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                              Monthly Outcome Report: April 2026 
 

 

    

    Complaint Summary             Outcome Summary Case 
Closure 
Reason 

                      Unexpected Fatality Reviews  

 1. Incarcerated individual 
passed away while in DOC 
custody. 

This case was reviewed by the Unexpected Fatality Review 
Committee, consisting of the OCO, DOC, Department of Health, 
and Health Care Authority. A public report regarding UFR-25-
021 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 
offered four recommendations that can be found in the report. 

Unexpected 
Fatality Review 

                       Case Investigations  

  Airway Heights Corrections Center 

2. Person reported concerns 
about not receiving his 
medical shoes at his new 
facility. 

The OCO provided assistance. The OCO reviewed DOC records 
and reached out to DOC property staff, who said that this 
individual's shoes did not meet the criteria because they did not 
come from an approved vendor. After OCO outreach, Health 
Services confirmed that this individual was seen by a specialist 
and has received new medical shoes from an approved vendor. 

Assistance 
Provided 

3. Person reported concerns 
about their counselor 
delaying their Custody 
Facility Plan review due to a 
pending infraction.  

DOC staff addressed this concern prior to OCO action. OCO staff 
reviewed the person's record and found the custody facility plan 
had been completed. 

DOC 
Addressed the 
Complaint 

4. Person reported that he is 
not being provided 
necessary programming. The 
person is requesting a 
transfer to a facility where 
he can receive treatment. 

DOC staff addressed this concern prior to OCO action. OCO staff 
reviewed the person's record and found they had been 
transferred to a different facility as requested. 

DOC 
Addressed the 
Complaint 

5. Patient reports concerns 
about her gender affirming 
appointments being 
scheduled at the wrong 
location, potentially causing 
delays or transfer. 

DOC staff addressed this concern prior to OCO action. The OCO 
confirmed the patient's physical therapy appointments are 
scheduled at a place that should not trigger facility transfer. This 
office also confirmed the patient is scheduled for surgery. 

DOC 
Addressed the 
Complaint 

6. Person reported concerns 
about not receiving items 
prescribed in a Health 
Services Report (HSR) while 
in solitary confinement. 

The OCO provided information about filing a tort claim. The 
OCO reviewed DOC records and found that this individual was 
moved out of solitary confinement to another facility. The OCO 
reached out to DOC staff at the new facility, who confirmed that 
he is getting the items in his HSR. The OCO also reached out to 
DOC staff at his previous facility, who said they could not 
confirm that he received the HSR items while in solitary 
confinement, despite having a valid HSR on file. The OCO 
conducted a detailed records review of his time in solitary 
confinement at his previous facility and confirmed that this 

Information 
Provided 
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individual received the items prescribed in the HSR after his 
initial outreach to the OCO. 

7. Incarcerated individual 
shared concerns regarding 
being infracted with an 
infraction that no longer 
exist. 

The OCO provided information regarding the infraction in 
question. After reviewing DOC records, this office was able to 
confirm that this individual is referring to a change that has not 
taken place yet. 

Information 
Provided 

8. Patient reports concerns 
about access to post-op care. 

The OCO elevated the concerns through DOC health services 
leadership, confirmed the patient's appointment with an offsite 
specialist was rescheduled, then tracked and confirmed the 
rescheduled appointment occurred. The OCO noted this case for 
future systemic review of post-op care at the facility. 

Information 
Provided 

9. Person reports their medical 
care has been delayed by 
DOC medical and is 
requesting that the Care 
Review Committee be held 
responsible for denying his 
medication request. 

The OCO provided information to the person about his active 
consultations. OCO staff reviewed the person's consultations 
and found the Care Review Committee has not made a decision 
on his request, and the patient has not reached out to request a 
medical appointment since arriving at the facility. The Care 
Review Committee (CRC) exists to approve or deny medical 
interventions that are not clearly covered by the DOC health 
plan and related protocols.  The CRC is within its authority to 
deny the requested treatment. The OCO cannot impact clinical 
decisions. 

Information 
Provided 

10. Person reports being taken 
off their pain management 
medication due to 
unexpected side effects. He 
has seen a specialist who 
made treatment 
recommendations that have 
not been approved by DOC 
medical. 

The OCO provided information to the person regarding their 
active specialist consultations. OCO staff reviewed this person's 
records and found they had already been restarted on their 
medication and had additional diagnostics scheduled as 
recommended by the specialist. 

Information 
Provided 

11. Incarcerated individual 
shared concerns regarding 
being dismissed from their 
work program after 
attending a family visit. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. After reviewing DOC records and 
speaking with DOC staff, this office was informed that this 
individual had missed numerous scheduled work shifts and DOC 
staff determined that this individual's conduct during work was 
grounds for dismissal. 

Insufficient 
Evidence to 
Substantiate 

12. Incarcerated individual 
shared concerns regarding 
DOC staff wrongfully 
terminating them from their 
job and holding a CFP 
(Custody Facility Plan) 
without their knowledge. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. After reviewing DOC records, this 
office was able to confirm that this individual waived their 
appearance for the CFP. DOC records also indicate that this 
individual was infracted a few times which led to their removal 
from their work program. 

Insufficient 
Evidence to 
Substantiate 

13. 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 was found 
possessing Suboxone which they are not prescribed. 

No Violation of 
DOC Policy 

14. Incarcerated individual 
shared concerns regarding 
wanting to live in a specific 
custody setting. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 300.380. This office 
informed this individual that DOC staff may move an individual 
where staff determine they will be safe. This office provided this 
individual with information related to how they can request 
specific custody settings. 

No Violation of 
DOC Policy 
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15. Incarcerated individual 
relayed concerns regarding 
several infractions. 

The OCO reviewed the individual's infraction history and 
confirmed that they have 3 recent WAC 603 infractions but only 
1 was appealed. The OCO requires that infractions be appealed 
before review, thus the OCO only reviewed the infraction 
materials for that 1 infraction and found no violation of DOC 
policy 460.000 as spice was found during a cell search and the 
sanctions given are less than the mandatory sanctions per DOC 
policy 460.050. 

No Violation of 
DOC Policy 

16. Incarcerated individual 
relayed concerns regarding 
two infractions for refusing 
housing. 

The OCO reviewed the infraction materials and found no 
violation of DOC policy 460.000 as the individual refused to 
provide statements to support concerns about the issues they 
were having in relation to the request for a cell move. 

No Violation of 
DOC Policy 

17. Incarcerated individual 
relayed concerns regarding 
an infraction for a weapon 
that the individual states was 
actually a beading tool. 

The OCO reviewed the infraction materials and found no 
violation of DOC policy 460.000 as a cell search resulted in the 
finding of a razor blade concealed in a book that the individual 
admitted to possession of and stated that they intended to 
commit suicide with the razor blade. 

No Violation of 
DOC Policy 

18. Person reported that DOC is 
refusing to issue him new 
medical shoes. 

The OCO was able to substantiate this concern but was unable 
to achieve a resolution. OCO staff reviewed the person's records 
and confirmed that new shoes had not been issued, however 
the person released before a resolution could be achieved. 

Substantiated 

  Cedar Creek Corrections Center 

19. Incarcerated individual 
relayed concerns about their 
good conduct time (GCT) 
restoration pathway not 
being followed. 

The OCO reviewed the individual's custody facility plan and 
confirmed that DOC found the individual met the requirements 
of the approved restoration pathway at this time. 

DOC 
Addressed the 
Complaint 

20. Person reported that DOC 
has not posted the 
ingredient lists for mainline 
meals, resulting in him not 
being able to self-select 
potential allergens as he has 
been instructed to do by 
DOC because the DOC 
cannot accommodate his 
food allergies. 

The OCO provided information to the person regarding the 
investigation into the reported issue. The OCO identified 
multiple barriers and gaps in DOC policy that prevent 
customized diets that would accommodate any food allergy. 
These barriers and policy concerns were elevated to DOC 
leadership. The OCO conducted systemic research on 
therapeutic diets, including work on this case, which resulted in 
the publication of a systemic report, Food Systems in WA DOC: 
Therapeutic Diets. The OCO made recommendations in this 
report that address this individual's concern, to which DOC 
made a formal response. The OCO provided this individual with 
a copy of the report. 

Information 
Provided 

21. Incarcerated individual 
relayed concerns regarding 
an infraction and the way 
that the investigators 
conducted the investigation. 

The OCO reviewed the infraction materials and found no 
violation of DOC policy 460.000 as there is evidence that shows 
the individual used the phone to speak to another incarcerated 
individual to orchestrate a contraband purchase and drop. The 
concerns about the investigator's conduct do not impact the 
guilty finding as there is enough information based on the 
recorded calls alone to substantiate the infraction. 

No Violation of 
DOC Policy 

22. Incarcerated individual 
shared concerns regarding 
wanting to go into GRE 
(Graduated Reentry) or a 
Reentry Center. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 300.380. After reviewing 
DOC records, this office was able to confirm that this individual 
was still participating in mandatory programming and unable to 
transfer due to this. 

No Violation of 
DOC Policy 
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23. Incarcerated individual 
shared concerns regarding 
DOC segregating them based 
on their custody level. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 300.380. This office 
provided this individual with information regarding DOC 
procedures for separation of DOC custody levels. 

No Violation of 
DOC Policy 

  Clallam Bay Corrections Center 

24. Person reported that he was 
taken off of the gluten-free 
diet despite having a gluten 
sensitivity. 

The OCO provided assistance by getting this individual back on 
the gluten-free diet. The OCO reviewed DOC records and 
resolutions requests from this individual and found he was 
taken off of the gluten-free diet because he did not meet the 
diet criteria. OCO staff reached out to multiple DOC staff at the 
facility and at headquarters, who maintained that this individual 
did not meet the criteria. After extensive outreach and 
negotiation with the facility and headquarters, this individual 
met with a specialist, who recommended he be put back on the 
gluten-free diet. The OCO met with this individual in person and 
confirmed that he was put back on the gluten-free diet. The 
OCO conducted systemic research on therapeutic diets, 
including work on this case, which resulted in the publication of 
a systemic report, Food Systems in WA DOC: Therapeutic Diets. 
The OCO made recommendations in this report that address 
this individual's concern. DOC made a formal response to those 
recommendations. 

Assistance 
Provided 

25. Incarcerated individual 
relayed concerns regarding 
being in segregation on a 
MAX program. 

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

DOC 
Addressed the 
Complaint 

26. Incarcerated individual 
shared concerns regarding 
wanting to be promoted 
custody levels. 

DOC staff addressed this concern prior to OCO action. After 
reviewing DOC records, this office was able to confirm that this 
individual has been promoted. 

DOC 
Addressed the 
Complaint 

27. External person reported 
concerns about force DOC 
used on their incarcerated 
loved one during a cell 
extraction. DOC was 
removing them from their 
cell after an emergency. 

The OCO reviewed the use of force and verified based on the 
evidence available, the force was conducted per current policy. 
The OCO spoke with DOC staff at multiple levels about 
emergency response and different methods of addressing crisis 
as a result of this review. The OCO verified the person received 
medical care, and the OCO is reviewing the person’s 
classification in another investigation. 

Information 
Provided 

28. Incarcerated person 
reported concerns about 
force DOC used on them 
during a cell extraction. DOC 
was removing them from 
their cell after an 
emergency. 

The OCO reviewed the use of force and verified based on the 
evidence available, the force was conducted per current policy. 
The OCO spoke with DOC staff at multiple levels about 
emergency response and different methods of addressing crisis 
as a result of this review. The OCO verified the person received 
medical care, and the OCO is reviewing the person classification 
in another investigation. 

Information 
Provided 

29. Incarcerated individual 
relayed concerns regarding a 
use of force where they 
report staff sprayed them 
directly in their eye. 

The OCO reviewed the use of force and spoke with DOC staff. In 
reviewing the use of force, the OCO had concerns that staff 
sprayed the individual with OC and then put them in the spit 
hood without decontamination first. The OCO elevated these 
concerns to DOC and recommended a policy change that 
prohibits the usage of a spit hood after the usage of OC spray 
without decontamination occurring first. The OCO also 
discussed the individual's extended placement in segregation 
with DOC staff and their access to level promotions and 

Information 
Provided 
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confirmed the individual has since been released from 
segregation. 

30. Person reported that they 
were mistakenly taken off 
the medication assisted 
treatment (MAT) program 
because staff believed he 
was diverting medication. 
The person states that there 
is no evidence to support 
this decision and would like 
to be placed back on the 
medication. 

The OCO provided information found during this investigation 
to the person. OCO staff reviewed all related documentation 
and contacted DOC health services leadership at the facility and 
headquarters level. OCO staff were informed that the person's 
care was going to be reviewed by the Director of Addiction 
Medicine. A final decision will be made at that level. The OCO 
cannot impact clinical decisions. 

Information 
Provided 

31. During an in-person 
monitoring visit, an 
incarcerated individual 
reported concerns about the 
diabetic diet. 

The OCO provided information about systemic work on 
Therapeutic Diets, which resulted in the publication of a 
systemic report, Food Systems in WA DOC: Therapeutic Diets. 

Information 
Provided 

32. An external person shared 
concerns on behalf of an 
incarcerated individual 
regarding being infracted 
and demoted. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. After speaking with DOC staff and 
reviewing DOC records, this office was informed that this 
individual was provided with a response on their classification 
appeal. This office was also able to confirm that DOC staff 
provided a response to their infraction appeal. 

Insufficient 
Evidence to 
Substantiate 

33. Incarcerated individual 
shared concerns regarding 
being infracted and demoted 
and not receiving a response 
on the related appeals. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. After speaking with DOC staff and 
reviewing DOC records, this office was informed that this 
individual was provided with a response on their classification 
appeal. This office was also able to confirm that DOC staff 
provided a response to their infraction appeal. 

Insufficient 
Evidence to 
Substantiate 

34. Incarcerated individual 
relayed concerns regarding 
an infraction and the related 
sanctions. 

The OCO reviewed the infraction materials and found no 
violation of DOC policy 460.000 as there is evidence showing the 
individual attempted to have drugs introduced through a visit 
and no violation of DOC policy 460.050 as the sanctions were 
reduced at the headquarters level and are much less than the 
mandatory sanctions. 

No Violation of 
DOC Policy 

35. Incarcerated individual 
shared concerns regarding 
not being allowed to 
promote levels despite being 
eligible to do so. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 320.250. After reviewing 
DOC records and speaking with DOC staff, this office was 
informed that DOC determined this individual does not fit the 
criteria that allows them to promote levels. 

No Violation of 
DOC Policy 

  Coyote Ridge Corrections Center 

36. Patient reports concerns 
about access to cancer care 
and diagnostics for ongoing 
symptoms. 

The OCO provided assistance by elevating the concerns through 
DOC health services leadership. After outreach, the OCO 
confirmed the patient received a medical appointment, 
additional testing and follow up was ordered, and the patient 
was approved for surgery. This office added the appointments 
to the tracker and confirmed the appointments were scheduled. 

Assistance 
Provided 

37. Person expressed concerns 
about the mechanical soft 
diet and requested menu 
substitutions. 

DOC staff addressed this concern prior to OCO action. The OCO 
reviewed DOC records and reached out to DOC food services 
staff, who had already spoken with this individual about his 
concerns. DOC staff stated that they were able to address some 

DOC 
Addressed the 
Complaint 
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of his concerns by preparing food items to be softer, but could 
not accommodate the menu substitutions per DOC policy 
240.100. 

38. Incarcerated individual 
reports that they are unable 
to access GRE due to medical 
reasons even after receiving 
medical clearance from a 
provider. 

DOC staff addressed this concern prior to OCO action. The OCO 
confirmed the individual released from prison. 

DOC 
Addressed the 
Complaint 

39. Person reports that the DOC 
is not providing adequate 
dental care because he 
declined dental care in the 
past. The person is 
requesting to have his 
refusal retracted so that he 
can see a specialist to 
complete his care before he 
releases. 

The OCO provided information to the person regarding their 
active specialist consultations. OCO staff reviewed the person's 
health services records and found that they have been 
scheduled to see a specialist for the requested care. 

Information 
Provided 

40. Person reports that they 
were taken off of their 
medication because it is no 
longer covered by the DOC. 
The person is requesting to 
be allowed to self-pay for the 
medication. 

The OCO provided information about the Patient Paid 
Healthcare policy and the DOC Pharmaceutical management 
and Formulary Manual. OCO staff found that the medication is 
not covered by the DOC Formulary and would require a Non-
Formulary Review. OCO staff provided information to the 
person about the process to get approval for the requested 
medication. 

Information 
Provided 

41. Incarcerated individual 
relayed concerns regarding 
an infraction. 

The OCO reviewed the infraction materials and asked DOC if 
they would be willing to dismiss or reduce any of the infractions, 
but they were unwilling as they felt the behavior met all 
elements of the WACs. 

Information 
Provided 

42. Incarcerated individual 
shared concerns regarding 
their earned time. 

The OCO provided information regarding records. This office 
encouraged this individual to speak to records regarding this 
concern. 

Information 
Provided 

43. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
dentures. 

The OCO provided information regarding the criteria to obtain 
dentures. After reviewing DOC records and speaking with DOC 
staff, this office was informed that this individual is not eligible 
to receive dentures as their ERD (Earned Release Date) is 
shorter than the minimum for denture service as outlined in the 
WADOC Health Plan. This office also provided this individual 
with information pertinent to tort claims if this individual wishes 
to file such. 

Information 
Provided 

44. Person reports their 
treatment was discontinued 
after he transferred to a new 
facility. The person is 
requesting to see a specialist 
in the community to receive 
treatment. 

The OCO provided information about the Patient Paid 
Healthcare process to the impacted person. OCO staff reviewed 
the DOC Formulary manual and found that the requested 
medication is not covered for use in this person's condition. 
OCO staff found that DOC's resolution response is supported by 
research from the American Academy of Dermatology. The 
patient can attempt to access the requested medication 
through the Patient Paid Healthcare process per DOC policy 
600.020. 

Information 
Provided 

45. Person reported concerns 
about inappropriate menu 

The OCO provided information about systemic work on 
Therapeutic Diets, which resulted in the publication of a 
systemic report, Food Systems in WA DOC: Therapeutic Diets. 

Information 
Provided 
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substitutions for the gluten-
free diet. 

The OCO recommendations in this report addressed these 
systemic concerns about mistakes and substitutions in the diet. 
The OCO provided this individual with a copy of this report. The 
OCO reviewed multiple resolutions requests from this 
individual, which were investigated and unsubstantiated at the 
facility. 

46. Incarcerated individual 
shared concerns regarding 
DOC staff cancelling their off-
site medical appointment. 

The OCO provided information regarding why their 
appointment was cancelled. After reviewing DOC records and 
speaking with DOC staff, this office was informed that this 
individual had declined the appointments after being informed 
by staff they would be required to stay in the infirmary prior to 
their offsite appointment. This office encouraged this individual 
to continue working with DOC medical staff to take care of their 
concerns as they arise. 

Information 
Provided 

47. Person reports he has been 
experiencing troubling 
symptoms for a few weeks. 
The person states that he is 
supposed to see a specialist, 
but nothing has happened 
with his care yet.  

The OCO provided information to the person. OCO staff 
contacted DOC Health services staff and were informed that the 
patient is scheduled to see a specialist in the very near future. 
OCO staff reviewed the person's consultations and confirmed 
the appointment. 

Information 
Provided 

48. Incarcerated individual 
shared concerns regarding 
DOC not sharing the results 
of an investigation and 
wanting to be transferred. 

The OCO provided information regarding the investigation. 
Following a review of DOC records, this office was able to 
confirm that the investigation is still actively ongoing. This office 
encouraged this individual to reach out if they do not hear the 
results of this investigation for an extended period of time. 

Information 
Provided 

49. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
their medication in a timely 
manner. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. Following a review of DOC records 
and speaking with DOC staff, this office was unable to confirm 
that DOC staff failed to fill their medication in a timely manner. 
DOC records indicate that this individual has since released. 

Insufficient 
Evidence to 
Substantiate 

50. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
adequate medical care. 

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 this individual has met with 
DOC medical and off-site clinicians regarding their concern 
numerous times. This office also provided this individual with 
information pertinent to reporting medical practice concerns to 
the DOH per their request. This individual was informed that 
this office has no impact on DOC clinical decisions. 

Insufficient 
Evidence to 
Substantiate 

51. Incarcerated individual 
shared concerns regarding 
their custody level being 
incorrect. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. Following a review of DOC records, 
this office was unable to confirm that this individual's custody 
level has been affected. 

Insufficient 
Evidence to 
Substantiate 

52. Incarcerated individual 
relayed concerns regarding 
an infraction. 

The OCO reviewed the infraction materials and found no 
violation of DOC policy 460.000 as drug paraphernalia was 
found. 

No Violation of 
DOC Policy 

53. Incarcerated individual 
relayed concerns regarding 
feeling like DOC used force 
on them and beat them up 
while they were unconscious 
during a medical emergency. 

The OCO reviewed the materials related to the incident 
including video and found no violation of the restricted use of 
force policy as during a medical emergency the individual 
became combative and resisted staff assistance which resulted 
in the usage of the WRAP and staff restraining the individual per 
policy. 

