Office of the Corrections

Monthly Outcome Report
M BU DS February 2026

Assistance Provided: 12

Information Provided: 42

DOC Addressed the Complaint: 17
Insufficient Evidence to Substantiate: 14
No Violation of DOC Policy: 19
Substantiated: 1

Declined: 13

No Jurisdiction: 9

Complaint Withdrawn: 24
Technical Assistance Provided: 79

TOTAL RESOLVED INVESTIGATIONS: 235



Monthly Outcome Report: February 2026

Complaint Summary Outcome Summary Case Closure

Reason

Unexpected Fatality Reviews

1. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected Fatality
away in DOC custody. Committee, consisting of the OCO, DOC, Department of Review

Health, and Health Care Authority. A public report regarding
UFR-25-018 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 six recommendations,
including that DOC should evaluate the results of the
reception facility substance use disorder (SUD) screening pilot
program and consider incorporating similar SUD screening for
inter-system facility transfers.

2. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected Fatality
away in DOC custody. Committee, consisting of the OCO, DOC, Department of Review
Health, and Health Care Authority. A public report regarding
UFR-25-020 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 several
recommendations, including DOC’s classification unit to
complete a review of the current custody level calculation
process and provide clarification and additional guidance to
the classification counselors responsible for calculating an
individual’s custody level.

3. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected Fatality
away while in DOC custody. Committee, consisting of the OCO, DOC, Department of Review
Health, and Health Care Authority. A public report regarding
UFR-25-013 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 five recommendations,
including DOC should complete a statewide assessment of
possible ligature points in DOC's restricted housing units and

infirmaries.
4. Incarcerated individual died This case was reviewed by the Unexpected Fatality Review Unexpected Fatality
while in DOC custody. Committee, consisting of the OCO, DOC, Department of Review

Health, and Health Care Authority. A public report regarding
UFR-25-002 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 multiple
recommendations, and DOC created a Corrective Action Plan
that states leadership will conduct a debrief with the
community jail’s leadership and medical staff to share
identified concerns regarding the quality and timeliness of
care in this case.




5. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected Fatality
away while in DOC custody. Committee, consisting of the OCO, DOC, Department of Review
Health, and Health Care Authority. A public report regarding
UFR-25-009 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 six recommendations,
including that DOC should include a visual aid or algorithm
with the emergency response bag to enhance decision-making
for responding DOC staff during medical emergencies.

Airway Heights Corrections Center

6. Person contacted the OCO DOC staff addressed this concern prior to OCO action. OCO DOC Addressed the
requesting to be moved to a staff reviewed the person's record and found they were Complaint
different room after his moved by DOC staff the same day the issue was reported to
cellmate was diagnosed with the OCO.
scabies.

7. Person reported dental DOC staff addressed this concern prior to OCO action. The DOC Addressed the
concerns and said that he sent  OCO reviewed DOC records, including resolutions requests Complaint
kites and filed resolution and appointment records, and confirmed that this person has
requests, but has not been been seen multiple times by dental to address his concerns.
seen.

8. Person reports that he has had DOC staff addressed this concern prior to OCO action. OCO DOC Addressed the
multiple diagnostic procedures staff reviewed the person's consultations and found that the  Complaint
cancelled by the outside clinic. diagnostic procedure took place the day the concern was
The person is concerned that  reported to the OCO. OCO staff reviewed the result summary

the specialist is not properly and found that further workup was not indicated, and the
following up on his care. person was scheduled for regular follow-up with a community
specialist.

9. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. This DOC Addressed the
concerns regarding not being  office reviewed DOC records and spoke with DOC staff. The Complaint
provided with pain medication. OCO was able to confirm that DOC staff have met with this

individual and referred them to speak with a specialist
regarding this concern. This office encouraged this individual
to continue working with DOC medical staff.

10. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. DOC Addressed the
concerns regarding not being  Following speaking with DOC staff, this office was informed Complaint
provided with accommodating that this individual was provided with pathways to receive
programming. their requested accommodation. DOC staff shared that they

have been working with this individual to ensure they are able
to receive successful programming.

11. Incarcerated individual shared The OCO provided information on its investigative findings. Information Provided
concerns regarding wantingto  Following review of DOC records, this office was able to
be placed at a specific facility.  confirm that, following Headquarters MDT (Multidisciplinary
Team) and Facility MDT review, this individual was denied
placement at their requested facility. This individual has since
expressed comfort at the facility they are currently at.

12. Person reports not receiving The OCO provided information to the person about their Information Provided
medical care for his seizure specialist consultation. OCO staff reviewed the person's
disorder. The person is medical records and consultations. It was verified that the

requesting a follow-up for his  person is scheduled to see an outside specialist. OCO staff also
disorder and accommodations. provided information to the person about the procedures that




DOC medical providers are able to provide on-site.

13. Person reports that he was one The OCO provided information to the person regarding their  Information Provided
of several people who were requests. OCO staff reviewed related records and found that
impacted by a series of DOC staff followed the correct reporting steps after the
medication errors. The person  medication error was discovered. OCO staff verified that the
requested that the error be affected patients were assessed by medical staff and the
investigated. The person also  incident was investigated through the existing quality
requested compensation. assurance process and corrective actions were taken. OCO

staff provided tort claim information to the person.

14. Incarcerated individual shared The OCO provided information regarding the investigative Information Provided
concerns regarding DOC findings of this case. After speaking with DOC staff and
messing up their medication. reviewing DOC records, this office was informed that this

individual had been non-compliant with their medication.
Following this, DOC medical staff had changed the way this
individual was to receive the medication so they could
monitor administration closer.

15. Incarcerated individual shared The OCO reviewed existing evidence and was unable to Insufficient Evidence
concerns regarding DOC staff ~ substantiate the concern. Following review of DOC records,  to Substantiate
taking their property and not  this office was able to confirm that this individual decided to
returning it. ship out their property following the process in DOC policy

440.000.

16. Individual reports that DOC did The OCO reviewed records and contacted DOC about this Insufficient Evidence
not conduct a thorough concern. This office noted that this person has been to Substantiate
investigation into his safety transferred to another facility and confirmed the Department
concerns multiple times, which has tried to keep this person safe, but he has ongoing
resulted in him being assaulted behaviors that result in housing difficulties.
by other incarcerated
individuals.

17. Incarcerated individual relayed The OCO reviewed the infraction materials and spoke to DOC No Violation of DOC
concerns regarding an about this concern. The OCO confirmed that the individual Policy
infraction and being suspended received an infraction which per DOC policy 700.000 made
from their job. them ineligible for their work assignment so DOC terminated

them because they did not meet the 6 months infraction free
requirements outlined in DOC policy 700.000(I11)(C)(2) and
because the termination was not due to behavior, but rather
the infraction, there was no reason for the additional WAC
810 to be written.

18. Incarcerated individual shared The OCO reviewed the complaint and found DOC actions are  No Violation of DOC
concerns regarding DOC not currently allowed within DOC policy 200.200. This office Policy
allowing them to resend money reviewed DOC records and confirmed that the money sent out
to their family. by this individual had been returned due to an incorrect mail

address. Due to the money being returned, it was deposited
into the IIBF (Incarcerated Individual Betterment Fund).
19. Incarcerated individual relayed The OCO reviewed the infraction materials and contacted No Violation of DOC

concerns regarding an
infraction.

DOC about the concern. The OCO found no violation of DOC
policy 460.000 as staff states they did not receive any
information from the individual about cellmate concerns prior
to the move, just that the individual refused housing, thus this
meets the “some evidence” standard utilized by DOC.

Policy

Cedar Creek Corrections Center

20.

Person reports an adverse
medical event that staff

The OCO provided assistance by contacting DOC Health
Services staff and requesting that the patient be seen. OCO

Assistance Provided




assumed was drug related. The
person is requesting care for his
condition and for DOC staff to
be held accountable for how
they addressed the medical
emergency.

staff reviewed the person's medical records, incident reports,
emails, and related documentation. OCO staff were unable to
substantiate the concern that staff bias prevented the person
from being treated for their medical emergency. It was found
that staff initiated emergency responses within protocol, and
care was rendered immediately. OCO staff provided
information to the person regarding the information found
during this investigation.

21.

Incarcerated individual relayed
concerns about an infraction
and search reports being
rewritten.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the individual appeared to
be under the influence, which resulted in a cell search and the
finding of paper that tested positive for spice and was
confirmed by the lab. The only difference between the search
reports is that the bunk number was added.

No Violation of DOC
Policy

Clallam Bay Corrections Center

22. External person reported The OCO provided information about requesting further Information Provided
concerns about an incarcerated medical care if symptoms change and shared information
person’s access to medical care. about the care received. The OCO verified that the
incarcerated person has access to medical care and is actively
working with medical services.
23. Person reported that they did The OCO contacted the property room at this individual's Information Provided
not receive their property. current facility and confirmed that they did not have any
property boxes from his previous facility. The OCO requested
that DOC send him the total cost for shipping the remaining
boxes at his previous facility. The OCO also provided tort claim
information to this person.
24. Incarcerated individual relayed The OCO contacted DOC regarding this. DOC stated that they Information Provided
concerns about extended have not received any information from the individual about
placement in segregation due  wanting to debrief as that would be the next step to consider
to a security threat group (STG) placement outside of segregation due to safety and security
affiliation that they disagree reasons. The OCO informed the individual that, if they wish to
with. debrief, they will need to speak with their local intelligence
and investigations unit (IIU) to receive a debrief packet.
25. Incarcerated person reported  The OCO reviewed the complaint and found DOC actions are  No Violation of DOC
concerns about DOCs response currently allowed within DOC policy 890.620 and restricted Policy
to a medical emergency and DOC policies. The OCO reviewed all relevant evidence related
escort back from medical to the reported incident and found the medical protocol was
treatment. followed. The OCO spoke with facility leadership about the
DOC staff actions during the escort back and while DOC
restricted policy was followed, de-escalation methods were
discussed that are actionable in incidents of this type.
26. Individual reports that he was  The OCO reviewed the infraction materials and confirmed that No Violation of DOC
disciplined for fighting but the other person received substantial injuries. DOC was within Policy
believes the fight was mutual.  policy to infract the incarcerated individual for fighting. The
OCO provided the contact information for the Prison
Disciplinary Program Manager.
27. Individual reports that DOC The OCO found no violation of DOC policy 450.100 No Violation of DOC

opened his legal mail from the
prosecutor's office. This person
reports that they requested
public disclosure records with
their victim's information.

Attachment 1 which states that documents sent by a Public
Disclosure Unit are not considered legal mail.

Policy




Coyote Ridge Corrections Center

28. Incarcerated individual relayed The OCO reviewed the infraction materials and spoke to DOC Assistance Provided
concerns about DOC not about this concern. After OCO outreach, DOC realized they did
responding to an infraction not process the appeal in error and expedited the appeal. The
appeal and wanting the OCO found no violation of DOC policy 460.000 as a cell search
infraction dismissed. resulted in the finding of 2 orange squares inside the

individual's shoes that medical staff confirmed was suboxone
and the individual does not have a prescription for suboxone.

29. Incarcerated individual relayed The OCO reviewed the infraction materials and spoke to DOC Assistance Provided
concerns about DOC not about this concern. After OCO outreach, DOC realized they did
responding to an infraction not process the appeal in error and expedited the appeal. The
appeal and wanting the OCO found no violation of DOC policy 460.000 as a cell search
infraction dismissed. resulted in the finding of 2 orange squares inside the

individual's shoes that medical staff confirmed was suboxone
and the individual does not have a prescription for suboxone.

30. Person reported concerns The OCO provided assistance by asking DOC headquarters Assistance Provided
about not being able to attend about different facility options to address his safety concerns.
religious ceremonies due to The OCO reviewed DOC records and spoke to DOC staff at the
facility safety concerns. facility and found that he was being considered for placement

at a different facility that would better meet his needs and
safety concerns. The OCO reached out to DOC headquarters
about this individual and he was then approved for placement
at a different facility and he has since been transferred.

31. Incarcerated individual relayed The OCO reviewed the infraction materials and spoke to DOC Assistance Provided
concerns about DOC not about this concern. After OCO outreach, DOC realized they did
responding to an infraction not process the appeal in error and expedited the appeal. The
appeal and wanting the OCO found no violation of DOC policy 460.000 as a cell search
infraction dismissed. resulted in the finding of 2 orange squares inside the

individual's shoes that medical staff confirmed was suboxone
and the individual does not have a prescription for suboxone.

32. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. DOC Addressed the
concerns regarding DOC not Following speaking with DOC medical staff, this office was Complaint
providing them with medical informed that DOC staff have met with this individual for all
care for several concerns. their shared concerns. DOC medical staff also shared that this

individual is scheduled for further care for their concerns.

