Office of the Corrections

Monthly Outcome Report
MBUDS May 2026

Assistance Provided: 24

Information Provided: 36

DOC Addressed the Complaint: 15
Insufficient Evidence to Substantiate: 9
No Violation of DOC Policy: 32
Substantiated: 5

Declined: 40

No Jurisdiction: 1

Complaint Withdrawn: 20
Technical Assistance Provided: 43

TOTAL RESOLVED INVESTIGATIONS: 232



Monthly Outcome Report: MAY 2026

Complaint Summary Outcome Summary Case Closure Reason

1. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding

UFR-25-025 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCO’s Monthly Outcome Report. The
UFR Committee developed 8 recommendations.

2. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding

UFR-25-023 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCO’s Monthly Outcome Report. The
UFR Committee developed 2 recommendations.

3. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding

UFR-25-026 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCO’s Monthly Outcome Report. The
UFR Committee developed 2 recommendations.

4. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding

UFR-25-022 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCO’s Monthly Outcome Report. The
UFR Committee developed 3 recommendations related to this

death.
5. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding

UFR-25-017 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCQO’s Monthly Outcome Report. The
UFR Committee developed 4 corrective action plans and 1
additional committee recommendation.

6. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding

UFR-25-028 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCQO’s Monthly Outcome Report. The
UFR Committee did not develop any corrective action plans or
recommendations based on the review.




7. Incarcerated individual This case was reviewed by the Unexpected Fatality Review Unexpected Fatality Review
passed away whilein ~ Committee, consisting of the OCO, DOC, Department of
DOC custody. Health, and Health Care Authority. A public report regarding
UFR-25-024 was delivered to the Governor and state
legislators this month. It is also available in prison Law Libraries
and at the end of the OCO’s Monthly Outcome Report. The
UFR Committee developed 3 corrective action plans and 10
additional recommendations.

Airway Heights Corrections Center

8. External person The OCO provided assistance by elevating the concerns Assistance Provided
reported concerns through DOC health services leadership and substantiated
about an incarcerated concerns related to the timeline of care. The patient
individual's cancer care transferred to another facility and the OCO contacted the new
access. care team to discuss continuity of care. After OCO outreach,
this office confirmed the patient's pain management plan was
extended while additional testing is conducted. A bone scan
was ordered to check for metastasis, and the patient's
appointments were added to the OCO's tracker to confirm that
off-site cancer treatment occurred.

9. Family member The OCO provided assistance by reaching out to facility Assistance Provided
reported concerns leadership, and after outreach, the patient's family was
about their loved one's approved for special visits at the hospital. The OCO also
access to medical care provided assistance by elevating the concerns through DOC

following gender health services leadership, and after outreach, DOC agreed to
affirming surgery and  conduct a root cause analysis (RCA) and clinical quality
visitation while the insurance program (CQIP) review regarding the events leading

patient is hospitalized to the patient's hospitalization. This office also substantiated
in a serious condition.  delays and tracked appointments for the patient's follow-up
The OCO received care after hospitalization. The OCO found that DOC's initial
updates related to the RCA was inaccurate, and DOC agreed to complete a corrected
individual's healthcare and more thorough CQIP.

access after the medical

emergency and

hospitalization.

10. Person reported that he The OCO provided assistance by working with facility staff to ~ Assistance Provided

and other Muslim address this unit concern. The OCO received multiple similar
individuals in the unit  concerns and reached out to DOC staff at the facility. DOC staff
were not allowed identified that one unit was not letting individuals out at the

enough time to leave  same time as the other units, and unit leadership corrected

the unit to eat before  this before the end of Ramadan. DOC staff stated they would

sunrise during convene unit leadership across the facility to create a

Ramadan. standardized protocol and schedule for Ramadan in future
years to prevent such issues from recurring.

11. Person reported that he The OCO provided assistance by working with facility staff to ~ Assistance Provided

and other Muslim address this unit concern. The OCO received multiple similar
individuals in the unit  concerns and reached out to DOC staff at the facility. DOC staff
were not allowed identified that one unit was not letting individuals out at the

enough time to leave  same time as all the units, and unit leadership was able to
the unit to eat before  correct this before the end of Ramadan. DOC staff stated that
sunrise during they would convene unit leadership across the facility to
Ramadan. create a standardized protocol and schedule for Ramadan for
future years to prevent such issues from happening again.
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12.

Person reported that he
and other Muslim
individuals in the unit
were not allowed
enough time to leave
the unit to eat before
sunrise during
Ramadan.

The OCO provided assistance by working with facility staff to
address this unit concern. The OCO received multiple similar
concerns and reached out to DOC staff at the facility. DOC staff
identified that one unit was not letting individuals out at the
same time as all the units, and unit leadership was able to
correct this before the end of Ramadan. DOC staff stated that
they would convene unit leadership across the facility to
create a standardized protocol and schedule for Ramadan for
future years to prevent such issues from happening again.

Assistance Provided

13.

Incarcerated individual
relayed concerns
regarding placement in
segregation.

The OCO reviewed the individual's placement and confirmed
that they have been released from segregation.

DOC Addressed the Complaint

14.

Incarcerated individual
shared concerns
regarding DOC not
providing them with
accommodations
during their mandatory
programming.

DOC staff addressed this concern prior to OCO action.
Following a review of DOC records, this office was able to
confirm that this individual had been discharged from the
program due to their pending release. DOC staff provided this
individual with information on next steps once they return to
the community.

DOC Addressed the Complaint

15.

External person
reported concerns
regarding the medical
care being given to
their loved one. They
are requesting that the
impacted person
receive treatment and
surgery.

The OCO provided information to the impacted person about
their active consultations. OCO staff reviewed the patient’s
specialist consultations and medical records. OCO staff
confirmed the person is scheduled for additional diagnostics
that are required before a treatment plan can be chosen. OCO
staff advised the person to contact the Patient Care Navigator
at their facility for updates on their consultations.

Information Provided

16.

Person reported that he
recently found out he
has cancer but has not
received treatment.
The person also stated
that his follow-up
appointment with
another specialist for
the same reason has
been delayed. The
person is requesting to
see the necessary
medical specialists.

The OCO provided information to the person about his follow-
up appointments. OCO staff reviewed the person's active
consultations and found he was already scheduled for follow
up with the requested specialist.

Information Provided

17.

Incarcerated individual
shared concerns
regarding DOC
mishandling their
resolution request and
DOC wrongly infracting
them.

The OCO provided information regarding the infraction
findings. This office reviewed DOC records and was able to
confirm that DOC had to resend this individual's resolution
request for an undetermined reason. This office was also able
to confirm that DOC staff determined there was enough
evidence to meet the some evidence standard for the
infraction.

Information Provided

18.

An external party
shared concerns on
behalf of an
incarcerated individual

The OCO reviewed the complaint and found DOC actions are
currently allowed within DOC policy 460.050. Following a
review of DOC records, this office confirmed that the
individual’s behavior met the infraction elements.

No Violation of DOC Policy




regarding receiving
serious infractions.

19.

Incarcerated individual
relayed concerns
regarding an infraction
where they believe

they were the victim of

ariot.

The OCO reviewed the infraction materials and spoke with
DOC staff and confirmed that they were a participant in the
riot and the infraction was properly written.

No Violation of DOC Policy

Cedar Creek Corrections Center

20.

Patient reported
concerns about a
recent medical
emergency, lack of
access to a cardiac
specialist, and
treatment.

The OCO elevated the concerns through DOC health services
leadership and provided the patient with information about
next steps in their treatment plan. The OCO confirmed the
patient's symptoms had been resolved based on recent labs
and he was scheduled for additional testing, the outcome of
which would determine if an appointment with a cardiology
specialist is recommended.

Information Provided

Clallam Bay Corrections Center

21.

Incarcerated individual
relayed concerns
regarding safe harbor
placement.

The OCO spoke with DOC staff and confirmed that they were
denied protective custody housing and are ineligible for safe
harbor placement because they do not have a security threat
group (STG) tag but confirmed that they have successfully
been living in their new living unit.

Information Provided

22.

An external person
shared concerns on
behalf of an
incarcerated individual
regarding DOC
exaggerating a
circumstance to infract
them.

The OCO reviewed existing evidence and was unable to
substantiate the concern. Following a review of DOC records,
this office was able to confirm that the evidence of the
infraction met the some evidence standard utilized by DOC.

Insufficient Evidence to
Substantiate

23.

Incarcerated individual
shared concerns
regarding DOC
exaggerating a
circumstance to infract
them.

The OCO reviewed existing evidence and was unable to
substantiate the concern. Following a review of DOC records,
this office was able to confirm that DOC staff determined the
circumstances of the situation warranted the infractions given
to this individual.

Insufficient Evidence to
Substantiate

24.

Person reported that
DOC staff are not
appropriately
responding to medical
emergencies. The
person also reported
concerns regarding
staff handling of his
health status reports
(HSRs).

The OCO was able to substantiate this concern but was unable
to achieve a resolution. OCO staff reviewed the person's
medical records and documentation surrounding the staff
conduct investigation. OCO staff confirmed the patient's
concern was substantiated and corrective action was taken.
OCO staff contacted DOC leadership about the staff behavior
surrounding the medical emergency. OCO staff provided tort
claim information to the impacted person.

Substantiated

Coyote Ridge Corrections Center

25.

An external party
shared concerns on
behalf of an
incarcerated individual

DOC staff addressed this concern prior to OCO action.
Following a review of DOC records, this office was able to
confirm that this individual was classified as medium custody
by DOC staff and is in a location they are safe.

DOC Addressed the Complaint




regarding being

referred for MAX
custody.
26. Incarcerated individual The OCO provided information regarding the OCQO’s Information Provided
shared concerns investigative findings. Following a review of DOC records and
regarding DOC not speaking with DOC staff, this office was able to confirm that
providing them with this individual has been seen by DOC medical staff regarding
adequate medical their concerns. This office was able to confirm that this
access. individual's provider had been out, and this individual had
been unable to meet with them. This office also provided this
individual with tort claim information.
27. An external person The OCO reviewed existing evidence and was unable to Insufficient Evidence to
shared concerns on substantiate the concern. Following a review of DOC records, Substantiate
behalf of an this office confirmed that this individual was provided with a
incarcerated individual custody facility plan (CFP) and shared their safety concerns and
regarding their placement request. DOC staff took their concerns into account

placement jeopardizing and moved them to a location where they would be safe.
their safety.

28. An external person The OCO reviewed existing evidence and was unable to Insufficient Evidence to
shared concerns on substantiate the concern. Following a review of DOC records, Substantiate
behalf of an this office confirmed that this individual was provided with a
incarcerated individual custody facility plan (CFP) and shared their safety concerns and
regarding their placement request. DOC staff took their concerns into account

placement jeopardizing and moved them to a location where they would be safe.
their safety.

29. Incarcerated individual The OCO reviewed the infraction materials and found no No Violation of DOC Policy
relayed concerns violation of DOC policy 460.000 as the individual did not follow
regarding an infraction. orders when told to stand for search and instead flushed
something down the toilet and their UA returned positive after
being sent for additional testing for suspicion.

