on-Hospital-Staffing-Outcomes-Implications-for-Washington 
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