33. Person reported that DOC has  DOC staff addressed this concern prior to OCO action. The DOC Addressed the
not resolved a concern related OCO reviewed DOC records and reached out to DOC staff who Complaint
to a previous OCO concern confirmed that this individual has been seen by dental and
about his dentures not fitting.  also stated he had not reported any new concerns about

dentures not fitting.
34. Incarcerated individual relayed The OCO reviewed the infraction materials for both WAC 603 Information Provided

concerns regarding feeling like
staff are retaliating against
them based on numerous cell
searches and two WAC 603
infractions.

infractions. For the first WAC 603, the OCO found no violation
of DOC policy 460.000 as a cell search resulted in the finding
of a piece of a substance that tested positive for
opiates/Suboxone and the individual admitted possession of
it. For the second WAC 603, the OCO had concerns about the
evidence used to substantiate the infraction. As a result, the
OCO asked DOC to overturn this infraction, but DOC was
unwilling as they state there is evidence to substantiate the
infraction. The OCO confirmed that the individual has
transferred facilities, and no new staff conduct grievances
have been filed since the move, thus this concern regarding
staff conduct appears to have been resolved.




35. Person reports that they are The OCO provided information to the person about the Information Provided
not being provided the provider that is responsible for the requested care. The OCO
treatment plan they believe informed the individual that there is limited coverage for the
they should be receiving. The  requested specialty and follow-up appointments are
person is requesting specialist dependent on the provider's availability. OCO staff confirmed
consultation and to be the patient had follow up scheduled within the timeframe
restarted on medications. requested by the specialist. OCO staff also confirmed the

patient was scheduled for medication administration and
provided the person with information about the different
stages of the requested treatment plan.

36. Person reported concerns The OCO provided information about this incident and Information Provided
about not receiving medical encouraged him to talk to medical about any injuries he
attention after a car accident  sustained during this incident. The OCO reviewed the incident
during a transport between report from this car accident and found that all incarcerated
facilities. The person wanted individuals reported no injuries after the incident. The OCO
the OCO to review the car also found that this individual saw medical upon arriving at his
accident. new facility and has consistently been seeing medical for

other concerns. The OCO could not find that this individual
brought up his concerns about injuries from this accident to
Health Services.

37. Incarcerated individual shared The OCO reviewed existing evidence and was unable to Insufficient Evidence
concerns regarding DOC not substantiate the concern. Following speaking with DOC to Substantiate
providing them with medical staff, this office was informed that this individual was
medication. never taken off their prescribed medication and is still actively

taking such.

38. Person reported ongoing The OCO reviewed the complaint and found DOC actions are  No Violation of DOC
concerns about the allowed currently allowed within DOC policy 560.200. The OCO spoke Policy
vendors for religious essential ~ with DOC headquarters staff multiple times about issue and
oils not providing pure essential DOC is not willing to use the suggested vendor at this time
oils and that the products due to security concerns. DOC recently released a memo with
available are not appropriate  the current vendors for religious essential oils, which DOC
for their religious practice. The chose after previous negotiation with the OCO.
person requested a specific
vendor for religious essential
oils as the replacement.

39. Incarcerated individual relayed The OCO reviewed the individual's segregation placement and No Violation of DOC
concerns about placementin  found no violation of DOC policy 320.200 as the individual was Policy
segregation. placed in segregation for interfering with staff directives and

dropping contraband which resulted in a use of force. The
OCO confirmed the individual has since been released from
segregation.
40. Incarcerated individual relayed The OCO reviewed the infraction materials for the first No Violation of DOC

concerns about two infractions
they received.

infraction and found no violation of DOC policy 460.000 as the Policy
individual was observed exchanging closed fist punches with

another individual. This was lowered from a WAC 505 fighting

as the other individual was the initiator, but the individual did

fight back despite having the ability to retreat. The OCO was

unable to review the second infraction as the individual did

not appeal it.

Monroe Correctional Complex

41.

Incarcerated person reported a
concern about a time
calculation issue that affected

The OCO assisted by prompting DOC staff to talk to the person Assistance Provided
about why the calculation was changed and confirm with him
that he will transfer to GRE after the time is served. The OCO




their access to the graduated
reentry (GRE) program.

reviewed relevant information and spoke with DOC staff in
the GRE program and in the records unit and verified that the
miscalculation was found during a regular review of
sentences. Speaking with records prompted DOC to talk with
the person about why his sentence was changed. While the
addition of time complies with current RCW, the OCO verified
that this issue did not terminate his GRE approval and he will
transfer to GRE when eligible based on his sentence.

42. An anonymous person reported The OCO assisted by elevating this concern to facility Assistance Provided
that people in a security threat leadership. The OCO did not have many details due to an
group (STG) have been anonymous reporter; however, this office was able to identify
harassing the sex offenders, the unit that was reported in the concern.
including threats to their lives,
in addition to there being a
drug problem on the unit being
run by an STG group that is
extorting people, and nothing
was done after they reported it.
43. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. DOC Addressed the
concerns regarding soap being Following speaking to DOC staff, this office was informed that Complaint
in their food. DOC staff have ordered new trays and changed the soap
utilized for cleaning the trays. This office encouraged this
individual to reach out to this office again if the issue persists.
44. Person reported that he was DOC staff addressed this concern prior to OCO action. OCO DOC Addressed the
incorrectly accused of using staff reviewed the person's record and found he was moved  Complaint
drugs during an adverse back to his unit before the OCO received his letter. OCO staff
medical event and was sent to  noted that the person did not receive an infraction as a result
segregation. The person is of his medical event.
requesting to be sent back to
his unit.
45. Person reported having a DOC staff addressed this concern prior to OCO action. The DOC Addressed the
specific allergy and wanted a OCO reviewed DOC records and found that was given the HSR Complaint
Health Status Report (HSR) and to accommodate his allergy. The OCO reached out to DOC
accommodation for that staff at the facility and verified that the HSR is being followed
allergy. and that his allergy is being accommodated.
46. External person reports that The OCO provided information to the person regarding their  Information Provided
force was used by community  concern. OCO staff contacted DOC Health Services staff and
corrections officers in a verified the person had received their medications. The OCO
community hospital and staff ~ does not have jurisdiction to investigate the actions of the
prevented the person from Community Custody officers; concerns found during the
receiving treatment for the review of this case were shared with Community Custody
injuries sustained during the Division leadership due to the severity of the situation.
use of force. This person also
stated they were not provided
with their medications in DOC
custody.
47. External person reports that The OCO provided information to the person regarding their  Information Provided

force was used by community
corrections officers in a
community hospital and staff
prevented the person from
receiving treatment for the
injuries sustained during the
use of force. This person also

concern. OCO staff contacted DOC Health Services staff and
verified the person had received their medications. The OCO
does not have jurisdiction to investigate the actions of the
Community Custody officers; concerns found during the
review of this case were shared with Community Custody
Division leadership due to the severity of the situation.




stated they were not provided
with their medications in DOC
custody.

48.

External person reports that
force was used by community
corrections officersin a
community hospital and staff
prevented the person from
receiving treatment for the
injuries sustained during the
use of force. This person also
stated they were not provided
with their medications in DOC
custody.

The OCO provided information to the person regarding their
concern. OCO staff contacted DOC Health Services staff and
verified the person had received their medications. The OCO
does not have jurisdiction to investigate the actions of the
Community Custody officers; concerns found during the
review of this case were shared with Community Custody
Division leadership due to the severity of the situation.

Information Provided

49.

External person reports that
force was used by community
corrections officersin a
community hospital and staff
prevented the person from
receiving treatment for the
injuries sustained during the
use of force. This person also
stated they were not provided
with their medications in DOC
custody.

The OCO provided information to the person regarding their
concern. OCO staff contacted DOC Health Services staff and
verified the person had received their medications. The OCO
does not have jurisdiction to investigate the actions of the
Community Custody officers; concerns found during the
review of this case were shared with Community Custody
Division leadership due to the severity of the situation.

Information Provided

50.

External person reports that
force was used by community
corrections officersin a
community hospital and staff
prevented the person from
receiving treatment for the
injuries sustained during the
use of force. This person also
stated they were not provided
with their medications in DOC
custody.

The OCO provided information to the person regarding their
concern. OCO staff contacted DOC Health Services staff and
verified the person had received their medications. The OCO
does not have jurisdiction to investigate the actions of the
Community Custody officers; concerns found during the
review of this case were shared with Community Custody
Division leadership due to the severity of the situation.

Information Provided

51.

External person reports that
force was used by community
corrections officers in a
community hospital and staff
prevented the person from
receiving treatment for the
injuries sustained during the
use of force. This person also
stated they were not provided
with their medications in DOC
custody.

The OCO provided information to the person regarding their
concern. OCO staff contacted DOC Health Services staff and
verified the person had received their medications. The OCO
does not have jurisdiction to investigate the actions of the
Community Custody officers; concerns found during the
review of this case were shared with Community Custody
Division leadership due to the severity of the situation.

Information Provided

52.

External person reports that
DOC denied their loved one
access to an MRI and specialist
while also taking away his
Health Status Report (HSR) for a
lower bunk. The person is
requesting for his HSR to be

OCO staff provided information to the person regarding their
medical requests. OCO staff verified the patient's condition
had previously been evaluated by the DOC orthopedic
specialist who determined a surgical consult was not
necessary. The patient requested a second opinion which was
denied by the Care Review Committee.

Information Provided




restored, access to a specialist
evaluation and MRI.

53.

Incarcerated individual relayed
concerns about property being
taken.

The OCO reviewed the concern and confirmed that the Information Provided
individual filed a tort claim, and it was denied. Filing a tort

claim is the final step in seeking recovery of lost property, and

there is nothing further the OCO can do to aid with the

recovery of the property.

54.

Person reports that his pain is
not being managed
appropriately. The person is
requesting a specific
medication.

The OCO provided information to the person about their Information Provided
specialist consultation. OCO staff reviewed the person's

consultations and found the pain management specialist’s

recommendations were being followed by DOC medical. The

person is currently scheduled for a procedure that was

recommended by the specialist. The medication that the

patient requested has not been recommended by the

specialist and the person does not meet the regular criteria to

receive that medication.

55.

Person reported concerns
about a Prison Rape Elimination
Act (PREA) investigation not
being conducted and reported
concerns about being placed in
the Close Observation Area
(COA) after reporting this
incident.

The OCO provided information about the extensive records Information Provided
review conducted on this situation. The OCO reviewed DOC

records and confirmed that this PREA investigation was

conducted and completed per DOC policy 490.860. The OCO

also reached out to DOC and conducted an extensive records

review regarding this individual's placement in the COA. The

OCO confirmed this COA placement met the requirements in

DOC policy 320.265.

56.

Person reports that DOC denied
him access to an MRl and

OCO staff provided information to the person regarding their Information Provided
medical requests. OCO staff verified the patient's condition

specialist while also taking away had previously been evaluated by the DOC orthopedic

his Health Status Report (HSR)
for a low bunk. The person is
requesting for his HSR to be
restored, access to a specialist
evaluation and MRI.

specialist who determined a surgical consult was not
necessary. The patient requested a second opinion which was
denied by the Care Review Committee.

57.

Person reports that force was
used by community corrections
officers in a community hospital
and staff prevented the person
from receiving treatment for
the injuries sustained during
the use of force. This person
also stated they were not
provided with their medications
in DOC custody.

The OCO provided information to the person regarding their  Information Provided
concern. OCO staff contacted DOC Health Services staff and

verified the person had received their medications. The OCO

does not have jurisdiction to investigate the actions of the

Community Custody officers; concerns found during the

review of this case were shared with Community Custody

Division leadership due to the severity of the situation.

58.

Person reports experiencing a
delay in care until their medical
care was assumed by the
facility medical director. The
person stated he is being
pressured to transfer but he
does not want to leave his
current facility.

The OCO provided information to the person. OCO staff Information Provided
reviewed the person's medical records and appointments.

OCO staff contacted the medical provider's supervisor to

discuss the reported issues and related documentation. OCO

staff will continue to follow up with Health Services leadership

about this staff member.

59.

Individual reports that he will
be transferred to another
facility where his safety is in

The OCO reviewed the individual's records and confirmed that Insufficient Evidence
he has no current transfer orders and has not transferred out to Substantiate
of this facility.




jeopardy.

60.

Person reported that DOC was
retaliating against him for filing
lawsuits by doing his
classification review early to
attempt to transfer him. The
person is requesting that DOC
work with his brain injury and
not retaliate against him.

The OCO reviewed existing evidence and was unable to Insufficient Evidence
substantiate the concern. OCO staff reviewed the person's to Substantiate
custody facility plan and found the review was not started

early, nor was this person recommended for transfer. OCO

staff reviewed the documentation that the person stated

proved that DOC substantiated retaliation and found that was

not what DOC had communicated to the person.

61.

Person reports that staff
intentionally injured him during
a transport. The person is
requesting that staff be held
accountable and for the facility
issue to be repaired.

The OCO reviewed existing evidence and was unable to Insufficient Evidence
substantiate that DOC staff acted intentionally when the to Substantiate
person fell from a wheelchair. OCO staff reviewed camera

evidence, resolutions, and incident reports. There was no

video available for the actual location of the fall. OCO found

that the sidewalk issue had been repaired. OCO staff provided

the person with tort claim information.

62.

Incarcerated individual relayed
concerns about an infraction
that their cellmate took
responsibility for.