Monroe Correctional Complex

30. A person reported ADA The OCO provided assistance by getting Securus to address the Assistance Provided
concerns about issues  technical issues and getting DOC to shorten the length of his

with video calls and time in solitary confinement. The OCO met with this individual
placement in solitary  in person regarding his concern. OCO staff reviewed DOC
confinement. The documents regarding his placement in solitary confinement
person said this is and reached out to DOC headquarters to negotiate for him
related to a previous getting out of solitary confinement. DOC headquarters stated
case regarding deaf that they were unable to override him out of solitary
individuals not having  confinement because of a prohibited placement, but they
equal access to the agreed to shorten the length of the prohibited placement. The
ability to talk to friends OCO spoke with unit staff about his concern and substantiated
and family. that he does not have equal access to phone calls for deaf

individuals because of his placement in solitary confinement.
The OCO addressed concerns with video calls with Securus
staff and DOC leadership during the Securus quarterly
meeting. The OCO communicated with Securus who went to
the facility and addressed the technical issue.

31. Incarcerated individual The OCO reviewed the use of force packet and video related to Assistance Provided

relayed concerns this incident and identified several policy violations in the use
regarding a use of of force and escalated these to the facility leadership. The OCO
force. confirmed that DOC referred these concerns to the proper

authorities and properly addressed related staff conduct
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concerns. The OCO spoke to DOC staff about the individual’s
placement and suggested they explain their desire to transfer
facilities at their next review.

32. Incarcerated individual The OCO reviewed the use of force packet and video related to Assistance Provided

relayed concerns this incident and identified several policy violations in the use
regarding a use of of force and escalated these to the facility leadership. The OCO
force. confirmed that DOC referred these concerns to the proper

authorities and properly addressed related staff conduct
concerns. The OCO spoke to DOC staff about the individual’s
placement and suggested they explain their desire to transfer
facilities at their next review.

33. Family member The OCO provided assistance by elevating the concerns Assistance Provided
reported concerns through DOC leadership. After OCO outreach, the infraction
about an infraction that was reduced from a major to a minor. At the time of the
occurred while the housing review, the person was denied placement at the
patient was desired facility, however, the OCO gathered information about
hospitalized and future pathways, provided that information and encouraged
concerns about their the individual to open a new case with OCO if they are denied
housing placement. the desired placement at their next housing review.

34. Incarcerated individual The OCO reviewed the individual's placement and confirmed  DOC Addressed the Complaint
relayed concerns that the individual has been released from segregation.
regarding placement in
segregation.

35. Incarcerated individual DOC staff addressed this concern prior to OCO action. DOC Addressed the Complaint
shared concerns Following a review of DOC records, this office was able to
regarding DOC not confirm that this individual was promoted following a recent
promoting them custody facility plan (CFP).
despite completing
necessary
programming.
36. Person reported DOC staff addressed this concern prior to OCO action. OCO DOC Addressed the Complaint
receiving conflicting staff reviewed the person's medical records and found that a

information about his  medical provider met with the patient to discuss his results
diagnostic tests. The and provided the requested education.

person is requesting

information on his

condition.

37. Person reported he was DOC staff addressed this concern prior to OCO action. The DOC Addressed the Complaint
infracted for not being person contacted the OCO and reported the infraction was
able to provide a overturned upon appeal and requested the case be closed.

sample for urinalysis
(UA) while fasting for
religious reasons. The
person is requesting
that OCO review the

infraction.

38. Incarcerated individual DOC staff addressed this concern prior to OCO action. This DOC Addressed the Complaint
shared concerns office confirmed that this individual was not infracted over this
regarding staff incident. This office also confirmed that this individual did not

threatening to infract  file a resolution request concerning staff misconduct. This
them over anincident office provided this individual with information related to
related to religious reporting staff conduct concerns.

matters.




39.

Person reported
concerns regarding a
PREA investigation and
requested that the OCO
review the
investigation.

The OCO provided information to the person about PREA and Information Provided
safety concerns. OCO staff reviewed the person's records and

found the PREA investigation had not yet been completed. The

OCO cannot review a DOC process that has not yet concluded.

40.

Person reported
concerns about access
to PREA and mental
health care. The patient
requested transfer to
Western State Hospital.

The OCO reviewed the individual's record and confirmed the  Information Provided
PREA reports had been documented by DOC. The OCO
provided information about residential treatment unit (RTU)
level of care in DOC custody and explained OCO limitations in
influencing a transfer out of prison and ISRB decisions. This
office also elevated his concerns about access to mental health
care to the facility health services leadership. This case helped
OCO identify limitations in DOC's internal process for seeking
patient placement at Western State Hospital. This office
continues to monitor this concern for opportunities to improve
processes.

41.

An anonymous
individual reported
concerns about a use of
force involving another
incarcerated person.
The involved individual
later provided
permission for OCO to
investigate the use of
force incident.

The OCO reviewed the complaint, incident reports, videos, Information Provided
other evidence, and DOC policy 410.200 [RESTRICTED] related

to the use of force. The OCO provided the individual with

information about options for documenting staff conduct

concerns related to uses of force through the DOC resolution

program.

42.

Person reported
concerns about their
access to specialist
consultations for
gender affirming care.

The OCO provided information about the DOC health plan, Information Provided
community standard of care, and related DOC policy. OCO staff

contacted DOC Health Services staff and were informed that

the person did not meet the documented criteria for the

requested consultation.

43. Incarcerated individual The OCO elevated this concern to DOC resolution program Information Provided
reported that DOC leadership and provided information to the incarcerated
keeps directing her individual.
resolutions requests
through the PREA
department simply
because of her gender
identity. The
complaints are marked
as not PREA and she is
left with no resolution
pathway.
44. Person reported being The OCO reviewed existing evidence and was unable to Insufficient Evidence to

denied medical care for
a skin issue. The person
stated that he is being
told he is on the call
out, but he has not
been seen.

substantiate the concern. OCO staff contacted DOC staff and  Substantiate
reviewed the patient's medical records and kites. OCO staff

found that the patient had been assessed at cell front due to

facility lockdown. There was no clinical indication for follow-up

noted in the medical record. OCO staff encouraged the patient

to kite their provider if the issue persisted.

45.

Incarcerated individual
relayed concerns

The OCO reviewed the infraction materials and confirmed that Insufficient Evidence to

DOC states the individual waived their right to laboratory Substantiate
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regarding an infraction
and not being allowed

to send the sample out
for lab testing.

testing by signing the DOC form, but the individual states they
signed it only if it tested positive for Suboxone which led to
confusion on whether the sample would be sent to the lab or
not. As a result, there was insufficient evidence to substantiate
the concern.

46.

Incarcerated individual
relayed concerns
regarding an infraction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the individual tested
positive for buprenorphine and medical confirmed there were
no medications they were prescribed that would impact this
result.

No Violation of DOC Policy

47.

Incarcerated individual
reported concerns
about access to medical
care and Residential
Treatment Unit (RTU)
placement.

The OCO was able to substantiate this concern but was unable Substantiated
to achieve a resolution. The OCO elevated the concerns

through DOC mental healthcare leadership, however, the

office does not have authority to override RTU placement

decisions as they are considered part of clinical treatment. This

office also provided information about reporting new concerns

since the patient was transferred to another facility.

Olympic Corrections Center

48.

Incarcerated individual
shared concerns
regarding not being
provided with their
accommodation and
wanting to be moved.

DOC staff addressed this concern prior to OCO action.
Following review of DOC records, this office was able to
confirm this individual has been moved.

DOC Addressed the Complaint

49.

Incarcerated individual
shared concerns
regarding being injured
during off-site work and
wanting information on
receiving care.

The OCO provided information on where this individual can Information Provided
potentially find information regarding their situation.

Following a review of DOC records, this office was able to

confirm that DOC staff and this individual started the proper

administrative process given their concern.

Other

50.

The OCO created an
investigation regarding
those awaiting out of
state transfer.

The OCO had numerous conversations with DOC regarding the Assistance Provided
out of state transfer list that ultimately resulted in a decrease
in the number of people awaiting out of state transfer.

51.

Through ESSB 5187, the
OCO was tasked by the
legislature with writing
a report regarding
solitary confinement.

The OCO published the report required by the legislature in Assistance Provided
June of 2024 answering the questions asked in ESSB 5187. In

conducting this research, the OCO decided that a three-part

series would be more beneficial to cover the topics regarding

solitary confinement. As such, the OCO released the second

report in September 2024 and the third report in April 2026. At

this time, the solitary confinement report is complete but the

conversations between the OCO and DOC regarding solitary

confinement remain ongoing.

52.

Incarcerated individual
relayed concerns
regarding WADOC not
responding to their
letters while they were
placed out of state.

The OCO reviewed the individual's placement and confirmed
that they have returned to a WADOC prison.

DOC Addressed the Complaint




53. An attorney relayed The OCO referred the individual to DOC policy 450.100 Information Provided
concerns that DOC has regarding mail for individuals and informed them that they will
been rejecting mail that need to contact DOC about the concern.
they send to their
clients.

Reentry Center - Reynolds - King

54. Family member relayed The OCO reviewed related documentation and confirmed that DOC Addressed the Complaint
concerns about the the concerns about the staff not approving visits was
staff at a reentry center addressed.
not approving visits.

Reentry Center - Tacoma - Pierce

55. Resident reported that The OCO visited the Tacoma Reentry daily during this Assistance Provided
they are not allowed to investigation. The resident who reported this concern told the
go to church without a OCO that he has now been given enough point-to-point passes

sponsor as it is to attend both church services and other church activities
considered a social every week without needing a sponsor.
outing.
56. Multiple people The OCO provided assistance by contacting DOC resolution Assistance Provided
reported concerns with program leadership. The OCO requested that reentry center
the processing of residents be able to mail resolution requests directly to DOC

resolution requests at  headquarters for review. DOC agreed to this change and is
the reentry center. It exploring options to reduce the financial burden of mailing
was shared that resolutions.

resolution requests are

not being appropriately

documented and issues

are being covered up by

staff. It was reported

that the population

does not have an

alternative way of filing

a resolution request

without the person

they are complaining

about being the one to

read them.

57. Person reported that  The OCO provided assistance by contacting DOC leadership Assistance Provided
the rules for visiting in  and requesting the facility rule be brought in line with the
their reentry center are statewide reentry handbook. The DOC confirmed that these
not the same as other changes were made.

facilities.
58. Residents reported The OCO visited the Tacoma Reentry daily during this DOC Addressed the Complaint
they can only go to one investigation. The resident who reported this concern told the
church activity per OCO that he has now been given enough point-to-point passes
week. to attend both church services and other church activities

every week without needing a sponsor.

59. Person reports that the The OCO reviewed the concern and found that in additionto  Information Provided
reentry center does not WorkSource, the facility had a list of potential employers
have any resources for within close proximity to the reentry center that was posted
employment other than for the residents.
going to the local
WorkSource.




60.