No Violation of 
DOC Policy 
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  GRE/CPA 

54. Incarcerated individual 
shared concerns regarding 
being removed from GRE 
(Graduated Reentry). 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 390.590. Following a review 
of DOC records, this office confirmed that this individual was 
found guilty of an infraction. Due to this, this individual was 
removed from GRE as the signed conditions were violated. 

No Violation of 
DOC Policy 

  Monroe Correctional Complex 

55. Loved one reported concerns 
about an incarcerated 
individual's access to medical 
care following surgical 
complications. 

The OCO provided assistance by elevating the concerns to DOC 
health services leadership, and after outreach the patient was 
scheduled for an updated assessment, the outcome of which 
will determine next steps in care. 

Assistance 
Provided 

56. External person reported 
concerns about their 
incarcerated loved one's 
housing placement and 
mental health access. 

The OCO provided assistance by elevating the mental health 
concern and initiating a suicide assessment for the patient. OCO 
staff also met with the person several times in person and 
discussed his case with mental health leadership at DOC 
headquarters. This office also provided information regarding 
housing placement since current placement aligns with DOC 
policy 320.250 Maximum Custody Placement. While OCO 
elevated concerns about discharging the individual from RTU 
level of care, DOC decided to discharge the patient and initiate a 
facility move. 

Assistance 
Provided 

57. Incarcerated individual 
relayed concerns regarding 
difficulties with their 
counselor. 

The OCO spoke to facility leadership regarding this concern and 
requested that DOC dismiss a negative BOE that the individual 
received after talking to OCO, to which DOC agreed. The OCO 
also confirmed with facility leadership that the issues with the 
counselor have since improved and are being monitored. 

Assistance 
Provided 

58. Patient reported concerns 
about the timeline of his 
scheduled appointment, 
recent ER trips, and 
worsening symptoms. 

The OCO provided assistance and elevated the concerns 
through DOC health services leadership. After OCO outreach, 
DOC agreed to re-initiate consults due to ongoing symptoms 
and appointment timeline. DOC continues to monitor the 
patient in the Close Observation Area (COA) and additional 
testing was ordered. 

Assistance 
Provided 

59. Patient reported concerns 
about access to follow up 
care after surgical 
complications and injuries 
that occurred during 
transport. 

The OCO provided assistance by elevating the concerns to DOC 
health services leadership, and after outreach the patient was 
scheduled for an updated assessment, the outcome of which 
will determine next steps in care. 

Assistance 
Provided 

60. External person reported 
concerns about an 
incarcerated individual's 
access to medical care and 
placement in solitary 
confinement. 

DOC staff addressed this concern prior to OCO action. The OCO 
confirmed the incarcerated individual was released from solitary 
confinement. 

DOC 
Addressed the 
Complaint 

61. Patient reported concerns 
about an active infection and 
access to treatment. 

DOC staff addressed this concern prior to OCO action. The OCO 
elevated the concerns through DOC health services leadership 
and confirmed infectious disease testing and updated treatment 
plan had occurred. Infection was ruled out and the patient was 
scheduled for offsite consult for further evaluation and 
treatment options. 

DOC 
Addressed the 
Complaint 
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62. Incarcerated individual 
shared concerns regarding 
wanting to transfer to camp. 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records, this office was able to confirm that this 
individual has transferred to a camp setting. 

DOC 
Addressed the 
Complaint 

63. Incarcerated individual 
relayed concerns regarding 
not being able to go to a 
lower custody level due to 
statements they believe DOC 
incorrectly made about their 
criminal history. 

The OCO spoke to DOC about this concern and confirmed that 
DOC spoke with the individual regarding the need to meet with 
SOTAP for treatment determination before they will be eligible 
to go to camp. 

Information 
Provided 

64. External person reported 
their loved on was taken off 
of his treatment plan by 
mistake and DOC Health 
Services leadership will not 
respond to his 
communications. The person 
is requesting to be placed 
back on his existing 
treatment plan. 

The OCO provided information to the impacted person 
regarding their requested treatment. OCO staff were contacted 
by the patient and informed that the issue was resolved. 

Information 
Provided 

65. Incarcerated individual 
relayed concerns regarding 
not being able to go to a 
lower custody level due to 
statements they believe DOC 
incorrectly made about their 
criminal history. 

The OCO spoke to DOC about this concern and confirmed that 
DOC spoke with the individual regarding the need to meet with 
SOTAP for treatment determination before they will be eligible 
to go to camp. 

Information 
Provided 

66. Incarcerated individual 
reported concerns about 
another incarcerated 
individual passing away 
while in DOC custody. 

This death occurred and the case was reported prior to the 
establishment of the Unexpected Fatality Review (UFR) 
Committee process through RCW 70.48.510. The OCO reviewed 
medical, critical incident, mortality reviews, and other relevant 
records related to the individual's passing. The OCO provided 
information about the UFR process. 

Information 
Provided 

67. Incarcerated individual 
relayed concerns regarding 
not being able to go to a 
lower custody level due to 
statements they believe DOC 
incorrectly made about their 
criminal history. 

The OCO spoke to DOC about this concern and confirmed that 
DOC spoke with the individual regarding the need to meet with 
SOTAP for treatment determination before they will be eligible 
to go to camp. 

Information 
Provided 

68. Incarcerated individual 
relayed concerns regarding a 
restoration of good conduct 
time (RGCT) pathway. 

The OCO spoke to DOC regarding this concern and confirmed 
that their RGCT pathway was amended from the plan they state 
was previously approved. The OCO informed the individual that 
pathways do get amended and updated as facility programs 
change, individual needs change or additional infractions occur, 
and the individual can bring up any additional pathway concerns 
at their next review. 

Information 
Provided 

69. Incarcerated individual 
shared concerns regarding 
their release date. 

The OCO provided information regarding ERDs (Earned Release 
Date) and encouraged this individual to speak with records 
regarding their concern. 

Information 
Provided 

70. Person reported that the 
current drug screening policy 
does not adequately allow 

The OCO provided information about policy recommendations 
made by the OCO regarding this DOC policy. The actions of DOC 
are currently allowed within DOC policy 420.380. The OCO has 

Information 
Provided 
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for alternative testing 
measures when a urinalysis 
is not possible for the person 
to complete. This person is 
requesting a change in the 
DOC drug screening policy. 

previously requested that oral swabs be considered in place of 
urinalysis to address multiple negative impacts that the 
urinalysis process has on the people participating.  This DOC 
policy is not currently within its regular review period; when it 
is, the OCO will reevaluate policy change recommendations. 

71. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
a treatment following a 
transfer and being unsure if 
it is noted in their records. 

The OCO provided information on how to request a medical 
records review. Following a review of DOC records, this office 
was unable to confirm if this individual has spoken with DOC 
medical staff regarding their records. This office encouraged this 
individual to reach out again if they face problems regarding 
record review. DOC records indicate that this individual has 
transferred back to the original facility. 

Information 
Provided 

72. Incarcerated individual 
relayed three concerns 
regarding the transfer pods: 
(1) tablet apps not being 
turned on, (2) variations in 
the amount of time people 
get out of cell, (3) variations 
in the duration of time 
people stay in the transfer 
pods. 

For concern (1), the OCO is temporarily unable to investigate 
concerns related to tablets due to extremely limited resources. 
For concern (2) and (3), the OCO elevated these to facility 
leadership. For concern (2), DOC confirmed that all individuals in 
the transfer pods should be getting the same amount of out of 
cell time. For concern (3), DOC confirmed that due to differing 
destinations of where individuals are transferring to, the wait 
time varies. 

Information 
Provided 

73. Person reported being taken 
off of his treatment plan by 
mistake and DOC Health 
Services leadership not 
responding to his 
communications. The person 
is requesting to be placed 
back on his existing 
treatment plan. 

The OCO provided information to the impacted person 
regarding their requested treatment. OCO staff were contacted 
by the patient and informed that the issue was resolved. 

Information 
Provided 

74. Incarcerated individual 
relayed concerns regarding 
an infraction for contraband 
that was found in their 
cellmate’s property. 

The OCO reviewed the infraction materials and had concerns as 
the search report states that the items that tested positive for 
drugs, and were the basis for the infraction, were all found in 
the cellmate's property and did not indicate that anything was 
found in the individual's property that would result in an 
infraction. As a result, the OCO requested DOC overturn the 
infraction, but DOC was unwilling to overturn the infraction as 
they state that individuals are assigned a cell and bed number 
but not a shelf inside the shared living space per the Facility 
Orientation Handbook, thus possession could not be 
established. 

Information 
Provided 

75. Incarcerated individual 
shared concerns regarding 
wanting to have visitation 
with their children although 
they have a no-contact order 
with the other parent. 

The OCO provided information regarding visitation actions this 
individual can take. This office shared that there are several 
alternative options including approved external visitors or 
alternative family members, who have also been approved, to 
fill the place of the parent. 

Information 
Provided 

76. Incarcerated individual 
relayed concerns regarding 
an infraction for refusing a 
urinary analysis (UA) that 

The OCO reviewed the individual's infraction history for WAC 
607s and found that one occurred after they had kited medical 
to begin the process for getting an HSR. The OCO requested 
DOC dismiss the WAC 607 but because the individual's HSR was 

Information 
Provided 
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was impacted by medical 
issues. 

not in effect until a month after the infraction, DOC was 
unwilling to dismiss the WAC 607 from the infraction. 

77. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
their desired treatment. 

The OCO provided information regarding how this individual can 
potentially obtain their requested treatment in the future. After 
reviewing DOC records and speaking with DOC staff, this office 
confirmed that this individual's request was presented to the 
Care Review Committee (CRC) and was denied. This denial was 
appealed by this individual and upheld by the Appeal Review 
Committee. This office informed this individual that the OCO 
cannot impact DOC clinical decisions. 

Information 
Provided 

78. Incarcerated individual 
shared concerns regarding 
DOC moving them from their 
current facility. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 300.380. After reviewing 
DOC records, this office was able to confirm that DOC staff 
determined this individual could be transferred from their 
previous facility as decided by DOC staff at the facility and DOC 
headquarters. 

No Violation of 
DOC Policy 

79. Incarcerated individual 
reports concerns about 
being transferred from a 
women’s prison to a men's 
prison and being held in 
solitary confinement. 

The OCO was able to substantiate this concern but was unable 
to achieve a resolution. The OCO elevated the concerns through 
DOC headquarters leadership multiple times. DOC eventually 
provided a generalized pathway for the individual to be 
reconsidered to return to their previous facility and OCO 
provided that information to the incarcerated individual and 
encouraged them to open a new case with OCO once they have 
their next transgender housing review. 

Substantiated 

  Olympic Corrections Center 

80. Incarcerated individual 
shared concerns regarding 
wanting to be transferred 
back to a facility. 

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 transferred back to their requested facility. 

DOC 
Addressed the 
Complaint 

  Reentry Center - Brownstone - Spokane 

81. Incarcerated individual 
relayed concerns about an 
infraction that resulted in 
them getting kicked out of 
work release. 

The OCO reviewed the infraction materials, including the appeal 
panel decision for the reentry center termination, and found no 
violation of DOC policy 460.000, as there is evidence to 
substantiate the infractions. 

No Violation of 
DOC Policy 

  Reentry Center - Longview - Cowlitz 

82. Person reports that DOC is 
refusing to allow a furlough 
from partial confinement for 
him to visit a sick family 
member. 

The OCO reviewed the complaint and found that DOC actions 
are currently allowed within DOC policy 420.110. OCO staff 
requested an exemption to the furlough policy due to the 
urgency of the family's situation, this situation did not meet the 
requirements for an out-of-state furlough approval. 

No Violation of 
DOC Policy 

  Reentry Center - Tacoma - Pierce 

83. Individuals relayed concerns 
about there being a mother 
and son who work at the 
facility, which creates 
accountability issues. 

The OCO confirmed that two staff members who worked at the 
facility were family members. However, they were put in 
different chains of command, and on occasion, the younger staff 
member would report to his family member. This plan was in 
place briefly when the facility was short-staffed or had various 
staff members out on leave. DOC policy 850.200 says to avoid 
potential for favoritism, employees will not be or request to be 
employed or assigned in a supervisory/subordinate role, or be in 
the same chain of command as relatives or household 

No Violation of 
DOC Policy 
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members. However, temporary assignments will be allowed if 
there is no expectation of decision-making or any other activity 
that could be seen as exercising favoritism. 

  Stafford Creek Corrections Center 

84. A loved one reported 
multiple concerns for an 
individual in solitary 
confinement, including lack 
of access to medical care and 
specific restrictions while in 
the Intensive Management 
Unit (IMU). 

The OCO provided assistance by reaching out to DOC and 
ensuring this individual received medical treatment. OCO staff 
met with this individual in the IMU to get more clarity about his 
concerns. The OCO reviewed DOC records and reached out to 
DOC staff, who ensured he was scheduled to meet with his 
provider. The OCO tracked appointment records to ensure he 
received care. The OCO could not find any record of any of the 
Conditions of Confinement (COCs) that this individual described. 
The OCO has identified ongoing concern of lack of 
documentation around COCs at this IMU and flagged the 
concern for facility leadership. Facility leadership stated there is 
new leadership in the unit and that they would meet with them 
to develop a process to save and retain documentation around 
COCs. 

Assistance 
Provided 

85. Incarcerated individual 
relayed concerns regarding 
DOC not accepting an 
infraction appeal after they 
agreed to accept it in a 
previous OCO case. 

The OCO contacted DOC and requested the appeal be accepted 
per the previous agreement. The OCO confirmed that the 
infraction appeal was then accepted. 

Assistance 
Provided 

86. Incarcerated individual 
relayed concerns regarding 
extended placement in 
segregation. 

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

DOC 
Addressed the 
Complaint 

87. Incarcerated individual 
shared concerns regarding 
wanting to be released from 
IMU. 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records, this office was able to confirm that this 
individual has been released from IMU. 

DOC 
Addressed the 
Complaint 

88. Patient reported concerns 
about their Health Status 
Report (HSR) being 
discontinued/removed. 

DOC staff addressed this concern prior to OCO action. The OCO 
confirmed the HSR was renewed and documented in DOC's 
OMNI system. This office also provided information about how 
to request a copy of the updated HSR if needed. 

DOC 
Addressed the 
Complaint 

89. An external person reported 
that their loved one is 
terminally ill and has been 
approved for extraordinary 
medical placement but has 
not yet been released. 

The OCO provided information to the impacted person about 
their loved one's request. OCO staff contacted DOC staff and 
confirmed the necessary assessments had taken place, however 
the patient has decided not to pursue extraordinary medical 
placement. OCO staff provided information to the person on 
how to restart the process if they change their mind about the 
EMP. 

Information 
Provided 

90. An external person reported 
that their loved one is 
terminally ill and has been 
approved for extraordinary 
medical placement (EMP) 
but has not yet been 
released. 

The OCO provided information to the impacted person about 
their loved one's request. OCO staff contacted DOC staff and 
confirmed the necessary assessments had taken place, however 
the patient has decided not to pursue extraordinary medical 
placement. OCO staff provided information to the person on 
how to restart the process if they change their mind about the 
EMP. 

Information 
Provided 
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91. Incarcerated individual 
relayed concerns regarding 
an infraction. 

The OCO reviewed the infraction materials and requested DOC 
dismiss the infraction as the results came back as inconclusive 
for the substance. DOC was unwilling to dismiss the infraction as 
even though the results came back as inconclusive, based on the 
paraphernalia found, the item was more than likely used for 
smoking drugs which meets the “some evidence” standard. 

Information 
Provided 

92. Incarcerated individual 
relayed concerns regarding 
being placed in segregation. 

The OCO reviewed the individual's placement and confirmed 
that they were placed in segregation due to possession of a 
weapon which resulted in an infraction and a demotion to close 
custody. 

Information 
Provided 

93. Incarcerated individual 
shared concerns regarding 
DOC staff infracting 
individuals with an infraction 
that is no longer in use. 

The OCO provided information regarding the infraction in 
question. Following a review of DOC records, this office was 
able to confirm that the standards this individual is referencing 
is a change that has not been implemented yet. This office 
spoke with DOC staff and requested that DOC staff inform 
individuals of the timeline for the change. 

Information 
Provided 

94. Incarcerated individual 
relayed concerns regarding a 
restoration of good conduct 
time (RGCT) pathway. 

The OCO spoke to DOC regarding this and confirmed that the 
individual has been demoted to MAX custody due to new 
infractions and are now no longer eligible for RGCT due to those 
new infractions and proximity to their earned release date 
(ERD). 

Information 
Provided 

95. Person reports that DOC 
staff did not report a medical 
emergency when requested 
at his place of work. The 
person states they were 
further injured shortly after 
the initial injury due to a lack 
of medical care. 

The OCO provided tort claim information to the impacted 
person. OCO staff reviewed the related documentation and 
confirmed that DOC substantiated the concern that staff did not 
follow the correct procedure in calling a medical emergency and 
that corrective action was taken. 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. 

Information 
Provided 

96. A loved one expressed 
concerns about an 
incarcerated individual not 
being allowed a single 
person cell. They also 
expressed concerns about 
this individual not receiving a 
specific medical evaluation. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within the DOC Health Plan and 
DOC policy 420.140. The OCO reviewed DOC records and found 
that per DOC policy 420.140, this individual is not eligible for a 
single person cell. The OCO also found that this individual 
received medical evaluation and encouraged him to write the 
Director of Mental Health if he wants a higher level of 
evaluation. 

No Violation of 
DOC Policy 

97. An external person shared 
concerns on behalf of an 
incarcerated individual 
regarding not allowing them 
to visit their significant 
other. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 450.050. Following a review 
of DOC records, this office was able to confirm that this 
individual has a no-contact order against the individual. 

No Violation of 
DOC Policy 

98. An external party shared 
concerns on behalf of an 
incarcerated individual 
regarding being placed in 
administrative segregation 
(Ad Seg) for an investigation. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 320.200. After reviewing 
DOC records and speaking with DOC staff, the OCO confirmed 
this individual had been placed in Ad Seg pending an 
investigation but has since been released from Ad Seg and is 
back in their normal living unit. 

No Violation of 
DOC Policy 

99. 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 320.200. After reviewing 
DOC records and speaking with DOC staff, the OCO confirmed 

No Violation of 
DOC Policy 
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regarding being placed in 
administrative segregation 
(Ad Seg) for an investigation. 

this individual had been placed in Ad Seg pending an 
investigation but has since been released from Ad Seg and is 
back in their normal living unit. 

100. Person reported concerns 
about his medical provider 
and treatment of his back 
pain. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within the DOC Health Status Reports 
Protocol. The OCO verified in DOC records that this person was 
seen by medical and that he did not receive the treatment that 
he wanted because it was not clinically indicated. The OCO 
cannot impact clinical decisions that are supported by the DOC 
Health Plan and related protocols. 

No Violation of 
DOC Policy 

101. Incarcerated person 
reported that DOC 
transferred them without 
cause and requested the 
decision be reviewed for 
policy compliance. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within DOC policy 300.380 
Classification and Custody Facility Plan Review. The OCO verified 
that this person was transferred due to safety concerns that 
were not the result of their actions. DOC was required to move 
this person to address the concerns. 

No Violation of 
DOC Policy 

102. Person reported concerns 
about receiving the generic 
version of a medication. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within the DOC Health Plan and 
Pharmaceutical Management and Formulary Manual. The OCO 
encourages this individual to discuss this with his medical 
provider. 

No Violation of 
DOC Policy 

103. Incarcerated individual 
relayed concerns regarding 
an infraction. 

The OCO reviewed the infraction materials and found no 
violation of DOC policy 460.000 as a cell search resulted in the 
finding of suspicious papers that tested positive for spice as 
confirmed by the lab and the items were amongst the 
individual's other property, showing possession. 

No Violation of 
DOC Policy 

  Washington Corrections Center 

104. A loved one reported 
concerns about an 
incarcerated individual's 
access to dental care. 

The OCO provided assistance by elevating the concerns through 
DOC health services leadership, tracking appointment 
scheduling, and meeting with the patient in person. After OCO 
outreach, the office confirmed the patient was scheduled for 
oral surgery and the scheduled surgery occurred. The OCO also 
provided information about reporting medical concerns to the 
Department of Health. 

Assistance 
Provided 

105. Person reported concerns 
regarding their facility 
placement. The person is 
requesting to return to their 
previous facility to complete 
programing. 

The OCO provided assistance by contacting DOC staff and 
sharing the safety concerns that were reported. As a result, DOC 
staff contacted the impacted person to resolve their concern. 
OCO staff confirmed the person was moved after OCO outreach. 

Assistance 
Provided 

106. Individual reported a security 
breach at the facility and a 
PREA issue that happened 
during the breach. 

The OCO reviewed the records and confirmed a security breach 
had occurred and that the reported incident was accurate. This 
office met with facility leadership to discuss the situation, and 
DOC leadership is addressing this issue with custody staff by 
providing more guidance and training. During the conversation 
with OCO, DOC decided to substantiate the PREA concern 
portion of this incident and will initiate a keep separate 
between the two individuals after the PREA is closed by DOC 
headquarters. 