The OCO reviewed the infraction materials and found no No Violation of DOC
violation of DOC policy 460.000 as a cell search resulted in the Policy

finding of a substance that tested positive for suboxone and

because the statement that was submitted by the cellmate

was not included on DOC form 05-094 witness statement,

DOC was unable to verify that the cellmate actually claimed

responsibility.

63.

Incarcerated individual relayed
concerns about an infraction.

The OCO reviewed the infraction materials and found no No Violation of DOC
violation of DOC policy 460.000 as staff witnessed the Policy

individual throwing closed fist strikes to another incarcerated

individual and this was confirmed by video.

Olympic Corrections Center

64.

An external person reports that
her loved one was supposed to
leave on graduated reentry
(GRE) and has been targeted
with a group of other
incarcerated individuals. The
person reports that DOC
performed inappropriate
urinary analyses (UAs) and has
sent her loved one to
segregation.

The OCO reviewed the individual's records and contacted DOC Information Provided
about this concern. DOC confirmed there were multiple

people in segregation for drug use. The individual did not

appeal the serious infraction, so the OCO could not review

that information. The OCO provided information regarding

the serious infractions process and DOC classification

decisions.

Reentry Center - Tacoma - Pierce

65.

Anonymous concern was
reported about people on
graduated reentry (GRE) being
told they must live at a reentry
center for 90 days prior to
going on electric home
monitoring (EHM).

The OCO provided information about why DOC has decided to Information Provided
keep people in a reentry center for 90 days prior to

transferring to EHM. Per ESSB 5121 DOC can impose protocols

to the GRE program and has determined that 90 days in the

reentry center provides space for transition from the prison

setting.

Stafford Creek Corrections Center

66.

Incarcerated individual relayed
concerns about not getting a
response to an infraction
appeal.

The OCO contacted DOC regarding this concern. DOC stated  Assistance Provided
that they did not receive an appeal from the individual for this

infraction. Upon OCO request, DOC agreed to accept a

resubmitted appeal if the individual is able to provide a copy




of the appeal receipt showing they submitted the original
appeal in time.

67. Incarcerated individual relayed The OCO reviewed the infraction materials related to this and Assistance Provided
concerns about placementin  found that one of the infractions was given during a time in
segregation and infractions for which the individual was actively working with medical to get
the inability to provide a urinary an HSR. At OCO's request, DOC agreed to overturn the
analysis (UA) sample despite infraction. The OCO confirmed that the individual's placement
having an HSR. in segregation was due to infractions and remained there
while pending a new custody facility plan.
68. Incarcerated individual relayed The OCO contacted DOC regarding the appeal for the Assistance Provided
concerns about not getting a infraction. DOC stated that they did not receive an appeal
response to an infraction from the individual for this infraction. Upon OCO request,
appeal. DOC agreed to accept a resubmitted appeal if the individual is
able to provide a copy of the appeal receipt showing you
submitted the original appeal in time.
69. External person reports that DOC staff addressed this concern prior to OCO action. OCO DOC Addressed the
their loved one is not receiving staff contacted DOC Health Services staff and reviewed the Complaint
care for a serious medical issue patient's specialist consultations. OCO staff substantiated a
and is requesting immediate delay in the processing of the consultation referral by a
medical care. former DOC contract employee that was found and remedied
by the facility medical director. OCO staff confirmed the
person has received all recommended diagnostics and his care
is moving forward.
70. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After =~ DOC Addressed the
concerns regarding not being  speaking with DOC staff, this office was informed that this Complaint
provided with adequate individual has met with his provider regarding the concerns
medical care. and is scheduled to receive further care.
71. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After DOC Addressed the
concerns about the DOC speaking with DOC staff, this office was informed that this Complaint
medical staff not providing individual has been seen regarding their concern and is
them with follow-up care for scheduled for future appointments.
their concern.
72. Aloved one reported that the  The OCO contacted the facility about this issue and leadership Information Provided
facility is on lockdown and confirmed that additional staff were deployed to each unit to
officers are not letting let residents out to use the bathrooms during lockdown. DOC
individuals out to use the also confirmed that the dayrooms had been reopened and
bathroom in a timely manner.  they expected the facility to come off lockdown before the
end of the day.
73. Incarcerated individual relayed The OCO spoke to DOC about this concern. DOC states that Information Provided
concerns about their wife they spoke with the individual and confirmed that they did
accidentally being taken off have a desire to remove their wife from their visit list as
their visiting list. confirmed by messages they sent, but if she reapplied the
termination would be reconsidered. DOC states that because
his wife provided false information in the new visit
application, the visitation was denied, but if she appeals and
provides the correct information, DOC will approve the
visitation. DOC states that extended family visits were also
terminated and likely will not be restored because the
individual is not amenable to complete SOTAP.
74. Incarcerated individual relayed The OCO reviewed the grievances and documentation related Information Provided

concerns about DOC not
addressing their safety
concerns.

to this and confirmed that they were denied both protective
custody and safe harbor because they do not have a security
threat group (STG) affiliation and the concerns they




mentioned were not specific to a STG.

75.

External person reported an
incarcerated person was not
treated fairly after they were
issued an infraction and
reported that the infraction was

unfair.

The OCO reviewed existing evidence and was unable to
substantiate the concern. The OCO reviewed all available
documentation related to the investigation which resulted in
an infraction. Based on the review, the OCO was unable to
substantiate staff misconduct and the investigation which
resulted in the infraction was completed per policy. DOC also
completed the custody plans per policy 300.380.

Insufficient Evidence
to Substantiate

76.

Incarcerated individual shared
concerns regarding DOC staff
allowing them to be assaulted.

The OCO reviewed existing evidence and was unable to
substantiate the concern. After speaking with DOC staff, this
office was informed that this individual and others had not
shared any safety concerns prior to the incident and shared
that individuals are thoroughly screened to determine they
will be compatible cellmates. Due to DOC staff being made
unaware of the concern, DOC staff were unable to prevent the
incident.

Insufficient Evidence
to Substantiate

77.

Incarcerated individual shared
concerns regarding being

wrongfully demoted.

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 met the criteria for a demotion
following their behavior in a lower custody setting. This office
provided this individual with information they can utilize to
appeal custody facility plan (CFP) decisions.

No Violation of DOC
Policy

78.

Incarcerated individual relayed
concerns about an infraction.

The OCO reviewed the infraction materials and found no
violation of DOC policy 460.000 as the individual was not a
correctional industries (Cl) worker but repeatedly went to
breakfast that was just for the Cl workers and lied to staff
saying they did not do this.

No Violation of DOC
Policy

Washington Corrections Center

79.

Incarcerated individual shared
concerns regarding not being

provided with proper
accommodation.

The OCO provided assistance by speaking with DOC medical
staff and DOC medical staff agreed to schedule this individual
to meet with medical staff to discuss his request. DOC records
indicate that this individual had the requested
accommodation at their previous facility but lost it following a
transfer to another facility.

Assistance Provided

80.

Incarcerated individual shared
concerns regarding not being
given programming while being

in MAX custody.

DOC staff addressed this concern prior to OCO action. After
reviewing DOC records and speaking with the incarcerated
individual, this office was able to confirm that this individual is
going to be promoting soon and due to that, the individual
requested case closure.

DOC Addressed the
Complaint

81.

An external person shared
concerns on behalf of an
incarcerated individual
regarding not being aware of
the process to obtain DME
(Durable Medical Equipment)
and not obtaining their DME in
an appropriate timeframe.

The OCO provided information regarding the OCO's
investigative findings. This office reviewed DOC record and
was able to confirm that this individual has received their
requested DME. DOC records indicate that this individual
spoke with DOC medical staff who started the process to fulfill
their request upon initial arrival to their DOC facility. The OCO
provided information regarding where individuals can find
information on how to obtain DME and other DOC healthcare
guidelines.

Information Provided

82.

Incarcerated individual shared
concerns regarding not being
provided with their requested

The OCO provided information regarding the criteria for their
requested treatment. Following review of DOC records, the
0OCO confirmed that DOC medical staff informed this

Information Provided




medication.

individual of the criteria and that this individual does not meet
the criteria. The OCO encouraged this individual to continue
working with DOC medical staff to take care of their concerns
and that the OCO has no decision making in DOC clinical

decisions.

83.

The individual reports he got in
trouble for a piece of spice
paper, and DOC took his tablet
indefinitely and is not allowing
him to use the unit phone while

on cell confinement.

The OCO reviewed the infraction appeal and contacted DOC.
This office confirmed that this person can have their tablet
back after they pay restitution to replace the altered/broken

tablets.

Information Provided

84.

Person reports that they are
not receiving adequate
treatment for an infection. The
person is requesting additional
evaluation by a medical

provider.

The OCO provided information to the person about his
concern. OCO staff reviewed the person's medical
appointments and contacted DOC Health Services staff. OCO
staff were informed that additional testing was completed
and antibiotics were ordered. The OCO encouraged the
person to contact medical if the additional treatment was not

effective.

Information Provided

85.

Incarcerated individual shared
concerns regarding not hearing
any information regarding

multiple appeals.

The OCO provided information regarding the status of their
appeal. After reaching out to DOC staff, the OCO was
informed that this individual's appeal has been received by
DOC and informed this individual how they can check on the
status of their appeals.

Information Provided

86.

Incarcerated individual shared
concerns regarding DOC
medical staff not properly
reviewing their records and
denying their requested
treatment due to such.

The OCO reviewed existing evidence and was unable to
substantiate the concern. After reviewing DOC records, the
OCO was able to confirm that this individual's records were
reviewed by multiple clinicians who denied this individual's
request following their review. This office was also able to
confirm that this individual has been working with medical to
receive treatment they have been approved for and informed
this individual the OCO cannot impact DOC clinical decisions.

Insufficient Evidence
to Substantiate

87.

Incarcerated individual relayed
concerns about sanctions for a

recent 556 infraction.

The OCO reviewed the individual's disciplinary record but
were unable to locate any recent WAC 556 infractions.

Insufficient Evidence
to Substantiate

88.

Incarcerated individual relayed
concerns about staff not letting
them go to their infraction
hearing because they did not
shower but reports staff did not

allow them to shower.

The OCO reviewed the grievances related to this and found no
evidence showing staff did not allow the individual to go to
the hearing because the grievance response states that staff
reported the individual refused to go to the hearing. Thus,
there was insufficient evidence to substantiate this concern.

Insufficient Evidence
to Substantiate

89.

An external person opened a
concern on behalf of an
incarcerated individual
regarding their visitation being
wrongfully terminated.

The OCO reviewed the complaint and found DOC actions are
currently allowed within DOC policy 450.300. After reviewing
DOC records, the OCO confirmed that DOC staff determined
this individual and their visitor violated visitation rules and
due to this, their visitation was terminated and the appeal

was upheld.

No Violation of DOC
Policy

90.

Incarcerated person reported
concern about deductions to a
check. The person reported
they are not allowed per the

protocol and requests

assistance getting refunded.

The OCO reviewed the complaint and found DOC is currently
following RCW 9.94A.760 and 72.09.480 which govern legal
financial obligations (LFOs). When the payment comes from
another source and not the person’s trust account, it is

subject to deductions.

No Violation of DOC
Policy

91.

Incarcerated individual relayed

The OCO reviewed the materials for multiple violations and

No Violation of DOC




concerns about getting an
infraction that terminated their
community custody.

found no violation of DOC policy 460.130 as the individual Policy
stopped reporting to DOC and was on warrant status for over

200 days until they were arrested for new criminal conduct

despite signing the conditions of community custody that

explained the prohibited behavior that the individual did.

92.

Individual reports that there is
no emergency call button in his
unit, which means there is no
way to alert staff during a
medical emergency.

The OCO substantiated that there are no emergency call Substantiated
buttons in the R-5 units. This office spoke with DOC, who said

staff are supposed to monitor the tiers; however, the

incarcerated population usually gets their attention by

banging on the doors. OCO also spoke with facility leadership,

who have tried to address the concern; however, this is a

multi-million-dollar capital project.

Washington Corrections Center for Women

93.

Anonymous person reports
staff misconduct issues for
another incarcerated individual.

The OCO reviewed the individual's records, spoke with DOC Information Provided
staff, and conducted a monitoring visit to speak with this

individual. This office is continually monitoring the welfare of

this individual and provided her with several OCO complaint

forms in case she has any new information to report.

94.

Incarcerated person reported
concern about access to the
bathroom while the facility was
on restricted movement.

The OCO provided information about how to report access Information Provided
concerns at the facility level and shared the actions of the

OCO to resolve the concern. The OCO made same day

outreach to facility leadership to inquire about the concern

and verify people have access to use the bathroom. DOC

leadership verified that the lockdown was lifted and people

could request bathroom access during the restricted

movement.

95.

Person reported concerns
about not being able to see her
provider after transferring to
this facility. Person also
expressed concern about her
Health Status Reports (HSRs)
and medications.

The OCO provided information about her HSRs and Information Provided
medications. The OCO reviewed DOC records and reached out

to DOC staff, who confirmed that she has seen her provider

and received the medications she asked about and one of her

HSRs was renewed. DOC staff stated that this facility does not

have the item she wanted an HSR for and offered alternatives

for that item.