Multiple residents
shared they did not
receive their phones for
over 2 weeks after
arrival.

The facility provides a cellphone for checkout upon arrival at  Information Provided
the reentry center until their personal phones are received.

There were additional delays and staff on leave that caused

extended wait times for personal cell phones to be processed

and authorized.

61.

Residents reported that
they are not allowed to
have TVs or anything
electronic plugged into
their rooms.

The facility confirmed that residents have access to a TV in the Information Provided
dayroom and have cell phones with streaming services they

are allowed to be used in their rooms. This building is under

construction and updates are being made to the existing

limitations.

62.

Person reported that
DOC is not providing
back up staff for critical
staff absences and that
is impacting the
residents’ ability to
move forward with
approvals for sponsors,
passes, and
employment plans.

The OCO provided information about this concern to the Information Provided
reporting people. OCO staff communicated the staffing

concern with DOC leadership and was informed that shortly

after this issue was discussed an additional staff member was

added to cover the duties for the absent employee.

63.

Person reported that
residents of the reentry
center are not allowed
to look for jobs that are
not on a bus route.

The OCO found insufficient evidence to substantiate the Insufficient Evidence to
reported concern. OCO staff contacted DOC staff and were Substantiate

informed that DOC does not restrict a person's job

opportunities based on proximity to the bus stop, however

they must be able to find appropriate transportation including

public transit or employer transport.

64.

A person reported that
people in the reentry
center are not able to
get a gym membership
until they have found a
job.

The OCO reviewed the concern and found the restriction of No Violation of DOC Policy
activities is allowed per the statewide reentry handbook. The

facility has some on-site equipment available to residents as

well as handouts for exercise that can be done without

equipment.

65.

Individual reported that
there are only two
toilets and two showers
for 21 people.

The facility confirmed there are four showers, two toilets, and No Violation of DOC Policy
one urinal in the facility, which complies with DOC policy

250.500 that says there will be a minimum ratio of one shower

for every eight individuals, unless specified by state building

health codes.

66.

Person reported that
the residents of the
reentry center are not
allowed to have any
drinks other than water
outside of the kitchen.

The OCO reviewed the concern and found no violation of DOC No Violation of DOC Policy
policy. The OCO was informed that this facility rule was made

in an effort to combat pests in an older building. Residents are

given access to the kitchen with consideration of their work

schedule to allow for the storage and consumption of food and

beverages.

67.

Person reported that
residents of the reentry
center are required to
use their bus pass to go
to WorkSource five
days a week until they
get a job.

The OCO reviewed the concern and found no violation of DOC No Violation of DOC Policy
policy. WorkSource is used as required programming to
prepare residents for employment until they have a job.

68.

Person reported that
DOC staff are not
allowed to transport

The OCO reviewed this concern and found that DOC policy No Violation of DOC Policy
does not speak specifically to this concern. DOC policy does
not state that staff will be available to transport residents to or
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them anywhere to from work. The DOC vehicles exist for DOC business like official
expand their options  transports or medical appointments where public transport
for employment, cannot reach.

despite there being

multiple DOC vehicles

available.

69. Person reported that  The OCO reviewed this concern and found DOC actions are No Violation of DOC Policy
residents of the reentry supported by DOC policy 250.500. OCO staff confirmed that
center are not able to  the available facilities provided meet the ratio required by DOC
access all of the policy. OCO staff were also informed that the ADA bathroom is
available bathrooms in available to residents with ADA needs, however due to the
the facility, including location of the bathroom it remains locked until requested.
the ADA bathroom.

Stafford Creek Corrections Center

70. Person reported The OCO provided assistance by working with DOC staff to get Assistance Provided
concerns about DOC him a continuous glucose monitor (CGM) while in solitary
not managing his confinement. The OCO reviewed DOC records and reached out
diabetes and not to DOC staff, who stated that CGMs are not typically allowed
allowing him to have an for individuals in solitary confinement, but reviewed his
insulin pump. situation and approved him for the CGM. This individual is

scheduled for an appointment with his provider for a CGM and
review of his condition.

71. Incarcerated individual The OCO reviewed the sanctions and found no violation of Assistance Provided
relayed concerns DOC policy 460.050 for the sanctions as the 180-day loss of
regarding a WAC 603  phone access and visiting was cancelled but there is still a 180-
infraction and believing day loss of tablet. The OCO requested DOC put out a memo
this is no longer a valid explaining that the WAC changes are not in effect and WAC
infraction due to WAC  603s are still valid. DOC agreed to this recommendation and
changes and concerns  this memo was published May 11, 2026.
about the sanctions.

72. Person reported that he The OCO provided assistance by contacting Health Services Assistance Provided
has been waiting for staff. OCO staff reviewed the person's consultations and found
several months to see a that administrative follow up on the referral was needed. The
specialist for a medical requested appointment was scheduled as a result. OCO staff
procedure. The person will monitor this appointment on close case monitor to
is concerned their confirm attendance.
medical provider did
not place the referral.

He is requesting to be
scheduled for a
translated medical
appointment and his
necessary procedure.

73. Personreported they  The OCO provided information to the person about their active Information Provided
are supposed to have a consultations. OCO staff reviewed the person's specialist
sleep study consult but referrals and found that the clinic the patient was originally
this has not been meant to go to is no longer taking DOC patients. DOC staff are
scheduled. working to establish care with a new clinic. OCO staff advised
the person to contact the Patient Care Navigator for updates
on this consultation.

74. Personreported that  The OCO provided information to the person regarding filing  Information Provided
the DOC resolutions an official ADA complaint.
program was not
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allowing his ADA
complaint to move
forward through the
process. The person
reported that he was
not allowed to keep a
chair that he was
approved for from a

former job.
75. Incarcerated individual The OCO confirmed that this individual has met with DOC Information Provided
shared concerns clinical staff regarding this concern. This office provided this

regarding DOC staff not individual with information pertinent to patient paid

providing them with healthcare. This office informed this individual of the OCO's

their requested care. limited resources and encouraged this individual to continue
working with DOC staff to take care of concerns as they arise.

76. Person reported that  The OCO reviewed existing evidence and was unable to Insufficient Evidence to
staff falsified an substantiate the concern. The OCO reviewed DOC records and Substantiate
infraction report. could not substantiate that this individual was infracted. The

OCO found a behavioral observation entry (BOE) that was not
appealed and provided information about the appeals process.

77. Incarcerated individual The OCO reviewed the complaint and found DOC actions or No Violation of DOC Policy
reported concerns inactions are currently allowed within DOC policy 460.000.
regarding staff conduct There was insufficient evidence to substantiate the impacted
after an incident that  person's report of the events and the behavior listed in the
occurred. The person  infraction fits the criteria for the received WAC infraction. The
requested help OCO confirmed the person was able to appeal the infraction
reviewing the staff and DOC upheld the decision.
action and verifying
that a related infraction
was per policy.

78. Incarcerated individual The OCO reviewed the sanctions and found no violation of No Violation of DOC Policy
relayed concerns DOC policy 460.050 as the visitation and phone
regarding infraction correspondence sanctions were not issued but the sanction for
sanctions. loss of tablet is in effect.

79. Incarcerated individual The OCO reviewed the infraction materials and found no No Violation of DOC Policy
relayed concerns violation of DOC policy 460.000 as there were conflicting

regarding an infraction. stories as to who started the fight and both the individual and
the cellmate had injuries consistent with a fight which
substantiated the WAC elements.

Washington Corrections Center

80. Person stated that he  The OCO provided assistance by negotiating with DOC for him  Assistance Provided
fell in the shower and  to get a health status report (HSR) for a shower chair. The OCO
that he requires grab  reviewed DOC records and reached out to DOC staff about
bars and a shower chair getting this individual access to ADA accommaodations for the

but has not been shower. DOC staff stated there is a shower on the tier with
provided with those grab bars, but that he requires an HSR for the chair. After OCO
accommodations. outreach, DOC approved this individual for a shower chair HSR.

DOC staff also discussed the possibility of installing non-slip
flooring tape onto the shower floors.

81. Incarcerated individual The OCO requested DOC provide a memo explaining that the  Assistance Provided
relayed concerns WAC changes are not yet in effect and WAC 603s are still valid.
regarding a WAC 603
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and the belief that this
is no longer a valid
infraction due to WAC
changes.

DOC agreed to this and this memo was published on May 11,
2026.

82.

Incarcerated individual
relayed concerns
regarding placement in
segregation.

The OCO reviewed the individual's placement and confirmed
that they have been released from segregation.

83.

External person
reported a concern
about legal mail being
rejected. This rejection
hindered an
incarcerated person’s
access to legal
documentation.

The OCO provided information about how to speak with DOC  Information Provided
to address concerns about the mail being rejected and

provided information about legal mail at DOC. The OCO found

that due to contraband being sent in through legal mail, DOC

staff verify that the legal entity sent the document by calling or

emailing the entity. If DOC cannot verify that the mail is from a

legal entity they will return the mail to the sender. DOC has

not been able to contact this entity that provides multiple

services, including legal representation and aid.

84.

Incarcerated individual
shared concerns
regarding not being
provided with all of
their good time.

The OCO provided information regarding this individual's good Information Provided
conduct time (GCT) and why it may seem all their time was not

properly restored. Following a review of DOC records and

speaking with DOC staff, this office was informed that this

individual was provided with the appropriate amount of GCT

restored but after a sentencing restructuring, the time was

readjusted to fit their new sentence.

85.

Incarcerated individual
reports staff
misconduct concerns.
The person requested
that OCO confirm the
DOC grievance was
administratively
withdrawn, and the
staff member was
investigated and
terminated.

The OCO confirmed the resolutions were administratively Information Provided
withdrawn for staff conduct investigation, however, when the

office requested the staff conduct investigation records, no

responsive records were provided. This office provided

information about the outcome of this investigation and next

steps for reporting new concerns now that this case is closed.

86.

Incarcerated individual
shared concerns
regarding not having
the proper resolution
request number to
continue an appeal.

The OCO provided information regarding how to obtain their  Information Provided
resolution request number. This office also provided
information regarding how to write to DOC headquarters

regarding how to dispute a closure.

87.

Person reported that
DOC did not provide his
medications for two
months while he was in
Washington for a court
appearance.

The OCO provided information discovered in the course of this Information Provided
investigation. The OCO could not obtain evidence for this
investigation because the impacted person was moved out of
state prior to OCO action. OCO staff were able to substantiate
by available documentation that only some of the person's
medications were provided while he was housed in WA DOC.
OCO staff provided tort claim information to the person.
Individuals who have been harmed or who have suffered a loss
as a result of negligent actions by a state employee or agency
can submit a tort claim to the Office of Risk Management
(ORM). ORM is required by law (RCW Chapter 4.92) to receive
these claims.
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88.

Incarcerated individual
relayed concerns
regarding an infraction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the infraction elements
were met by the behavior.

No Violation of DOC Policy

89.

Incarcerated individual
relayed concerns
regarding an infraction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the individual's behavior
met the infraction elements.

No Violation of DOC Policy

90.