Assistance 
Provided 

107. An external person shared 
concerns on behalf of an 
incarcerated individual 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records and speaking with the incarcerated 

DOC 
Addressed the 
Complaint 
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regarding safety concerns 
and wanting to be moved. 

individual, this office was able to confirm that this individual has 
been moved. 

108. Incarcerated individual 
shared concerns regarding 
not being provided with their 
medical shoes. 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records and speaking with the incarcerated 
individual, this office was informed that they were provided 
with their medical shoes. 

DOC 
Addressed the 
Complaint 

109. External person reported 
complaints about limited 
dental staffing at the facility. 

The OCO raised this concern during regular meetings with DOC 
dental leadership and provided information about systemic 
tracking of dental care delays and staffing shortages. The OCO 
cannot directly impact current staffing numbers, however, did 
confirm DOC is actively recruiting and hiring for additional 
dental positions across the state. 

Information 
Provided 

110. Person reported DOC is not 
providing accommodations 
for his disability. The person 
states he has not been 
assigned an access assistant 
for multiple years and needs 
new glasses. 

The OCO provided information to the person regarding their 
request. OCO staff contacted DOC Health Services staff and 
were informed that the person's glasses had arrived, and he is 
scheduled to pick them up. OCO staff also contacted DOC unit 
staff and were informed that access assistants are not 
individually assigned in that unit, instead, there is a pool of 
assistants that help multiple people.  The OCO encouraged the 
person to communicate any specific needs that are not being 
met with the Unit Supervisor. 

Information 
Provided 

111. Person requested 
information on reentry 
services that may be 
available to him. 

The OCO provided the requested information to the person. Information 
Provided 

112. Person reported that he 
needs a higher level of 
medical care than DOC can 
facilitate. The person is 
requesting to go home on 
GRE so he can receive 
medical care in the 
community as well as a 
second opinion from a 
different specialist. 

The OCO provided information to the impacted person. OCO 
staff reviewed the person's consultations and contacted DOC 
Health Services staff. OCO staff confirmed that additional 
diagnostics had been completed by an outside specialist. OCO 
staff were informed that delays in scheduling follow-ups have 
been caused by external people accessing the patient's medical 
records and telling the patient when his outside appointments 
would be. This creates a security risk and is a violation of DOC 
policy. OCO staff were informed that follow-ups cannot be 
scheduled until a compromise is resolved. DOC staff are 
currently working to resolve the issue so that follow-up 
appointments can be made. 

Information 
Provided 

113. Person reported his medical 
specialist appointment is 
delayed and he requires an 
assistive device that has not 
been provided. 

The OCO provided information to the person regarding the 
steps required to get durable medical equipment approved and 
issued. OCO staff contacted DOC staff and verified the person is 
scheduled for a follow-up appointment with the requested 
specialty. 

Information 
Provided 

114. Person reported concern 
about an allergy and 
requested a Health Status 
Report (HSR). 

The OCO provided information about systemic work on 
Therapeutic Diets, which resulted in the publication of a 
systemic report, Food Systems in WA DOC: Therapeutic Diets. 
This individual's specific allergy is not accommodated through 
HSRs. The OCO made recommendations to DOC that would help 
accommodate this individual's allergy. DOC made a formal 
response to the OCO's recommendations. The OCO provided 
this individual with a copy of the report. 

Information 
Provided 

115. Person reported that they 
need treatment for an 
infection found at intake and 

The OCO provided information to the person regarding their 
request. OCO staff contacted DOC Health Services staff and 
were informed that the person's exam did not indicate 

Information 
Provided 
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they have been waiting a 
month for medication. 

treatment by medication was necessary. DOC staff confirmed 
there was a follow-up appointment scheduled for the person in 
the near future. 

116. Incarcerated individual 
shared concerns regarding 
being infracted with an 
infraction that is no longer in 
use. 

The OCO provided information regarding the pending changes 
to the infraction mentioned. This office informed this individual 
that the changes will not take effect until late summer. 

Information 
Provided 

117. Person reported that DOC 
medical is not providing 
necessary specialist care. The 
person believes that his 
provider is using past 
behavior to delay scheduling 
medical care. 

The OCO provided information to the person regarding their 
specialist consultation. OCO staff contacted DOC Health Services 
staff and were informed the patient's care is being managed by 
the facility Medical Director as well as his primary care provider. 
OCO staff verified that the patient is scheduled for a procedure 
to determine the cause of the reported issue. The outside clinic 
determines the urgency and scheduling of appointments. OCO 
staff will monitor this appointment as a closed case to confirm 
attendance. 

Information 
Provided 

118. Incarcerated individual 
shared concerns regarding 
DOC not classifying 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 this individual was classified 
upon reentry into the WADOC. DOC records also indicate that 
this individual has a CFP (Custody Facility Plan) currently 
underway. 

Insufficient 
Evidence to 
Substantiate 

119. Person reported concerns 
regarding his conditional 
acceptance to graduated 
reentry. He requested that 
the OCO review the situation 
to make sure it was within 
policy. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within DOC policy 300.500. OCO 
staff found the person was able to transfer to a reentry center. 

No Violation of 
DOC Policy 

  Washington Corrections Center for Women 

120. Loved one reported concerns 
about an incarcerated 
individual's access to a 
specialist appointment for 
ongoing symptoms. 

The OCO substantiated the concern and provided assistance by 
elevating the concern through DOC health services leadership. 
After OCO outreach, the patient was approved and scheduled 
for a specialist appointment (ENT). 

Assistance 
Provided 

121. Person reported that she 
needs a major joint 
replacement surgery. The 
person stated that DOC told 
her she had to complete 
physical therapy, which she 
believes is not helping. 

The OCO provided assistance by contacting DOC Health Services 
staff to get the patients consultation updated. OCO staff 
reviewed the person's consultations and found an 
administrative error that prevented further appointments from 
being scheduled. OCO staff confirmed the person's next round 
of appointments has been scheduled. OCO staff also provided 
information about the DOC Health Plan and conservative 
treatment measures needed before major surgeries can be 
considered. 

Assistance 
Provided 

122. Incarcerated individual 
reported concerns about 
being targeted through false 
PREA reports/investigations 
and requested the PREAs be 
re-reviewed. 

The OCO reviewed the PREA investigations and elevated the 
concerns through DOC PREA leadership. This office confirmed 
the PREA investigations were reopened for further review, and 
the findings were updated to unsubstantiated. DOC confirmed 
these updates were addressed and added to the system. 

DOC 
Addressed the 
Complaint 
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123. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
adequate dental care. 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records and speaking with DOC staff, this office 
was informed that this individual has been seen regarding their 
dental concerns. 

DOC 
Addressed the 
Complaint 

124. Person reported that they 
are in a class that is causing 
distress and reactivating 
traumatic memories. The 
person is requesting to be 
removed from the class. 

DOC staff addressed this concern prior to OCO action. The 
reporting person contacted the OCO to inform this office that 
the issue had been resolved. 

DOC 
Addressed the 
Complaint 

125. Person reported needing 
adjustments to her 
treatment plan and has 
requested follow up with her 
provider but has not been 
seen. 

The OCO provided information to the person about their 
scheduled appointments. OCO staff reviewed the person's 
record and noted that she was already scheduled for the 
requested appointments as well as follow-up appointments. 
OCO staff also noted this person's appointments were 
prioritized by the ordering provider. 

Information 
Provided 

126. Person reported receiving 
someone else's medication 
in error. The person reports 
she was also removed from 
her medication and would 
like to receive it again. 

OCO staff provided information to the person about the 
reported issue. OCO staff contacted DOC Health Services 
leadership about the medication error. OCO staff confirmed that 
appropriate reporting and emergency responses took place 
after the medication error was discovered and corrective action 
has taken place. OCO staff found that the person's discharge 
from the requested medication was unrelated and occurred 
prior to the medication error. The removal of the medication 
from the person's treatment plan is supported by current DOC 
protocol. 

Information 
Provided 

127. Person reported that she is 
not receiving psychiatric care 
since entering DOC. This 
person is requesting to see 
her psychiatric provider to 
manage her medications. 

The OCO provided information to the person about how 
scheduling works for mental health care. OCO staff reviewed 
this person's appointments and found she was scheduled for 
multiple ongoing appointments with mental health and had 
planned follow up with her ordering provider. OCO staff also 
shared information about substantiated delays in scheduling at 
this facility due to the increase in patients after the closing of 
the Mission Creek facility. 

Information 
Provided 

128. Person reported receiving 
the incorrect medication, 
resulting in her being sent to 
the emergency room. 

The OCO provided tort claim information to the impacted 
person. OCO staff contacted DOC Health Services Leadership 
and reviewed all related documentation around the 
substantiated medication error. OCO staff confirmed that upon 
discovery of the error, DOC staff took appropriate action in 
reporting the error and treating the people impacted by the 
error. OCO staff confirmed that corrective action has been taken 
by DOC Health Services leadership. 

Information 
Provided 

129. Incarcerated individual 
shared concerns regarding 
DOC staff taking away their 
medication. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 600.000 and the WADOC 
Health Plan. Following a review of DOC records, this office was 
able to confirm that this individual had a concern with DOC staff 
making a clinical decision that is not in line with the treatment 
they desire. Within DOC policy 600.000, it states: "Clinical 
decisions are the sole province of the responsible health care 
practitioner and are not countermanded by non-clinicians." 

No Violation of 
DOC Policy 

  Washington State Penitentiary 
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130. Incarcerated individual 
relayed concerns regarding 
extended placement in 
segregation. 

The OCO began tracking the progress of the individual's in works 
custody facility plan (CFP) last year and identified that it had 
stopped progressing and contacted DOC about this, who then 
identified the source of the delay. The OCO then confirmed that 
the individual was temporarily released from segregation but 
then returned due to safety concerns. The OCO contacted DOC 
about this and confirmed that the individual was transferring to 
a more suitable facility which has since occurred. 

Assistance 
Provided 

131. Incarcerated individual 
reported concerns about a 
suicide at the facility and 
requested increased 
messaging about access to 
988 Suicide and Crisis Lifeline 
in DOC prisons. 

The OCO provided assistance and information. This office 
elevated feedback to DOC suicide prevention specialist and 988 
project leads and gathered information about a pathway for 
future feedback including a feedback form for formal tracking of 
input from staff and population. After OCO outreach DOC 
agreed to ensure 988 flyers are available on tablets moving 
forward in addition to posted in units. This office shared 
information about the UFR process for reviewing deaths in 
custody and took note of these concerns related to the 
unexpected fatality review. 

Assistance 
Provided 

132. Incarcerated individual 
reported concerns about 
their housing placement 
after being assaulted by 
another incarcerated 
individual in their unit. 

The OCO provided assistance by elevating the safety and 
housing concerns to the DOC Women's Prison Division. The OCO 
confirmed a separatee was initiated and the attacker was 
moved to restrictive housing. After OCO outreach, DOC agreed 
to schedule a GAMs assessment to gather information about 
the patient's care needs to ensure ongoing care access, a new 
preference form would be submitted, and then a new trans 
housing review through the MDT would be initiated as an 
override due to the unique situation and risks to the individual 
since they are not up for review according to policy timelines. 

Assistance 
Provided 

133. Person reported concern 
with the diabetic diet and his 
food allergies. Person said 
that DOC is making mistakes 
with his diet. 

The OCO provided assistance by connecting with Health Services 
and Food Services staff, which resulted in this individual 
meeting with a provider who prescribed a Health Status Report 
(HSR) to address his concerns. The OCO reviewed DOC records, 
kites, and resolutions requests and reached out to DOC staff at 
the facility and headquarters, which resulted in him getting an 
HSR to supplement lost calories from having to self-select not 
eating foods that he is allergic to. The OCO conducted systemic 
research on therapeutic diets, including work on this case, 
which resulted in the publication of a systemic report, Food 
Systems in WA DOC: Therapeutic Diets. The OCO made 
recommendations in this report that address this individual's 
concern, to which DOC made a formal response. The OCO 
provided this individual with a copy of the report. 

Assistance 
Provided 

134. Patient reported concerns 
about access to ADA 
accommodations and 
medical care after 
transferring facilities. They 
also requested that OCO 
review a use of force. 

The OCO provided assistance by elevating the ADA and medical 
concerns through DOC health services leadership. After OCO 
outreach, the ADA accommodations that were approved prior 
to transfer were provided. The patient provided updates about 
medical care access and the OCO also responded to these 
concerns and after outreach, confirmed the issues were 
addressed. This office also reviewed the use of force and 
compared it to policy requirements. 

Assistance 
Provided 

135. Loved one reported concerns 
about an incarcerated 

DOC staff addressed this concern prior to OCO outreach. The 
OCO contacted health services leadership and confirmed the 
patient was scheduled for an MRI and nerve consult. Treatment 

DOC 
Addressed the 
Complaint 
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individual's access to testing 
and treatment. 

planning will be updated based on the outcome of the testing 
and specialist consults. 

136. 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 

137. Incarcerated individual 
shared concerns regarding 
the plumbing and electricity 
not working in their unit. 

DOC staff addressed this concern prior to OCO action. After 
speaking with DOC staff, this office was informed that DOC staff 
addressed any work orders for that unit. This office encouraged 
this individual to reach out again if this concern persists. 

DOC 
Addressed the 
Complaint 

138. Incarcerated individual 
shared concerns regarding 
wanting to be released from 
IMU. 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records, this office was able to confirm that this 
individual has been released from IMU. 

DOC 
Addressed the 
Complaint 

139. Incarcerated individual 
shared concerns regarding 
wanting to be transferred to 
a facility they are safe at. 

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 transferred to a facility they feel safe at. 

DOC 
Addressed the 
Complaint 

140. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
the correct lenses for their 
glasses. 

DOC staff addressed this concern prior to OCO action. Following 
a review of DOC records and speaking with DOC staff, this office 
was informed that this individual has been provided with the 
correct lenses. This office encouraged this individual to reach 
out again if there are any other concerns with the lenses. 

DOC 
Addressed the 
Complaint 

141. Incarcerated individual 
shared concerns regarding 
plumbing and electricity not 
working in their unit. 

DOC staff addressed this concern prior to OCO action. After 
speaking with DOC staff, this office was informed that DOC staff 
addressed any work orders for that unit. This office encouraged 
this individual to reach out again if this concern persists. 

DOC 
Addressed the 
Complaint 

142. Incarcerated person 
reported concerns about 
access to Medications for 
Opioid Use Disorder 
(MOUD). 

DOC staff addressed this concern prior to OCO action. The OCO 
verified that this person has been scheduled for the prerequisite 
appointment to begin the requested treatment. 

DOC 
Addressed the 
Complaint 

143. Incarcerated individual 
shared concerns regarding 
plumbing and electricity not 
working in their unit. 

DOC staff addressed this concern prior to OCO action. After 
speaking with DOC staff, this office was informed that DOC staff 
addressed any work orders for that unit. This office encouraged 
this individual to reach out again if this concern persists. 

DOC 
Addressed the 
Complaint 

144. Patient reports he has 
durable medical equipment 
(DME), however DOC has not 
documented the Health 
Status Report (HSR) and he is 
afraid of getting in trouble 
for having his walking cane. 

DOC staff addressed this concern prior to OCO action. The OCO 
confirmed the HSR for the patient's DME is now documented in 
DOC's OMNI system. 

DOC 
Addressed the 
Complaint 

145. Patient reported concerns 
about access to testing and 
treatment. 

DOC staff addressed this concern prior to OCO outreach. The 
OCO contacted health services leadership and confirmed the 
patient was scheduled for an MRI and nerve consult. Treatment 
planning will be updated based on the outcome of the testing 
and specialist consults. 

DOC 
Addressed the 
Complaint 

146. External person reported 
their loved one being denied 
access to the Medication 
Assisted Treatment (MAT) 
program. The person stated 

The OCO provided information to the person about medical 
treatment protocols that must be followed by DOC medical 
providers. OCO staff reviewed the person's record and found 
that he does not meet the current treatment criteria per DOC 
protocol. 

Information 
Provided 
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he was not given an 
individualized medical 
justification for being denied 
the medication. 

147. Person reported being 
denied access to the 
Medication Assisted 
Treatment (MAT) program. 
The person stated he was 
not given an individualized 
medical justification for 
being denied the medication. 

The OCO provided information to the person about medical 
treatment protocols that must be followed by DOC medical 
providers. OCO staff reviewed the person's record and found 
that he does not meet the current treatment criteria per DOC 
protocol. 

Information 
Provided 

148. Incarcerated individual 
shared concerns regarding 
wanting to be placed in a 
specific custody setting for 
safety. 

The OCO provided information regarding how this individual can 
potentially be moved to their desired setting. Following a review 
of DOC records, this office was unable to confirm if this 
individual has shared safety concerns with DOC staff. 

Information 
Provided 

149. Person reported being 
erroneously taken off of his 
medications that they had 
signed a pain management 
contract to receive and 
requested to be placed back 
on the medication. 

The OCO provided information to the impacted person about 
their pain management contract. OCO staff reviewed the 
person's records and found evidence of the pain management 
contract not being fulfilled by the patient. Failure to abide by 
the contract will result in removal from the medication, which is 
explained in the paperwork that was signed by the patient. 

Information 
Provided 

150. Person shared concerns 
about the food served in WA 
prisons and the inextricable 
link to a person's health. 

The OCO provided information about systemic work on 
Therapeutic Diets, which resulted in the publication of a 
systemic report, Food Systems in WA DOC: Therapeutic Diets. 
The OCO provided this individual with a copy of the report. 

Information 
Provided 

151. Incarcerated individual 
reported concerns related to 
a death that occurred at the 
facility. 

The OCO provided information about the Unexpected Fatality 
Review (UFR) process for deaths that occur in DOC custody. The 
concerns the individual reported were considered during the 
UFR Committee review. 

Information 
Provided 

152. Person reported he is not 
receiving necessary medical 
care for a reoccurring 
condition and requested 
specialist evaluation and 
treatment of the condition. 

The OCO provided information to the person about their 
specialist consultation. OCO staff reviewed the person's 
consultations and contacted DOC Health Services staff. OCO 
staff found the person already had an active specialist 
consultation for the requested care. OCO staff also verified the 
patient was receiving regular assessment and treatment for the 
issue. OCO staff monitored the patient's consultation until he 
was seen by the specialist. Tort claim information was also 
shared at request of the person. 

Information 
Provided 

153. An external party shared 
concerns on behalf of an 
incarcerated individual 
regarding DOC staff 
jeopardizing their safety. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. Following a review of DOC records 
and speaking with DOC staff, this office was informed that this 
individual shared these concerns with DOC staff. These concerns 
were investigated by DOC staff and determined by DOC staff 
that there is no threat to their safety. DOC staff have since 
transferred this individual to a facility they are safe at. 

Insufficient 
Evidence to 
Substantiate 

154. Incarcerated individual 
shared concerns regarding 
requesting safe placement 
and not hearing back. 

The OCO reviewed existing evidence and was unable to 
substantiate the concern. Following a review of DOC records, 
this office was unable to confirm that this individual shared 
safety concerns with DOC staff. This office provided this 
individual with information on how they can share safety 

Insufficient 
Evidence to 
Substantiate 
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concerns. This office was able to confirm that this individual has 
been demoted and is in a safe location. 

155. An external person shared 
concerns on behalf of an 
incarcerated individual 
regarding not being provided 
with level promotions. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within DOC policy 320.250. 
Following a review of DOC records, this office was able to 
confirm that DOC staff determined this individual meets certain 
criteria which prohibits them from promoting levels. 

No Violation of 
DOC Policy 

156. An external person shared 
concerns on behalf of an 
incarcerated individual 
regarding not being provided 
with level promotions. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within DOC policy 320.250. 
Following a review of DOC records, this office was able to 
confirm that DOC staff determined this individual meets certain 
criteria which prohibits them from promoting levels. 

No Violation of 
DOC Policy 

157. Incarcerated individual 
shared concerns regarding 
being on lockdown. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 420.155. Following a review 
of DOC records, this office confirmed that the facility had been 
put on lockdown following an incident. This office confirmed 
that the lockdown this individual called about ended shortly 
following this case being opened. 

No Violation of 
DOC Policy 

158. Person reported being 
incorrectly assigned to a 
residential treatment unit 
based on an old assessment 
and is requesting to be 
moved to general 
population. 

The OCO reviewed the person's concern and found DOC actions 
are currently allowed within DOC policy 300.380. OCO staff 
reviewed the person's classification records and found the 
assignment to a residential treatment unit was done as a clinical 
decision by a panel of mental health providers as requested by a 
referring practitioner. 

No Violation of 
DOC Policy 

159. Person reported the he is not 
receiving adequate medical 
care at his current facility 
and is requesting to be 
moved to a different facility 
where he can receive care 
from his previous specialists. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy. OCO staff found that the 
person's classification review was completed within DOC policy 
300.380. The OCO confirmed the person is able to receive the 
necessary medical care and is scheduled with a specialist in the 
community to evaluate new medical issues. 