96.

Individual reports concerns
regarding a use of force
incident that happened and
how DOC staff are antagonizing
her. She also reported a couple
of different concerns that
health services are not
addressing.

The OCO pulled records for two separate use of force Information Provided
incidents, and reviewed both incident management reporting

system (IMRS) to verify that staff's actions complied with

relevant DOC protocols and policies. This office also contacted

DOC about the medical concerns this person addressed. The

OCO shared the use of force findings with this individual and

how to work with health services if their medical concerns are

not being addressed.

97.

Incarcerated person reported
concerns about staff conduct,
volunteer access and other
issues at the facility.

The OCO shared information about the office’s current actions Information Provided
to address the issues noted by the reporter and how to

continue to report concerns to DOC leadership and OCO as

they arise. The OCO is in monthly communication with facility

leadership and continues to investigate issues related to

healthcare, programming access, staff conduct, including uses

of force, and solitary confinement issues.

98.

Incarcerated individual shared
concerns regarding not being
provided with mental health
services.

The OCO reviewed existing evidence and was unable to Insufficient Evidence
substantiate the concern. After speaking with DOC staff, the  to Substantiate

OCO was informed that staff have met with this individual and

discussed any concerns they may have and mental health staff

have created a plan for care moving forward.




99.

Person reported that they are
in segregation for no reason.

The OCO reviewed the complaint and found DOC actions or
inactions are currently allowed within DOC policy 320.200 as
the individual released from segregation.

No Violation of DOC
Policy

Washington State Penitentiary

100. Incarcerated individual relayed The OCO spoke to DOC about this concern who stated that Assistance Provided
concerns about DOC not they did not receive the appeal submitted. After OCO
responding to an infraction outreach, DOC agreed to allow the individual to resubmit the
appeal. appeal.

101. Incarcerated individual relayed The OCO reviewed the individual's custody facility plan (CFP) DOC Addressed the
concerns about DOC not and confirmed that DOC approved the individual for safe Complaint
addressing their safety harbor placement.
concerns.

102. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After DOC Addressed the
concerns regarding DOC not speaking with DOC medical staff, DOC medical staff shared Complaint
addressing their medical that they have met with this individual and reviewed their
concern. concern but this individual doesn't agree with their medical

diagnosis even though they have been provided with
treatment for their diagnosis. This office informed this
individual that the OCO has no decision making in clinical
decisions made by DOC medical staff.

103. Individual reports that DOCis  The individual contacted the OCO and reported that this case DOC Addressed the
taking a long time to fulfill a can be closed because DOC has resolved the issue. Complaint
public records request.

104. Incarcerated person reportsa  The OCO provided information about DOC custody overrides. Information Provided
concern about a custody level The OCO spoke with DOC about the decision, and they shared
override. The person reports that the override was required to mitigate the person’s
DOC is housing them in a unit  protections needs. After being housed in a unit different from
that does not match their his current custody level, DOC has since transferred this
custody level. person to a unit that matches his custody level.

105. Incarcerated individual relayed The OCO reviewed the individual's custody facility plan (CFP) Information Provided
concerns about being placed and confirmed that they were released to mainline after
back on mainline. opening the OCO case. The OCO informed the individual that

if they are having safety concerns, they will need to contact
their local intelligence and investigations unit (IIU) to express
these.

106. Incarcerated individual relayed The OCO spoke to DOC about this concern who stated that Information Provided
concerns about DOC not they have not received any information from the individual
addressing their safety expressing safety concerns. The OCO informed the individual
concerns. that in order to express safety concerns, they will need to

contact their local intelligence and investigations unit (IIU).

107. Anincarcerated person called The OCO provided information about the status of SB 5231 - Information Provided
and asked for information 2025-26 as of the date of the call.
regarding SB 5231 concerning
reducing fees and expenses for
services for people confined in
state correctional facilities.

108. Incarcerated individual shared The OCO reviewed existing evidence and was unable to Insufficient Evidence
concerns regarding DOC substantiate the concern. After speaking with DOC staff, this  to Substantiate
jeopardizing their safety by not office was informed that DOC was unable to see any
designating them safe harbor. indication that this individual requires safe harbor placement.

109. Incarcerated person reported  The OCO reviewed existing evidence and was unable to Insufficient Evidence

concerns about DOC staff and

substantiate the concern. The OCO verified DOC determined

to Substantiate




how they responded to his
safety concerns. The person
also expressed concerns about
force used during this incident.

the person’s housing per DOC policy 300.380. The OCO
reviewed available evidence and found video evidence was
not available. The OCO shared the concerns about records
management with multiple levels of DOC leadership. The OCO
continues to monitor and report issues with proper document
handling.

110.

External person reported
concerns about their
incarcerated loved one’s denial
to DOC partial confinement
programs. The person and their
loved one asked the OCO to
review the denial and ask DOC
to reconsider.

No Violation of DOC
Policy

The OCO reviewed the complaint and found DOC actions are
currently allowed within DOC policy 390.590. The OCO
reviewed the denial and spoke with DOC staff asking if they
would reconsider after this person completed programming.
DOC explained that the programming completed is not
enough to mitigate the risk DOC has determined exists in a
partial confinement setting and was unwilling to change the
denial decision. Per DOC policy 390.590, "The Graduated
Reentry Administrator may administratively deny or terminate
participation in GRE when: circumstances of placement create
a risk to the safety of the community." DOC determines risk at
multidisciplinary team meeting where multiple levels of DOC
staff weigh in to make the determination.

Airway Heights Corrections Center

111. An external person reported The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
concerns on this person's request for permission to investigate within 30 days. The OCO
behalf that he was not provided encouraged the incarcerated person to contact the OCO via
with adequate clothing or mail or hotline if they would like to request assistance.
access to his property when he
was moved from the
Segregation Management Unit
(SMU) to a medium unit.
112. A friend or family member This case was a duplicate of one that already existed from the Complaint Withdrawn
reported a concern related to  same complainant and for the same concern.
the classification and facility
placement of an incarcerated
person. The friend or family
member reported the same
concern several times.
113. A friend or family member This case was a duplicate of one that already existed from the Complaint Withdrawn
reported a concern related to  same complainant and for the same concern.
the classification and facility
placement of an incarcerated
person. The friend or family
member reported the same
concern several times.
114. Anonymous person wanted to The OCO declined to investigate this concern per WAC 138- Declined
report that they have been 10-040(3)(c), the OCO declined to investigate the complaint
sexually harassed by another beyond intake due to the nature and quality of the evidence
incarcerated individual but as without identifying information the OCO is unable to
disconnected the call when investigate this concern.
identifying information was
requested to complete the
investigation.
115. Anincarcerated person Per WAC 138-10-040(3)(g), the OCO declined to investigate Declined

reported a concern related to

the complaint beyond intake due to any other reasons the




difficulty with accessing and
navigating the resolution
program.

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.

116. Person reported that they are  Per WAC 138-10-040(3)(f), the OCO declined to investigate Declined
having difficulties with release  the complaint beyond intake as the alleged violation is a past
planning. rather than ongoing issue as the individual released from DOC
custody prior to the OCO investigating the concern.
117. Person reported a concern Per WAC 138-10-040(3)(f), the OCO declined to investigate Declined
about not getting out on their  the complaint beyond intake as the alleged violation is a past
early release date. rather than ongoing issue as the individual released from DOC
custody prior to the OCO investigating the concern.
118. Person reported that they did  Prior to OCO involvement, the incarcerated person has Technical Assistance
not receive their property. options for resolving the concern through a DOC appeals Provided
process or the DOC Resolution Program. If the individual’s
concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.
119. Person reported that they did  Prior to OCO involvement, the incarcerated person has Technical Assistance
not receive their property. options for resolving the concern through a DOC appeals Provided
process or the DOC Resolution Program. If the individual’s
concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.
120. Person reported that they want Prior to OCO involvement, the incarcerated person has Technical Assistance
to stay in medium custody. options for resolving the concern through a DOC appeals Provided
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 classification process.
121. Person reported that DOC is Prior to OCO involvement, the incarcerated person has Technical Assistance
trying to keep them longer than options for resolving the concern through a DOC appeals Provided
they are supposed to. 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.
122. Incarcerated person reported  The OCO provided technical assistance over the OCO Technical Assistance
concern about DOC rejecting confidential hotline about how to communicate with the DOC Provided
their property. The person facility Religious Coordinator to access religious materials. The
reported it was for religious OCO shared information about DOC religious policy and that
purposes. items must receive prior approval before people order the
items to the facility. The OCO also shared how to send out the
rejected property via the property disposition process.
123. Person reported that they have Prior to OCO involvement, the incarcerated person has Technical Assistance
not received their property. options for resolving the concern through a DOC appeals Provided
process or the DOC Resolution Program. If the individual’s
concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.
124. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance

being targeted by a DOC staff
member.

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

Provided




then contact the OCO for assistance. The OCO provided
technical assistance about staff conduct concerns.

125. Person reported that their Prior to OCO involvement, the incarcerated person has Technical Assistance
medical needs are not being options for resolving the concern through a DOC appeals Provided
met. 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 appointments and
emergencies process.

Cedar Creek Corrections Center

126. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance
wrongfully infracted. options for resolving the concern through a DOC appeals Provided
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.

127. Person reported that their Prior to OCO involvement, the incarcerated person has Technical Assistance
dental needs are not being met. options for resolving the concern through a DOC appeals Provided
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 dental process.

128. Person reported that their time Prior to OCO involvement, the incarcerated person has Technical Assistance
calculations are incorrect. options for resolving the concern through a DOC appeals Provided
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 legal resources and filing a
resolutions request.

Clallam Bay Corrections Center

129. An external person reported The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
concerns that this person was  request for permission to investigate within 30 days. The OCO
denied medically necessary encouraged the incarcerated person to contact the OCO via
treatment and care. mail or hotline if they would like to request assistance.

130. An external person reported The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
that they are concerned for this request for permission to investigate within 30 days. The OCO
person's safety from gang encouraged the incarcerated person to contact the OCO via

violence and that they might be mail or hotline if they would like to request assistance
forced to join a gang if they are
transferred to an active facility.

131. An external person reported The incarcerated individual did not respond to the OCQO’s Complaint Withdrawn
concerns that this person was  request for permission to investigate within 30 days. The OCO
unfairly placed in segregation  encouraged the incarcerated person to contact the OCO via
pending an investigation based mail or hotline if they would like to request assistance.
on false information from
another inmate.

132. Incarcerated individual relayed The OCO received a phone call from the individual requesting Complaint Withdrawn
concerns about mail rejections. this case be closed.

133. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they were wrongfully process or the DOC Resolution Program. If the individual’s

infracted. 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.

134. Aloved one reported on behalf Prior to OCO involvement, the incarcerated person has Technical Assistance
of the incarcerated individual ~ options for resolving the concern through a DOC appeals Provided
that their medical needs are not process or the DOC Resolution Program. If the individual’s
being met. concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about scheduling medical appointments.
135. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they were wrongfully process or the DOC Resolution Program. If the individual’s
infracted. 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.
136. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance
wrongfully infracted. options for resolving the concern through a DOC appeals Provided
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.
137. Person reported that a DOC Prior to OCO involvement, the incarcerated person has Technical Assistance
staff member shared their options for resolving the concern through a DOC appeals Provided
personal information with process or the DOC Resolution Program. If the individual’s
another incarcerated individual. 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.
138. Person reported that they have Prior to OCO involvement, the incarcerated person has Technical Assistance

not received their property. 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 property process.

Provided

Coyote Ridge Corrections Center

139. Aloved one reported a concern This case was a duplicate of one that already existed from the Complaint Withdrawn
regarding an infraction received same complainant and for the same concern.
by an incarcerated person.
140. A loved one reported a concern This case was a duplicate of one that already existed from the Complaint Withdrawn
related to the use of restrictive same complainant and for the same concern.
housing by DOC.
141. Aloved one reported a concern This case was a duplicate of one that already existed from the Complaint Withdrawn
related to the use of restrictive same complainant and for the same concern.
housing by DOC.
142. Anincarcerated person Per WAC 138-10-040(3)(g), the OCO declined to investigate Declined
contacted the OCO for the complaint beyond intake due to any other reasons the
assistance with an infraction ombuds deems relevant to the complaint, including, but not
that has not yet been heard or limited to, the priority and weight given to these and other
appealed. relevant factors. In this instance, the incarcerated person has
another concern already open in the OCQ's system.
143. Person reported that he does  Per WAC 138-10-040(3)(f), the OCO declined to investigate Declined

not know why he was brought the complaint beyond intake as the alleged violation is a past
back to prison. rather than ongoing issue as the individual released from DOC
custody prior to the OCO investigating the concern.




144. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they are being targeted by process or the DOC Resolution Program. If the individual’s
a DOC staff member. 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.
145. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one, a options for resolving the concern through a DOC appeals Provided
concern about their safety. 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 classification process.
146. A loved one reported thatthe  Prior to OCO involvement, the incarcerated person has Technical Assistance
incarcerated individual was options for resolving the concern through a DOC appeals Provided
wrongfully infracted. 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.
147. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they were being harassed process or the DOC Resolution Program. If the individual’s
by a DOC staff member. 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.
148. Person reported they wanted  Prior to OCO involvement, the incarcerated person has Technical Assistance
copies of their legal documents. options for resolving the concern through a DOC appeals Provided
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.
149. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance
wrongfully infracted. options for resolving the concern through a DOC appeals Provided
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.
150. Person reported that DOC is not Prior to OCO involvement, the incarcerated person has Technical Assistance
allowing them to have their options for resolving the concern through a DOC appeals Provided
religious beads. 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.
151. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance
wrongfully infracted. options for resolving the concern through a DOC appeals Provided
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.
152. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance

wrongfully infracted

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

Provided




technical assistance about the infraction process.

Monroe Correctional Complex

153. An external person reported The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
concerns on this person's request for permission to investigate within 30 days. The OCO
behalf that he did not receive  encouraged the incarcerated person to contact the OCO via
appropriate medical care while mail or hotline if they would like to request assistance.
incarcerated in violation of his
rights as a prisoner.
154. An anonymous person reported This case was a duplicate of one that already existed from the Complaint Withdrawn
a concern on behalf of an same complainant and for the same concern. The OCO also
incarcerated person requesting did meet with the incarcerated person and they declined OCO
OCO verify his access to health assistance.
care.
155. An anonymous person reported This case was a duplicate of one that already existed from the Complaint Withdrawn
a concern on behalf of an same complainant and for the same concern. The OCO also
incarcerated person requesting did meet with the incarcerated person and they declined OCO
OCO verify his access to health assistance.
care.
156. Anincarcerated person Per WAC 138-10-040(3)(g), the OCO declined to investigate Declined
reported a concern related to  the complaint beyond intake due to any other reasons the
accessing religious care. 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. The
person also contacted the OCO and determined they did not
want this concern reviewed.
157. Person reported that they are  Per WAC 138-10-040(3)(f), the OCO declined to investigate Declined
requesting gate money for the complaint beyond intake as the alleged violation is a past
when they release. rather than ongoing issue as the individual released from DOC
custody prior to the OCO investigating the concern.
158. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they are being retaliated  process or the DOC Resolution Program. If the individual’s
against by DOC staff members. 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.
159. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they were wrongfully process or the DOC Resolution Program. If the individual’s
infracted. 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.
160. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they were wrongfully process or the DOC Resolution Program. If the individual’s
infracted. 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.
161. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance

the incarcerated individual that
DOC is not following policy.

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

Provided




then contact the OCO for assistance. The OCO provided
technical assistance about the infraction process.

162.

Person reported that they were
wrongfully infracted for failure

to provide.

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 obtain a health status
report and the infraction process.

Technical Assistance
Provided

163.

Person reported that their
property matrix needs to be

updated.

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

164.

Person reported that they were

issued dirty clothing.

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

165.

Person reported that their
dental 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 dental process.

Technical Assistance
Provided

166.

Person reported that they were
wrongfully infracted for failure

to provide.

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 obtain a health status
report and the infraction process.

Technical Assistance
Provided

167.

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 record corrections and time
calculations.

Technical Assistance
Provided

168.

Person reported that they are
being targeted and harassed 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

169.

Person reports a staff

misconduct concern and DOC
not pulling video footage for
the grievance investigation.

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




170. Person reported that they were
denied the owner's manual for
their hearing aid.

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

171. 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 appeals process with the care
review committee.

Technical Assistance
Provided

172. 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

Olympic Corrections Center

173. 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 obtaining a health status report.

Technical Assistance
Provided

174. Person reported that they are
being harassed by DOC staff

Prior to OCO involvement, the incarcerated person has
options for resolving the concern through a DOC appeals

Technical Assistance
Provided

members. 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.
Other

175. An individual relayed concerns
that this person has not been
able to access their prescribed
medication since arriving at the
Pierce 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

176. The OCO received a complaint
regarding Thurston County
Corrections Facility.

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 closing letter was generated at complainant's
request.

No Jurisdiction

177. Loved one relayed concerns
about medical services her
loved one was getting in the
Chelan County jail.

The OCO declined to move the complaint beyond the intake
investigation phase 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




178. Loved one relayed concerns The OCO declined to move the complaint beyond the intake  No Jurisdiction
about medical care at Spokane investigation phase per WAC 138-10-040(3)(a), the OCO may
County jail. 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.
179. Individual relayed concerns The OCO declined to move the complaint beyond the intake  No Jurisdiction

about being assaulted by the
Sunnyside Police Department.

investigation phase 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 taken by an agency other than the
Washington State Department of Corrections.

Stafford Creek Corrections Center

180. A friend or family member of an Per WAC 138-10-040(3)(g), the OCO declined to investigate

incarcerated person reports a
concern related to denied
visitation.

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

181. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved ones  options for resolving the concern through a DOC appeals Provided
that they are being targeted process or the DOC Resolution Program. If the individual’s
and harassed by a DOC staff concern is not addressed by these DOC processes, they can
member. then contact the OCO for assistance. The OCO provided
technical assistance about staff conduct concerns.
182. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that their tablet is not working. 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 Securus for tablet
related issues.
183. Person reported that they did  Prior to OCO involvement, the incarcerated person has Technical Assistance
not get confirmation that their options for resolving the concern through a DOC appeals Provided
certified letter was received. 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.
184. Person reported that their time Prior to OCO involvement, the incarcerated person has Technical Assistance
calculations are incorrect. options for resolving the concern through a DOC appeals Provided
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.
185. Person reported that DOC took Prior to OCO involvement, the incarcerated person has Technical Assistance
some of their property. options for resolving the concern through a DOC appeals Provided
process or the DOC Resolution Program. If the individual’s
concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.
186. Person reported that some of  Prior to OCO involvement, the incarcerated person has Technical Assistance

their property is missing.

options for resolving the concern through a DOC appeals

Provided




process or the DOC Resolution Program. If the individual’s
concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.

Washington Corrections Center

187. Person reported that they have The incarcerated individual said they did not want the OCO to Complaint Withdrawn
not received a tablet. further investigate the complaint and requested the OCO
close the case.
188. Person reported concerns Per WAC 138-10-040(3)(f), the OCO declined to investigate Declined
about their safety. the complaint beyond intake as the alleged violation is a past
rather than ongoing issue as the individual released from DOC
custody prior to the OCO investigating the concern.
189. An incarcerated person Per WAC 138-10-040(3)(g), the OCO declined to investigate Declined
reported concerns with how the complaint beyond intake due to any other reasons the
certain shifts of DOC staff were ombuds deems relevant to the complaint, including, but not
handling legal mail 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.
190. Loved one relayed concerns The OCO declined to move the complaint beyond the intake  No Jurisdiction
about what occurred to an investigation phase per WAC 138-10-040(3)(a), the OCO may
individual while on community not investigate because the ombuds does not have
custody. 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.
191. Person reported a complaint Per WAC 138-10-040(3)(a), the OCO may not investigate No Jurisdiction
about missing funds on his because the ombuds does not have jurisdiction over the
Securus account and that the ~ complaint as the complaint relates to an action taken by an
company will not provide him  agency other than the Washington State Department of
with information to dispute the Corrections.
problem with the account.
192. Person reported that they are  Per WAC 138-10-040(3)(a), the OCO may not investigate No Jurisdiction
filing an appeal for a Blake because the ombuds does not have jurisdiction over the
refund. complaint as the complaint relates to an action taken by an
agency other than the Washington State Department of
Corrections.
193. This person reported concerns Per WAC 138-10-040(3)(a), the OCO may not investigate No Jurisdiction
that he was being harassed and because the ombuds does not have jurisdiction over the
targeted by a corrections officer complaint as the complaint relates to an action that occurred
at the Okanogan County Jail. while an individual was not in full or partial confinement of a
Washington State Department of Corrections prison, such as
jails.
194. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that their visits were denied. 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 visitation process.
195. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance

their incarcerated loved one
that they are not receiving their
messages on their Securus

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

Provided




tablet.

then contact the OCO for assistance. The OCO provided
technical assistance about filing a resolution request.

196.

Individual 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 appointments and emergencies

process.

Technical Assistance
Provided

197.

Individual reported that they
are not getting their medication

regularly.

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 pain management medication.

Technical Assistance
Provided

198.

Person reported that DOC
destroyed their 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 filing a tort claim.

Technical Assistance
Provided

199.

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 correction process.

Technical Assistance
Provided

200.

Person reported that they are
being targeted and harassed 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

201.

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

202.

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 how to schedule medical
appointments.

Technical Assistance
Provided

203.

Individual requested more
information about legal

resources.

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 legal resources.

Technical Assistance
Provided

204.

Person reported that DOC took

Prior to OCO involvement, the incarcerated person has

Technical Assistance




some of their property.

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 property process.

Provided

Washington Corrections Center for Women

205.

A family member reported
additional information for a
concern that they previously
reported using the online

submission form.

This case was a duplicate of one that already existed from the

same complainant and for the same concern.

Complaint Withdrawn

206.

An incarcerated person asks the
OCO to review their treatment
by DOC staff in the IMU and

COA.

This case was a duplicate of one that already existed from the

same complainant and for the same concern.

Complaint Withdrawn

207.

Anonymous person submitted a
complaint through the OCO's

web forum with no
information.

Per WAC 138-10-040(3)(d), the OCO declined to investigate

the complaint beyond intake as the complaint does not allege

a violation of policy, procedure or law.

Declined

208.

A loved one reported on behalf
of the incarcerated individual
that they were wrongfully
terminated from work release.

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

209.

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

210.

Person reported that they were
not given enough clothes.

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

211.

Person reported that they do
not feel safe working with an
individual they filed a PREA

against.

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 PREA process.

Technical Assistance
Provided

212.

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

213.

Person reported that they were
accused of something they did

not do.

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

Technical Assistance
Provided




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.

Washington State Penitentiary

214. An external person reported The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
concerns about this person's request for permission to investigate within 30 days. The OCO
safety. encouraged the incarcerated person to contact the OCO via
mail or hotline if they would like to request assistance.
215. An external person reported The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
concerns about this person's request for permission to investigate within 30 days. The OCO
safety if they were to be encouraged the incarcerated person to contact the OCO via
housed in general population.  mail or hotline if they would like to request assistance.
216. An external person reported The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
concerns about this person's request for permission to investigate within 30 days. The OCO
safety. encouraged the incarcerated person to contact the OCO via
mail or hotline if they would like to request assistance.
217. A family member reported a This case was a duplicate of one that already existed from the Complaint Withdrawn
concern related to access to same complainant and for the same concern.
healthcare for their loved one
who is incarcerated.
218. Anincarcerated person reports This case was a duplicate of one that already existed from the Complaint Withdrawn
issues with the mail. The same complainant and for the same concern.
person has not grieved the
concern to level 3.
219. Incarcerated individual relayed The OCO received a call from the individual requesting this Complaint Withdrawn
concerns about getting a case be closed.
negative behavior observation
entry (BOE) and staff
threatening to terminate them
from their job.
220. Person reported that they were The incarcerated individual said they did not want the OCO to Complaint Withdrawn
told they could not cut the sides further investigate the complaint and requested the OCO
of their hair. close the case.
221. Someone reported concerns The incarcerated individual did not respond to the OCO’s Complaint Withdrawn
about this person's safety while request for permission to investigate within 30 days. The OCO
in Administrative Segregation = encouraged the incarcerated person to contact the OCO via
and that he did not have access mail or hotline if they would like to request assistance.
to his property.
222. Anincarcerated person Per WAC 138-10-040(3)(g), the OCO declined to investigate Declined
reported a concern related to  the complaint beyond intake due to any other reasons the
wanting access to their tablet. 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 OCQ's system.
223. Aloved one reported on the Prior to OCO involvement, the incarcerated person has Technical Assistance
incarcerated loved one's behalf options for resolving the concern through a DOC appeals Provided
that they were wrongfully process or the DOC Resolution Program. If the individual’s
infracted. 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.
224. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance

wrongfully infracted.

options for resolving the concern through a DOC appeals

Provided




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.

225. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that they did not receive their  process or the DOC Resolution Program. If the individual’s
property. concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.
226. Person reported on behalf of Prior to OCO involvement, the incarcerated person has Technical Assistance
their incarcerated loved one options for resolving the concern through a DOC appeals Provided
that their medical needs are not process or the DOC Resolution Program. If the individual’s
being met. concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about medical appointments and
emergencies.
227. Person reported a concern Prior to OCO involvement, the incarcerated person has Technical Assistance
about their safety. options for resolving the concern through a DOC appeals Provided
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 classification process.
228. Person reported that DOC has  Prior to OCO involvement, the incarcerated person has Technical Assistance
not sent in the sample for options for resolving the concern through a DOC appeals Provided
testing. 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.
229. Person reported that the Prior to OCO involvement, the incarcerated person has Technical Assistance
electricity in their cell is not options for resolving the concern through a DOC appeals Provided
working. 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.
230. Person reported that they are  Prior to OCO involvement, the incarcerated person has Technical Assistance
being targeted by a DOC staff  options for resolving the concern through a DOC appeals Provided
member. 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.
231. Person reported that some of  Prior to OCO involvement, the incarcerated person has Technical Assistance
their property was taken by options for resolving the concern through a DOC appeals Provided
DOC. process or the DOC Resolution Program. If the individual’s
concern is not addressed by these DOC processes, they can
then contact the OCO for assistance. The OCO provided
technical assistance about the property process.
232. Person reported that they were Prior to OCO involvement, the incarcerated person has Technical Assistance

inappropriately searched in
front of their cellmate.