Person reported issues
getting a fair review of
their resolution
requests. The person
states that DOC staff
are not communicating
delays appropriately.

The OCO was able to substantiate this concern but was unable Substantiated
to achieve a resolution. OCO staff contacted DOC leadership to
discuss a trend in delayed resolutions requests at the facility.
OCO staff were informed that due to staffing issues there have
been significant delays experienced at that facility. OCO staff
encouraged the person to write to the Program Administrator
if the problem continues. OCO staff monitored the situation
for several months and verified that DOC is making efforts to
fill vacancies, but the staff capacity continues to be an issue.
DOC is assigning extra staff to get caught up on delayed
resolutions. OCO staff provided self-advocacy information to
the reporting person.

Washington Corrections Center for Women

91.

Incarcerated individual
relayed concerns
regarding an infraction
they were given less
than 5 days into their
prison sentence for
drugs that were in their
system back from
county jail.

The OCO reviewed the infraction materials and contacted DOC Assistance Provided
about this. The OCO requested that DOC dismiss the infraction

as the positive UA results were from usage prior to entering

prison. DOC agreed to this request and removed the infraction

from the individual's record.

92.

Person reported
concerns about
encounters with the
Midwife. The person
was concerned that her
wishes were not going
to be respected
because staff disagreed
with her decision.

The OCO provided assistance by contacting DOC Health Assistance Provided
Services staff. OCO staff confirmed that the person's wishes to

decline a treatment were documented and followed. OCO staff

requested that the patient be evaluated for additional after

care needs following a fast return to the facility after delivery.

93.

Incarcerated individual
relayed concerns
regarding access to
dentures.

The OCO reviewed the Care Review Committee (CRC) Information Provided
decisions, contacted DOC about this and confirmed that the
CRC recommended that they see a denturist and the

appointment was scheduled.

94.

Person reported
concerns about the
method of testing for a
medical issue and felt
that this violated
HIPPA.

The OCO reviewed the complaint and found DOC actions are
currently allowed within the DOC Health Plan and DOC policy
600.000. The testing method meets the community standard
and is not a violation of HIPPA.

No Violation of DOC Policy

95.

Incarcerated individual
relayed concerns
regarding an infraction
for a PREA
investigation.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the PREA was substantiated
as there is evidence showing the individual made sexually
harassing comments towards another incarcerated individual.

No Violation of DOC Policy
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96. Incarcerated individual The OCO reviewed the infraction materials and found no No Violation of DOC Policy

relayed concerns violation of DOC policy 460.000 as the individual refused to
regarding not getting  participate in mandatory programming despite being warned
an infraction appeal that it would result in a serious infraction. Additionally, WAC
response within the 137-28-400 states “the time limitations expressed in these
timeline outlined in regulations are not jurisdictional and failure to adhere to any
policy. particular time limit shall not be grounds for reversal or

dismissal of a disciplinary proceeding.”

Washington State Penitentiary

97. Anincarcerated The OCO provided assistance by contacting the involved Assistance Provided
individual reported individual and reviewing the use of force packet including
concerns about a use of videos, incident reports, debriefs, and staff interviews. This
force that they office elevated the use of force incident to DOC leadership
witnessed. after identifying that staff did not follow DOC policy related to

uses of force (RESTRICTED). The OCO substantiated DOC did
not follow use of force protocols related to decontamination
and this misconduct was elevated to DOC leadership for
additional investigation and follow up with staff.

98. Anincarcerated The OCO provided assistance by confirming a death occurred  Assistance Provided
individual reported a at the facility and that the incident will be reviewed through
death occurred at the  the Unexpected Fatality Review Committee.

facility.
99. Incarcerated individual Following a review of DOC records, this office was able to Assistance Provided
shared concerns confirm that this individual had been housed in Ad Seg for an
regarding being kept in extended period of time. This office provided assistance by
administrative speaking with DOC staff and getting DOC staff to agree to

segregation (Ad Seg) for release this individual from Ad Seg.
an extended period of
time.

100. Incarcerated individual The OCO received a phone call from the individual requesting DOC Addressed the Complaint
relayed concerns this case be closed as DOC resolved the concern.
regarding wanting to
access more levels
while in segregation.

101. Incarcerated individual The OCO reviewed the infraction materials and confirmed that DOC Addressed the Complaint
relayed concerns DOC responded to the appeal.
regarding not getting a
response to an
infraction appeal.

102. External person The OCO provided information to the impacted person Information Provided
reported that DOC staff regarding the reviewed infractions. OCO staff verified there
mishandled a medical was a use of force during a medical escort. There was
emergency and turned insufficient evidence to support that the person's behavior was
it into a use of force. the result of a medical emergency.

The impacted person
requested that his
medical and mental
health history be
considered in his
disciplinary process.
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103. Incarcerated individual The OCO reviewed the individual's placement and spoke with  Information Provided
relayed concerns DOC staff and confirmed that they are in segregation awaiting
regarding extended out of state transfer which is properly being addressed.
placement in
segregation.
104. External person The OCO provided information to the impacted person Information Provided
reported that DOC staff regarding the reviewed infractions. OCO staff verified there
mishandled a medical was a use of force during a medical escort. There was
emergency and turned insufficient evidence to support that the person's behavior was
it into a use of force. the result of a medical emergency.
The impacted person
requested that his
medical and mental
health history be
considered in his
disciplinary process.
105. Person reported that  The OCO provided information to the impacted person Information Provided
DOC staff mishandled a regarding the reviewed infractions. OCO staff verified there
medical emergency and was a use of force during a medical escort. There was
turned it into a use of  insufficient evidence to support that the person's behavior was
force. The person the result of a medical emergency.
requested that his
medical and mental
health history be
considered in his
disciplinary process.
106. Incarcerated individual The OCO reviewed the individual's placement and spoke with  Information Provided
relayed concerns DOC staff and confirmed that they are in segregation awaiting
regarding extended out of state transfer which is properly being addressed.
placement in
segregation.
107. Incarcerated individual The OCO reviewed the individual's placement and spoke to Information Provided
relayed concerns DOC staff. The OCO confirmed that due to the individual not
regarding safe harbor  being tagged as a security threat group member, the individual
placement. is ineligible for safe harbor housing, and they were denied
protective custody (PC) housing from the PC screening
committee.
108. Incarcerated individual The OCO is aware of ongoing power outages due to arcing, and Information Provided
reported power this office regularly contacts the facility about these concerns
outages in the unit. based on updated reports from individuals in the unit.
109. Incarcerated individual The OCO reviewed the individual's custody facility plan (CFP)  Information Provided
relayed concerns and confirmed that they were demoted to MAX and to
regarding a delayed maintain level 2 only, not level 1, due to their involvement in a
transfer and being level violent multi-man fight.
1 only.
110. Individual reports that The OCO reviewed the individual's records and did not find an Information Provided

he had a health status
report (HSR) for a
wheelchair and when
he got to the new
facility, DOC took away
his wheelchair.

HSR for a wheelchair. The records did indicate that other HSRs
were established, and this person sees medical regularly for
other health issues. The OCO provided information about how
to raise this concern with the Care Review Committee (CRC).
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111.

Incarcerated individual
relayed concerns
regarding an infraction
for failure to provide a
UA.

The OCO reviewed the individual's disciplinary record and
were unable to find an infraction matching this description.

Insufficient Evidence to
Substantiate

112.

Incarcerated individual
relayed concerns
regarding placement in
segregation.

The OCO reviewed the individual's segregation placement and
found no violation of DOC policy 320.200 as they were placed
on ad seg for threatening other individuals in the units but
now has an in-review custody facility plan.

No Violation of DOC Policy

113.

Incarcerated individual
relayed concerns
regarding placement in
segregation.

The OCO reviewed the individual's segregation placement and
found no violation of DOC policy 320.200 as they were placed
on ad seg for threatening other individuals in the units but
now has an in-review custody facility plan.

No Violation of DOC Policy

114.

Incarcerated individual
relayed concerns
regarding placement in
segregation.

The OCO reviewed the individual's segregation placement and
found no violation of DOC policy 320.200 as they were placed
on ad seg for threatening other individuals in the units but
now has an in-review custody facility plan.

No Violation of DOC Policy

115.

Incarcerated individual
relayed concerns
regarding a cell tag
infraction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the individual's behavior
met the infraction elements.

No Violation of DOC Policy

116.

Incarcerated individual
relayed concerns
regarding wanting to
access more levels
while in segregation.

The OCO reviewed the individual's custody facility plan and
confirmed that they are to maintain level 1 only while on MAX
per DOC policy 320.250 as they refused housing.

No Violation of DOC Policy

117.

Incarcerated individual
relayed concerns
regarding a cell tag
infraction.

The OCO reviewed the infraction materials and asked DOC
about the witness statement where the individual's cellmate
claimed possession, but DOC stated that it was not enough to
dismiss the cell tag as the paper was found in the individual's
property.

No Violation of DOC Policy

118.

Incarcerated individual
relayed concerns
regarding two
infractions.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as both infractions were for
letters the individual sent out detailing step by step
instructions on how to introduce drugs through visiting.

No Violation of DOC Policy

119.

Incarcerated individual
shared concerns
regarding not being
provided the
opportunity to promote
levels.

The OCO reviewed the complaint and found DOC actions are
currently allowed within DOC policy 320.250. Following a
review of DOC records, this office was able to confirm that this
individual is currently a part of a security threat group (STG)

and is not able to promote levels due to this. Further review of

DOC records indicate this individual has received new serious
infractions which resulted in this individual’s level being
lowered further.

No Violation of DOC Policy

120.

Incarcerated individual
relayed concerns
regarding an infraction.

The OCO reviewed the infraction materials and found no

violation of DOC policy 460.000 as there is evidence to support

the WAC elements.

No Violation of DOC Policy

121.

Incarcerated individual
relayed concerns
regarding how staff
handled a multi-man
fight.

The OCO spoke to facility leadership regarding this concern
and confirmed that the situation was properly handled.

No Violation of DOC Policy
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122.

Incarcerated individual
relayed concerns
regarding an infraction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the individual's behavior
met the infraction elements.

No Violation of DOC Policy

123.

Incarcerated individual
relayed concerns
regarding an infraction
sanction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.050 as the individual was
sanctioned for less than the range indicated.

No Violation of DOC Policy

124.

Incarcerated individual
relayed concerns
regarding a good
conduct time (GCT)
pathway and a request
for a medium override.

The OCO reviewed the individual's custody facility plan and
found no violation of DOC policy 300.380 as the individual
currently scores as close custody and can request a medium
override at their next review. The OCO found no violation of
DOC policy 350.100 as GCT restoration is no longer called for
due to policy timeframes due to the individual's approaching
release date.

No Violation of DOC Policy

125.

Incarcerated individual
relayed concerns
regarding an infraction
that resulted in
community supervision
revocation.

The OCO reviewed the field group discipline materials and
found no violation of DOC policy 460.130 as the behavior met
the WAC elements.

No Violation of DOC Policy

126.