No Violation of 
DOC Policy 

160. Incarcerated individual 
shared concerns regarding 
not being promoted levels 
despite programming 
adequately. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 320.250. Following a review 
of DOC records and speaking with DOC staff, this office was 
informed that DOC staff determined this individual is not eligible 
for promotion but will review this individual's classification at 
their next classification hearing. 

No Violation of 
DOC Policy 

161. Incarcerated individual 
shared concerns regarding 
their unit being on lockdown. 

The OCO reviewed the complaint and found DOC actions are 
currently allowed within DOC policy 420.155. Following a review 
of DOC records, this office was able to confirm that the facility 
was put on lockdown following an incident. This office was also 
able to confirm that the lockdown was ended shortly after this 
case was opened. 

No Violation of 
DOC Policy 

162. Person reported concerns 
regarding an Extended 
Family Visit (EFV) denial. The 
person requested that the 
OCO review the policy that 
impacts EFV requests. 

The OCO reviewed the complaint and found DOC actions or 
inactions are currently allowed within DOC policy 590.100. 
There is not currently a pathway for exceptions to this policy to 
be considered. 

No Violation of 
DOC Policy 

 Intake Investigations  
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  Airway Heights Corrections Center 

163. A family member reported a 
concern on this person's 
behalf related to a use of 
force incident. 

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 

164. Individual relayed concerns 
about a transport. 

This case is a duplicate of one that already exists in the OCO 
case management system. 

Complaint 
Withdrawn 

165. Person reported concerns 
regarding the dose of 
medication he is receiving. 
The person is requesting an 
increase in his medication. 

The incarcerated individual said they did not want the OCO to 
further investigate the complaint because it had been resolved 
and closed the case. 

Complaint 
Withdrawn 

166. Incarcerated individual 
relayed concerns regarding a 
lack of accountability for 
what SOTAP staff say. 

The OCO has reviewed the 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 staff conduct not related to a use of force 
or RTU placement due to extremely limited resources. 

Declined 

167. Person reported staff 
conduct concerns that led to 
him being infracted. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

168. Incarcerated individual 
relayed concerns regarding 
needing a replacement 
tablet. 

The OCO has reviewed the 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 property due to extremely limited 
resources. 

Declined 

169. Person reported concerns 
about a Behavior 
Observation Entry (BOE) he 
received for his clothes worn 
to a visit. The person is 
requesting that DOC staff be 
reassigned. 

The OCO has reviewed the concern and declined to move the 
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(g) as the individual already has another case open 
with the OCO. 

Declined 

170. Person reported concerns 
about staff conduct which he 
filed a resolution request 
about. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

171. Incarcerated individual 
reports concerns about 
Securus message denials. 

The OCO has reviewed the 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 Securus due to extremely limited 
resources. 

Declined 

172. Incarcerated individual 
reports concerns about 
access to property (tablet 
and headphones). 

The OCO has reviewed the 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 property due to extremely limited 
resources. 

Declined 
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173. Incarcerated individual 
shared concerns regarding 
their placement. 

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

Declined 

174. Incarcerated individual 
shared concerns regarding 
wanting to transfer to GRE. 

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

Declined 

175. Incarcerated individual 
reports concerns about the 
process for ISRB hearings 
and GRE access. 

The OCO has reviewed the 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 

176. Person reported that they 
received an infraction for 
defending themselves. 

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 

177. Person reported that their 
medical needs are not being 
met. 

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 

178. Person reported that they 
would like to move to 
another cell. 

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 requesting a courtesy cell move. 

Technical 
Assistance 
Provided 

179. A person reported concerns 
that he was terminated from 
the Graduated Reentry 
program (GRE) for pending 
charges in a county court, 
but he was unable to find 
any pending charges and 
does not understand why he 
was sent back to prison. 

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 termination from the Graduated Reentry Program. 

Technical 
Assistance 
Provided 

180. Person reported concerns 
regarding their religious 
freedom. 

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 

181. Incarcerated individual 
reported a concern regarding 
not receiving pay for their 
work and were told there is 
no record of their work 
hours. 

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 contacting the facility's banking department to report the 
concern and following the next steps if the concern is not 
resolved. 

Technical 
Assistance 
Provided 
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182. Person reported concerns 
regarding his access to 
medications for pain 
management. The person 
stated he is trying to get 
back on the Medication 
Assisted Treatment program 
for pain management. 

The OCO provided self-advocacy information to the person per 
WAC 138-10-040(3)(e) as the requested resolution is not within 
the ombuds’ statutory power and authority. DOC policy 600.000 
Health Services Management states that “clinical decisions are 
the sole province of the responsible health care practitioner and 
are not countermanded by non-clinicians.” This means that the 
OCO cannot override treatment decisions made by healthcare 
providers. The OCO can investigate situations where patients 
are unable to access care, however, cannot mandate the kind of 
treatment provided. 

Technical 
Assistance 
Provided 

183. Incarcerated individual 
shared concerns regarding 
not being provided with a 
treatment. 

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 

184. Person reported concerns 
regarding being charged for 
shipping property when he 
was transferred for safety 
concerns. The person 
requested that the shipping 
costs be refunded. 

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 
resolving banking concerns. 

Technical 
Assistance 
Provided 

185. Person reported that DOC 
staff took their property and 
they have not received it yet. 

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 and the property process. 

Technical 
Assistance 
Provided 

186. 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 
OCO for assistance. The OCO provided technical assistance 
about the appointment and emergency process. 

Technical 
Assistance 
Provided 

  Cedar Creek Corrections Center 

187. Person reported concerns 
regarding being forced to 
participate in the therapeutic 
community program despite 
it not being required by his 
sentence.  The person is 
requesting to be placed in 
work release. 

The OCO has reviewed the 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 

188. Incarcerated individual 
relayed concerns regarding 
wanting to continue as a unit 
porter. 

The OCO has reviewed the 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 jobs due to extremely limited resources. 

Declined 

189. Person reported being 
denied access to GRE 
because he did not want to 
take the programing 
recommended by DOC. The 

The OCO has reviewed the 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 
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person believes that DOC is 
acting outside of policy by 
requiring him to program 
before allowing him to go to 
GRE. 

190. Incarcerated individual 
shared concerns regarding 
not being able to release into 
an early reentry setting. 

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

Declined 

  Clallam Bay Corrections Center 

191. A family member reported a 
concern related to this 
person's safety and facility 
placement. 

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 

192. A family member reported a 
concern regarding wanting 
their loved one to transfer to 
a facility closer to them. The 
facility they are currently at 
is too far for the family to 
travel for visitation. 

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 

193. Incarcerated individual 
reported concerns about 
access to a Securus tablet. 

The OCO has reviewed the 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 Securus tablets due to extremely limited 
resources. 

Declined 

194. Incarcerated individual 
shared concerns regarding 
wanting to promote. 

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

Declined 

195. Person reported concerns 
about their classification 
counselor not requesting an 
override during his 
classification review. 

The OCO has reviewed the 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 placement unless related to safety 
concerns due to extremely limited resources 

Declined 

196. Person reported concerns 
regarding DOC staff losing his 
medical property when 
transferring between units. 

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 filing 
Health Services resolution requests. 

Technical 
Assistance 
Provided 

  Coyote Ridge Corrections Center 

197. A family member reported a 
concern related to this 
person's placement in 
restrictive housing, the 
conditions imposed, and 
their access to healthcare. 

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 
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198. Incarcerated individual 
reports concerns about 
access to a tablet. 

The incarcerated individual said they did not want the OCO to 
further investigate the complaint and closed the case via OCO 
hotline. 

Complaint 
Withdrawn 

199. Incarcerated individual 
relayed concerns about 
being demoted a custody 
level. 

The OCO has reviewed the 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 classification concerns that are not safety 
related due to extremely limited resources. 

Declined 

200. Incarcerated individual 
relayed concerns regarding 
their placement. 

The OCO has reviewed the 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 placement not related to safety due to 
extremely limited resources. 

Declined 

201. A loved one reported a 
concern related to wanting 
DOC to adjust the mental 
health medications for an 
incarcerated person. 

Per WAC 138-10-040(3)(g), the OCO declined to investigate the 
complaint beyond intake due to any other reasons the ombuds 
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 OCO's system. 

Declined 

202. Incarcerated individual 
relayed concerns regarding 
their placement. 

The OCO has reviewed the 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 placement not related to safety due to 
extremely limited resources. 

Declined 

203. A loved one reported 
multiple concerns related 
the safety of an incarcerated 
person. 

Per WAC 138-10-040(3)(g), the OCO declined to investigate the 
complaint beyond intake due to any other reasons the ombuds 
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 OCO's system. 

Declined 

204. Person reported concerns 
about being demoted during 
his facility plan review. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

205. Person reported concerns 
about DOC banking taking 
money from his trust 
account. 

The OCO has reviewed the 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 
multiple complaints for one person due to extremely limited 
resources. OCO notified the person of their remaining active 
case. 

Declined 

206. Incarcerated individual 
relayed concerns about 
wanting to transfer facilities. 

The OCO has reviewed the 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 placement concerns not related to safety 
due to extremely limited resources. 

Declined 

207. Person reported that they 
cannot retrieve their earbuds 
from property. 

The OCO has reviewed the 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 property due to extremely limited 
resources. 

Declined 
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208. Person reported concerns 
regarding staff conduct in an 
infraction investigation. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

209. Incarcerated individual 
relayed concerns regarding 
the ISRB. 

The OCO reviewed the concern and declined to move the 
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(a) as the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action taken by an 
agency other than the Washington State Department of 
Corrections (WADOC). 

No Jurisdiction 

210. Person reported on behalf of 
the incarcerated individual 
that they are being targeted 
by DOC staff members. 

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 

211. An external person reported 
concerns about DOC not 
allowing their loved one to 
receive contacts that were 
ordered for them. The 
person is requesting for the 
incarcerated person to be 
allowed to hold his contacts 
in his property. 

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 
property concerns and filing resolution requests. 

Technical 
Assistance 
Provided 

212. Person reported that he was 
injured during a DOC 
transport due to improper 
transportation methods. The 
person is requesting 
information on filing a tort 
claim. 

The OCO provided information about filing a tort claim. Technical 
Assistance 
Provided 

213. 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 
OCO for assistance. The OCO provided technical assistance 
about appointments and emergencies. 

Technical 
Assistance 
Provided 

214. Person reported 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 

215. Person reported that a DOC 
provider made their injury 
worse. 

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 filing a tort claim. 

Technical 
Assistance 
Provided 
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216. Person reported that their 
time calculations are 
incorrect. 

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 records process. 

Technical 
Assistance 
Provided 

217. Person reported that they 
are being targeted by DOC 
staff members. 

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 

  GRE/CPA   

218. 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 

  Mission Creek Corrections Center for Women 

219. Loved one relayed concerns 
regarding the desire to have 
an investigation into the 
restriction on 
communication between an 
author and incarcerated 
individuals. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(g) any other 
reasons the ombuds deems relevant to the complaint, including, 
but not limited to, the priority and weight given to these and 
other relevant factors. 

Declined 

  Monroe Correctional Complex 

220. Incarcerated individual 
reported concerns about an 
infraction and staff conduct. 

The incarcerated individual said they did not want the OCO to 
further investigate the complaint and closed the case. 

Complaint 
Withdrawn 

221. Incarcerated individual 
shared concerns regarding 
DOC acting improperly. 

The incarcerated individual said they did not want the OCO to 
further investigate the complaint and closed the case. 

Complaint 
Withdrawn 

222. An anonymous incarcerated 
individual reported concerns 
on behalf of an aging person 
with ADA needs in their unit. 

The OCO met directly with the person in their unit to gather 
more information about the concerns. The incarcerated 
individual said they did not want the OCO to further investigate 
the complaint and closed the case. 

Complaint 
Withdrawn 

223. Incarcerated individual 
relayed concerns about 
feeling that staff are 
targeting the Alliance group. 

The OCO has reviewed the 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 staff conduct concerns not related to a 
use of force or RTU due to extremely limited resources. 

Declined 

224. Incarcerated individual 
shared concerns regarding 
being denied for GRE. 

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

Declined 

225. Incarcerated individual 
relayed concerns about 
feeling that staff are 
targeting the Alliance group. 

The OCO has reviewed the 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 staff conduct concerns not related to a 
use of force or RTU due to extremely limited resources. 

Declined 
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226. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
their mail. 

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

Declined 

227. Incarcerated individual 
shared concerns regarding 
their job. 

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

Declined 

228. Person reported that their 
mental health counselor is 
trying to stop them from 
working. 

The OCO has reviewed your 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 job related concerns due to extremely 
limited resources. 

Declined 

229. Incarcerated individual 
shared concerns regarding 
being denied early reentry 
placement. 

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

Declined 

230. Incarcerated individual 
reported concerns about 
programming and job 
placement. 

The OCO has reviewed the 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 programming/jobs due to extremely 
limited resources. 

Declined 

231. Incarcerated individual 
passed away while in DOC 
custody. 

When OCO criteria is met, this office refers cases labeled as 
"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 
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. 

Declined 

232. Incarcerated individual 
shared concerns regarding 
DOC not providing them with 
their ordered book. 

Per WAC 138-10-040(3)(g) as at this time the OCO is unable to 
investigate complaints addressing mail due to extremely limited 
resources. 

Declined 

233. Incarcerated individual 
relayed concerns about 
feeling that staff are 
targeting the Alliance group. 

The OCO has reviewed the 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 staff conduct concerns not related to a 
use of force or RTU due to extremely limited resources. 

Declined 

234. Person reported that they 
are being held on a federal 
detainer, but it is being used 
as a felony detainer which is 
stopping them from going to 
camp. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action taken by an 
agency other than the Washington State Department of 
Corrections. 

No Jurisdiction 

235. Incarcerated individual 
relayed concerns regarding 
the ISRB. 

The OCO reviewed the concern and declined to move the 
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(a) as the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action taken by an 
agency other than the Washington State Department of 
Corrections (WADOC). 

No Jurisdiction 

236. An external person reported 
concerns regarding their 
loved one's healthcare. They 

The OCO provided self-advocacy information to the impacted 
person. At this time, the OCO is unable to investigate the 
concern due to the inability to verify that the incarcerated 

Technical 
Assistance 
Provided 



30 
 

reported that DOC is not 
following the specialist’s 
recommendations. 

individual filed a grievance, (resolution request), appeal, or 
sought other administrative remedies as required by RCW 
43.06C 

237. Person reported that he 
does not want to receive 
involuntary medications. The 
person is requesting a 
medication change. 

The OCO provided information about scheduling follow-up 
appointments for medication management per WAC 138-10-
040(3)(e) as the requested resolution is not within the ombuds’ 
statutory power and authority. DOC policy 600.000 Health 
Services Management states that “clinical decisions are the sole 
province of the responsible health care practitioner and are not 
countermanded by non-clinicians.” This means that the OCO 
cannot override treatment decisions made by healthcare 
providers. The OCO can investigate situations where patients 
are unable to access care, however, cannot mandate the kind of 
treatment provided 

Technical 
Assistance 
Provided 

238. A person reported concerns 
regarding his safety and the 
need for a keep separate 
with another incarcerated 
individual as well as property 
that was disposed of due to 
insufficient funds when he 
was transferred to a new 
facility. 

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 reporting safety concerns and information about 
resolving property complaints. 

Technical 
Assistance 
Provided 

239. Person reported a concern 
for 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 their custody and facility placement. 

Technical 
Assistance 
Provided 

240. This person reported 
concerns regarding DOC 
failing to submit a notifier on 
time which extended his 
sentence. 

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 records correction and time calculation. 

Technical 
Assistance 
Provided 

241. Person reported that DOC 
staff did not follow protocol 
during a pat down. 

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 

242. Person reported that there is 
limited information about 
out of state parole. 

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 filing a resolution request. 

Technical 
Assistance 
Provided 

  Olympic Corrections Center 

243. Incarcerated individual 
shared concerns regarding 
their custody level and 
placement. 

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

Declined 
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244. Loved one relayed a desire 
for their loved one to be 
released from prison. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(e) as the requested 
resolution is not within the ombuds’ statutory power and 
authority. 

Declined 

245. Incarcerated individual 
shared concerns regarding 
wanting a different job. 

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

Declined 

246. Person reported concerns 
about his facility placement. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

247. Person reported a staff 
conduct concern. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

248. Person reported concern 
about staff conduct. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

249. Person reported that there is 
mold on their mattress. 

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 resolution process. 

Technical 
Assistance 
Provided 

  Other   

250. Formerly incarcerated 
individual requested 
compensation for wrongful 
incarceration. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(e) as the requested 
resolution is not within the ombuds’ statutory power and 
authority. 

Declined 

251. Family member requested 
the immediate release of an 
incarcerated individual. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(e) as the requested 
resolution is not within the ombuds’ statutory power and 
authority. 

Declined 

252. Incarcerated individual 
passed away while on 
Extraordinary Medical 
Placement (EMP). 

When OCO criteria is met, this office refers cases labeled as 
"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 
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. 

Declined 

253. Loved one relayed concerns 
about the conduct of a 
community corrections 
officer. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(a) as the ombuds 
does not have jurisdiction over the complaint as the complaint 
relates to an action taken by an agency other than the 
Washington State Department of Corrections (WADOC) or 
occurred while an individual was not in full or partial 

No Jurisdiction 
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confinement of a Washington State Department of Corrections 
prison, such as jails. 

254. Loved one relayed concerns 
regarding the conditions in 
the Wahkiakum County Jai. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(a) as the ombuds 
does not have jurisdiction over the complaint as the complaint 
relates to an action taken by an agency other than the 
Washington State Department of Corrections (WADOC) or 
occurred while an individual was not in full or partial 
confinement of a Washington State Department of Corrections 
prison, such as jails. 

No Jurisdiction 

255. Person reported on behalf of 
the loved one that they were 
charged for their medication 
at a county jail. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action that occurred 
while an individual was not in full or partial confinement of a 
Washington State Department of Corrections prison, such as 
jails. 

No Jurisdiction 

256. Person reported on behalf of 
the incarcerated individual 
that they are a clemency 
recipient and have not yet 
been released. 

Per WAC 138-10-040(3)(e), the OCO declined to investigate the 
complaint beyond intake as the requested resolution is not 
within the ombuds’ statutory power and authority. 

No Jurisdiction 

257. Loved one relayed concerns 
about a county jail. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(a) as the ombuds 
does not have jurisdiction over the complaint as the complaint 
relates to an action taken by an agency other than the 
Washington State Department of Corrections (WADOC) or 
occurred while an individual was not in full or partial 
confinement of a Washington State Department of Corrections 
prison, such as jails. 

No Jurisdiction 

258. Loved one relayed concerns 
about an individual in a jail 
facility. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(a) as the ombuds 
does not have jurisdiction over the complaint as the complaint 
relates to an action taken by an agency other than the 
Washington State Department of Corrections (WADOC) or 
occurred while an individual was not in full or partial 
confinement of a Washington State Department of Corrections 
prison, such as jails. 

No Jurisdiction 

259. Loved one relayed the cost 
of prescription medications 
at Okanogan County Jail. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(a) as the ombuds 
does not have jurisdiction over the complaint as the complaint 
relates to an action taken by an agency other than the 
Washington State Department of Corrections (WADOC) or 
occurred while an individual was not in full or partial 
confinement of a Washington State Department of Corrections 
prison, such as jails. 

No Jurisdiction 

260. Person reported that they 
were targeted and retaliated 
against by a community 
corrections officer. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action that occurred 
while an individual was not in full or partial confinement of a 
Washington State Department of Corrections prison, such as 
jails. 

No Jurisdiction 

261. Person reported concerns 
about wanting to address 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 

No Jurisdiction 
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staff conduct and ISRB issues 
while on community 
custody. 

complaint as the complaint relates to an action that occurred 
while an individual was not in full or partial confinement of a 
Washington State Department of Corrections prison, such as 
jails. 

262. Person reported that they 
want to be housed in a single 
cell in jail. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action that occurred 
while an individual was not in full or partial confinement of a 
Washington State Department of Corrections prison, such as 
jails. 

No Jurisdiction 

263. Incarcerated individual 
reports concerns about a 
wrongful conviction. 

Per RCW 43.06C.040(2)(e), the OCO may not investigate 
because the ombuds may not investigate any complaints 
relating to an individual’s underlying criminal conviction. 

No Jurisdiction 

264. Person reported that an 
individual has an active 
warrant. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action that occurred 
while an individual was not in full or partial confinement of a 
Washington State Department of Corrections prison, such as 
jails. 

No Jurisdiction 

265. Person reported concerns 
about the grievance program 
in another state. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action that occurred 
while an individual was not in full or partial confinement of a 
Washington State Department of Corrections prison, such as 
jails. 

No Jurisdiction 

266. Person reported 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 

  Stafford Creek Corrections Center 

267. Incarcerated individual 
relayed concerns regarding 
access to an MRI. 

This case is a duplicate of one that already exists in the OCO 
case management system. 

