Office of the Corrections

Monthly Outcome Report
M Bu Ds September 2025

Assistance Provided: 32

Information Provided: 72

DOC Addressed the Complaint: 25
Insufficient Evidence to Substantiate: 22
No Violation of DOC Policy: 56
Substantiated: 0

Declined: 16

No Jurisdiction: 15
Complaint Withdrawn: 23
Technical Assistance Provided: 49

TOTAL RESOLVED INVESTIGATIONS: 312




Monthly Outcome Report: September 2025

Complaint Summary Outcome Summary Case
Closure
Reason

1. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected
away in DOC custody. Committee, consisting of the OCO, DOC, Department of Health, and  Fatality
Health Care Authority. A public report regarding UFR-25-005 was Review

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. UFR members recommended DOC strengthen the
Health Services kite triage process by implementing standardized
criteria to ensure kite response is timely and appropriate.

2. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected
away while in DOC custody. Committee, consisting of the OCO, DOC, Department of Health, and  Fatality
Health Care Authority. A public report regarding UFR-25-003 was Review

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 recommended DOC review
DOC 320.265 Close Observation Areas (COA) and establish a standard
communication protocol for transfers out of the COA. The protocol
should support timely interdisciplinary communication of necessary
aftercare needs and ensure safe management of the individual in
their assigned housing unit. Additional recommendations are included
in the UFR report.

3. Incarcerated individual passed This case was reviewed by the Unexpected Fatality Review Unexpected
away in DOC custody. Committee, consisting of the OCO, DOC, Department of Health, and  Fatality
Health Care Authority. A public report regarding UFR-25-008 was Review

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 recommended (1) continue
enhancing DOC’s addiction care system to ensure each incarcerated
individual’s recovery and wellness are supported through
personalized evaluation and treatment; (2) consider expanding the
role of DOC Reentry Nurses to improve communication and care
handoffs with community partners; and (3) integrate substance use
treatment records into DOC’s medical records through EHR updates.

Airway Heights Corrections Center

4. Individual reports concerns The OCO contacted DOC about the individual's delayed infraction Assistance
regarding a positive urinary appeal. The Department found the appeal and processed it withina  Provided
analysis (UA) result and DOC  couple of days. This person's infraction was not overturned, but the
staff misconduct. Department did review and provide a thorough response to this

person.



5. Incarcerated person reported The OCO assisted by speaking with DOC staff about the person’s Assistance
concerns about their current  concerns. DOC reported they were aware of the issues and were Provided
cell. The person reported they working with the person to address their concerns.
shared their concerns with
DOC staff but they have not
addressed the issue. Person
requests assistance from OCO
to be moved to a different
cell.

6. Person reports that DOC is not The OCO provided assistance by contacting DOC Health Services staff. Assistance
providing adequate care for  The OCO provided information about the reasons he did not receive  Provided
his chronic joint pain. The the interventions that the medical provider said would be ordered.
person reported that his OCO staff reviewed available documentation and contacted DOC
provider does not seem to Health Services Staff. OCO staff were informed that the provider this
want to treat him and they patient saw last is no longer with the DOC. It appears that any
disagree about the cause of  promised interventions made by that provider were not followed up
the pain. with actual orders. OCO staff were informed the patient is scheduled

to see their new provider to discuss the reported issues.

7. Patient reports concerns The OCO provided assistance by elevating the concerns through DOC Assistance
about access to medical care  health services leadership. After OCO outreach, this office confirmed Provided
during a medical emergency the DOC resolution request was substantiated and the patient was
as well as staff conduct after  scheduled for and received an MRI.
returning to the facility after
hospitalization.

8. Person reports that DOC The OCO provided assistance by contacting DOC Health Services staff. Assistance
medical is not treating his The OCO provided information about the Medication Assisted Provided
chronic pain. The person Therapy (MAT) program and process to see a specialist. OCO staff
reported that he completed  contacted DOC Health Services staff and were informed that the
physical therapy and has tried person's medical provider had left the department and the person
several medications, now he  was scheduled to establish care with a new medical provider to
would like to see a pain discuss the pain issue and consult request. OCO staff informed the
management specialist. The  patient of the difference between seeking specific medications to
person stated that he has manage pain versus being on the MAT program which is specific to
requested access to the substance use treatment, even if the medication is the same.