Person reported that he
has experienced several
days where DOC was
not providing the
correct substitutions
for his therapeutic diet.

The OCO substantiated this concern. The OCO addressed this
concern with a systemic investigation and provided
recommendations to the DOC. The DOC declined to
implement the recommendations made by the OCO. These
therapeutic diet recommendations and the DOC response can
be found in the OCO reports section on the FYl app or the OCO
website.

Substantiated

127.

Incarcerated individual
shared concerns
regarding DOC staff not
sending them their
property.

The OCO was able to substantiate this concern but was unable
to achieve a resolution. Following a review of DOC records and
speaking with DOC staff, this office was informed that staff
were unable to locate this individual's property following a few
transfers. This office also provided this individual with tort
claim information.

Substantiated

Not specified

128.

Family member reports
concerns about OCO's
hotline closure.

This case was opened through the OCO website complaint
form related to an active open OCO investigation. The OCO
provided the family member with information about OCO's
recent hotline closure, communication to the population, and
updated hours. The OCO also documented any updated

information, added those details to the open case, and notified

the caseworker.

Information Provided

Airway Heights Corrections Center

129. Incarcerated individual This case is a duplicate of one that already exists in the OCO Complaint Withdrawn
relayed concerns about case management system.
getting on the MAT
line.

130. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined

passed away while in
DOC custody.

"expected" by DOC to the UFR Committee for further review.
The OCO reviewed relevant medical records and incident
reports and found the case did not meet criteria for UFR
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referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

131. Incarcerated individual Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
reported concerns complaint beyond intake as the alleged violation is a past
about a major rather than ongoing issue as the individual released from DOC
infraction for being out custody prior to the OCO investigating the concern.
of bounds while on
quarantine status.
132. Person reported At this time per WAC 138-10-040(3)(g) the OCO is unable to Declined
receiving an infraction investigate complaints addressing staff conduct, aside from
and requested conduct concerns regarding uses of force or Residential
investigation of staff Treatment Units (RTUs), due to extremely limited resources.
conduct.
133. Incarcerated individual Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
shared concerns complaint beyond intake due to extremely limited resources as
regarding not being this concern was about a disagreement of treatment rather
provided with a certain than access to medication.
medication.
134. Person reported on Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
behalf of the for resolving the concern through a DOC appeals process or
incarcerated individual the DOC Resolution Program. If the individual’s concern is not
that they are being addressed by these DOC processes, they can then contact the
harassed by a DOC staff OCO for assistance. The OCO provided technical assistance
member. about staff conduct concerns.
135. Incarcerated individual Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
shared concerns for resolving the concern through a DOC appeals process or
regarding DOC not the DOC Resolution Program. If the individual’s concern is not
providing them with addressed by these DOC processes, they can then contact the
adequate medical care. OCO for assistance. The OCO provided technical assistance
about filing resolution requests and requesting medical care.
136. Incarcerated individual Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
reported concerns for resolving the concern through a DOC appeals process or
about a major the DOC Resolution Program. If the individual’s concern is not
infraction and reports  addressed by these DOC processes, they can then contact the
that staff planted drugs OCO for assistance. The OCO provided technical assistance
in his cell. about appealing the infraction and grieving the staff conduct
prior to OCO investigation.
137. Incarcerated individual Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
reported concerns for resolving the concern through a DOC appeals process or
about a major the DOC Resolution Program. If the individual’s concern is not
infraction and the UA  addressed by these DOC processes, they can then contact the
process. OCO for assistance. The OCO provided technical assistance
about appealing the infraction prior to OCO investigation.
138. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided

some of their legal
paperwork went
missing after a cell
search.

for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about staff conduct concerns.
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139.

Person reported that
their time calculations
are incorrect.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about records and time calculations.

140.

Person reported that
they are being
retaliated against by a
DOC staff member.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about staff conduct concerns.

Cedar Creek Corrections Center

141.

A family member
reported a concern on
this person's behalf
regarding not being
scheduled to see the
oral surgeon and
needing a tooth pulled

that is causing him a lot

of pain.

The incarcerated individual did not respond to the OCQO’s
request for permission to investigate and/or additional
information within 30 days. The OCO encouraged the
incarcerated person to contact the OCO via mail or hotline if
they would like to request assistance.

Complaint Withdrawn

142.

Incarcerated individual
shared concerns

regarding wanting to be

placed into a
therapeutic
community.

Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
complaint beyond intake due to extremely limited resources.

143.

Person reported
concerns about being
forced to take an
assessment before
approval for Graduated
Reentry (GRE).

The OCO has reviewed this concern and declined to move the
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as at this time the OCO is unable to investigate
complaints addressing GRE due to extremely limited resources.

Declined

Clallam Bay Corrections Center

144.

A family member

reported a concern that

their loved one has
been delayed starting
their new medication
far enough in advance
of their upcoming
release date.

The incarcerated individual did not respond to the OCQO’s
request for permission to investigate and/or additional
information within 30 days. The OCO encouraged the
incarcerated person to contact the OCO via mail or hotline if
they would like to request assistance.

Complaint Withdrawn

145.

A family member
reported a concern
regarding their loved
one's placement in
restrictive housing.

The incarcerated individual did not respond to the OCO’s
request for permission to investigate and/or additional
information within 30 days. The OCO encouraged the
incarcerated person to contact the OCO via mail or hotline if
they would like to request assistance.

Complaint Withdrawn

146.

An external person
reported that their
loved one was not
receiving adequate

The OCO provided technical assistance to the impacted Technical Assistance Provided
person. The OCO cannot impact treatment decisions made by

medical providers that are supported by the DOC Health Plan
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medical care. The
impacted person
requested a change to
his treatment plan.

and DOC policy. Self-advocacy information specific to this
person's concern was provided.

147.

Person reported that
DOC has lost most of
their property.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about the property process.

Coyote Ridge Corrections Center

148.

A family member
reported a concern
regarding transferring
their loved one to a
facility that can
accommodate his
healthcare needs.

The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
request for permission to investigate and/or additional

information within 30 days. The OCO encouraged the

incarcerated person to contact the OCO via mail or hotline if

they would like to request assistance.

149.

Person reported
concerns regarding his
access to his
medication and
physical therapy. The
person also reported
concerns about his
resolutions not being
fairly reviewed.

The incarcerated individual contacted the OCO and reported  Complaint Withdrawn
that his medical concerns had been resolved and requested to

close the case. The person was encouraged to contact the OCO

if the problem reoccurs.

150. Incarcerated individual Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
shared concerns complaint beyond intake due to extremely limited resources.
regarding DOC not
following policy and
mishandling their
property.
151. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away whilein  "expected" by DOC to the UFR Committee for further review.
DOC custody. The OCO reviewed relevant medical records and incident
reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.
152. Person reported that  The OCO provided technical assistance to the impacted Technical Assistance Provided

the treatment plan he
is receiving is not
effective in controlling
his pain. This person is
requesting to be given a
different medication
and was told he was
waiting for a Care
Review Committee
decision regarding his
request.

person. The OCO cannot impact treatment decisions made by
medical providers that are supported by the DOC Health Plan
and DOC Policy. Self-advocacy information specific to this
person's concern was provided.
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153. Incarcerated individual Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
requested information for resolving the concern through a DOC appeals process or
about appeals. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about infraction appeals, however, the complaint did not
include details about the type of appeal the person was
requesting information about. The OCO provided a complaint
form and OCO hotline information so that the individual can
follow up with more details about their specific request.

154. Person reported thata Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
DOC staff member for resolving the concern through a DOC appeals process or
violated their privacy. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the PREA process and staff conduct concerns.

155. Person reported thata Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
DOC staff member for resolving the concern through a DOC appeals process or
violated their privacy. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the PREA process and staff conduct concerns.

156. Incarcerated individual Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided

reported concerns for resolving the concern through a DOC appeals process or
about a major the DOC Resolution Program. If the individual’s concern is not
infraction. addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance
about infraction appeals.

GRE/CPA
157. Person reported The OCO has reviewed this concern and declined to move the Declined
concerns about being  complaint beyond the intake investigation phase per WAC 138-
revoked from 10-040(3)(g) as at this time the OCO is unable to investigate
Graduated Reentry complaints addressing GRE due to extremely limited resources.
(GRE).

Monroe Correctional Complex

158. Incarcerated individual The incarcerated individual said they did not want the OCO to Complaint Withdrawn
shared concerns further investigate the complaint and closed the case.
regarding DOC
retaliating against

them.

159. Incarcerated individual Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
shared concerns complaint beyond intake as the individual released from DOC
regarding a staff custody prior to the OCO investigating the concern.
misconduct concern.

160. Person reported Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
concerns regarding complaint beyond intake due to any other reasons the ombuds
staff conduct. deems relevant to the complaint, including, but not limited to,

the priority and weight given to these and other relevant
factors. In this instance, the incarcerated person has another
concern already open in the OCQO's system.
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161. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away whilein  "expected" by DOC to the Unexpected Fatality Review (UFR)
DOC custody. Committee for further review. The OCO reviewed relevant

records and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

162. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away whilein  "expected" by DOC to the UFR Committee for further review.
DOC custody. The OCO reviewed relevant medical records and incident

reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

163. This person reporteda Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
concern regarding complaint beyond intake due to any other reasons the ombuds
being targeted and deems relevant to the complaint, including, but not limited to,
harassed by DOC staff. the priority and weight given to these and other relevant

factors. In this instance, the incarcerated person has another
concern already open in the OCQO's system.

164. Incarcerated individual Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
shared concerns complaint beyond intake due to extremely limited resources.
regarding DOC not The OCO cannot impact treatment decisions made by medical
providing them with providers that are supported by the DOC Health Plan and DOC
their preferred policy.
treatment.

165. Incarcerated individual Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
reported a concern complaint beyond intake due to any other reasons the ombuds
regarding hospital staff deems relevant to the complaint, including, but not limited to,
conspiring to refuse the priority and weight given to these and other relevant
disclosure of their factors. In this instance, the incarcerated person has another
records. concern already open in the OCQO's system.

166. Person reported a Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
concern regardingan  complaint beyond intake due to any other reasons the ombuds
infraction he received deems relevant to the complaint, including, but not limited to,
for not being able to the priority and weight given to these and other relevant
produce a sample for  factors. In this instance, the incarcerated person has another
urinalysis (UA) testing. concern already open in the OCQO's system.

167. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away while in "expected" by DOC to the UFR Committee for further review.

DOC custody. The OCO reviewed relevant medical records and incident
reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

168. Person reported The OCO has reviewed this concern and declined to move the Declined
concerns about staff complaint beyond the intake investigation phase per WAC 138-
conduct that led to an  10-040(3)(g) as at this time the OCO is unable to investigate
infraction. complaints addressing staff conduct, aside from conduct

concerns regarding uses of force or Residential Treatment
Units (RTUs), due to extremely limited resources.
169. Person reported that  Per WAC 138-10-040(3), the OCO declined to investigate the  Declined

staff refused to honor

complaint beyond intake because the alleged violation was a
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his Health Status
Report. The person
states he filed a
resolution request but
has not received a
response.

past rather than ongoing issue and there was no remedy
requested by the impacted person.