Complaint 
Withdrawn 

268. An external person shared 
concerns on behalf of an 
incarcerated individual 
regarding being moved cells. 

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

Declined 

269. An external person reported 
concerns regarding an 
incarcerated individual's 
access to his property. 

The OCO has reviewed the 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 property due to extremely limited 
resources. 

Declined 

270. Incarcerated individual 
reports concerns about 
access to a Securus tablet. 

The OCO has reviewed the 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 tablets due to extremely limited 
resources. 

Declined 

271. Person reported concerns 
regarding his termination 

The OCO has reviewed the concern and declined to move the 
complaint beyond the intake investigation phase per WAC 138-

Declined 
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from Graduated Reentry 
(GRE). The person states that 
DOC held his review without 
any input from him. 

10-040(3)(g) as at this time the OCO is unable to investigate 
complaints addressing GRE due to extremely limited resources 

272. This person reported a 
concern regarding not being 
allowed to return to his job 
after surgery. 

The OCO has reviewed the 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 jobs due to extremely limited resources. 

Declined 

273. This person reported 
concerns that DOC took 
away the phone application 
on his ablet and will not 
provide him with a reason 
why. He cannot read or write 
and is not able to make 
phone calls without the 
application. 

The OCO has reviewed the 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 Securus or tablets due to extremely 
limited resources. 

Declined 

274. Incarcerated individual 
reported concerns about a 
mail denial of a magazine. 

The OCO has reviewed the 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 mail rejections due to extremely limited 
resources. 

Declined 

275. Incarcerated individual 
shared concerns regarding 
their status following a DOC 
assessment. 

Per WAC 138-10-040(3)(f), the OCO declined to investigate the 
complaint beyond intake as the individual released from DOC 
custody prior to the OCO investigating the concern. 

Declined 

276. Incarcerated individual 
shared concerns regarding 
wanting their job back. 

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

Declined 

277. Incarcerated individual 
relayed concerns about 
wanting to be at a lower 
custody level. 

The OCO has reviewed the 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 classification concerns that are not safety 
related due to extremely limited resources. 

Declined 

278. Person reported concerns 
regarding not being allowed 
to receive medications after 
going to a visit that 
conflicted with pill line. 

The OCO has reviewed the 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 staff conduct unless related to a use of 
force or residential treatment unit due to extremely limited 
resources. 

Declined 

279. Person reports being 
targeted by a DOC staff 
member. 

The OCO has reviewed the 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 
multiple complaints for one person due to extremely limited 
resources. OCO notified the person of their remaining active 
case. 

Declined 

280. Person reported on behalf of 
the incarcerated individual 
that DOC took all of their 
belongings. 

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 
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281. Person reported on behalf of 
the incarcerated individual 
that they are living in 
unsanitary conditions. 

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 grievance process. 

Technical 
Assistance 
Provided 

282. Person reported a concern 
about the poor quality of 
laundry bags. 

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 filing a resolution request. 

Technical 
Assistance 
Provided 

283. This person reported a 
concern that DOC failed to 
secure his property when he 
was moved to restrictive 
housing resulting in a 
substantial loss. 

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 resolving property concerns. 

Technical 
Assistance 
Provided 

284. This person reported a 
concern that DOC rejected 
money that was sent to his 
trust accounts and was not 
returned to the sending 
family 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 resolving this concern through DOC banking. 

Technical 
Assistance 
Provided 

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

The OCO provided technical assistance about their specific 
situation. This office informed this individual that the OCO 
cannot impact clinical decisions. 

Technical 
Assistance 
Provided 

286. Person reported that they do 
not have enough cleaning 
supplies to do their job 
properly. 

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 filing a resolution request. 

Technical 
Assistance 
Provided 

  Washington Corrections Center 

287. A family member reported a 
concern related to their 
health, safety, and welfare. 

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 

288. Incarcerated individual 
relayed concerns about their 
extended placement in 
segregation. 

This case is a duplicate of one that already exists in the OCO 
case management system. 

Complaint 
Withdrawn 

289. Incarcerated individual 
shared concerns regarding 
being removed from GRE. 

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

Declined 

290. Incarcerated individual 
shared concerns regarding 
not being considered for 
GRE. 

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

Declined 
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291. Incarcerated individual 
shared concerns regarding 
their placement. 

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

Declined 

292. Person reported concerns 
regarding his classification 
review. The person is 
requesting an override to 
medium custody. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

293. Person reports they are 
being inappropriately 
assigned to close custody by 
classification. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

294. An incarcerated person 
reported multiple concerns 
related to mail and the 
resolution program 

Per WAC 138-10-040(3)(g), the OCO declined to investigate the 
complaint beyond intake due to any other reasons the ombuds 
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 OCO's system. 

Declined 

295. Person reported concerns 
about not being assigned to 
a facility that can offer 
necessary treatment. The 
person is requesting to 
appeal his facility placement. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

296. Incarcerated individual 
shared concerns regarding 
them, and other individuals, 
being skipped over for job 
selection. 

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

Declined 

297. Incarcerated individual 
shared concerns regarding 
losing his job. 

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

Declined 

298. Person reported concerns 
regarding being transferred 
to the wrong reentry center. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

299. Incarcerated individual 
shared concerns regarding 
their placement. 

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

Declined 

300. Incarcerated individual 
relayed concerns regarding 
the ISRB. 

The OCO reviewed the concern and declined to move the 
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(a) as the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action taken by an 
agency other than the Washington State Department of 
Corrections (WADOC). 

No Jurisdiction 

301. An external person reported 
concerns regarding the lack 
of follow up care for their 
loved one's medical 
condition. They are 

The OCO provided self-advocacy information to the impacted 
person. At this time, the OCO is unable to investigate the 
concern because of the inability to verify that the incarcerated 
individual filed a grievance, (resolution request), appeal, or 

Technical 
Assistance 
Provided 
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requesting specialist 
referrals in the community 
and additional diagnostic 
procedures. 

sought other administrative remedies as required by RCW 
43.06C. 

302. A friend or family member 
reported a concern on this 
person's behalf regarding an 
incorrect earned released 
date (ERD). 

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 records correction and time calculations to resolve this 
concern at the lowest levels first. 

Technical 
Assistance 
Provided 

303. Person reported that their 
medical provider has not 
scheduled a follow up 
appointment to create a 
treatment plan. 

The OCO provided self-advocacy information to the impacted 
person. At this time, the OCO is unable to investigate the 
concern because of the inability to verify that the incarcerated 
individual filed a grievance, (resolution request), appeal, or 
sought other administrative remedies as required by RCW 
43.06C. 

Technical 
Assistance 
Provided 

304. This person reported 
concerns that his property 
was stolen when he arrived 
from out of state and not 
having success with filing a 
grievance about it. 

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 how to resolve concerns related to property. 

Technical 
Assistance 
Provided 

305. This person reported a 
concern that he is not able to 
access content he had 
purchased during a previous 
incarceration on his new 
tablet because the vendor 
has changed from JPay to 
Securus. 

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 tort claims and Securus. 

Technical 
Assistance 
Provided 

306. Person reported that DOC 
will not give back their tablet 
unless they pay their 
restitution. 

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 banking process. 

Technical 
Assistance 
Provided 

307. An incarcerated individual 
reported concerns regarding 
his sentence being 
miscalculated. 

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 resolving records correction and time calculation 
complaints with the records department at DOC headquarters. 

Technical 
Assistance 
Provided 

308. 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 
OCO for assistance. The OCO provided technical assistance 
about the medical appointment process. 

Technical 
Assistance 
Provided 

309. This person reported a 
concern regarding a tort 

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 

Technical 
Assistance 
Provided 
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claim he filed but has not 
received a response on. 

addressed by these DOC processes, they can then contact the 
OCO for assistance. The OCO provided technical assistance 
about the tort claims process. 

  Washington Corrections Center for Women 

310. A friend or family member 
reported concerns that their 
loved one will be released 
homeless and without the 
proper support for her 
healthcare needs. 

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 

311. Individual expressed a desire 
to receive compensation for 
unlawful imprisonment. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(e) as the requested 
resolution is not within the ombuds’ statutory power and 
authority. 

Declined 

312. Person reported staff 
conduct concerns related to 
access to programming. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

313. Incarcerated individual 
shared concerns regarding 
not being placed in partial 
confinement. 

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

Declined 

314. Person reported concern 
about one of the DOC staff at 
her job. 

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 staff conduct, aside from conduct 
concerns regarding uses of force or Residential Treatment Units, 
due to extremely limited resources. 

Declined 

315. Person reported that DOC is 
denying her access to 
Graduated Reentry (GRE) 
due to a lack of 
programming that is not 
required by the courts. 

The OCO has reviewed the 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 

316. Individual relayed concerns 
about the conduct of a 
community corrections 
officer. 

The OCO declined to move the complaint beyond the intake 
investigation phase per WAC 138-10-040(3)(a) as the ombuds 
does not have jurisdiction over the complaint as the complaint 
relates to an action taken by an agency other than the 
Washington State Department of Corrections (WADOC) or 
occurred while an individual was not in full or partial 
confinement of a Washington State Department of Corrections 
prison, such as jails. 

No Jurisdiction 

317. This person reported 
concerns regarding property 
ordered through Union 
Supply that was returned but 
not received by the 
company. Union Supply and 
DOC are giving her 
conflicting information about 

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 resolving property complaints with Union Supply. 

Technical 
Assistance 
Provided 
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who needs to contact them 
to issue a refund. 

318. 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 
OCO for assistance. The OCO provided technical assistance 
about the medical appointment process. 

Technical 
Assistance 
Provided 

319. Person reported that they 
are being retaliated against 
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 

320. Person reported that they 
are being targeted and 
retaliated against by DOC 
staff members. 

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 

321. Person relayed a 
disagreement about the 
healthcare treatment they 
are receiving while in DOC 
custody. 

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 

322. This person reported 
concerns that kitchen staff 
ignored an HSR restricting 
the limit of weight she is 
allowed to lift which resulted 
in a new injury. Kitchen staff 
were also verbally abusive, 
and she does not feel safe 
working in that position. 

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 filing a Resolution Request to resolve the concern at the 
lowest levels first. 

Technical 
Assistance 
Provided 

  Washington State Penitentiary 

323. Family member relayed 
concerns about the 
attendance of religious 
events by incarcerated 
individual and guests. 

This case is a duplicate of one that already exists in the OCO 
case management system for the same concern from the same 
reporter. 

Complaint 
Withdrawn 

324. A family member reported a 
concern related to this 
person's placement in 
restrictive housing and their 
access to healthcare. 

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 

325. A family member reported a 
concern related to this 
person's placement in 
restrictive housing and the 
ability to access their 
property, mail, and medical 
care. 

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 
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326. Incarcerated individual 
relayed concerns about not 
having access to a tablet. 

The OCO has reviewed the 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 property due to extremely limited 
resources. 

Declined 

327. A friend or loved one 
reported a concern related 
to rejected SecurUs 
messages. 

Per WAC 138-10-040(3)(g), the OCO declined to investigate the 
complaint beyond intake due to any other reasons the ombuds 
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 OCO's system. 

Declined 

328. Incarcerated individual 
relayed concerns about 
being denied GRE. 

The OCO has reviewed the 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 

329. This person reported a 
concern regarding wanting 
to be assigned a job. 

The OCO has reviewed the 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 job programming due to extremely 
limited resources. 

Declined 

330. An incarcerated person 
reported a concern related 
to jobs programming. 

Per WAC 138-10-040(3)(g), the OCO declined to investigate the 
complaint beyond intake due to any other reasons the ombuds 
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 OCO's system. 

Declined 

331. Person reported that DOC 
will not screen them for GRE. 

The OCO has reviewed your 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 

332. This person reported 
concerns regarding not being 
issued earbuds or 
headphones when he 
received his tablet. 

The OCO has reviewed the 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 property due to extremely limited 
resources. 

Declined 

333. This person reported 
concerns that DOC will not 
recognize a domestic 
violence class he completed 
through correspondence 
therefore, DOC will not 
approve him for release to a 
reentry center or Graduated 
Reentry (GRE) track. 

The OCO has reviewed the 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 

334. Person reported that they 
would like to move to 
another unit. 

The OCO has reviewed your 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 placement concerns due to extremely 
limited resources. 

Declined 

335. An incarcerated person 
reported a concern about 
the resolution program and 

Per WAC 138-10-040(3)(g), the OCO declined to investigate the 
complaint beyond intake due to any other reasons the ombuds 
deems relevant to the complaint, including, but not limited to, 

Declined 
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DOC refusing to retrieve 
property from county jails. 

the priority and weight given to these and other relevant 
factors.  In this instance, the incarcerated person has another 
concern already open in the OCO's system. 

336. Person reported concerns 
about not receiving an 
override to go to GRE. 

The OCO has reviewed the 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 placement unless related to safety due to 
extremely limited resources. 

Declined 

337. Person reported on behalf of 
the incarcerated individual 
concerns about a breach of 
confidentiality and staff 
conduct. 

Per WAC 138-10-040(3)(a), the OCO may not investigate 
because the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action taken by an 
agency other than the Washington State Department of 
Corrections. 

No Jurisdiction 

338. Incarcerated individual 
relayed concerns regarding 
the ISRB. 

The OCO reviewed the concern and declined to move the 
complaint beyond the intake investigation phase per WAC 138-
10-040(3)(a) as the ombuds does not have jurisdiction over the 
complaint as the complaint relates to an action taken by an 
agency other than the Washington State Department of 
Corrections (WADOC). 

No Jurisdiction 

339. External person reports their 
loved one is not receiving 
adequate care for a medical 
condition. 

The OCO provided information to the impacted person 
regarding filing a Health Services resolution request. At this 
time, the OCO is unable to investigate the concern because of 
the inability to verify that the incarcerated individual filed a 
grievance, (resolution request), appeal, or sought other 
administrative remedies as required by RCW 43.06C. For 
healthcare concerns, the incarcerated person should contact 
the OCO after the DOC Resolution Program has provided a level 
one response or if more than 90 days have passed since filing 
the request. The person can also send a DOC healthcare kite 
while awaiting a DOC Resolution Request response. 

Technical 
Assistance 
Provided 

340. Person reported on behalf of 
the incarcerated individual 
concerns about staff conduct 
and unfair treatment. 

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 HSR process. 

Technical 
Assistance 
Provided 

341. Person reported on behalf of 
the incarcerated individual 
that the event coordinator is 
not allowing them to attend 
religious events. 

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 

342. Person reported on behalf of 
their incarcerated loved one 
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 

343. Person 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 

Technical 
Assistance 
Provided 
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OCO for assistance. The OCO provided technical assistance 
about the medical appointment process. 

344. Person reported that they 
want to get on the MAT 
program. 

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 

345. This person reported 
concerns about facility 
sanitation. 

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 filing a resolution request to resolve this concern at the 
lowest levels first. 

Technical 
Assistance 
Provided 

346. This person reported 
concerns regarding DOC 
losing his outgoing legal mail, 
as well as opening and 
coping his legal mail. 

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 filing a resolution request to resolve this concern at the 
lowest levels first. 

Technical 
Assistance 
Provided 

347. 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 
OCO for assistance. The OCO provided technical assistance 
about the medical appointment and emergency process. 

Technical 
Assistance 
Provided 

348. Person reported that DOC 
did not put the money they 
received into their account. 

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 banking process. 

Technical 
Assistance 
Provided 

349. This person reported 
concerns about their safety 
when they are moved from a 
close custody unit to an 
active medium unit in the 
future. 

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 how to report safety concerns. 

Technical 
Assistance 
Provided 

350. This person reported 
concerns that he has not 
been able to receive the 
religious services of his 
choice at his current facility 
or the previous one, and the 
chaplain has not responded 
to his kiosk request for a 
meeting. 

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 filing a resolution request to resolve this complaint at the 
lowest levels first. 

Technical 
Assistance 
Provided 

351. Person reported that DOC 
staff members are targeting 
and retaliating against them. 

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 filing a tort claim. 

 

 



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.  

 

 

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.  

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 
Substantiate 

Available evidence was insufficient to substantiate the 
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. 

https://oco.wa.gov/data-publications-reports/reports


Common DOC Acronyms & Glossary 

 

ADA:  Americans with Disabilities Act 

ASR:  Accommodation Status Report 

BOE:  Behavior Observation Entry 

CI:  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 

IIU or I&I:  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-25-017 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 and presents recommendations. Within ten days 
of the publication of this report, DOC must publish an associated corrective action plan. DOC will 
then have 120 days to implement that plan. 

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.

https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770
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UFR Committee Members   

The following members attended the UFR committee meeting held virtually on January 22, 2026:  

DOC Health Services 

• Dr. MaryAnn Curl, Chief Medical Officer 
• Justin Wozab, Interim Chief of Nursing 
• Dr. Eric Rainey-Gibson, Director – Behavioral Health 
• Dr. Ashley Espitia, Suicide Prevention Specialist 
• Mark Eliason, Deputy Assistant Secretary 
• Mary Beth Flygare, Health Services Project Manager 

 
DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary 
• James Key, Deputy Assistant Secretary 
• Lorne Spooner, Correctional Operations Program Manager 
• Rochelle Stephens, Men’s Prisons Project Manager 
• Paige Perkinson, Correctional Relations Manager 

 
DOC Community Corrections Division 

• Kristine Skipworth, Regional Administrator 
 
DOC Risk Mitigation 

• Michael Pettersen, Director 
 
DOC Person Centered Services 

• Megan Pirie, Director 
 
Office of the Corrections Ombuds (OCO) 

• Elisabeth Kingsbury, Interim Director 
• Ollie Webb, Assistant Corrections Ombuds – Investigations 
• Madison Vinson, Assistant Corrections Ombuds – Policy 

 
Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 
 
Health Care Authority (HCA) 

• Dr. Heather Schultz, Associate Medical Director 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 
recommendations.  

Fatality Summary 

Date of Birth: 1971 (54-years-old). 

Date of Incarceration: July 2019. 

Date of Death:  August 2025. 

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

The cause of death is asphyxia due to strangulation. The manner of death is homicide. 

Explanatory Notes 

• Currently, there is an ongoing community law enforcement investigation into this incident. 

• Each Incarcerated Individual (I/I) who may have been involved in this incident is referred to 
numerically (01-08) for clarity while protecting the integrity and confidentiality of the ongoing 
criminal investigation.  

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

Day of Death Event 

11:36 hours • The decedent is last observed in their cell. 

12:09 – 14:40 hours • Hourly tier checks are conducted. 

15:00 – 15:02 hours 

• I/I 06 is observed speaking with the unit floor officers at the officer’s 
station and obstructing the officers’ view of the unit. 

• I/I 01 is allowed into the decedent’s cell for cleaning, and the cell door 
is resecured after they enter the cell.  

• I/I 08 is observed leaving the unit pod and entering a small conference 
room. 

15:03 – 15:08 hours 

• I/I 07 is observed crossing the dayroom and entering the unit’s pantry 
room as I/I 06 leaves the officer’s station doorway. 

• Floor officers are observed walking to the small conference room 
where I/I 08 is located and then returning to the officer’s station 
without conducting a required tier check. 

15:14 – 15:20 hours 
• I/Is 07 and 08 are observed moving between the small conference 

room and the pantry while appearing to deliver the unit commissary 
orders. 
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15:23 – 15:26 hours 

• I/I 01 uses the intercom button in the decedent’s cell, exits the cell, 
and remains at the cell entrance where they wave at the booth officer 
to resecure the cell door.  

• I/I 01 is observed walking across the dayroom carrying two items and 
entering the pantry where I/Is 07 and 08 are located. 

• I/I 01 is observed exiting the pantry carrying only one item and 
entering the small conference room, where they are joined by I/I 08 
and they begin sorting through items. 

• I/I 01 is observed exiting the small conference room emptyhanded and 
entering the pantry.  

• I/I 08 is also observed exiting the small conference room, while I/I 07 is 
observed waiting by the door. 

15:28 hours • I/I 01 is observed exiting the pantry while carrying a clear garbage bag. 

16:00 – 16:04 hours 

• Formal count is initiated. 

• Custody officers arrive at the decedent’s cell and find the decedent 
unresponsive; officers initiate a radio notification requesting additional 
assistance. 

16:05 – 16:07 hours 

• Custody officers enter the cell and find the decedent with what 
appeared to be a charging cord tied around their neck. 
Cardiopulmonary Resuscitation (CPR) is initiated and a request made 
for an Automated External Defibrillator (AED) and community 
Emergency Medical Services (EMS) response. 

16:08 hours • DOC medical staff arrive on scene and assume care. 

16:22 hours • Community EMS arrive on scene and assumes care. 

16:43 hours • 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 
Review (CIR) and DOC Mortality Review Committee (MRC). The UFR committee considered the 
information from both reviews in formulating recommendations for corrective action. 

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 identified the following contributing factors to the decedent’s death: 

a. The unit booth officer was new to their position and believed the decedent’s cell was empty; 
the officer, therefore, allowed I/I 01, who worked as a unit porter, to enter the decedent’s 
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cell for cleaning on an unscheduled day while the decedent was present in the cell. 

b. Simultaneously, unit floor officers were gathered in the officer’s station and distracted by 
conversation with I/I 06 who was standing in the doorway. The conversation eliminated 
officer presence on the unit floor, obscured officer view of unit activity, and delayed 
initiation of the required hourly tier check, which was ultimately missed. 