Medication Assisted Therapy Requests for medications for pain management must go through the

program to manage his pain. same process as defined in the DOC Health Plan and are managed by
the person's primary care provider. The OCO is in ongoing discussion
with DOC Health Services Leadership regarding the expansion of the
MAT program.

9. Anincarcerated person The OCO assisted by conducting monitoring visits to the facility to Assistance
reported a concern related to observe DOC staff interactions with the LGBTQIA+ group and Provided
the difficulty the LGBTQIA+ attended both the 2024 and 2025 PRIDE events. The OCO escalated
community inside the facility the concerns reported to DOC facility and headquarters
are having including difficulty administrative staff and directly observed a marked improvement in
organizing and escalating the support provided at the 2025 PRIDE event.
population concerns to DOC
administration.

10. Person reported that his cell The OCO provided assistance by getting this individual a new Assistance
was searched and that officers medicine bag. The OCO reviewed DOC records and found that the Provided

opened and confiscated his
Native American medicine bag
without him or the religious

medicine bag was unauthorized and that this individual did not
receive the bag through proper channels. The OCO reached out to
DOC staff, who said that the bag was not in the religious items box



coordinator present, which
violates DOC policy.

and staff thought it was curio. Upon OCO request, staff provided this
individual with a new medicine bag.

11. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After review of DOC
concerns regarding being DOC records and speaking with DOC staff, this office was able to Addressed the
falsely accused of something, confirm that this individual has since been promoted back to their Complaint
losing his programming, and  original custody level and is actively programming.
being forced to move units as
a result.

12. Incarcerated individual The OCO reviewed the individual's infraction history and confirmed  DOC
relayed concerns about an that the infraction is no longer on the individual's record. Addressed the
infraction. Complaint

13. Incarcerated person reported DOC addressed the concern prior to OCO action. The OCO verified the DOC
concerns about a DOC staff DOC staff actions were addressed by facility leadership and the Addressed the
action and requested the OCO actions reported stopped after it was addressed. Complaint
review the actions of the
department.

14. Incarcerated individual The OCO reviewed the infraction materials and confirmed that DOC  DOC
relayed concerns about an lowered the infraction from a serious to a general infraction and Addressed the
infraction. responded to the appeal as requested. Complaint

15. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After review of DOC
concerns regarding DOC DOC records, this office was able to confirm that DOC staff changed  Addressed the
medical staff changing their ~ the HSR following this individual's request. Complaint
HSR (Health Status Report)
without their knowledge.

16. Incarcerated individual reports The OCO elevated the medication concerns to DOC health services Information
concerns about missed leadership and confirmed the prescriptions were refilled. The OCO Provided
medications and facility also elevated the housing concerns and shared information with the
safety. individual about next steps in their housing review.

17. Incarcerated individual The OCO reviewed the individual's grievance history and PREA Information
relayed concerns about staff  investigations. The OCO confirmed that the individual's desired Provided
conduct and PREA resolution was met as they were moved units. The OCO confirmed
investigations. that the individual has not filed any grievances about the staff

conduct which will need to reach a level 2 before the OCO can
investigate.

18. Patient reports concerns The OCO confirmed the patient has returned to their parent facility ~ Information
about being held in the IPU and provided information about ongoing tracking of conditions in IPU Provided
after gender affirming care for post-op patients.
appointment and delayed
return to their assigned
facility.

19. Incarcerated individual shared The OCO provided this information regarding how to potentially Information
concerns regarding not obtain the treatment they are seeking. This office provided this Provided
providing them with a desired individual with informational guides relating to their inquiry per their
treatment. request.

20. Person reports that he was The OCO provided tort claim information to the person. OCO staff Information
not seen for an injury for reviewed the person's records and appointments and substantiated a Provided

several months after
requesting to be seen. The
person is requesting to see a

significant delay in care. OCO staff monitored scheduled specialist
appointments to ensure completion of additional imaging and the
scheduling of a follow-up appointment to discuss the results.

specialist to determine if more Individuals who have been harmed or who have suffered a loss as a
damage has been done to the result of negligent actions by a state employee or agency can submit

injured area.



a tort claim to the Office of Risk Management (ORM). ORM is
required by law (RCW Chapter 4.92) to receive these claims.

21. Person reports concerns The OCO provided information to the person about their medical care Information
regarding the lack of progress and specialist consultations. OCO staff verified that each of the Provided
in finding a diagnosis for his  medical concerns reported to the OCO had been addressed by DOC
chronic health concerns. The medical and treatment and monitoring was ongoing for this person.
person is requesting to be
sent out to a community
medical provider for
evaluation.