170. Person reported being The OCO provided technical assistance to the impacted Technical Assistance Provided
told that if he refuses  person. The OCO cannot impact treatment decisions made by
to take his medication medical providers that are supported by the DOC Health Plan
that DOC will force him and DOC policy. Self-advocacy information specific to this
to take it involuntarily. person's concern was provided. Involuntary medications are
supported by DOC policy 630.540.
171. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
they are being for resolving the concern through a DOC appeals process or
retaliated against by a  the DOC Resolution Program. If the individual’s concern is not
DOC staff member. addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about staff conduct concerns.
172. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
they were not given for resolving the concern through a DOC appeals process or
meals during isolation. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about filing a resolution request.
173. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
DOC staff lost their for resolving the concern through a DOC appeals process or
property. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about staff conduct concerns.
174. Person reported a Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
concern about the MAT for resolving the concern through a DOC appeals process or
program. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the MAT program.
175. Person reported The OCO provided technical assistance to the impacted Technical Assistance Provided
concerns regarding his person. The OCO cannot impact treatment decisions made by
access to the MAT medical providers that are supported by the DOC Health Plan
program prior to and DOC Policy. Self-advocacy information specific to this
release. The person person's concern was provided.
requested to be started
on the program before
he leaves the facility.
176. Person reported that  The OCO provided technical assistance to the impacted Technical Assistance Provided

the Addiction Medicine
Care Review
Committee (AM CRC)
denied his request for
medications for
substance use
treatment. The person
stated that the CRC did

person. The OCO cannot impact treatment decisions made by
medical providers that are supported by the DOC Health Plan
and DOC Policy. Self-advocacy information specific to this
person's concern was provided.
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not have all of his
community records to
support his request.

Olympic Corrections Center

177.

A family member The incarcerated individual did not respond to the OCQO’s
reported a concern request for permission to investigate and/or additional
regarding the information within 30 days. The OCO encouraged the
conditions and medical incarcerated person to contact the OCO via mail or hotline if
treatment at the facility they would like to request assistance.

their loved one was

housed at. The facility is

a work camp and lacks

the necessary disability

access to accommodate

for his injury.

Complaint Withdrawn

Other

178.

Family member relayed This case is a duplicate of one that already exists in the OCO
concerns regarding the case management system.

conduct of a

community correction's

officer.

Complaint Withdrawn

179.

General concerns about OCO staff opened this case in error.
DOC healthcare system.

Complaint Withdrawn

180.

General concerns about This case was a duplicate of one that already existed from the
DOC healthcare system. same complainant and for the same concern.

Complaint Withdrawn

Stafford Creek Corrections Center

181.

A family member
reported a concern
regarding their loved
one's safety at the
facility.

The incarcerated individual did not respond to the OCQO’s
request for permission to investigate and/or additional
information within 30 days. The OCO encouraged the
incarcerated person to contact the OCO via mail or hotline if
they would like to request assistance.

Complaint Withdrawn

182.

Person reported The OCO has reviewed this concern and declined to move the
concerns of staff
retaliation. 10-040(3)(g) as at this time the OCO is unable to investigate
complaints addressing staff conduct, aside from conduct
concerns regarding uses of force or residential treatment units

(RTUs), due to extremely limited resources.

complaint beyond the intake investigation phase per WAC 138-

Declined

183.

Person reported being The OCO has reviewed this concern and declined to move the

intimidated by staff.
10-040(3)(g) as at this time the OCO is unable to investigate
complaints addressing staff conduct, aside from conduct
concerns regarding uses of force or Residential Treatment
Units, due to extremely limited resources. The OCO also found
that the individual has been transferred to a different facility

than where he had staff concerns.

complaint beyond the intake investigation phase per WAC 138-

Declined

184.

Person reported that
they are not receiving
treatment for an issue
he has reported to
medical. The person
requested specific

The OCO provided technical assistance to the impacted
person. The OCO cannot impact treatment decisions made by
medical providers that are supported by the DOC Health Plan
and DOC policy. OCO staff verified that a treatment plan had
been created. Self-advocacy information specific to this
person's concern was provided.

Declined
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treatment and
diagnostics.

185.

Incarcerated individual
shared concerns
regarding DOC staff not
providing them with
their requested
accommodation.

Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
complaint beyond intake due to extremely limited resources.

186.

Person reported
concerns about being
denied Graduated
Reentry (GRE).

The OCO has reviewed this concern and declined to move the Declined
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as at this time the OCO is unable to investigate

complaints addressing GRE due to extremely limited resources.

187.

Person reported
concerns about a staff
member.

The OCO has reviewed this concern and declined to move the Declined
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as at this time the OCO is unable to investigate

complaints addressing staff conduct, aside from conduct

concerns regarding uses of force or Residential Treatment

Units (RTUs), due to extremely limited resources.

188. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away whilein  "expected" by DOC to the UFR Committee for further review.
DOC custody. The OCO reviewed relevant medical records and incident
reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.
189. Incarcerated individual Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
shared concerns complaint beyond intake due to extremely limited resources.
regarding their ordered
property being denied.
190. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
DOC is taking more for resolving the concern through a DOC appeals process or
money from them than the DOC Resolution Program. If the individual’s concern is not
they should be. addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about contacting the banking department.
191. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
their medical needs are for resolving the concern through a DOC appeals process or
not being met. the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the appointment process.
192. Person reported that  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
they are being for resolving the concern through a DOC appeals process or
retaliated against by a the DOC Resolution Program. If the individual’s concern is not
DOC staff member. addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about staff conduct concerns.
193. Person reported a Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided

concern about their
safety.

for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
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OCO for assistance. The OCO provided technical assistance
about requesting a cell move.

Washington Corrections Center

194. A family member

reported a concern on
this person's behalf

The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
request for permission to investigate and/or additional
information within 30 days. The OCO encouraged the

regarding DOC delaying incarcerated person to contact the OCO via mail or hotline if

or cancelling his post-
surgical follow-up

appointment and failing

to provide prescribed
medical equipment.

they would like to request assistance.

195.

Incarcerated individual
relayed concerns
regarding delayed
classification.

The OCO received a phone call from the individual requesting Complaint Withdrawn
this case be closed.

196.

Person reported
concerns about being
fired from his job.

The OCO has reviewed this concern and declined to move the Declined
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as at this time the OCO is unable to investigate

complaints addressing loss of employment due to extremely

limited resources.

197.

Person reported a
concern about staff
conduct and property.

The OCO has reviewed this concern and declined to move the Declined
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as at this time the OCO is unable to investigate

complaints addressing property and staff conduct, aside from

conduct concerns regarding uses of force or Residential

Treatment Units (RTU), due to extremely limited resources.

198.

Incarcerated individual
reported concerns
about a major
infraction.

Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
complaint beyond intake due to extremely limited resources.

199.

Incarcerated individual
shared concerns
regarding their time
served and release
date.

Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
complaint beyond intake due to extremely limited resources.

200. Person reported The OCO has reviewed this concern and declined to move the Declined
concerns about being  complaint beyond the intake investigation phase per WAC 138-
denied an override for  10-040(3)(g) as at this time the OCO is unable to investigate
Graduated Reentry complaints addressing GRE due to extremely limited resources.
(GRE)
201. Person wanted more  Per RCW 43.06C.040(2)(e), the OCO may not investigate No Jurisdiction
information about a because the ombuds may not investigate any complaints
new policy where DOC relating to an individual’s underlying criminal conviction.
is removing juvenile
records and stop
counting those points
against incarcerated
people.
202. Person reported on Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided

behalf of an
incarcerated individual

for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
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that they are not being
allowed to go to
religious services.

addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about filing a resolution request.

203.

Person reported that
they were turned away
during a medical
emergency.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about staff conduct concerns.

204.

Person reported that
they were wrongly
infracted.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about the infraction process.

205.

Incarcerated individual
reported concerns
about sanctions
associated with an
infraction.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about infraction appeals.

206.

Person reported that
they were wrongly
infracted.

Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
for resolving the concern through a DOC appeals process or

the DOC Resolution Program. If the individual’s concern is not

addressed by these DOC processes, they can then contact the

OCO for assistance. The OCO provided technical assistance

about the infraction process.

207.

Person reported
disagreeing with a
surgeon’s plan of care.
The person states he
does not want to get
two separate surgeries.

The OCO provided technical assistance to the impacted Technical Assistance Provided
person. The OCO cannot impact treatment decisions made by

medical providers that are supported by the DOC Health Plan

and DOC policy. Self-advocacy information specific to this

person's concern was provided.

Washington Corrections Center for Women

208. A family member The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
reported concernson  request for permission to investigate and/or additional
this person's behalf information within 30 days. The OCO encouraged the
regarding the method incarcerated person to contact the OCO via mail or hotline if
of testing for a medical they would like to request assistance.
issue and felt that this
violated HIPAA.
209. A family member The incarcerated individual did not respond to the OCO’s Complaint Withdrawn

reported a concern
regarding this person's
placement in
segregation and that
DOC did not provide
any information why
she was placed there
without access to
medication, any
property, a change of

request for permission to investigate and/or additional
information within 30 days. The OCO encouraged the
incarcerated person to contact the OCO via mail or hotline if
they would like to request assistance.
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clothes, towel or coat.
She was given blank
paperwork to sign and
did not know what it
was for.

210. An external person Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
opened a concernon  complaint beyond intake due to extremely limited resources.
behalf of an
incarcerated individual
regarding their time
served and release
date.

Washington State Penitentiary

211. A family member The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
reported a concern request for permission to investigate and/or additional
regarding staff conduct. information within 30 days. The OCO encouraged the
incarcerated person to contact the OCO via mail or hotline if
they would like to request assistance.

212. Aloved one reported  This case was a duplicate of one that already existed from the Complaint Withdrawn
on behalf of the same complainant and for the same concern.
incarcerated individual
that their medical
needs are not being

met.
213. A family member The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
reported a concernon request for permission to investigate and/or additional
this person's behalf information within 30 days. The OCO encouraged the
that his tablet and cup incarcerated person to contact the OCO via mail or hotline if
were taken and not they would like to request assistance.

replaced. He also needs
assistance with
navigating healthcare
issues and being
transferred to a facility
appropriate for his

safety.
214. A family member The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
reported a concern request for permission to investigate and/or additional
regarding their loved  information within 30 days. The OCO encouraged the
one trying to get a incarcerated person to contact the OCO via mail or hotline if

promotion to level 3 they would like to request assistance.
while in the Intensive

Management Unit

awaiting out of state

transfer.

215. An external person Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
shared concerns on complaint beyond intake as the alleged violation is a past
behalf of an rather than ongoing issue that the OCO investigated in a

incarcerated individual previous case.
regarding their safety
and placement.
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216. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away whilein  "expected" by DOC to the UFR Committee for further review.
DOC custody. The OCO reviewed relevant medical records and incident
reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

217. Person reported being The OCO has reviewed this concern and declined to move the Declined
targeted by staff. complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as at this time the OCO is unable to investigate
complaints addressing staff conduct, aside from conduct
concerns regarding uses of force or Residential Treatment
Units (RTUs), due to extremely limited resources.