2. The CIR identified the following potential causal factors to the decedent’s death: 

a. The new unit booth officer had limited training and information available on the unit 
schedule, roster, and empty vs. occupied cells, and a post order manual outlining unit 
operations and officer responsibilities was not easily accessible to the officer.  

b. A tier check in the 15:00 hour was not conducted in accordance with DOC policy. 

i. This matter was forwarded to line staff supervisors for remediation prior to the CIR 
teams’ arrival and the facility will continue to carry out DOC’s recently developed plan to 
improve tier check compliance and remedy identified process gaps. 

c. Officers were not present on the unit floor while I/I 01 was in the decedent’s cell, as all floor 
officers were collected in the officer’s station speaking to an I/I and other I/Is were observed 
moving freely in and out of the unit’s small conference room and pantry unsupervised. 

i. The CIR noted that adding a third officer or a roving officer to match other units’ staffing 
models may be beneficial. 

3. The CIR identified the following non-causal concerns to the decedent’s death: 

a. Oxygen cannisters are not stored in the living units due to safety and security concerns and, 
therefore, was not immediately available for use during an emergency response. 

i. The CIR recommended that DOC Health Services and Prisons develop a recommendation 
to make oxygen cannisters immediately available for emergency response in units. 

4. The CIR identified the following recommendations for improvement: 

a. Print and post the unit schedule in the unit control booth. 

b. Disseminate a directive to unit supervisors to ensure custody officer presence in unit 
dayrooms when incarcerated individuals are present. 

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

1. The MRC found: 
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a. The decedent’s antecedent medical history included mixed personality disorder, severe 
lower extremity vascular insufficiency, and chronic pain. 

i. Care was appropriate and no gaps were identified by the MRC. 

b. After admission to DOC in 2019, the decedent declined most of their intake assessment and 
any recommendations to evaluate or treat their right lower extremity during the three years 
following admission to DOC. As a result, the decedent developed gangrene and osteomyelitis 
(a bone infection) in their right foot. Due to the persistence of the decedent’s care team, the 
decedent received a below-knee amputation in 2022. 

c. The decedent had a history of declining to communicate verbally and instead relied on 
written communication with health care providers. Available documentation also revealed 
that the decedent had poor compliance with their care team’s recommendations and 
treatment. 

d. The MRC reviewed and discussed the CIR recommendation of oxygen cannister storage in 
living units to ensure availability during an emergency response and agreed that it is unlikely 
oxygen administration would have impacted the outcome of this incident. 

2. The MRC did not identify any opportunities for improvement. 

C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed: 

1. Tier checks and officer presence. 

a. Inconsistent or inadequate tier checks have been noted in previous UFR committee 
discussions. DOC leadership has taken additional action to improve this process including 
facility leadership and Correctional Unit Supervisors conducting tier checks alongside unit 
officers to emphasize agency expectations and best practices.  Additionally, unit supervisors 
have been directed to ensure there is officer presence in unit dayrooms and tiers.  

2. Housing and job assignments. 

a. UFR members reviewed the housing and job assignment processes in DOC facilities and that, 
before placement in a unit, a multidisciplinary team evaluates each individual’s support 
needs, behavior history, and safety considerations.  

b. UFR committee members noted that this incident occurred in a unit which house both 
individuals receiving residential mental health treatment and individuals who are in 
protective custody. An Office of the Corrections Ombuds (OCO) representative reported that 
the OCO received a report that this incident was the result of a “security threat group hit” 
and voiced concern regarding the safety of housing these two populations in the same unit.  
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3. Community law enforcement investigation. 

a. The OCO representative requested DOC share the results of the law enforcement 
investigation with UFR committee members and supported reconvening of the UFR 
committee to assess new relevant information, if appropriate. 

UFR Committee Findings 

The decedent died of asphyxia due to strangulation. The manner of death is homicide. 

UFR Committee Recommendations  

Table 1 presents the UFR Committee’s recommendations to prevent similar fatalities and further 
strengthen safety and health protections for incarcerated individuals. As required, the DOC will develop, 
publish, and implement an associated corrective action plan within 10 days following the publishing of 
this report. 

Table 1. UFR Committee Recommendations 

1. Complete a value stream mapping of the unit tier check process and provide a report with 
recommended changes and compliance metrics to support monitoring changes for 
effectiveness. 

2. Print and post the unit schedule in the unit control booth. 

3. Disseminate a directive to unit supervisors to ensure custody officer presence in unit dayrooms 
when incarcerated individuals are present. 

4. Disseminate a directive requiring unit booth officers verify cell occupancy prior to allowing a 
unit porter or other incarcerated individual to enter a cell for cleaning. 

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

1. Assess the feasibility of storing oxygen cannisters in living units while considering the safety and 
security of incarcerated individuals and DOC staff.  
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Unexpected Fatality Review 
Committee Report 

UFR-25-021 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 and presents recommendations. 

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 meeting held virtually on January 8, 2026: 

DOC Health Services 

• Dr. MaryAnn Curl, Chief Medical Officer 

• Dr. Eric Rainey-Gibson, Director – Mental Health 

• Mark Eliason, Deputy Assistant Secretary 

• Dr. Rae Simpson, Director – Quality Systems 

• Arpan Aulakh, Sentinel Event Program Manager 

• Mary Beth Flygare, Health Services Project Manager 

DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary 

• James Key, Deputy Assistant Secretary 

• Charles Anderson, Deputy Assistant Secretary 

• Lorne Spooner, Correctional Operations Program Manager 

• Paige Perkinson, Correctional Operations Program Manager 

DOC Person Centered Services 

• Megan Pirie, Director 

Office of the Corrections Ombuds (OCO) 

• Elisabeth Kingsbury, Acting Director 

• Ollie Webb, Assistant Corrections Ombuds – Investigations 

• Madison Vinson, Corrections Ombuds – Policy 

Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 

Health Care Authority (HCA) 

• Dr. Judy Zerzan, Medical Director 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 

recommendations. 

Fatality Summary 

Date of Birth: 1986 (39-years-old). 

Date of Incarceration: April 2015. 

Date of Death: October 2025. 

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

The cause of death is multiple bilateral pulmonary thromboemboli, with deep venous thromboses of 

lower extremities, decreased mobility, and schizophrenia complicated by catatonia identified as 

contributing conditions. The manner of death is natural. 

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

12 Days Prior to Death Event 

19:00 hours • After noting that the decedent had not attended pill line for two days, 
DOC nursing staff assessed the decedent in their housing unit. The 
decedent was subsequently admitted to the Inpatient Unit (IPU) for 
further evaluation, treatment, and observation. 

6 Days Prior to Death Event 

09:40 hours • The decedent’s IPU admission acuity level is increased to intermediate 
care, as their condition was not improving. 

1 Day Prior to Death Event 

16:00 hours • The decedent’s condition continues to decline, and a DOC practitioner 
orders labs and imaging. However, the decedent declined the lab 
draw. 

Day of Death Event 

10:30 hours • The decedent is assessed by a DOC practitioner who reorders labs and 
imaging and adds a new medication. The lab draw is completed and 
sent to the lab. 

11:48 hours • As DOC staff arrive to prepare the decedent for imaging, the decedent 
is overheard groaning and observed attempting to get out of bed. 
Additional staff assistance is requested. 

11:50 – 11:52 hours • Cardiopulmonary Resuscitation (CPR) is initiated, and the decedent is 
moved to the trauma room. 
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11:58 hours • An Automated External Defibrillator (AED) is placed. 

12:03 hours • Community Emergency Medical Services (EMS) arrives on scene and 
assumes care. 

12:23 hours • The decedent is declared deceased by community EMS. 

UFR Committee Discussion 

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

Committee (MRC) and the DOC Critical Incident Review (CIR). The UFR committee considered the 

information from both reviews in formulating recommendations for improvement. 

A. The MRC reviewed the medical record and antecedent care delivered and provided the following 

findings. 

1. The MRC found: 

a. The decedent’s health history included schizophrenia with features of psychosis, schizoid 

personality disorder, depression, and catatonia. 

b. The decedent also had a history of prescribed force-feeding and involuntary medication 

administration, including olanzapine and duloxetine. After nearly a year and a half of 

involuntary treatment, they showed signs of improvement including stability in their 

presentation and improved trends of their self-directed care and overall condition. As a 

result, the involuntary medication administration order was allowed to expire approximately 

ten months before death. 

i. The decedent voluntarily complied with their medication orders until approximately one 

month before death, when they asked to stop the olanzapine due to concerns of weight 

gain. After discontinuing the olanzapine, the decedent continued with duloxetine therapy 

up until a week before they were admitted to the IPU. 

c. Approximately twelve days before death, the decedent’s condition deteriorated, and they 

were assessed by DOC nursing staff in their unit; they were subsequently admitted to the 

IPU. While in the IPU, the decedent was largely non-verbal and immobile and communicated 

via head movements. 

i. The MRC noted that the care plan completed six days before death addressed bathing 

and eating but did not address interventions for decreased or absent mobility or deep 

vein thrombosis (DVT) prophylaxis. 

ii. DVT was suspected the day before death and further testing was ordered and completed 

on the day of death. 
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d. The MRC reviewed clinical decision points throughout the decedent’s care, specifically 

examining DVT prophylaxis protocols for catatonia. The interdisciplinary team demonstrated 

clear, collaborative consensus in their decision-making process. 

i. However, the record does not establish whether DVT prophylaxis was clinically indicated 

or if its administration would have changed the decedent’s outcome. 

e. MRC members also reviewed the discontinuation of the decedent’s involuntary medications 

approximately ten months before death and that allowing a 180-day involuntary order to 

expire is a typical decision psychiatric providers consider over the course of long-term 

involuntary antipsychotic therapy. 

f. The goal with this decision is to balance the least restrictive option of treatment by fostering 

and promoting patient autonomy within a decisional capacity frame versus weighing the 

risks for patient refusal which may lead to decompensation. 

i. The MRC endorsed the primary care team’s approach to medication management in this 

case. 

2. The MRC recommended: 

a. DOC’s Chief of Psychiatry will perform a systematic literature review of management of 

patients with catatonia (specifically regarding DVT prophylaxis), make necessary changes to 

DOC’s clinical guidelines as indicated by the literature review, and provide education to 

DOC’s psychiatry and inpatient teams on DOC’s updated practices. 

i. DOC’s Chief Medical Officer and Chief of Psychiatry will brief the Chief Medical Officers at 

Eastern State Hospital and Western State Hospital on this case, literature review findings, 

and opportunities for reviewing and updating of their protocols regarding DVT 

prophylaxis in individuals evidencing catatonia. 

b. DOC’s nursing team will review the assessment forms used in the IPU and make 

recommended revisions to include nursing assessment tools to help identify those at risk for 

DVT and prompt a request for DVT prophylaxis orders, where appropriate. 

c. Consider creation of and formalize policy for a multidisciplinary team meeting to discuss 

cases at the onset of formal discontinuation of an antipsychotic treatment. 

B. 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. The CIR found: 

a. Approximately three years prior to death, the decedent was transferred to their current 
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prison facility and admitted to the IPU for healthcare needs. During this admission, DOC’s 

mental health team ordered involuntary medications and the decedent’s condition 

improved. 

i. Upon discharge from the IPU, the decedent was placed in the Residential Treatment 

Unit and continued to slowly make progress. 

b. Approximately ten months before death, the decedent’s involuntary medication order was 

discontinued, as they were showing improved overall recovery including stability in their 

living unit and willingness to voluntarily continue medication. 

i. A review of Medication Administration Records (MARs) completed in September 2025 

revealed that the decedent was compliant with all prescribed medications. 

c. Approximately twelve days before death, the decedent was admitted to the IPU, where their 

health declined; the decedent struggled with eating and drinking and was generally 

nonverbal and immobile. The individual mainly communicated by nodding or shaking their 

head to answer questions. 

2. The CIR identified the following contributing factor to the decedent’s death: 

a. The decedent’s inability or unwillingness to communicate verbally inhibited their ability to 

describe any urgent or emergent changes in the way they were feeling. 

i. The CIR noted that the decedent’s cause of death had not yet been determined at the 

time the CIR was completed. 

3. No potential causal or non-causal factors were identified within the scope of the CIR. 

C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed: 

1. Catatonia and DVT. 

a. UFR members expressed concern regarding DOC clinicians’ focus on the decedent’s history 

of catatonia and overlooking consideration of other possible causes for the decedent’s 

symptoms and their risk of blood clot formation. The UFR committee supported enhancing 

clinical curiosity through education on differential diagnosis, updating relevant protocols, 

and integrating prompts into documentation templates to support staff decision-making. 

2. Decisional capacity and communication with incarcerated individuals’ families. 

a. The UFR committee discussed use of a multidisciplinary team to review decisional capacity 

and, if necessary, establish a surrogate decision maker. Members recommend routinely 

assessing decisional capacity for non-verbal individuals admitted to the IPU and contacting a 
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proxy decision-maker as soon as possible. 

b. UFR committee members voiced support for notification to an incarcerated individual’s 

family when they become acutely ill and are admitted to the IPU. Currently, DOC notifies the 

individual’s designated contact when they are determined to be seriously ill. 

3. UFR members noted that the autopsy report was not finalized and available for review at the 

time the UFR meeting was held; however, the death certificate, including the decedent’s cause 

of death, was available for the UFR committee’s consideration and review. 

UFR Committee Findings 

The decedent died of multiple bilateral pulmonary thromboemboli, with deep venous thromboses of 

lower extremities, decreased mobility, and schizophrenia complicated by catatonia identified as 

contributing conditions. The manner of death is natural. 

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. DOC’s Chief of Psychiatry will perform a systematic literature review of management of patients with 

catatonia (specifically regarding DVT prophylaxis), make necessary changes to DOC’s clinical 

guidelines as indicated by the literature review, and provide education to DOC’s psychiatry and 

inpatient teams on DOC’s updated practices. 

a. DOC’s Chief Medical Officer and Chief of Psychiatry will brief the Chief Medical Officers at 

Eastern State Hospital and Western State Hospital on this case, literature review findings, and 

opportunities for reviewing and updating of their protocols regarding DVT prophylaxis in 

individuals evidencing catatonia. 

2. DOC’s nursing team will review the assessment forms used in the IPU and make recommended 

revisions to include nursing assessment tools to help identify those at risk for DVT and prompt a 

request for DVT prophylaxis orders, where appropriate. 

3. The DOC Clinical Services Board (CSB) will review to establish a formal protocol outlining and 

standardizing the process when multidisciplinary team consultations are to be held upon the formal 

discontinuation of antipsychotic treatment. 

4. The DOC CSB will review to establish a formal protocol for assessing decisional capacity in non-verbal 

IPU admissions and identifying proxy decision-makers. 
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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.

https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770


3 | P a g e 
Washington State Department of Corrections 

Report on Unexpected Fatalities 

 

 

UFR Committee Members   

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

DOC Health Services 

• Dr. Poonam Bhagia, Deputy Chief Medical Officer 
• Kristen Stowers, Registered Nurse 4 for Chief of Nursing 
• Dr. Cynthia Mason, Chief of Psychology for Director of Behavioral Health 
• Mark Eliason, Deputy Assistant Secretary 
• Dr. Rae Simpson, Director – Quality Systems 
• Dr. Catherine Smith, Director – Addiction Medicine 
• Dr. Zainab Ghazal, Health Services Administrator 
• Arpan Aulakh, Sentinel Event Program Manager 
• Mary Beth Flygare, Health Services Project Manager 

 
DOC Prisons Division 

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

 
DOC Risk Mitigation 

• Michael Pettersen, Director 
• Elisabeth Kingsbury, Litigation Administrator 

 
Office of the Corrections Ombuds (OCO) 

• Ollie Webb, Assistant Corrections Ombuds – Investigations 
• Madison Vinson, Assistant Corrections Ombuds – Policy 

 
Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 
 
Health Care Authority (HCA) 

• Dr. Heather Schultz, Associate Medical Director 
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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 • The decedent is observed entering their cell. 

19:48 – 21:05 hours • Tier checks and formal counts are conducted. 

21:42 – 22:26 hours • Video surveillance depicts movement in the decedent’s cell and their 
cell light turning on and off. 

22:30 – 23:46 hours 
• A tier check and formal count are conducted. 
• The cell light within the decedent’s cell is observed turning on and off. 

Day of Death Event 

00:32 – 00:37 hours 
• A tier check is initiated; a custody officer arrives at the decedent’s cell 

front at 00:36 hours and finds the decedent unresponsive in their cell.  
• DOC staff initiate an emergency call for an unresponsive individual. 

00:38 – 00:39 hours • 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 • Community Emergency Medical Services (EMS) arrives on scene and 
assumes care. 

1:10 hours • 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. 

b. 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. 

c. 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. 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). 

b. 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.  

c. 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. A referral 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-25-023 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.

https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770
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UFR Committee Members   

The following members attended the UFR Committee meeting held virtually on February 19, 2026:  

DOC Health Services 
• Dr. MaryAnn Curl, Chief Medical Officer 
• Alexis Telles, Director of Nursing 
• Dr. Eric Rainey-Gibson, Director – Behavioral Health 
• Mark Eliason, Deputy Assistant Secretary 
• Darren Chlipala, Administrator 
• Dr. Rae Simpson, Director – Quality Systems 
• Arpan Aulakh, Sentinel Event Program Manager 
• Mary Beth Flygare, Health Services Project Manager 

 
DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary 
• James Key, Deputy Assistant Secretary 
• Rochelle Stephens, Men’s Prisons Project Manager 
• Paige Perkinson, Correctional Relations Manager 

 
DOC Community Corrections Division 

• Kristine Skipworth, Administrator – East Region 
• Kelly Miller, Administrator – Graduated Reentry 

 
DOC Person Centered Services 

• Megan Pirie, Director 
 
Office of the Corrections Ombuds (OCO) 

• Ollie Webb, Assistant Corrections Ombuds – Investigations 
• Madison Vinson, Assistant Corrections Ombuds – Policy 

 
Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 
 
Health Care Authority (HCA) 

• Dr. Judy Zerzan, Medical Director 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 
recommendations.  

Fatality Summary 

Date of Birth: 1983 (41-years-old). 

Date of Incarceration: January 2025. 

Date of Death: November 2025. 

At the time of death, the decedent was participating in DOC’s Graduated Reentry (GRE) program. 

The cause of death is acute combined drug intoxication including fentanyl and methamphetamine, with 
atherosclerotic cardiovascular disease identified as a significant contributing condition. The manner of 
death is accidental. 

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

Days Prior to 
Death 

Event 

98 
• The decedent transfers to the GRE program where an intake and orientation are 

conducted, including drug screening which returned negative results. 

• The decedent is given a Narcan kit and transported to their approved residence. 

84 – 79 

• The decedent meets with a DOC Community Specialist (CS) at their residence and 
completes drug screening which returned negative results. 

• A CS received confirmation of the decedent’s scheduled substance use disorder 
(SUD) assessment appointment from the treatment provider. 

70 – 10 • A CS conducts drug screening on six different occasions, and all return negative 
results. 

8 • A CS conducts a home visit with the decedent and no issues are reported. 

Day of Death Event 

 

 

– 

 

 

 

• At approximately 9:00 AM, residents in the decedent’s transitional house find the 
decedent unresponsive in their room; they administer Narcan, initiate 
Cardiopulmonary Resuscitation (CPR), and call 911 to request community 
Emergency Medical Services (EMS) response. 

• DOC is notified of the suspected overdose by the transitional house manager and 
responds to the residence. 

• The decedent is declared deceased at 9:30 AM by community EMS. 
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UFR Committee Discussion 

The UFR committee met to discuss the findings and recommendations from the DOC Mortality Review 
Committee (MRC) and the DOC Critical Incident Review (CIR). 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. Prior to death, the decedent was successfully participating in DOC’s GRE program and 
preparing for release to the community. 

b. On the day of death, the decedent was found unresponsive in their room by other residents 
of the transitional house and resuscitation efforts were unsuccessful. 

i. Community EMS, community law enforcement and the county medical examiner 
responded to the scene and informed DOC staff that they suspected the decedent’s 
death was due to a fentanyl overdose. 

ii. The autopsy report later confirmed that the decedent’s death was due to an acute 
combined drug intoxication including fentanyl and methamphetamine. 