22. Incarcerated individual The OCO reviewed the infraction materials and contacted DOC about Information
relayed concerns about an the appeal. DOC confirmed in the logbook that the individual never ~ Provided
infraction, appealing it and submitted an appeal.
never getting a response.

23. Incarcerated person wanted  The OCO provided information about GRE and RC eligibility and Information
to know if they are being shared DOC's determination about this person’s eligibility into these  Provided
considered for graduated programs. The OCO found that the headquarters screening
reentry (GRE) or a reentry committee denied this person GRE and RC due to community
center (RC). The person concerns that were not mitigated by treatment while in prison.
reports they have not received
information about eligibility.

24. Patient reports concerns The OCO confirmed the patient has returned to their parent facility =~ Information
about being held in the IPU and provided information about ongoing tracking of conditions in IPU Provided
after gender affirming care for post-op patients.
appointment and delayed
return to assigned facility.

25. Patient reports concerns The OCO reviewed existing evidence and was unable to substantiate Insufficient
about not receiving care the concern. This office reviewed CRC decision documents and found Evidence to
approved by the DOC Care additional services were not medically indicated (level Ill) based on Substantiate
Review Committee (CRC). most recent assessments. The OCO does not have authority to

override clinical decisions. The OCO provided the patient with
information about their options and next steps.

26. Incarcerated individual The OCO reviewed the associated grievance and confirmed that the  Insufficient
relayed concerns about staff  grievance was unsubstantiated as there was no evidence to support  Evidence to
targeting and intimidating the individual's claims of staff misconduct. To substantiate retaliation, Substantiate
them. the OCO must be able to prove that a negative action from a DOC

staff member is not only linked close in time to an incarcerated
individual’s protected action but there must be evidence of a clear
relationship between the two acts. As a result, there was insufficient
evidence to show staff were targeting and intimidating the individual.

27. Individual reported staff The OCO reviewed the level three resolution response and was Insufficient
conduct concerns and unable to substantiate the concern. The individual escalated the Evidence to
received a level three concern and DOC followed the process outlined in the Statewide Substantiate
resolution response that was Resolution Program Manual. The Department reviewed video, spoke
unsatisfactory. with DOC staff, the incarcerated person, and provided a thorough

level three response to the individual. There was no evidence to
indicate that the DOC staff member named in the complaint was
harassing the individual.

28. Person reports that his mail ~ The OCO reviewed the existing evidence and was unable to Insufficient
was rejected because the substantiate the concern. This office contacted DOC about the mail Evidence to

book came with a CD, and the

rejection appeal and the Department confirmed that no appeal was  Substantiate

facility has refused to give it to noted at the facility or DOC headquarters.



him, stating that they cannot
remove it without damaging

the book.

29. Incarcerated individual The OCO reviewed the BOE and found no violation of DOC policy No Violation
relayed concerns about a 300.010 as the individual was in possession of materials they were of DOC Policy
negative behavior observation not supposed to have and were acting in a role when that was not
entry (BOE). their assigned job.

30. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the individual was found in possession of drugs of DOC Policy
infraction. and admitted to possessing it both to officers and by signing an

admission form.

31. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC about  No Violation
relayed concerns about an this concern. The OCO found no violation of DOC policy 460.000 and of DOC Policy
infraction. confirmed that DOC properly handled the remanded hearing and

related sanctions.

32. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as suboxone was found in the individual's of DOC Policy
infraction. possession and they submitted an admission form.

33. Incarcerated person reported The OCO reviewed the complaint and found DOC actions are currently No Violation
concerns about the denial to  allowed within DOC policy 300.590, DOC policy 300.500 and DOC of DOC Policy
transfer to graduated reentry policy 700.000. The OCO reviewed the GRE and RC denial and found
(GRE) or a reentry center (RC). that DOC denied the person due to lack of programming to mitigate
The person had concerns the concerns. These are not required as consideration when a person
about approval for specific is being selected for the job the person noted they have.
jobs as well.

34. Incarcerated individual The OCO reviewed the BOE and spoke to DOC about this concern.In  No Violation
relayed concerns about a speaking with DOC, DOC was unwilling to dismiss the BOE as it had of DOC Policy
behavior observation entry already been lowered from a negative to a neutral and was written
(BOE). per DOC policy 300.010.