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.

Provided




233.

Person reported that there has
been no power in the cells and
hot water for the past several
weeks.

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

234.

Individual reported that they
would like to move to another
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 the classification process.

Technical Assistance
Provided

235.

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




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

Case Closure Reason Meaning

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

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

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

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

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

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

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

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


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

Cl: Correctional Industries

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

CO: Correctional Officer

CPA: Community Parenting Alternative

CRC: Care Review Committee

CUS: Correctional Unit Supervisor

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

ERD: Earned Release Date

EMP: Extraordinary Medical Placement

GRE: Graduated Reentry

HCSC: Headquarters Community Screening Committee

HSR: Health Status Report

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

MAT: Medication Assisted Treatment

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

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

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

SOTAP: Sex Offender Treatment and Assessment
Program

SVP: Sexually Violent Predator
TC: Therapeutic Community

WaONE: Washington ONE (“Offender Needs
Evaluation”)

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

UFR-25-002 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 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.

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

UFR Committee Members

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

DOC Health Services
e Dr. MaryAnn Curl, Chief Medical Officer
e Justin Wozab, Interim Chief of Nursing

e Dr. Eric Rainey-Gibson, Director — Behavioral Health
e Dr. Ashley Espitia, Suicide Risk Reduction
e Mark Eliason, Deputy Assistant Secretary
e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e Deborah Wofford, Deputy Assistant Secretary

e James Key, Deputy Assistant Secretary

e Lorne Spooner, Correctional Operations Program Manager
e Rochelle Stephens, Men’s Prisons Project Manager

e Paige Perkinson, Correctional Operations Program Manager

DOC Community Corrections Division

e Kristine Skipworth, Regional Administrator

DOC Risk Mitigation
e Michael Pettersen, Director

DOC Person Centered Services

e Megan Pirie, Director

Office of the Corrections Ombuds (OCO)
e Elisabeth Kingsbury, Acting Director

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

Department of Health (DOH)
e Karen Pastori, Health Services Consultant — Prevention and Community Health

Health Care Authority (HCA)
e Dr. Heather Schultz, Associate Medical Director

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

recommendations.

Fatality Summary

Date of Birth: 1967 (57-years-old).

Date of Incarceration: January 2025.

Date of Death: February 2025.

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

The cause of death is undetermined. The manner of death is undetermined.

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

3 to 2 Days Prior to
Death

1 Day Prior to Death ‘

Event

The decedent was arrested by a community police department on a DOC
Secretary’s Warrant and transported to a contracted jail facility. DOC's
Nurse Desk and Community Corrections staff were not notified or involved
in the medical or mental health triage of the decedent prior to their
admittance to the jail facility.

Documentation revealed two incidents of the decedent defecating on
themselves after arrival at the jail facility, resulting in multiple cell
transfers.

Event

18:01 hours e The decedent refuses their meal.
21:22 hours e Jail staff submit a referral for mental health consultation for the decedent.
06:44 hours e The decedent refuses their meal.
Day of Death ‘ Event
07:44 — 08:45 e An Advanced Registered Nurse Practitioner (ARNP) ordered one dose of
) ) medication and a Licensed Practical Nurse (LPN) attempted to administer
hours .
the medication to the decedent.
e A cell check is conducted including a custody officer communicating
11:13 hours .
through and knocking on the cell door.
e An LPN conducted an assessment and documented that the decedent
11:31-11:32 would not lift their head for medication.
hours

A meal tray and hand soap are delivered to the decedent.
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e Acell check is conducted; no direct communication with the decedent is
13:05 hours
documented.
14:06 hours e The decedent is found unresponsive in their cell.
14:09 hours ° Custody offlcers began lifesaving measures, including Cardiopulmonary
Resuscitation (CPR).
e Community Emergency Medical Services (EMS) arrive on scene and assume
14:21 - 14:46 care.
hours
e The decedent is declared deceased by community EMS at 14:46 hours.

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 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 found:

a. Three days prior to death, the decedent was arrested by a community police department
on a DOC Secretary’s Warrant for failure to report for supervision. He was admitted to a
community jail contracted with DOC to house individuals pending supervision sanction
hearings. The decedent died while in the jail’s custody.

b. Available documentation revealed that an intake was not completed by medical or
custody staff upon the decedent’s arrival at the jail facility. The CIR noted that mental
health care could have been initiated sooner.

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 available medical records and antecedent care
delivered. The MRC provided the following findings.

1. The MRC found:

a. The decedent was never incarcerated in a DOC prison facility and the records available for
review were limited.

b. The decedent’s medical history included schizoaffective disorder-bipolar type, alcohol use
disorder, stimulant use disorder, vitamin D deficiency, obesity, high cholesterol and
triglyceride levels, and high blood pressure.
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Medical and mental health services at the jail are provided by a contracted medical
provider.

The decedent was deemed “aggressive” on transport to the jail facility and, while housed
there, demonstrated concerning behaviors, including defecating and urinating on
themselves and smearing their person and cell with feces, leading to several cell changes.

i. Upon intake to the jail facility, a medical assessment was not completed, and the DOC
Nurse Desk was not contacted.

Jail staff submitted an urgent mental health referral the day before the decedent’s death.

i. The jail’s medical staff were not aware of the decedent’s arrival to the jail prior to
receiving the mental health referral the following morning.

ii. On the day of death, an on-duty LPN conducted a wellness check and observed the
decedent lying on the floor of their cell, covered in feces. The LPN contacted the
covering ARNP provider via Teams, who ordered medication.

1. The LPN attempted to administer the medication to the decedent but was
unable to do so, as the decedent did not respond to verbal prompts and would
not lift their head.

2. The jail’s mental health team responded to the referral on the day of death but
was unable to assess the decedent as resuscitative efforts were underway.

3. Resuscitation was unsuccessful and the decedent was pronounced deceased
by community EMS personnel.

iii. The MRC noted that the community jail changed its contracted healthcare provider
after this incident.

The MRC recognized that there was no opportunity for DOC staff to intervene and request
hospital clearance prior to the decedent’s death.

MRC members noted the limited records available for review and expressed concern

regarding the jail staff’s apparent non-responsiveness from the day the decedent was
admitted to their day of death, including:

i. No medical intake, assessment, or rounds appear to have been conducted while the
decedent was housed at the facility, despite the decedent’s concerning behavior.

ii. No urgent access to a mental health consultation despite facility corrections officers
requesting several times.
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iii. No transport to a community hospital or call to DOC’s Nurse Desk for support when
jail nursing staff determined that the decedent needed an evaluation by the
designated mental health crisis responder including possible transport to Western
State Hospital.

2. The MRC recommended:

a. DOC's Chief Medical Officer (CMO), Director of Quality and Chief Nursing Officer (CNO)

review and elevate this case to the DOC Secretary, DOC Deputy Secretary and DOC
Assistant Secretaries of Health Services and Community Corrections to ensure that those
under DOC’s jurisdiction are receiving appropriate and timely medical care and treatment
while housed in a community jail on behalf of DOC.

C. Additionally, DOC’s leadership identified the following improvement opportunities:

1.

Ensure the DOC Nurse Desk is contacted and provided the opportunity to triage individuals
under DOC's jurisdiction prior to admittance to a community jail when they are being held on
behalf of DOC.

DOC’s CMO and Director of Quality will brief the community jail’s leadership and the jail’s
current contracted medical provider on DOC’s concerns and highlight the quality and
timeliness of care delivered.

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

1.

Health information sharing and communication between contracted community jails and
DOC.

a. DOC Policy 610.040 Health Screenings and Assessments requires community supervision
violators to be pre-screened through DOC’s Nurse Desk prior to intake at a DOC prison
facility. UFR members noted that there is no equivalent requirement for contracted
community jails or community law enforcement when an individual is arrested on a DOC
Secretary’s Warrant.

b. DOC does not participate in nor receive results from any internal reviews or quality
improvement initiatives that the community jail may have undertaken after this incident.
The UFR committee identified significant procedural delays in obtaining medical records
from the community jail. The coroner also requested additional medical records that the
community jail failed to provide. These delays postponed the corner’s death investigation
and the UFR committee’s review by several months.

Coroner’s death investigation.

7|Page
Washington State Department of Corrections
Report on Unexpected Fatalities



a. The UFR committee reviewed autopsy findings, noting that while the manner of death
remains “undetermined,” the coroner also concluded that a classification of homicide
could be considered under Title 72 and RCW 9A.42.010(2) if it is established that neglect,
specifically the failure to provide medically necessary care or hygiene, caused or
contributed to the death.

b. The county coroner indicated that, should additional clarifying information arise, the
cause and manner of death as well as the autopsy report may be amended.

3. Quality and timeliness of care provided by the community jail.

a. UFR committee members expressed concern with the quality and timeliness of care that
the community jail provided to the decedent.

i. UFR members raised concerns about the fact that individuals under DOC jurisdiction
make up 50% of some community jail populations and the need for DOC to ensure
they are receiving proper medical care.

ii. UFR members concurred with the findings and recommendations identified by the
DOC MRC and DOC leadership.

iii. UFR members recommended considering alternative community facilities which may
be used to house individuals on behalf of DOC by reviewing the existing contracts and
determining if the partnerships remain appropriate.

UFR Committee Findings

The cause of the decedent’s death is undetermined. The manner of death is undetermined.

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. DOC leadership will conduct a debrief with the community jail’s leadership and medical staff to
share identified concerns regarding the quality and timeliness of care in this case.
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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. The UFR committee may reconvene on this case if additional information regarding the
circumstances of this individual’s death becomes available.

2. DOC will assess whether its jail housing contracts should be updated to require a medical intake
screening within 16 hours of an individual’s arrival at a community facility. Additionally, the UFR
committee recommends reviewing this jail contract to address the limited records that were
provided by the jail, which hindered the completion of both the autopsy and the unexpected fatality

review.

3. DOC leadership will convene a workgroup to develop communication tools and outreach strategies
for contracted jails, emphasizing use of the DOC’s Nurse Desk as a critical resource for triaging
individuals between jail admission and hospital care.
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Unexpected Fatality Review
DOC Corrective Action Plan

UFR-25-002 DOC Corrective Action Publication Number 600-PLO01

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 UFR, 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-25-002 committee report on February 20, 2026 (DOC publication 600-SR001).
This document includes the required corrective action plan. DOC is required to implement corrective
actions within 120 days from the corrective action plan publication.

Corrective Action Plan

CAP ID Number: UFR-25-002-1

Finding: The quality and timeliness of care provided by the contracted jail to the
decedent was inadequate and did not meet DOC’s expectations of care.

Root Cause: Jail medical staff were not aware of the decedent’s admission to the jail until

the morning of the decedent’s death, leading to missed opportunities for
intervention and aid.

Recommendations: | DOC should facilitate a formal debrief of this case with the contracted jail’s
leadership and medical staff, including review of identified care gaps and
reemphasis of expectations regarding the quality and timeliness of care
provided in contracted facilities.

Corrective Action: | DOC leadership will conduct a debrief with the community jail’s leadership
and medical staff to share identified concerns regarding the quality and
timeliness of care in this case.

Expected Outcome: | Improved care and health outcomes for individuals housed in contracted jail
facilities on DOC’s behalf.
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Unexpected Fatality Review
Committee Report

UFR-25-009 Report to the Legislature—600-SR001

Legislative Directive and Governance

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

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

This report describes the results of one such review.

Disclosure of Protected Health Information

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

The following members attended the UFR Committee meeting held virtually on December 4, 2025:

DOC Health Services

e Dr. MaryAnn Curl, Chief Medical Officer

e Patricia Paterson, Chief of Nursing

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e Deborah Wofford, Deputy Assistant Secretary
e James Key, Deputy Assistant Secretary

Office of the Corrections Ombuds (OCO)

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

Department of Health (DOH)

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

Health Care Authority (HCA)

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

recommendations.

Fatality Summary

Date of Birth: 1963 (61-years-old).

Date of Incarceration: July 2019.

Date of Death: June 2025.

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

The cause of death is atherosclerotic and hypertensive cardiovascular disease. The manner of death is

natural.

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

One Day Prior to

Death
9:39 — 9:56 hours
Day of Death

6:20 hours

Event

The decedent is last observed on video surveillance.

Event

Formal count is conducted.

11:42 - 3:28 hours

Hourly tier checks are conducted.

3:45 - 3:48 hours

Formal count is conducted.

At 3:48 hours, a custody officer observes the decedent lying on their bed
and attempts to gain a response from them.