2. No contributing, causal, or non-causal factors 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. Approximately ten months before death, the decedent was readmitted to prison with a 
well-documented history of illicit substance use.  

i. The decedent self-reported consuming social levels of alcohol and illicit substances 
including fentanyl in the months preceding their incarceration. They also disclosed using 
heroin weekly for the last four years. 

b. Approximately seven months prior to death, DOC custody staff referred the decedent to 
DOC medical due to concerns that the decedent was intoxicated in the unit. The decedent 
did not confirm use of any substances, and a drug screen returned negative results. 

i. The decedent had no subsequent contact with DOC’s medical or nursing teams prior to 
transferring to the GRE program. 
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c. The decedent successfully participated in and completed psychosocial SUD treatment prior 
to transfer.  

d. The decedent was not started on Medication for Opioid Use Disorder (MOUD) before 
transferring to GRE, as notification to DOC’s Medication Assisted Treatment (MAT) team 
occurred one week prior to transfer, which is not enough time to start an individual on 
medication. 

i. However, the MAT coordinator sent the decedent a kiosk message inquiring into their 
interest in receiving MOUD and an email to the supervising GRE specialist offering the 
assistance of the MAT team in setting up treatment services, if needed. 

ii. The decedent did not respond to the kiosk message and responded “no” to the question 
of whether he was interested in the MOUD program on their Release/Transfer Needs 
Survey (07-053) completed the day before transfer. 

e. At the time of death, the decedent was employed, residing in transitional housing which 
offered sobriety support, and enrolled in SUD treatment in the community. 

2. The MRC discussed DOC’s ongoing improvement efforts, including: 

a. Efforts underway to improve the screening process for partial confinement settings, 
including earlier collaboration on screening for addiction and notification to DOC’s addiction 
medicine team prior to transfer. 

b. Ongoing work by DOC’s MAT team to refine their outreach process with the intent of 
increasing in-person connections with incarcerated individuals prior to transfer for a more 
patient-centered case management approach. 

c. DOC’s ongoing research project to trial a new shared decision-making model of nursing-led 
MOUD discussions with incarcerated individuals. The project aims to determine if this 
collaborative approach increases uptake of medication treatment for individuals with opioid 
use disorder prior to release. 

3. While not contributory to the decedent’s death, the MRC identified the following improvement 
opportunities: 

a. Update DOC Form 13-303 History and Physical by relocating questions regarding illicit 
substance use from the social history section to the medical history section, which will help 
reinforce addiction as a medical condition. 

b. Assess DOC’s approach when an individual reports actively using illicit substances to better 
ensure individuals needing treatment services are identified and supported. 
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C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed: 

1. SUD treatment efforts. 

a. The UFR committee reviewed DOC’s ongoing efforts to improve its engagement with and 
support for individuals carrying SUDs. 

b. Members discussed possible collaboration with the Health Care Authority’s ScalaNW 
program (ScalaNW | Better care for patients who use drugs) to augment DOC’s harm 
reduction efforts through additional support and access to care for individuals with SUDs. 

UFR Committee Findings  

The decedent died of an acute combined drug intoxication including fentanyl and methamphetamine, 
with atherosclerotic cardiovascular disease identified as a significant contributing condition. The manner 
of death is accidental. 

UFR Committee Recommendations  

The UFR committee did not issue any 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. Update DOC Form 13-303 History and Physical by relocating questions regarding illicit substance use 

from the social history section to the medical history section, which will help reinforce addiction as a 
medical condition. 

2. Assess DOC’s approach when an individual reports actively using illicit substances to better ensure 
individuals needing treatment services are identified and supported. 

https://scalanw.org/
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Unexpected Fatality Review 
Committee Report 

UFR-25-024 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 and presents recommendations. Within ten days 
of the publication of this report, DOC must publish an associated corrective action plan. DOC will 
then have 120 days to implement that plan. 

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 meeting held virtually on March 5, 2026: 

DOC Health Services 

• Dr. MaryAnn Curl, Chief Medical Officer 
• Dr. Eric Rainey-Gibson, Director – Mental Health 
• Dr. Ashley Espitia, Suicide Prevention Specialist 
• Dr. Bhinna Park, Chief of Psychiatry 
• Arpan Aulakh, Sentinel Event Program Manager 
• Mary Beth Flygare, Health Services Project Manager 

DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary 
• Charles Anderson, Deputy Assistant Secretary 
• James Key, Deputy Assistant Secretary 
• Rochelle Stephens, Men’s Prisons Project Manager 
• Paige Perkinson, Correctional Relations Manager 

DOC Community Corrections Division 

• Kelly Miller, Administrator – Graduated Reentry 

DOC Risk Mitigation 

• Michael Pettersen, Director 
• Elisabeth Kingsbury, Litigation Administrator 

Office of the Corrections Ombuds (OCO) 

• Ollie Webb, Assistant Corrections Ombuds – Investigations 
• Madison Vinson, Assistant Corrections Ombuds – Policy 

Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 
recommendations. 

Fatality Summary 

Date of Birth: 1996 (29-years-old). 

Date of Incarceration: June 2020. 

Date of Death: November 2025. 

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

The cause of death is asphyxia due to ligature hanging. The manner of death is suicide. 

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

Days Prior to Death Event 

216 – 160 

• The decedent attempts suicide by hanging. 

• The decedent is subsequently admitted to the Close Observation Area 
(COA) where an assessment is completed, and the decedent is approved 
for a Residential Treatment Unit (RTU)-level of care. The decedent 
interacted daily with DOC’s mental health and nursing teams, and 
medication compliance was closely monitored. 

157 – 63 

• After discharging from the COA, the decedent is found on the floor with a 
blanket and string around their neck. 

• The decedent is readmitted to and remains in the COA. DOC’s mental 
health team evaluated the decedent the day after the suicide attempt and 
new care recommendations were implemented, including daily mental 
health and nursing visits, psychiatric review of involuntary medication 
administration, and structured supportive therapy and safety planning. 

62 – 4 

• The decedent is discharged from the COA with an updated safety and 
treatment plan. 

• The decedent worked with their primary therapist, participated in mental 
health group sessions, and is seen for a mental health crisis appointment 
and a mental health case management appointment. 

2 

• The decedent is observed on video reentering their cell at 18:12 hours. 

• Staff conducted formal count and tier checks with and without the use of 
flashlights; no noticeable movement within the decedent’s cell is 
documented. 

1 • Staff conducted formal count and tier checks with and without the use of 

4 | P a g e 
Washington State Department of Corrections 

Report on Unexpected Fatalities 



      
     

    

 

 

    
    

   

      
 

  

  
      

  
 

      
  

     
    

  

  
 

    
    

        
 

      
     

   

  
 

    
  

      
    

   
    

     
 

  
    

      

  

      
   

 

flashlights; no noticeable movement within the decedent’s cell is 
documented. Officers are observed walking by the decedent’s cell without 
stopping to inspect the interior of the cell. 

• Tier doors are opened and closed; video surveillance shows the decedent 
remained inside their cell. 

Day of Death Event 

00:29 – 05:28 
hours • Tier checks are conducted with the use of flashlights. 

06:17 – 10:57 
hours 

• Tier doors are opened and closed; video surveillance shows the decedent 
remained inside their cell. 

• Formal counts and tier checks are conducted without the use of flashlights. 
Officers are observed walking by the decedent’s cell without stopping to 
inspect the interior of the cell. 

10:59 – 12:18 
hours 

• Video surveillance shows an incarcerated individual looking into the 
decedent’s cell window and then returning to their assigned cell, where 
they use the intercom in their cell to contact the unit booth officer to 
request a check on the decedent. 

• The booth officer attempts to contact the decedent through the intercom 
system but does not receive a response; the officer then radios the unit 
sergeant to request a wellness check. 

12:19 – 12:35 
hours 

• The unit sergeant, a custody officer, and a Registered Nurse enter the 
decedent’s cell. 

• The sergeant moved a sheet hanging by the cell door where he discovered 
the decedent suspended by a ligature secured to a ventilation grate. 

• Staff initiate a radio request for a medical emergency response, including 
community Emergency Medical Services (EMS). 

• Additional DOC staff arrive on scene, remove the ligature and begin 
rendering aid. 

12:31 – 12:35 
hours • DOC’s mental health team and community EMS arrive on scene. 

12:36 hours • 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 
Review (CIR) and the DOC Mortality Review Committee (MRC). The UFR committee considered the 
information from both reviews in formulating recommendations for corrective action. 
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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. The decedent died by suicide while housed in a single-person cell within a DOC RTU. 

i. During a wellness check, DOC staff discovered the decedent concealed behind a sheet 
and suspended by a ligature that was secured around their neck and tied to a small 
ventilation grate in their cell. The decedent had positioned items on their bed to give 
the appearance of a person resting and darkened the cell interior by covering the 
window and lights. 

ii. The decedent was last observed alive speaking with a staff member in the evening two 
days before they were found. However, the county medical examiner was unable to 
determine the decedent’s exact time of death. 

b. Following this incident, the DOC Correctional Mental Health Unit Supervisor and DOC mental 
health staff conducted rounds to provide crisis intervention for affected incarcerated 
individuals; these rounds continued daily for the following week. The Resilience Support 
Team (RST) deployed the same day to provide staff support. 

c. The CIR identified the following contributing factors to the decedent’s death: 

i. The decedent had a history of prior suicide attempts and was housed without a 
roommate. 

ii. The decedent’s authorized property created access to a lethal means of self-harm. 

iii. Substandard tier checks reduced the possibility of early detection and intervention of 
suicidal behavior. 

d. The CIR identified the following potential causal factors to the decedent’s death: 

i. DOC Policy 420.150 Counts was not followed. 

1. During a formal count on third shift, custody staff did not require the decedent to 
physically present themselves as required by DOC policy. 

2. Seven formal counts were conducted between the decedent’s last known alive 
status and the discovery of their body; during these intervals, staff did not verify the 
decedent’s well-being as mandated. 

ii. DOC Policy 420.370 Security Inspections was not followed. 
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1. Custody officers were observed conducting tier checks at a pace that did not allow 
for adequate observation of the unit’s cells and their occupants. Additionally, 
custody officers did not adequately look into the cells during tier checks to assess 
the condition and activity of each cell’s occupants as specified in DOC’s Security 
Inspection Matrix. Therefore, tier checks prior to this incident were ineffective. 

a. This matter is under review by DOC’s Appointing Authorities and Human 
Resources. On December 9, 2025, a statewide directive was issued requiring 
facility management to participate in tier checks alongside custody staff to 
ensure compliance. 

e. The CIR identified the following non-causal concerns regarding the decedent’s death: 

i. DOC Policy 420.320 Searches of Facilities was not followed. 

1. Unit staff were conducting cell inspections monthly rather than daily. The 
documentation required use of an obsolete form from a facility Operational 
Memorandum (OM) that did not require documentation of daily cell inspections. 

ii. DOC Policy 420.370 Security Inspections was not followed. 

1. A required tier check was not conducted during the two-hour period preceding the 
discovery of the decedent. While the CIR noted that the timing of this check may not 
have directly impacted the outcome, it identified a concern regarding the 
consistency and thoroughness of visual inspections as a potential contributing 
factor. 

2. This matter has been referred to the DOC’s Appointing Authority and Human 
Resources for further administrative review. 

iii. The facility OM 420.155 Movement in Prisons was not followed. 

1. DOC staff did not attempt to verify the decedent’s location following a missed 
scheduled callout. This is contrary to established movement protocols, which require 
custody staff to contact an individual’s living unit to locate them when they do not 
report for a scheduled callout or appointment. 

iv. The DOC Mental Health Transfer Committee reviewed the decedent’s case and 
determined that an RTU level of care was required. A transfer to an appropriate RTU 
was subsequently recommended and completed. 

1. The decedent had a history of suicide attempts and was placed in a single-person 
cell after transfer which is the standard housing configuration within the RTU. 
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a. To further strengthen suicide risk reduction within DOC, the Department is 
developing a formalized process to incorporate individualized housing 
considerations for individuals who have a history of suicide attempts and/or 
self-harm. 

v. A review of the emergency response identified that radio transmissions were vague and 
confusing, which contributed to a delay in the arrival of responding staff. Post incident 
interviews indicated a delay in the initiation of Cardiopulmonary Resuscitation (CPR) by 
some custody staff upon observing the physical condition of the decedent’s body 
showing early signs of decomposition. 

vi. The Medical Administration Records (MAR) indicates the decedent received medications 
on the day prior to the discovery of their body. However, a review of facility records and 
video surveillance footage could not verify a medication delivery to the cell or that the 
decedent left the cell to receive it. 

1. This matter has been referred to the DOC Appointing Authority and Human 
Resources for further administrative review. 

2. The CIR recommended: 

a. Update the facility’s OM 420.320 Searches of Facilities and relevant post orders to 
incorporate a standardized daily cell inspection form and clearly define staff responsibilities 
for these inspections. 

b. Incorporate specific accountability and oversight measures into DOC’s current tier check 
improvement plan to promote policy compliance. 

c. Add a Place Safety Muster topic for accountability of missed callouts per the facility’s OM 
420.155 Movement in Prisons. 

i. Formally submit a recommendation to the owner of DOC Policy 420.155 Movement in 
Prisons to include a requirement for documented verification of an individual’s location 
following a missed callout. 

d. Share feedback with the owner of DOC Policy 420.370 Security Inspections to consider 
increasing tier checks in Close Custody RTUs to every 30 minutes instead of hourly. 

e. The DOC should evaluate the Washington State Department of Health’s 2024 BLS/ILS 
Protocol Guidance for withholding or terminating resuscitation efforts when clinical signs of 
irreversible death are present to determine if internal resuscitation protocols require 
updates. This review should specifically focus on criteria for withholding or terminating life-
saving efforts when clinical signs of irreversible death are present. 
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B. Independent of the CIR, the MRC reviewed the medical record and antecedent care delivered and 
provided the following findings and recommendations. 

1. The MRC found: 

a. The decedent’s antecedent medical history included psychotic paranoid delusional disorder, 
schizoaffective disorder, bipolar disorder, major depressive disorder with psychotic 
symptoms, anxiety disorder, PTSD, impulse disorder, seizure disorder related to a traumatic 
brain injury, insomnia, and substance use disorder (SUD). 

b. The decedent had over 32 contacts with DOC’s mental health staff, including a combination 
of staff rounds, case management, crisis support, and psychoeducational and support group 
meetings during the 60 days preceding the death. 

c. The decedent had a documented history of multiple suicide attempts, and most were 
connected to a persistent and paranoid psychotic delusion beginning as a teenager. 

i. The decedent did not engage in routinely scheduled counseling or psychiatric health 
services outside of the COA but did have a current Mental Health Update and active 
Mental Health Treatment Plan and would initiate contact with mental health staff when 
they needed support. 

d. DOC’s psychiatric team strongly recommended antipsychotic medications to the decedent, 
but they consistently declined. 

i. Approximately three months prior to death, a hearing was initiated to determine if 
involuntary antipsychotic medication administration was appropriate in this case. 
However, it was determined that the decedent did not meet the criteria for involuntary 
medication administration at that time. 

e. The decedent actively denied suicidal ideation prior to death. Notwithstanding, the decedent 
tended to underreport their mental health symptoms, only intermittently took prescribed 
psychotropic medication, and appeared to be struggling emotionally. 

f. The MRC discussed the difficulties in caring for and managing individuals with persistent 
paranoid delusions, particularly when they have decisional capacity and decline medication 
to assist with management of their symptoms. 

g. The MRC reviewed the RTU’s common practice of housing individuals in single-cells and 
noted that, while there are a few two-person cells available, they are not commonly used 
due to difficulties with cellmate screening and matching. 

i. DOC’s Suicide Risk Reduction workgroup is developing a protocol to prioritize multi-
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occupancy housing in the RTU when clinically appropriate. The COA aftercare plan has 
been updated to include recommendations for housing with a cellmate to mitigate 
isolation. To support these efforts, DOC’s electronic case management system will be 
updated in April 2026 to expand R-codes, enhancing the communication of an 
individual’s risk for future acts of self-harm and/or suicide across multi-disciplinary 
teams. 

h. The MRC discussed a kite from the decedent requesting a medication change dated five days 
prior to death. The kite was stamped “Received” by a DOC clinician one day after the 
decedent’s death. However, MRC members were unable to determine when the kite was 
actually submitted by the decedent. 

2. While not contributory to the cause of death, the MRC identified the following improvement 
opportunities: 

a. Monitor DOC’s electronic case management system to ensure R-codes are updated as 
planned. 

b. Continue efforts of DOC’s Suicide Risk Reduction workgroup to develop a screening form 
which will consider housing individuals in the RTU with a cellmate, where appropriate. 

C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed: 

1. DOC suicide risk reduction efforts. 

a. In addition to the expansion of R-codes for improved risk identification, UFR committee 
members reviewed DOC’s suicide risk reduction efforts including an update to DOC Policy 
420.140 Housing and Cell/Room Assignment to incorporate criteria for consideration of 
housing with a cellmate. Additionally, a standardized aftercare plan will be implemented in 
conjunction with an individual’s personal safety plan. This integrated approach ensures 
increased visibility and multi-disciplinary communication with staff to better support 
individuals transitioning out of the COA. 

b. DOC has secured funding to replace sheets in its RTUs with specialized, high-durability 
bedding designed to enhance safety within the living environment. The bedding is difficult to 
cut, shred or tear, which will decrease a person’s ability to use the bedding to construct a 
ligature device. Similarly, a workgroup is also evaluating best shoe options without laces for 
individuals housed in an RTU. 

2. Consideration of video monitoring in RTU cells. 

a. The UFR committee reviewed the possibility of using video to monitor the wellbeing of 
individuals housed in the RTU. However, the Prison Rape Elimination Act (PREA) and other 
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personal privacy protections would be limiting factors for effective use of in-cell video 
monitoring, and this endeavor would require significant capital expenditure and special 
legislative funding for implementation. 

3. RTU policy. 

a. Currently, DOC’s RTUs do not have a governance policy; however, development of a 
comprehensive policy is underway, and the draft policy is presently being reviewed by DOC’s 
Assistant Secretary of Health Services. UFR members emphasized the need for RTU-specific 
policy implementation as soon as possible. 

4. Tier checks. 

a. Inconsistent or inadequate tier checks have been noted in previous UFR committee 
discussions, and, in this instance, there were also problems noted with the unit count 
process. DOC has taken additional action to improve this process: 

i. DOC leadership and Correctional Unit Supervisors are conducting tier checks alongside 
custody officers and emphasizing the use of flashlights to properly visualize cell interiors 
even if it inadvertently awakens an individual. 

ii. Finalizing a training video for the CORE academy and annual suicide prevention training, 
which features previous staffs’ personal accounts of an event where an individual died by 
suicide during missed tier checks. By exploring the circumstances and gaps in safety 
observation protocols, these peer accounts will provide essential learning for DOC staff. 

5. Unit staffing. 

a. UFR members reviewed custody staff assignments, as the sergeant on duty during this 
incident was relatively new and not permanently assigned to the unit. The facility where this 
incident occurred has a staff model in place where staff may be offered temporary 
assignments when they are available and there are additional unit sergeants on duty to 
provide coverage and assistance when needed. 

6. Communication and care handoffs. 

a. The UFR committee requested an overview of the care-hand-off process when an individual 
discharges from the COA or is identified as being at increased risk during and/or after 
transfers between facilities. Individuals currently have a targeted safety plan in place. As part 
of a systemic improvement initiative, the DOC is developing an aftercare plan. This plan 
incorporates specific clinical triggers and contextual information to improve communication 
between DOC clinical and custody staff, ensuring a comprehensive support structure for 
individuals transitioning out of the COA. 
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7. Involuntary antipsychotic medication administration. 

a. DOC recognizes that involuntary medication administration is a temporary removal of an 
individual’s rights and, therefore, utilizes due process and the principles of medical ethics to 
govern all decision-making. 

b. UFR members requested additional information regarding the decedent’s involuntary 
antipsychotic medication hearing held approximately three months before death. During this 
hearing, the decedent presented as lucid and coherent and they denied suicidal ideation or 
delusions and committed to continue taking a prescribed antidepressant. As a result, the 
hearing panel determined that the decedent had decisional capacity, was not gravely 
disabled, did not present a danger to themselves or others, and denied suicidal ideation; 
therefore, the decedent did not meet the criteria for involuntary medication administration 
at that time. The panel recommendation was for immediate reconsideration if imminent risk 
of self-harm or evidence of decompensation became apparent. 

c. The UFR committee noted that the process for communicating next steps when involuntary 
medication administration is determined to be inappropriate is unclear. 

8. Kite handling process. 

a. At the time of this incident, the kite handling process was highly variable. As part of DOC’s 
Patient-Centered Medical Home initiative, a statewide standard work process for kite triage 
and handling was developed and approved. 

UFR Committee Findings 

The cause of death is asphyxia due to ligature hanging. The manner of death is suicide. 

UFR Committee Recommendations 

Table 1 presents the UFR Committee’s recommendations to prevent similar fatalities and further 
strengthen safety and health protections for incarcerated individuals. As required, the DOC will develop, 
publish, and implement an associated corrective action plan within 10 days following the publishing of 
this report. 

Table 1. UFR Committee Recommendations 

1. Finalize and implement a DOC Residential Treatment Unit policy. 

2. Finalize and implement a screening form to consider housing individuals in the Residential 
Treatment Unit with a cellmate, where appropriate. 

3. DOC will complete a value stream mapping of the unit tier check process and provide a report 
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with recommended changes and compliance metrics to support monitoring changes for 
effectiveness. 