218. This person reporteda Per WAC 138-10-040(3)(g), the OCO declined to investigate the Declined
concern regarding the complaint beyond intake due to any other reasons the ombuds

denial of Residential deems relevant to the complaint, including, but not limited to,
Treatment Unit (RTU)  the priority and weight given to these and other relevant
placement and the factors. In this instance, the incarcerated person has another

reasons noted in the concern already open in the OCQO's system.
most recent custody
facility plan (CFP).

219. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away while in "expected" by DOC to the UFR Committee for further review.
DOC custody. The OCO reviewed relevant medical records and incident

reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

220. Incarcerated individual When OCO criteria is met, this office refers cases labeled as Declined
passed away while in "expected" by DOC to the UFR Committee for further review.
DOC custody. The OCO reviewed relevant medical records and incident

reports and found the case did not meet criteria for UFR
referral. This case did not meet the definition of an
"unexpected" fatality as outlined in RCW 72.09.770, therefore
the OCO declined to refer this case to the UFR Committee.

221. Person reported on Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
behalf of the for resolving the concern through a DOC appeals process or
incarcerated individual the DOC Resolution Program. If the individual’s concern is not
that they would like a  addressed by these DOC processes, they can then contact the
new counselor. OCO for assistance. The OCO provided technical assistance
about staff conduct concerns.

222. Aloved one reported  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided

on behalf of the for resolving the concern through a DOC appeals process or
incarcerated individual the DOC Resolution Program. If the individual’s concern is not
that their medical addressed by these DOC processes, they can then contact the
needs are not being OCO for assistance. The OCO provided technical assistance
met. about scheduling an appointment with the provider.

223. Aloved one reported  Prior to OCO involvement, the incarcerated person has options Technical Assistance Provided
on behalf of the for resolving the concern through a DOC appeals process or
incarcerated individual the DOC Resolution Program. If the individual’s concern is not
that their medical addressed by these DOC processes, they can then contact the
needs are not being OCO for assistance. The OCO provided technical assistance
met. about scheduling an appointment with the provider.
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224,

A loved one reported
on behalf of the
incarcerated individual
that their medical
needs are not being
met.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about scheduling an appointment with the provider.

Technical Assistance Provided

225.

Person reported on
behalf of the
incarcerated individual
that they were
wrongfully infracted.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the infraction process.

Technical Assistance Provided

226.

Person reported on
behalf of the
incarcerated individual
that they were
wrongfully infracted.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the infraction process.

Technical Assistance Provided

227.

Person reported on
behalf of the
incarcerated individual
that they were
wrongfully infracted.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about the infraction process.

Technical Assistance Provided

228.

An external person
reported concerns
regarding their loved
one's medication
dosage being changed
by their medical
provider.

The OCO provided technical assistance to the impacted
person. The OCO cannot impact treatment decisions made by
medical providers that are supported by the DOC Health Plan
and DOC Policy. Self-advocacy information specific to this
person's concern was provided.

Technical Assistance Provided

229.

Person reported
concerns regarding
their loved one's
medication dosage
being changed by their
medical provider.

The OCO provided technical assistance to the impacted
person. The OCO cannot impact treatment decisions made by
medical providers that are supported by the DOC Health Plan
and DOC policy. Self-advocacy information specific to this
person's concern was provided.

Technical Assistance Provided

230.

Person reported a
concern about their
safety.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about safety concerns.

Technical Assistance Provided

231.

Person reported that
they are being targeted
and harassed by a DOC
staff member.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the
OCO for assistance. The OCO provided technical assistance
about staff conduct concerns.

Technical Assistance Provided

232.

Person reported that
their medical needs are
not being met.

Prior to OCO involvement, the incarcerated person has options
for resolving the concern through a DOC appeals process or
the DOC Resolution Program. If the individual’s concern is not
addressed by these DOC processes, they can then contact the

Technical Assistance Provided
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OCO for assistance. The OCO provided technical assistance
about the appointment process.
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The Office of the Corrections Ombuds (OCO) investigates complaints regarding any Department
of Corrections’ (DOC) actions or inactions that adversely affect the health, safety, welfare, and
rights of incarcerated individuals. RCW 43.06C.040(2)(k) directs the ombuds to render a public
decision on the merits of each complaint at the conclusion of an investigation. All cases opened
by the OCO are considered investigations for the purposes of the statute. The OCO opens an
investigation for every complaint received by this office. The following pages serve as public
decisions required by statute.

Case Closure Reason Meaning

Unexpected Fatality Review | The incarcerated person died unexpectedly and the death
was reviewed by the Unexpected Fatality Review
Committee, as required by RCW 72.09.770.

Assistance Provided The OCO achieved full or partial resolution of the person’s
complaint.
Information Provided The OCO provided individualized self-advocacy or case-

specific information.
DOC Addressed the Complaint | DOC staff addressed the concern prior to OCO action.
Insufficient Evidence to Available evidence was insufficient to substantiate the
Substantiate concern.

No Violation of DOC Policy | The OCO determined that DOC did not violate DOC policy
or no applicable DOC policy existed.
Substantiated The OCO verified the concern but was unable to achieve a
resolution to the concern.

Complaint Withdrawn The incarcerated individual did not provide permission to
proceed with an investigation or asked OCO to close the
complaint, or OCO staff opened the complaint in error.

Declined The OCO declined to investigate the complaint per WAC
138-10-040(3).
No Jurisdiction The complaint did not meet OCO’s jurisdictional

requirements set forth in RCW 43.06C.040(2)(e).
Technical Assistance Provided | The OCO provided general self-advocacy information to
resolve the concern through a DOC process prior to OCO
involvement.

The OCO implemented new case closure reasons in July 2025.
This change aligns with the agency’s goals of ensuring that materials are accessible
and ensuring transparency in data reporting.

Monthly outcome reports are available on Securus tablets, in law libraries,
and online at https://oco.wa.gov/reports-publications/reports.



Common DOC Acronyms & Glossary

ADA: Americans with Disabilities Act
ASR: Accommodation Status Report
BOE: Behavior Observation Entry

Cl: Correctional Industries

Closed Case Review: These reviews may be conducted
by the OCO when a complainant whose case was closed
requests a review by the Closed Case Review Team.

CO: Correctional Officer

CPA: Community Parenting Alternative

CRC: Care Review Committee

CUS: Correctional Unit Supervisor

DES: Department of Enterprise Services
DOSA: Drug Offender Sentencing Alternative
EFV: Extended Family Visit

ERD: Earned Release Date

EMP: Extraordinary Medical Placement

GRE: Graduated Reentry

HCSC: Headquarters Community Screening Committee

HSR: Health Status Report

11U or I&l: DOC's Intelligence and Investigations Unit
J&S: Judgment and Sentence

MAT: Medication Assisted Treatment

Pruno: Alcoholic drink typically made by fermenting
fruit and other ingredients.

PULHES codes: Washington DOC assigns health services
codes to every incarcerated individual. These codes are
meant to note the presence and severity of various
health-related factors, such as medication delivery
requirements, mobility limitations, developmental
disability, and frequency of use of mental health
services.

SARU: Substance Abuse Recovery Unit
SSOSA: Special Sex Offender Sentencing Alternative

SOTAP: Sex Offender Treatment and Assessment
Program

SVP: Sexually Violent Predator
TC: Therapeutic Community

WaONE: Washington ONE (“Offender Needs
Evaluation”)

DOC Prisons
AHCC: Airway Heights Corrections Center
CBCC: Clallam Bay Corrections Center
CCCC: Cedar Creek Corrections Center
CRCC: Coyote Ridge Corrections Center
MCC: Monroe Correctional Complex
MCCCW: Mission Creek Corrections Center for Women
OCC: Olympic Corrections Center
SCCC: Stafford Creek Corrections Center
WCC: Washington Corrections Center
WCCW: Washington Corrections Center for Women
WSP: Washington State Penitentiary
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Unexpected Fatality Review
Committee Report

UFR-25-022 Report to the Legislature—600-SR001

Legislative Directive and Governance

RCW 72.09.770 requires the Department of Corrections (DOC) to convene an Unexpected Fatality
Review (UFR) committee to review any case in which the death of an incarcerated individual was
unexpected, or in any case identified by the Office of the Corrections Ombuds (OCO) for review.

The purpose of the unexpected fatality review is to develop recommendations for DOC and the
legislature regarding changes in practices or policies to prevent fatalities and strengthen safety and
health protections for incarcerated individuals in DOC'’s custody.

This report describes the results of one such review.

Disclosure of Protected Health Information

RCW 72.09.770 requires DOC to disclose protected health information - including mental health and
sexually transmitted disease records - to UFR committee members. Federal law, 42 CFR 2.53
subsection (g) authorizes the sharing of patient identifying substance use information to state,
federal, or local agencies in the course of conducting audits or evaluations mandated by statute or
regulation.
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https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770

UFR Committee Members

The following members attended the UFR Committee meeting held virtually on April 16, 2026:

DOC Health Services

e Dr. Poonam Bhagia, Deputy Chief Medical Officer

e Kristen Stowers, Registered Nurse 4 for Chief of Nursing

e Dr. Cynthia Mason, Chief of Psychology for Director of Behavioral Health
e Mark Eliason, Deputy Assistant Secretary

e Dr. Rae Simpson, Director — Quality Systems

e Dr. Catherine Smith, Director — Addiction Medicine

e Dr. Zainab Ghazal, Health Services Administrator

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e James Key, Deputy Assistant Secretary
e Rochelle Stephens, Men’s Prisons Project Manager

DOC Risk Mitigation

e Michael Pettersen, Director
e Elisabeth Kingsbury, Litigation Administrator

Office of the Corrections Ombuds (OCO)

e Ollie Webb, Assistant Corrections Ombuds — Investigations
e Madison Vinson, Assistant Corrections Ombuds — Policy

Department of Health (DOH)

e Karen Pastori, Health Services Consultant — Prevention and Community Health

Health Care Authority (HCA)

e Dr. Heather Schultz, Associate Medical Director

Washington State Department of Corrections
Report on Unexpected Fatalities
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This report includes a summary of the unexpected fatality, committee discussion, findings, and
recommendations.

Fatality Summary

Date of Birth: 1975 (50-years-old).

Date of Incarceration: February 2018.

Date of Death: November 2025.

At the time of death, the decedent was housed in a prison facility.

The cause of death is acute methamphetamine, hydroxyzine, PINACA 3, 3-dimethylbutanoic acid, and
MDMB-4-en-PINACA intoxication. The manner of death is accidental.

A brief timeline of events prior to the decedent’s death:

1 Day Prior to Death Event

19:31 hours e The decedent is observed entering their cell.

19:48 — 21:05 hours e Tier checks and formal counts are conducted.

e Video surveillance depicts movement in the decedent’s cell and their

21:42-22:26 h
6 hours cell light turning on and off.

e Atier check and formal count are conducted.
22:30—23:46 hours
e The cell light within the decedent’s cell is observed turning on and off.