3:50-3:53 hours

Custody officers initiate a radio notification for a medical emergency and
began life-saving measures, including Narcan administration.

Community Emergency Medical Services (EMS) is requested.

3:54 hours e DOC medical staff arrive on scene and assume care.
4:13 hours e Community EMS arrive on scene and assume care.

e The decedent is declared deceased by the community EMS medical
4:20 hours

director.
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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 corrective action.

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 diabetes, atrial fibrillation, iron
deficiency anemia, and high cholesterol.

i. Atthe time of death, recommended screenings and immunizations were current and
the decedent’s diabetes and blood pressure were controlled.

The decedent’s visits with DOC’s primary care team were intermittent; however, their
medications were continued during these times.

i. Approximately four months before death, the decedent reported to their primary
care provider that they were feeling well and attempting lifestyle changes including
exercise.

During the medical emergency response, a DOC nurse did not follow Basic Life Support
(BLS) standards or DOC nursing protocols when they administered an EpiPen.

i. The CIR noted that responding nurses did not recall having received specific medical
emergency response training.

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

a.

DOC’s Director of Nursing will follow up with facility nursing leadership regarding the
process and status of emergency response training for all nurses.

Facility leadership will ensure completion of the Brief Nurse Orientation checklist for all
new nursing staff to ensure they have received DOC’s Emergency Response Training and
are prepared to respond to a medical emergency.

DOC’s Director of Nursing and clinical nurse educators will develop a plan to provide
additional education and clinical guidance for nursing staff regarding appropriate use of
EpiPens.
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B.

d. DOC will initiate systematic annual primary care visits.

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. The decedent died due to natural causes in their cell.

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

The UFR committee reviewed the unexpected fatality, and the following topics were discussed:
1. Medical emergency response.

a. The UFR committee reviewed the medical emergency response, including the
inappropriate administration of an EpiPen. The committee supported adding a visual aid
or algorithm to the emergency response bag to enhance decision-making for responding
DOC staff during medical emergencies. Members also noted that custody officers waited
for DOC medical staff to arrive before beginning lifesaving measures, due to concerns
about moving the decedent off the top bunk.

b. Facility-wide emergency drills are currently underway at the facility where this incident
occurred. These drills aim to better educate and support staff responding to medical
emergencies.

2. Annual primary care visits.

a. UFR members reviewed recent updates to DOC’s population health report, which will flag
an incarcerated individual if they have not had an annual primary care visit within the last
year and track whether an individual accepts or denies the visit.

3. Tier checks.

a. During tier checks, the decedent appeared to be sleeping on the top bunk while custody
officers were observed stopping to look into the cell. DOC is currently examining tier
check processes and guidelines to establish benchmarks, reinforcing its commitment to
improving quality and consistency of these checks.

4. Delayed Resilience Support Team (RST) deployment.

a. The UFR committee noted a delay in the deployment of RST to the facility. Available
documentation was also unclear about whether DOC’s mental health team followed up
with incarcerated individuals in the unit after this incident. To ensure that staff and
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incarcerated individuals receive necessary resources and support, DOC is now clearly
documenting both mental health and RST deployment in all subsequent reports.

UFR Committee Findings

The decedent died of atherosclerotic and hypertensive cardiovascular disease. The manner of death is

natural.

UFR Committee Recommendations

The UFR committee did not issue recommendations for corrective actions.

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

1.

Include a visual aid or algorithm with the emergency response bag to enhance decision-making
for responding DOC staff during medical emergencies.

Evaluate tier check processes and refine guidance to promote consistency and strengthen overall
quality of procedure.

DOC’s Director of Nursing will confirm completion status of emergency response training for all
nurses with facility leadership.

DOC’s Director of Nursing will ensure all new nurses complete the Brief Nurse Orientation
checklist, verifying emergency response readiness.

The Director of Nursing and clinical nurse educators will develop and deliver additional training
on appropriate EpiPen use.

DOC will continue to develop systemic annual primary care visits to strengthen continuity and
preventive health management.
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Unexpected Fatality Review
Committee Report

UFR-25-013 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 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.

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 November 13, 2025:

DOC Health Services

e Dr. MaryAnn Curl, Chief Medical Officer

e Patricia Paterson, Director of Nursing

e Dr. Eric Rainey-Gibson, Director — Behavioral Health
e Mark Eliason, Deputy Assistant Secretary

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e Charles Anderson, Deputy Assistant Secretary

e James Key, Deputy Assistant Secretary

e Rochelle Stephens, Men’s Prisons Project Manager

e Paige Perkinson, Correctional Operations Program Manager

DOC Risk Mitigation

e Michael Pettersen, Director

Office of the Corrections Ombuds (OCO)

e Elisabeth Kingsbury, Acting Director
e Ollie Webb, Assistant Corrections Ombuds — Investigations
e Madison Vinson, Assistant Corrections Ombuds — Policy

Department of Health (DOH)

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

Health Care Authority (HCA)

e Dr. 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: 1973 (52-years-old).

Date of Incarceration: November 2005.

Date of Death: June 2025.

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

The cause of death is ligature strangulation. The manner of death is suicide.

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

Day of Death Event

The decedent’s cellmate was transported for a medical emergency

10:54 hours i i
after a fall in their cell.
e Suspected narcotics were discovered in the decedent’s cell during a
13:42 hours search by custody staff. On-site testing returned a presumptive
positive result.
e The decedent was transferred to the Restrictive Housing Unit (RHU)
14:50 hours pending a disciplinary investigation and was unable to provide a urine

sample for drug screening.

15:00 - 18:05 hours

Routine tier checks, formal count, and meal tray pick-up are
conducted.

18:23 hours

Custody staff walk by the decedent’s cell while escorting another
individual.

18:24 hours

Custody staff return to the decedent’s cell after completing the escort
and immediately initiate a radio call for assistance.

18:25 - 18:35 hours

Custody staff initiate Cardiopulmonary Resuscitation (CPR).

DOC medical staff arrive on scene and assume care, including placing
an Automated External Defibrillator (AED).

18:36 hours

Community Emergency Medical Services (EMS) arrives on scene and
assumes care.

18:53 hours

The decedent is declared deceased by community EMS.

4|Page
Washington State Department of Corrections
Report on Unexpected Fatalities



UFR Committee Discussion

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

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

findings:

1. The MRC found:

2.

e.

The decedent’s antecedent medical history included high blood pressure, diabetes, and
chronic pain limiting their mobility.

The decedent died by suicide. Postmortem toxicology documented positive results for
amphetamine and methamphetamine.

i.  The decedent denied having a history of illicit substance use during their Health
Services intake process and did not communicate any ongoing use of illicit
substances or relapse to Health Services staff.

a. Atthetime the decedent entered the DOC prison system, Substance Use
Disorder (SUD) screening was not universal nor targeted based on personal
history.

DOC’s needs assessment tool (WA ONE) contained documentation of polysubstance use
prior to the decedent’s incarceration.

i.  Currently, WA ONE is not integrated into DOC’s Health Services intake or
assessment workflows.

There was no indication from available documentation that the decedent was continuing
to use or had relapsed other than mechanical falls, the cause of which was confounded by
their other medical needs.

i.  The MRC noted that there may have been an opportunity to inquire about recent
substance use and conduct urinalysis drug screening after the decedent suffered a
fall with injury approximately two months before death.

It is unclear whether the decedent would have accepted addiction care if their history prior
to incarceration had been integrated into discussions with DOC Health Services.

While not contributory to the cause of death, the MRC identified the following opportunity for

improvement:
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a. Integrate individuals admitted to DOC prior to the implementation of universal SUD
screening into addiction care services and consider periodic re-screening to better identify
relapses and ongoing use patterns.

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. The decedent was a 52-year-old male with complex medical issues and no known history of
serious mental illness, suicidal ideation, or suicide attempts.

b. They were housed in an Americans with Disabilities Act (ADA)-compliant cell due to limited
mobility.

c. The decedent died by suicide, using an exposed conduit from the television shelf as a
ligature anchor point. The shelf had previously been enclosed with plexiglass, which
contributed to the monitor overheating and impaired audio transmission. As a result, the
plexiglass was removed, leaving the conduit exposed.

2. The CIR noted that, if the decedent had a known history of serious mental iliness, suicidal
ideation, or suicide attempts, they would have been placed in a Close Observation Area (COA)
cell rather than the RHU.

3. No operational, procedural, or causal factors were identified as contributing to the decedent’s
cause of death within the scope of the CIR.

4. The CIR recommended:
a. Removing or concealing the exposed conduits in the ADA-compliant cells.
C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed:
1. Transfer to the RHU.

a. UFR committee members reviewed DOC’s transfer process, including medical and mental
health screening before an individual is moved to the RHU. The UFR committee supported
a review of the screening process used by clinical staff to determine if transfer to the RHU
is appropriate.

2. Prevalence of SUD in the Native American population.

a. The UFR committee discussed that both the decedent and their cellmate were of Native
American heritage and the higher prevalence of SUD in the Native American population.
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3. Ligature Point Assessment.

a. The UFR committee supported a statewide assessment of possible ligature points in DOC’s
RHUs and infirmaries.

4. Narcan administration.

a. The UFR committee noted that Narcan was not administered during the medical
emergency response as required by DOC policy and supported further staff education
regarding the appropriate use of Narcan. Here, Narcan administration would not have
changed the outcome of this incident; however, DOC is committed to ensuring that Narcan
administration is a routine part of emergency medical response.

UFR Committee Findings

The decedent died of ligature strangulation. 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. Remove or conceal the exposed conduits in the RHU ADA-compliant cells.

2. Complete a statewide assessment of possible ligature points in DOC’s RHUs and infirmaries.

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

1. Incorporate individuals admitted prior to universal SUD screenings into structured addiction
services, with periodic rescreening protocols to detect relapse and evolving use patterns.

2. Review and refine clinical screening processes using clear criteria, decision support tools, and
peer oversight to ensure transfers to the RHU are clinically appropriate and consistently
applied.

3. Strengthen staff training and emergency response drills to ensure Narcan is administered
promptly when an individual is unresponsive, supported by accessible kits and clear
documentation requirements.
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Unexpected Fatality Review
DOC Corrective Action Plan

UFR-25-013 DOC Corrective Action Publication Number 600-PLO01

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-25-013 committee report on December 19, 2025 (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-25-013-1a

Finding:

The decedent died by suicide using the exposed conduit from the television
shelf as a ligature anchor point.

Root Cause:

The protective plexiglass enclosure was removed from the television shelf in
the facility Restrictive Housing Unit (RHU) Americans with Disabilities Act
(ADA)-compliant cell, due to overheating of the monitor and impaired audio
transmission. As a result, a conduit within the cell-mounted shelf was left
exposed.

Recommendations:

Limit access to exposed conduits in the facility ADA-compliant cells.

Corrective Action:

Remove or conceal the exposed conduits in the facility RHU ADA-compliant
cells.

Expected Outcome:

Improved safety and security for individuals housed in the facility ADA-
compliant cells.

CAP ID Number:

UFR-25-013-1b

Finding:

The decedent died by suicide using the exposed conduit from the television
shelf as a ligature anchor point.

Root Cause:

The protective plexiglass enclosure was removed from the television shelf in
the facility Restrictive Housing Unit (RHU) Americans with Disabilities Act
(ADA)-compliant cell, due to overheating of the monitor and impaired audio
transmission. As a result, a conduit within the cell-mounted shelf was left
exposed.

Recommendations:

Ensure the safety and security of all incarcerated individuals housed in DOC’s
RHUs and infirmaries.

Corrective Action:

Complete a statewide assessment of possible ligature points in DOC’s RHUs
and infirmaries.

Expected Outcome:

Improved safety and security for individuals housed in DOC’s RHUs and
infirmaries.
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Unexpected Fatality Review
Committee Report

UFR-25-018 Report to the Legislature—600-SR001

Legislative Directive and Governance

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

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

This report describes the results of one such review.

Disclosure of Protected Health Information

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

The following members attended the UFR Committee meeting held virtually on December 11, 2025:

DOC Health Services

e Dr. MaryAnn Curl, Chief Medical Officer

e Dr. Eric Rainey-Gibson, Director — Behavioral Health

e Mark Eliason, Deputy Assistant Secretary

e Dr. Rae Simpson, Director — Quality Systems

e Justin Wozab, Clinical Nurse Specialist (for Director of Nursing)
e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e James Key, Deputy Assistant Secretary
e Rochelle Stephens, Men’s Prisons Project Manager
e Paige Perkinson, Correctional Operations Program Manager

DOC Person Centered Services

e Megan Pirie, Director

Office of the Corrections Ombuds (OCO)

e Elisabeth Kingsbury, Deputy Director
e Ollie Webb, Assistant Corrections Ombuds — Investigations
e Madison Vinson, Assistant Corrections Ombuds — Policy

Department of Health (DOH)

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

Health Care Authority (HCA)

e Dr. Christopher Chen, 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: 1985 (40-years-old).

Date of Incarceration: December 2019.

Date of Death: September 2025.

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

The cause of death is the toxic effects of methamphetamine, with hypertensive 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:

One Day Prior to Death Event

11:00-11:58 hours e Tier checks and formal count are conducted.