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

1. Update the facility OM 420.320 Searches of Facilities and relevant post orders to incorporate a 
standardized daily cell inspection form and clearly define staff responsibilities for these inspections. 

2. Incorporate specific accountability and oversight measures into DOC’s current tier check 
improvement plan to promote policy compliance. 

3. Add a Place Safety Muster topic for accountability of missed callouts per the facility’s OM 420.155 
Movements in Prisons. 

1. Formally submit a recommendation to the owner of DOC Policy 420.155 Movement in 
Prisons to include a requirement for documented verification of an individual’s location 
following a missed callout. 

4. Share feedback with the owner of DOC Policy 420.370 Security Inspections to consider increasing 
tier checks in Close Custody RTUs to every 30 minutes instead of hourly. 

5. The DOC should evaluate the Washington State Department of Health’s 2024 BLS/ILS Protocol 
Guidance for withholding or terminating resuscitation efforts when clinical signs of irreversible 
death are present to determine if internal resuscitation protocols require updates. This review 
should specifically focus on criteria for withholding or terminating life-saving efforts when clinical 
signs of irreversible death are present. 

6. Monitor DOC’s electronic case management system to ensure R-codes are updated as planned. 

7. Continue efforts of DOC’s Suicide Risk Reduction workgroup to develop a screening form which will 
consider housing individuals in the RTU with a cellmate, where appropriate. 

8. Continue development of an aftercare plan including specific triggers and contextual information, 
which will improve communication between DOC clinical and custody staff and provide necessary 
support to incarcerated individuals 

9. Ensure the standard work process for Health Services kite triage and handling is implemented at 
each facility. 

10. Develop a process for communicating recommended next steps after an involuntary antipsychotic 
hearing panel determines that an individual does not meet criteria. 
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Unexpected Fatality Review 
DOC Corrective Action Plan 

UFR-25-024 DOC Corrective Action Publication Number 600-PL001 

Legislative Directive 
Engrossed Substitute Senate Bill 5119 (2021) 

Unexpected Fatality Review 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 UFR 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. 

Within ten days of completion of the Unexpected Fatality Review, DOC must publish an associated 

corrective action plan to implement any recommendations made by the review team. DOC will then 

have 120 days to implement that plan. 

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. 

https://lawfilesext.leg.wa.gov/biennium/2021-22/Pdf/Bill%20Reports/Senate/5119-S.E%20SBR%20FBR%2021.pdf?q=20211007123230
https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770


 

     

         

        

       

   

     

          
   

          

           
        

       

            

          
  

 

     

         
   

         
     

  

          
       

   

         
       

          
 

 

     

      
      

    

          
             

     

         
 

           

Unexpected Fatality Review Committee Report 

DOC issued the UFR-25-024 committee report on March 17, 2026 (DOC publication 600-SR001). This 

document includes the required corrective action plan. DOC is required to implement the corrective 

actions within 120 days from the corrective action plan publication. 

Corrective Action Plan 

CAP ID Number: UFR-25-024 - 1 

Finding: Standards, practices, and expectations can be unclear and inconsistent in 
DOC’s Residential Treatment Unit (RTU). 

Root Cause: DOC’s RTUs do not have a comprehensive and dedicated governance policy. 

Recommendations: DOC should finalize and implement a dedicated RTU policy to ensure that care 
and practices are standardized and DOC staff have clear direction on 
supporting individuals with a history of suicide attempts and/or self-harm. 

Corrective Action: Finalize and implement a DOC Residential Treatment Unit policy. 

Expected Outcome: Safe and consistent RTU operations to support staff and incarcerated 
individuals in DOC’s RTUs. 

CAP ID Number: UFR-25-024 - 2 

Finding: The decedent was housed in a single-person cell within the RTU which allowed 
for increased opportunity to die by suicide. 

Root Cause: The RTU has a common practice of housing individuals in single-cells, as the 
few two-person cells available are not commonly used due to difficulties with 
cellmate screening and matching. 

Recommendations: DOC should enhance its RTU housing screening materials to better ensure that 
individuals with a history of suicide and/or self-harm are considered for 
housing with a cellmate. 

Corrective Action: Finalize and implement a screening form to consider housing individuals in 
the Residential Treatment Unit with a cellmate, where appropriate. 

Expected Outcome: Improved health and safety outcomes for incarcerated individuals housed in 
DOC’s RTUs. 

CAP ID Number: UFR-25-024 - 3 

Finding: In the two days prior to discovery of the decedent’s body, tier checks were 
inconsistent and inadequate, leading to a delay in discovering the decedent 
and initiation of lifesaving measures. 

Root Cause: Custody officers conducted tier checks with and without the use of flashlights 
and at a pace that did not allow for adequate observation of each cell’s 
interior and the wellbeing of its occupants. 

Recommendations: DOC should include accountability measures in its ongoing tier check process 
improvement. 

Corrective Action: DOC will complete a value stream mapping of the unit tier check process and 



 

        
    

          

 
 
 
 

provide a report with recommended changes and compliance metrics to 
support monitoring changes for effectiveness. 

Expected Outcome: Improved unit operations and increased safety for incarcerated individuals. 
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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.

https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770
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UFR Committee Members   

The following members attended the UFR committee meeting held virtually on February 19, 2026:  

DOC Health Services 

• Dr. MaryAnn Curl, Chief Medical Officer 

• Alexis Telles, Director of Nursing 

• Dr. Eric Rainey-Gibson, Director – Behavioral Health 

• Darren Chlipala, Health Services Administrator 

• Mark Eliason, Deputy Assistant Secretary 

• Dr. Rae Simpson, Director – Quality Systems 

• Arpan Aulakh, Sentinel Event Program Manager 

• Mary Beth Flygare, Health Services Project Manager 

 
DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary 

• James Key, Deputy Assistant Secretary 

• Rochelle Stephens, Men’s Prisons Project Manager 

• Paige Perkinson, Correctional Relations Manager 
 
DOC Person Centered Services 

• Megan Pirie, Director 
 
Office of the Corrections Ombuds (OCO) 

• Ollie Webb, Assistant Corrections Ombuds – Investigations 

• Madison Vinson, Assistant Corrections Ombuds – Policy 

 
Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 

 

Health Care Authority (HCA) 

• Dr. Judy Zerzan, Medical Director 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 

recommendations.  

Fatality Summary 

Date of Birth: 1997 (28-years-old). 

Date of Incarceration: December 2019. 

Date of Death:  November 2025. 

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

The cause of death is hypertensive and atherosclerotic cardiovascular disease. The manner of death is 

natural. 

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

Days Prior to Death Event 

1 
• The decedent received a custody promotion and is transferred to a new 

DOC prison facility. 

Day of Death Event 

18:52 hours 
• The decedent is observed entering their assigned cell while appearing to 

stumble and has difficulty closing the cell door. 

19:14 hours 
• A tier check is conducted, and a custody officer is observed glancing into 

the decedent’s darkened cell. 

19:27 hours • The decedent’s insulin pump stops recording data due to a “failed sensor.” 

19:59 hours • The decedent’s cellmate is observed entering the cell. 

20:02 – 20:03 hours 

• The cellmate notifies a custody officer that the decedent is unresponsive 
in their cell. 

• Custody officers initiate a radio notification, enter the cell, and request 
DOC medical response. 

20:04 – 20:16 hours 

• The decedent is moved out of the cell to accommodate lifesaving 
measures and custody officers begin rendering aid, including 
Cardiopulmonary Resuscitation (CPR), Narcan administration, and 
Automated External Defibrillator (AED) placement. 

• DOC medical staff arrive on scene, and custody officers continue to rotate 
through providing chest compressions. 

20:27 hours 
• Community Emergency Medical Services (EMS) arrives on scene and 

assumes care. 
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20:45 hours • The decedent is declared deceased by a community EMS staff physician. 

UFR Committee Discussion 

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

Committee (MRC) and the DOC Critical Incident Review (CIR). The UFR committee considered the 

information from both reviews in formulating recommendations. 

A. The MRC reviewed the medical record and antecedent care delivered and provided the following 

findings. 

1. The MRC found: 

a. The decedent’s antecedent medical history included type 1 diabetes diagnosed at age 10 and 

a self-reported history of illicit substance use including stimulants. 

b. The decedent was appropriately prescribed a statin (a medication which lowers cholesterol 

and reduces the risk of heart disease and stroke) and their blood pressure was controlled at 

the time of death. 

c. The decedent had a documented history of challenges with diabetes management; they 

interacted often with their primary care team and used an insulin pump to assist with blood 

sugar level regulation. 

d. Approximately one month before death, the decedent sustained an injury and underwent 

surgery shortly after to repair a fracture. The decedent was housed in the facility’s Inpatient 

Unit (IPU) during recovery and was discharged the day before transferring to a new prison 

facility due to a planned custody promotion. 

i. Upon intake to the new prison facility, the decedent reported no medical concerns aside 

from pain from their injury and surgery and was issued a new cartridge for their insulin 

pump. 

e. The MRC reinforced DOC’s continued focus on Atherosclerotic Cardiovascular Disease 

(ASCVD) risk reduction through appropriate and effective use of statins. 

f. MRC members discussed blood clot prevention for IPU patients through deep vein 

thrombosis (DVT) prophylaxis. Here, the decedent was ambulatory while housed in the IPU 

and there was, therefore, little risk of blood clot; however, consideration of DVT prophylaxis 

was not documented in their care plan. 

g. The MRC noted that the decedent’s prescribed type of insulin was not readily available in the 

IPU urgent stock and was dispensed from another facility pill room. 
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h. Emergency medical response documentation incorrectly stated that the decedent had a 

“compromised airway.” Rather, the decedent’s airway was uncompromised, and the issue 

was that they were not breathing. 

i. The MRC noted that DOC Form 13-459 Infirmary/Extended Observation Unit Nursing 

Assessment does not prompt for a blood pressure check or have a location for such 

documentation, and that vital signs are documented on a separate flow sheet. 

2. While not contributory to the cause of the decedent’s death, the MRC identified the following 

opportunities for improvement: 

a. DOC Health Services will continue to focus on ASCVD risk reduction through appropriate and 

effective use of statins. 

b. Reinforce consideration, assessment, and documentation of DVT prophylaxis in an 

individual’s care plan. 

c. Ensure appropriate insulin and related supplies are readily stocked and available for 

individuals in the IPU. 

d. Provide further clarification on compromised airways to DOC nursing staff. 

e. Review and update DOC Form 13-459 Infirmary/Extended Observation Unit Nursing 

Assessment to require and document a blood pressure check. 

B. Independent of the mortality review, 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 identified the following non-causal concerns to the decedent’s death: 

a. The custody officer who conducted the tier check prior to the decedent being found 

unresponsive in their cell did not follow current tier check requirements, as the officer did 

not use a flashlight and their walking speed prevented adequate visualization of the cell 

interior.  

i. Following this incident, a directive was distributed to all DOC Prisons staff requiring 

refamiliarization with and adherence to all posted local and department-wide 

memoranda regarding tier checks. This matter was also referred to DOC’s Appointing 

Authorities and Human Resources for further remediation. 

b. Two medical emergency response bags were used during the emergency response, as the 

initial emergency response bag did not contain the amount of Narcan doses needed and the 

Ambu bag mask seal (used to deliver rescue breaths) was deflated. The CIR noted that DOC 

may consider increasing the number of Narcan doses per emergency response bag. 
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c. During CIR interviews, staff reported that the emergency response felt chaotic, which 

invites the opportunity for additional interdisciplinary hands-on drills with a focus on role 

delegation and coordination during a medical emergency response. 

d. The decedent’s cellmate had to leave the unit pod to find a custody officer when reporting 

the medical emergency, as a unit sergeant was not assigned to the unit at the time of this 

incident. Therefore, the unit custody officer was performing duties typically assigned to a 

unit sergeant outside of their assigned pod during this incident. The CIR noted that facilities 

facing long-term absences of unit sergeants should consider assigning a temporary 

replacement. 

2. No contributing or causal factors related to the decedent’s death were identified within the 

scope of the CIR. 

3. The CIR identified the following recommendation for improvement: 

a. DOC Health Services and Custody should conduct join emergency response drills with a 

focus on role-delegation during an emergency response. 

C. The UFR committee reviewed the unexpected fatality, and discussed the following: 

1. Emergency response drills. 

a. Interdisciplinary drills are currently underway throughout DOC facilities and DOC has 

implemented the following exercise policy changes: 

i. Monthly tabletop exercises, which are conducted during each Place Safety Muster on all 

three shifts (nine per quarter). 

ii. Monthly functional drills, which rotate between first, second, and third shifts (three 3 per 

quarter). 

b. Additionally, DOC’s Emergency Management Center reviews exercise evaluations, 

documents process improvements, and produces a Quarterly Exercise Summary Report. 

During the second quarter after implementation, the Quarterly Exercise Summary Report 

revealed that facilities have made great strides in adhering to the new exercise policy and 

reporting process.  

2. DOC’s Population Health Management. 

a. The UFR committee reviewed DOC’s use of the Population Health Report, which flags and 

identifies individuals who are at increased risk for heart disease. Additionally, DOC’s primary 

care providers are partnering with clinical pharmacists to help identify individuals at 

increased risk of heart disease and assess whether a statin would be beneficial.   
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3. Tier checks. 

a. Inconsistent or inadequate tier checks have been noted in previous UFR committee 

discussions. DOC has taken additional action to improve this process, including: 

i. DOC leadership and Correctional Unit Supervisors are conducting tier checks alongside 

custody officers and emphasizing best and expected practices, including flashlight use, 

walking pace, and visual observation. 

ii. Finalizing a training video for DOC’s CORE academy, which features personal accounts 

from previous staff members of an event where an individual died, and tier checks were 

missed. By exploring these circumstances and gaps in safety observation protocols, these 

peer accounts will provide essential learning for DOC staff. 

4. Communication and care handoffs. 

a. DOC Health Services is utilizing its Population Health Report to prompt discussion at the 

weekly Facility Medical Director transfer conference call to better ensure warm handoffs 

and communication before and during an individual’s transfer to a new facility. 

i. Here, the decedent was screened upon intake at the facility and DOC staff confirmed that 

they had all appropriate medical devices and supplies. However, the UFR committee 

noted that any kind of transfer or move may be stressful for incarcerated individuals. 

5. Use of restraints. 

a. During the emergency response, staff were unable to place an IV due to the decedent being 

restrained at the wrist. UFR committee members supported a DOC review of the use of 

restraints when staff are performing lifesaving measures, including CPR and AED placement. 

UFR Committee Findings 

The decedent died of hypertensive and atherosclerotic cardiovascular disease. The manner of death is 

natural. 

UFR Committee Recommendations  

The UFR committee did not issue any recommendations for corrective action. 
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Consultative remarks that do not directly correlate to cause of death, but may be 
considered for review by the Department of Corrections: 

1. Continue focus on ASCVD risk reduction through appropriate and effective use of statins. 

2. Reinforce consideration, assessment, and documentation of DVT prophylaxis in an individual’s care 

plan. 

3. Ensure appropriate insulin and related supplies are readily stocked and available for individuals in the 

IPU. 

4. Provide further clarification on compromised airways to DOC nursing staff. 

5. Review and update DOC Form 13-459 Infirmary/Extended Observation Unit Nursing Assessment to 

require and document a blood pressure check 

6. DOC Health Services and Custody should conduct join emergency response drills with a focus on role-

delegation during an emergency response. 

7. Incorporate specific accountability and oversight measures into DOC’s current tier check 

improvement plan to promote policy compliance. 

8. Review the use of restraints when DOC staff are performing lifesaving measures, including CPR and IV 

and AED placement. 
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Unexpected Fatality Review 
 Committee Report 

 

UFR-25-026 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 and presents recommendations. 

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.

https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770
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UFR Committee Members   

The following members attended the UFR Committee meeting held virtually on March 5, 2026:  

DOC Health Services 
• Dr. MaryAnn Curl, Chief Medical Officer 
• Dr. Bhinna Park, Chief of Psychiatry  
• Dr. Eric Rainey-Gibson, Director – Mental Health 
• Dr. Ashley Espitia, Suicide Prevention Specialist 
• Arpan Aulakh, Sentinel Event Program Manager 
• Mary Beth Flygare, Health Services Project Manager 

 
DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary 
• Charles Anderson, Deputy Assistant Secretary 
• James Key, Deputy Assistant Secretary 
• Rochelle Stephens, Men’s Prisons Project Manager 
• Paige Perkinson, Correctional Operations Program Manager 

 
DOC Risk Mitigation 

• Michael Pettersen, Director 
• Elisabeth Kingsbury, Litigation Administrator 

 
DOC Community Corrections Division 

• Kelly Miller, Administrator – Graduated Reentry 
 
Office of the Corrections Ombuds (OCO) 

• Ollie Webb, Assistant Corrections Ombuds – Investigations 
• Madison Vinson, Assistant Corrections Ombuds – Policy 

 
Department of Health (DOH) 

• Karen Pastori, Health Services Consultant – Prevention and Community Health 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 
recommendations.  

Fatality Summary 

Date of Birth: 1986 (39-years-old). 

Date of Incarceration: October 2019. 

Date of Death:  November 2025. 

At the time of death, the decedent was participating in DOC’s Graduated Reentry (GRE) program. 

The cause of death is blunt force trauma to the head, neck, torso and legs due to a motorcycle accident. 
The manner of death is accidental. 

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

Days Prior to Death Event 

226 • The decedent transfers to the GRE program and completes intake and 
orientation, as well as a drug screening with negative results. 

• The decedent is transported to approved transitional housing. 

220 – 150 • The decedent successfully completes the Decision Points program and 
secures employment.  

• A Corrections Specialist (CS) conducts several visits to the decedent’s 
place of employment and residence. The visits include drug and 
alcohol screenings which return negative results and no issues are 
reported. 

136 • The decedent moves from the approved transitional housing to their 
own apartment. The assigned CS did not complete a home 
investigation or visit the new residence. 

122 – 119 • A CS conducts field visits and telephone contacts with the decedent’s 
place of employment/supervisor. All drug and alcohol screenings 
return negative results and no issues are reported. 

Day of Death Event 

– • The decedent leaves their residence at 16:34 hours and did not return 
by 21:00 hours. It was determined they had lost control of their 
motorcycle while driving at a high rate of speed and collided with a 
tree. The decedent was declared deceased at the scene of the 
accident. 

Days after Death Event 
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1 

• A CS reviews alerts from the previous day and notes the decedent’s 
failure to return; DOC staff attempt to contact the decedent via text 
and phone but receive no response. 

• While initiating escape procedures, DOC staff are notified of a 
motorcycle accident involving an individual wearing an ankle monitor. 

• At 13:15 hours, DOC staff received confirmation from the county 
medical examiner that the individual involved in the accident was the 
decedent and that they were declared deceased at the scene of the 
accident the day before. 

UFR Committee Discussion 

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

A. The MRC reviewed the medical record and antecedent care delivered and provided the following 
findings.  

1. The MRC found: 

a. During their final prison admission, the decedent received problem-focused care including 
treatment for latent tuberculosis infection. 

b. During their initial physical exam, the decedent self-reported methamphetamine use 
weekly for ten years and prior completion of chemical dependency treatment. 

c. Approximately ten months prior to death, the decedent successfully completed intensive 
outpatient substance use treatment with a recommendation of continued care in the 
community. 

d. The decedent did not have chronic care needs nor require facilitated care coordination 
when they transferred to the community. An Affordable Care Act (ACA) application was 
completed, and Apple Health benefits were in place at the time of their transfer to GRE. 

2. The MRC did not identify any care gaps or opportunities for improvement. 

B. Independent of the mortality review, 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, the decedent lost control of their motorcycle while driving at a high 
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rate of speed and crashed into a tree. 

b. Upon intake to the GRE program, DOC staff did not review the decedent’s SUD treatment 
discharge summary to determine if further treatment and follow-up were required. 
Therefore, the decedent’s treatment needs were not assessed, and they were not referred 
to treatment. 

c. A CS failed to complete a home investigation or visit the decedent’s new residence to verify 
that they were residing there and determine whether the residence met DOC requirements. 
Therefore, it is unknown whether the new residence met DOC’s standards for approval. 

d. While the CIR identified and remedied procedural concerns, no contributing factors to the 
decedent’s death were identified within the scope of the CIR. 

2. The CIR identified the following recommendations for improvement: 

a. Upon transfer to the GRE program, a CS will review an individual’s treatment discharge 
summary to determine any treatment needs or requirements and, if necessary, refer to 
them an appropriate provider. 

b. A CS will conduct a home investigation and a home visit when a GRE participant moves to a 
new residence. 

C. The UFR committee reviewed the unexpected fatality and, after brief discussion, voiced support for 
the recommendations identified by the CIR. 

UFR Committee Findings 

The decedent died of blunt force trauma to the head, neck, torso and legs due to a motorcycle accident. 
The manner of death is accidental. 

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. Upon transfer to the GRE program, a CS will review an individual’s treatment discharge summary to 

determine any treatment needs or requirements and, if necessary, refer to them an appropriate 
provider. 

2. A CS will conduct a home investigation and a home visit when a GRE participant moves to a new 
residence. 
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