Day of Death Event

e Atier check is initiated; a custody officer arrives at the decedent’s cell
00:32 —00:37 hours front at 00:36 hours and finds the decedent unresponsive in their cell.

e DOC staff initiate an emergency call for an unresponsive individual.

00:38 —00:39 hours e Additional DOC staff response, including medical staff, arrive on scene.
00-40 hours ° The decedent’s cell door is opened, and lifesaving measures are
initiated.
00:54 hours e Community Emergency Medical Services (EMS) arrives on scene and
assumes care.
1:10 hours e The decedent is declared deceased by community EMS.

UFR Committee Discussion

The UFR committee met to discuss the findings and recommendations from the DOC Critical Incident
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Review (CIR) and the DOC Mortality Review Committee (MRC). The UFR committee considered the
information from both reviews in formulating recommendations for improvement.

A. DOC conducted a CIR to determine the facts surrounding the unexpected fatality and to evaluate

compliance with DOC policies and operational procedures.

1. The CIR found:

a.

On the day of death, a custody officer conducting a tier check discovered the decedent
unresponsive in their cell.

i. Lifesaving measures were initiated by DOC staff and continued by community EMS;
however, the decedent was declared deceased at 1:10 hours by community EMS.

DOC’s Resilience Support Team (RST) was deployed the same day to speak with affected
DOC staff and mental health rounds in the unit were completed the following day.

The CIR noted that a tier check between the 21:00 and 22:00 hours was not conducted as
required by DOC policy 420.370 Security Inspections due to a shift change between third
and first shift. However, video surveillance revealed that the decedent was alive during this
time, as their cell light was observed turning on and off and movement within the cell was
visible. Therefore, the delayed tier check does not appear to have contributed to this
incident.

2. No contributing, causal, or non-causal factors to the decedent’s death were identified within
the scope of the CIR.

B. Independent of the CIR, the MRC reviewed the medical record and antecedent care delivered and

provided the following findings.

1. The MRC found:

a.

b.

C.

The decedent’s antecedent medical history included high blood pressure, prediabetes,
complex chronic pain, asthma, multiple substance use disorders (SUD), unspecified
personality disorder, anxiety, and post-traumatic stress disorder (PTSD).

The decedent interacted consistently with their DOC care team and self-reported illicit
substance use prior to incarceration and ongoing illicit buprenorphine use while
incarcerated to their mental health provider. The decedent was diagnosed with multiple
SUDs but was not referred for a formal substance use assessment or to their primary care
provider for additional care planning.

The decedent requested psychosocial SUD treatment through their mental health provider
and medication to treat opioid use disorder (MOUD) and chronic pain through their primary
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care provider.

i. Areferral to DOC’s Care Review Committee (CRC) was placed for consideration of
suboxone for the decedent. The CRC deferred to DOC’s addiction medicine team;
however, at the time of the CRC deferral, there was no formal process for addiction
medicine consultations or referrals, and an addiction medicine consultation was not
completed.

d. The MRC discussed the importance of collaboration and communication between DOC’s
mental health, psychiatric, addiction medicine, and primary care providers for complex
individuals, as well as the potential benefits of incorporating clinical urine drug screening as
part of an individual’s care plan.

2. While not directly causal to the decedent’s death, the MRC recommended:

a. Continue enhancing DOC’s addiction medicine services to ensure each incarcerated
individual’s recovery and wellness are supported.

b. Reinforce the importance of multidisciplinary collaboration and communication between
DOC care team members.

c. Consider incorporating clinical urine drug screening into primary care encounters as part of
an individual’s ongoing treatment.

C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed:
1. Process for referring an individual to DOC’s addiction medicine team.

a. The UFR committee discussed the decedent’s incomplete referrals to DOC’s addiction
medicine team and reviewed the measures and education which have since been
implemented to ensure consultations are completed.

2. |Initiation of lifesaving measures.

a. UFR committee members reviewed custody staff’s brief delay in entering the decedent’s
cell to begin lifesaving measures, as custody officers were working to secure the scene and
completing a safety assessment before entering.

UFR Committee Findings

The decedent died of acute methamphetamine, hydroxyzine, PINACA 3, 3-dimethylbutanoic acid, and
MDMB-4-en-PINACA intoxication. The manner of death is accidental.
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UFR Committee Recommendations

The UFR committee did not issue any recommendations for corrective action.

Consultative remarks that do not directly correlate to cause of death, but may be
considered for review by the Department of Corrections:

1. Continue enhancing DOC’s addiction medicine services to ensure each incarcerated individual’s
recovery and wellness are supported.

2. Reinforce the importance of multidisciplinary collaboration and communication between DOC care
team members.

3. Consider incorporating clinical urine drug screening into primary care encounters as part of an
individual’s ongoing treatment.
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Unexpected Fatality Review
Committee Report

UFR-25-029 Report to the Legislature—600-SR001

Legislative Directive and Governance

RCW 72.09.770 requires the Department of Corrections (DOC) to convene an unexpected fatality
review (UFR) committee to review any case in which the death of an incarcerated individual was
unexpected, or in any case identified by the Office of the Corrections Ombuds (OCO) for review.

The purpose of the unexpected fatality review is to develop recommendations for DOC and the
legislature regarding changes in practices or policies to prevent fatalities and strengthen safety and
health protections for incarcerated individuals in DOC'’s custody.

This report describes the results of one such review.

Disclosure of Protected Health Information

RCW 72.09.770 requires DOC to disclose protected health information - including mental health and
sexually transmitted disease records - to UFR committee members. Federal law, 42 CFR 2.53
subsection (g) authorizes the sharing of patient identifying substance use information to state,
federal, or local agencies in the course of conducting audits or evaluations mandated by statute or
regulation.
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UFR Committee Members

The following members attended the UFR Committee virtual meeting held on April 16, 2026:

DOC Health Services

e Dr. Poonam Bhagia, Deputy Chief Medical Officer

e Kellett Sayre, Interim Assistant Secretary

e Mark Eliason, Deputy Assistant Secretary

e Kristen Stowers, Registered Nurse 4

e Dr. Catherine Smith, Director — Addiction Medicine
e Dr. Cynthia Mason, Chief of Psychology

e Dr. Zainab Ghazal, Administrator

e Dr. Rae Simpson, Director - Quality Systems

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e James Key, Deputy Assistant Secretary
e Rochelle Stephens, Men’s Prisons project Manager

DOC Risk Mitigation

e Michael Pettersen, Director
e Elisabeth Kingsbury, Litigation Administrator

Office of the Corrections Ombuds (OCO)

e Ollie Webb, Assistant Corrections Ombuds - Investigations
e Madison Vinson, Assistant Corrections Ombuds - Policy

Department of Health (DOH)

e Karen Pastori, Health Services Consultant 3 — Prevention and Community Health

Health Care Authority (HCA)

e Dr. Heather Schultz, Associate Medical Director

Washington State Department of Corrections
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This report includes a summary of the unexpected fatality, committee discussion, findings, and
recommendations.

Fatality Summary

Year of Birth: 1951 (74-years-old)
Date of Incarceration: March 2024
Date of Death: October 2025

At the time of death, the decedent was housed in a prison facility and receiving care in a
community hospital.

The cause of death is subacute myocardial infarct due to atherosclerotic cardiovascular disease.
The manner of death is natural.

A brief timeline of events prior to the decedent’s death.

Day Prior to Death Event

e The decedent was seen during sick call for shortness of breath
Day 28 L . . .
with increasing cough and prescribed medication.

e The decedent was seen by their primary provider for follow-up.
Day 25 Medications were adjusted and they were advised to notify staff
for any worsening of their condition.

e The decedent advised DOC staff that they were having increased
Day 24 difficulty breathing, a medical emergency was declared, and they
were transported to a community hospital.

e The decedent required an enhanced level of care and was
transported to a larger community hospital and admitted to the

Day 20 critical care unit.
e Aseriously ill notification was completed.
e The decedent’s condition continued to decline and they
Days 19-1 . .
developed multiple complications.
e The decedent was transitioned to comfort care per the wishes of
their family.
Day 0

e The decent was declared deceased by a community hospital
provider.
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UFR Committee Discussion

The UFR committee met to discuss the findings and recommendations from the DOC Mortality

Review Committee and the DOC Critical Incident Review. The UFR committee considered the

information from both reviews in formulating recommendations.

A. The DOC Mortality Review Committee (MRC) reviewed the medical record and the
antecedent care delivered, and provided the following findings:

e.

The decedent’s medical history includes pre-existing cardiovascular disease and
hyperlipidemia.

The decedent received appropriate problem-focused clinical care and was up to date
on all recommended health screenings and routine exams.

Nursing staff provided the decedent with generalized fluid intake education. The
MRC noted that clinical recommendations should be tailored to meet the needs of
older adults.

The MRC reviewed a report regarding a brief delay in operational coordination
between nursing and custody staff during the community hospital transport process
and confirmed that the transport timelines had no causal relationship to the fatality.

No clinical care gaps were identified.

B. While not contributory to the cause of the decedent’s death, the MRC identified the
following opportunities for improvement and recommended:

1. DOC should provide additional clinical guidance and education to enhance staff

competence and facilitate the personalization of fluid intake recommendations for
older adults.

DOC should conduct a facility-level review of the hospital transport request process
to identify potential improvements.

C. Independent of the mortality review, the DOC conducted a CIR to determine the facts

surrounding the unexpected fatality and to evaluate compliance with DOC policies and

operational procedures.

1. No contributing, causal or non-causal factors were identified within the scope of

the CIR were found.

D. The committee reviewed the unexpected fatality, the MRC recommendations and discussed
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the following:

1. Documentation the Seriously Il Notification (SIN):

a. A committee member inquired if the family of the decedent was notified
of their seriously ill notification status because the space on DOC Health
Services form 13-109 Seriously Il Notification was left blank.

1. DOC confirmed the decedent’s family was notified of the seriously ill
status and the family was actively in communication with the
community hospital physicians.

b. Pursuant to DOC policy 610.600 Infirmary/Special Needs Unit Care, the
facility Superintendent, Religious Coordinator or their designee is
responsible to notify an individual’s family when they are seriously ill.

c. The UFR Committee noted that the form used for SIN documentation is a
Health Services form that is filed within an individual’s protected health
record and is not accessible to staff in other DOC departments.

d. Committee members recommend DOC review the administrative
workflow for SIN documentation to ensure consistent, accurate record-
keeping.

Committee Findings

The decedent died of a subacute myocardial infarct due to atherosclerotic cardiovascular
disease. The manner of death is natural.

Committee Recommendations

The UFR committee did not issue any recommendations for corrective actions.

Consultative remarks that do not directly correlate to cause of death, but may
be considered for review by the Department of Corrections:

1. DOC should provide additional clinical guidance and education to enhance staff
competence and facilitate the personalization of fluid intake recommendations for older
adults.

2. DOC should conduct a facility-level review of the hospital transport request process to
identify potential improvements.
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