Day of Death Event

e Custody staff respond to the decedent’s cell, initiate a radio
notification at 12:48 hours, and enter the cell to begin rendering aid,
including Cardiopulmonary Resuscitation (CPR) and administration of
Narcan.

12:47 —12:51 hours

12:52 hours e DOC medical staff arrive on scene and assume care.

e Community Emergency Medical Services (EMS) arrives on scene and
assumes care.

01:09 hours

e Community EMS staff administer medications, briefly regain a pulse,

01:10-01:31 hours ) )
and transport the decedent to a community hospital.

02:47 hours e The decedent is declared deceased at the community hospital.

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:
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The decedent’s antecedent medical history included diabetes, high blood pressure,
Substance Use Disorder (SUD), and chronic pain. Care provided was appropriate and no
gaps were identified.

The decedent frequently communicated with their DOC primary care team and
intermittently interacted with their DOC mental health team.

The decedent reported a history of methamphetamine and marijuana use and completed
SUD treatment during a previous incarceration. There was no evidence of SUD treatment
during their final incarceration or follow-up after a positive urinalysis was conducted by
custody staff.

i. DOC’s SUD harm reduction strategies include an intake screening pilot program
currently underway at DOC’s reception center to better identify and support
individuals with SUD.

During the medical emergency response, an oxygen mask was used instead of an AMBU
bag, leading to a delay in delivery of rescue breaths. Additionally, emergency response
record documentation was incomplete, and video evidence did not match written reports.

i. These concerns have been referred to facility leadership for individual staff
remediation. A DOC emergency response interdisciplinary workgroup is also
underway.

All responding DOC Health Services’ staff were current with Basic Life Support (BLS)
certification.

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

a.

Evaluate the results of the reception facility SUD screening pilot program and consider
incorporating similar SUD screening upon facility transfers.

Evaluate DOC screening forms 13-421 Intrasystem Intake Screening, 13-432 Nursing
Assessment of Patient Placed in Restrictive Housing, and 13-349 Intersystem/Restrictive
Housing Mental Health Screening to include screening questions regarding possible
substance withdrawal.

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 contributing factors to the decedent’s death:

a.

When the CIR was conducted, the autopsy and toxicology reports were not yet available
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for review. Preliminary results from the coroner indicated that methamphetamine use
and possible health conditions contributed to the decedent’s death; as a result, access to
methamphetamine was identified as a contributing factor to the decedent’s death.

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

a. The decedent had access to illicit substances in prison, which impacted their health and
disciplinary behavior.

i. Funding and support are required to help prevent the introduction of illicit
substances into DOC facilities, including implementation of body scanners and digital
mail processing. Current efforts are ongoing to identify and obtain the resources
needed, but funding continues to be a barrier.

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

a. It was unclear whether required urinalysis as part of an infraction sanction was
completed, as the facility could not provide documentation of completion and there was
no information on a clear process for urinalysis sanction follow-up.

b. The officer taking photos of the crime scene was relatively new and photo backers were
incomplete for crime scene documentation. When processing the Incident Management
Reporting System (IMRS) packet, the Shift Lieutenant did not notice that the photo
backers were incomplete.

i. This concern has been relayed to the facility for remedial training for new staff and
Shift Lieutenants.

4. The CIR identified the following opportunity for improvement:

a. ldentify and provide the process details for urinalysis sanction follow-up to ensure that
urinalyses are conducted as required and recorded in OMNI.

C. The UFR Committee reviewed the unexpected fatality, and the following topics were discussed:
1. |lllicit substances in prison facilities.

a. The introduction of illicit substances into prison facilities remains a complex challenge.
DOC has identified and implemented multiple strategies to detect and prevent the entry
of illicit substances, including the implementation of a contraband mitigation workgroup.
The workgroup is analyzing the methods used to introduce illicit substances into DOC
facilities and developing additional mitigation strategies.

2. Prevalence of SUD in the Native American population.
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a. The UFR committee discussed that the decedent was of Native American heritage and the
higher prevalence of SUD in the Native American population. UFR members supported a
review of data by DOC and development of targeted harm reduction strategies to better
support Native Americans in DOC’s custody.

3. Support programs in prison facilities.

a. UFR members reviewed the sobriety support programs available in DOC prison facilities.
The committee emphasized the importance of incarcerated individuals finding and
maintaining community and supported an analysis of available programs that support
sobriety and foster engagement.

4. Sanctions resulting from positive urinalysis.

a. The UFR committee discussed the possible impacts of disciplinary sanctions resulting from
illicit substance use or possession of related contraband. DOC balances the impact of
privilege restrictions with the responsibility of maintaining the safety of all incarcerated
individuals and continues to prioritize supporting recovery in a safe and humane way. UFR
members supported a staff referral to and tracking engagement with SUD treatment
services following a positive drug screen.

b. UFR members voiced support for DOC’s expanded SUD screening tool, which is currently
piloted at DOC’s reception center. The screening tool supports early identification and
connection of individuals who are at greater risk for illicit substance use to sobriety
support programs and treatment services.

c. UFR members also discussed delayed infraction hearings statewide, administrative
segregation situations, and the impacts of delayed hearings on individuals struggling with
addiction.

UFR Committee Findings

The decedent died of the toxic effects of methamphetamine, with hypertensive cardiovascular disease
identified as a significant contributing condition. The manner of death is accidental.

UFR Committee Recommendations

The UFR committee did not issue recommendations for corrective actions.

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

1. Evaluate the results of the reception facility SUD screening pilot program and consider
incorporating similar SUD screening for intersystem facility transfers.
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Evaluate and update DOC screening forms 13-421 Intrasystem Intake Screening, 13-432 Nursing
Assessment of Patient Placed in Restrictive Housing, and 13-349 Intersystem/Restrictive Housing
Mental Health Screening to include screening questions regarding possible substance withdrawal.

Identify and provide the process details for urinalysis sanction follow-up to ensure that urinalyses
are conducted as required and recorded in OMNI, including referral to and tracking of
engagement with treatment services following a positive urinalysis.

Conduct a data review and develop targeted harm reduction strategies to better support DOC’s
Native American population.

Evaluate available sobriety support programs in DOC prison facilities to ensure all incarcerated
individuals have access to relevant support programs and community.

Explore feasibility of assigning restocking of emergency red bags to a job position.
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Unexpected Fatality Review
Committee Report

UFR-25-020 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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https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770

UFR Committee Members

The following members attended the UFR Committee meeting held virtually on December 11, 2025:

DOC Health Services
e Dr. MaryAnn Curl, Chief Medical Officer
e Justin Wozab, Chief Nursing Officer — Interim
e Dr. Eric Rainey-Gibson, Director — Behavioral Health

e Mark Eliason, Deputy Assistant Secretary

e Dr. Rae Simpson, Director — Quality Systems

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e James Key, Deputy Assistant Secretary
e Rochelle Stephens, Men’s Prisons Project Manager
e Paige Perkinson, Correctional Operations Program Manager

DOC Risk Mitigation
e Michael Pettersen, Director

DOC Person Centered Services

e Megan Pirie, Director

Office of the Corrections Ombuds (OCO)
e Elisabeth Kingsbury, Deputy Director

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

Department of Health (DOH)
e Karen Pastori, Health Services Consultant — Prevention and Community Health

Health Care Authority (HCA)
e Dr. Christopher Chen, 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: 1954 (70-years-old).

Date of Incarceration: December 2024.

Date of Death: September 2025.

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

The cause of death is complications of penetrating trauma of the head. The manner of death is homicide.

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

Days Prior to Death Event

30 e The decedent, cellmate A, and cellmate B are assigned to the same cell.

Days Prior to Death  Event

e Cellmate B entered the shared cell and reported observing cellmate A
Day 29 - choking the decedent.

19:35 hours e Cellmate B reported grabbing a cane and striking cellmate A in an attempt
to stop the assault.

e Cellmate A exited the cell and walked toward the restroom. Cellmate B

Day 29 - followed cellmate A and a physical altercation between the two ensued.
19:36 hours e The decedent was observed moving to the cell door and sitting in the
doorway.

e Custody staff made a radio notification of a fight and requested DOC

Day 29 - medical staff and additional custody staff.
19:37 hours e Cellmate A and cellmate B were separated and escorted out of the area by
custody staff.
Dav 29 - e Severe trauma to the decedent’s eye socket was observed, a request for
y community Emergency Medical Services (EMS) was made, and staff began
19:38 hours i )
rendering aid.
Day 29 -
y e DOC medical staff arrived on scene and assumed care.
19:43 hours
Day 29 - e Community EMS arrived on scene, assumed care, and transported the
19:59 —20:28 hours decedent to a local community hospital.
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Days Prior to Death Event

28-1 e The decedent received extensive hospital care for his injuries.

e The decedent is pronounced deceased by community hospital staff.

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).

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.

Approximately one month before death, the decedent was assaulted in their cell. They
were transported via community emergency medical services to a community hospital for
care. Despite extensive treatment, the decedent died from the injuries sustained during
the assault.

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

a.

The individual who assaulted the decedent was mistakenly awarded programming points
during months when they were ineligible which placed them in a lower level of custody
for housing.

i. The CIR noted DOC Policy 350.100 Earned Release Time may create confusion for
staff when calculating custody scores.

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

i. The cellmate who assaulted the decedent did not receive urinalysis after this
incident as required by DOC policy. The Shift Lieutenant was unaware of the DOC
policy requirement.

ii. Several DOC staff members did not complete Incident Reports after this incident as
required by DOC policy, as a directive was given to facility staff that they did not
need to complete an Incident Report if they only had minimal involvement in an
incident.

iii. Mental health rounds were not completed with incarcerated individuals on the unit
after this incident which is a preferred clinical practice. The facility has put a planin
place to ensure future unit mental health rounds after a significant incident.
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https://doc.wa.gov/sites/default/files/data/files/350100.pdf

3. The CIR recommended:

a. The Headquarters Classification Unit provides policy language clarification and instructs
classification staff to confirm calculation accuracy within the custody facility plan.

b. Include conducting a urine drug screening after involvement in violent behavior as a
discussion topic for the next Superintendent meeting.

c. Send an all-staff communication regarding the policy-driven requirement of completing an
incident report regardless of staff’s level of involvement.

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 was receiving ongoing care for their chronic medical conditions and was up
to date on recommended screening exams and immunizations.

b. The decedent suffered a penetrating injury of the brain during an assault.

i. During the subsequent hospitalization, the decedent underwent multiple surgeries
and developed several complications including a heart attack, a blood clot in the lung,
pneumonia, gastrointestinal bleeding, and a stroke.

c. The decedent was transitioned to comfort care after discussions with their family and
were declared deceased on day 29 of hospitalization.

2. No care gaps or opportunities for improvement were identified by the MRC.

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

1. Mental health rounds.

a. The UFR committee discussed that mental rounding in the unit after a significant incident
is an important support for other impacted incarcerated individuals. Committee
recommends that communication be sent to DOC facility leaders to ensure mental health
rounds is the standard response after a traumatic event.

2. Custody level calculation.

a. UFR members reviewed the miscalculation of the cellmate’s custody level and
acknowledged the process may be confusing for the classification staff. The UFR
committee discussed that the HQ classification unit is conducting a process review and
plans to provide clarification and additional guidance to the classification counselors
responsible for calculating an individual’s custody level.
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3. Peer memorial services.

a. The UFR committee discussed some facilities allow incarcerated peers to hold a memorial
service. Committee members propose DOC develop a universal process for incarcerated
individuals to hold a memorial service after the death of a peer.

UFR Committee Findings

The decedent died of complications of penetrating trauma of the head. 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. DOC's classification unit complete a review of the current custody level calculation process and
provide clarification and additional guidance to the classification counselors responsible for
calculating an individual’s custody level.

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

1. Include conducting a urine drug screen after an incarcerated individual exhibits violent behavior as a
discussion topic for the next Superintendent meeting.

2. Send an all-staff communication to reinforce the policy-driven requirement of completing an incident
report regardless of their level of involvement in an incident.

3. Explore creation of a universal process for incarcerated individuals to hold a memorial service after
the death of a peer.
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Unexpected Fatality Review
DOC Corrective Action Plan

UFR-25-020 DOC Corrective Action Publication Number 600-PLO01

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-25-020 Committee report on January 23, 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-25-020

Finding:

The incarcerated individual who assaulted the decedent was mistakenly
awarded programming points during months they were ineligible resulting in a
miscalculated custody review score and assignment to a lower custody level
housing unit.

Root Cause:

There is inconsistent language for awarding programming points between DOC
Policy 350.100 Earned Release Time and DOC Policy 300.380 Classification and
Custody Facility Plan Review.

Recommendation:

DOC’s Classification Unit should review the current custody level calculation
process and provide clarification and additional guidance to the classification
staff responsible for calculating an individual’s custody review score.

Corrective Action:

DOC'’s Classification Unit will send communication to all prisons’ classification
staff clarifying policy language and providing guidance for accurately
calculating the custody review score.

Expected Outcome:

Increased accuracy of custody review scores and appropriate custody level
assignments.
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