35. Incarcerated individual The OCO reviewed the BOE and found no violation of DOC policy No Violation
relayed concerns about a 300.010 as the individual's behavior was not appropriate for the of DOC Policy
negative behavior observation situation.
entry (BOE).

36. Incarcerated individual The OCO reviewed the general infraction and grievance related to this No Violation
relayed concerns regarding and confirmed that there was a pattern of behavior of not following  of DOC Policy
being terminated from the the rules set out by the DNR crew resulting in the individual's job
DNR crew. suspension and eventual termination.

37. Person is requesting accessto The OCO reviewed the complaint and found DOC inactions are No Violation
the Medication Assisted currently allowed within DOC protocol. The current protocols for the of DOC Policy
Therapy (MAT) program. The  MAT program limit access to the program based on release date and
person reported that he was  other factors. OCO staff confirmed that the date frame given to the
told he is too far from release patient is supported by DOC protocol.
to receive the medication.

38. Incarcerated individual shared The OCO reviewed the complaint and found DOC actions are currently No Violation

concerns regarding DOC not
allowing them to speak to

their wife.

allowed within DOC policy 450.200. After review of DOC records, this of DOC Policy
office was able to confirm that this individual currently has conditions

within their J&S (Judgement and Sentence) prohibiting contact

between them and their spouse.



Cedar Creek Corrections Center

39. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC about  Information
relayed concerns regarding this concern. The OCO confirmed that DOC never received an Provided
not receiving a response to infraction appeal.
their infraction appeal.

40. Person reported having had  The OCO provided information to the person about his specialist Information
an MRI that returned consultation. OCO staff reviewed the person's consultations and Provided

abnormal results. The patient found that he is scheduled for follow up with the requested specialist
stated he is very high risk for a within the next month. OCO staff will monitor these appointments to
medical condition that this verify attendance.

MRI showed is possible to

affect him. The person also

shared that the HSR he

received was not detailed

enough.

Clallam Bay Corrections Center

41. Incarcerated person reported The OCO assisted by communicating the person’s concerns to DOC Assistance
concerns about their facility  staff. As a result of the OCO reporting, DOC reviewed the concerns Provided
placement. The person and placed this person in safe housing that is not solitary
reported the concerns to DOC confinement. The OCO verified the person is currently living in a unit
and is unsure if their concerns that addresses their concerns.
have been investigated. The
person requested the OCO
verify that their concerns have
been reviewed.

42. Aloved one shared a concern DOC staff addressed this concern prior to OCO action. After review of DOC
on behalf of an incarcerated  DOC records and speaking with DOC staff, this office was able to Addressed the
individual regarding confirm that this individual has been seen regarding their concern and Complaint
experiencing extreme tooth  has future care scheduled.
pain and not receiving dental

treatment.

43. Incarcerated individual The OCO reviewed the individual's placement and confirmed that DOC
relayed concerns regarding they have been released from segregation. Addressed the
being placed in segregation. Complaint

44. Person reported safety DOC staff addressed this concern prior to OCO action. The OCO found DOC
concerns about a facility that this individual received a custody override and is at a safer Addressed the
transfer. facility. Complaint

45. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After review of DOC
concerns regarding DOC DOC records, this office was able to confirm that this individual's Addressed the
medical staff not providing prescription had expired. DOC staff informed this individual that they Complaint
them with their prescription  have refilled their prescription and will provide them with the

medication. medication as soon as the pharmacy receives it.

46. Incarcerated individual The OCO reviewed the individual's placement and confirmed that the Information
relayed concerns about individual has an in review custody facility plan. The OCO informed Provided
placement in segregation. the individual that if they disagree with the placement that is

recommended, they will need to appeal the custody facility plan
within 72 hours.

47. Person reports that their The OCO provided information about how to request health records Information
provider changed their from DOC. DOC policy 640.020 says patients may request, in writing, Provided
medications and DOC has not to examine or obtain a copy of all or part of their health information.
been giving them the correct A response will be made within 15 business days upon receipt of the



number of pills. This person  written request. Records requests can be submitted to the DOC Public
would like to review their Records Unit, P.O. Box 41118, Olympia, WA 98504.

medical records and confirm

their medications.

48. Incarcerated individual The OCO reviewed the individual's placement and confirmed that the No Violation
relayed concerns about individual will remain in IMU until their MAX program is complete and of DOC Policy
placement in segregation. they receive a custody promotion.

49. |Individual reports that he was WAC 137-25-030 says, if contraband or another violation is No Violation
infracted for a weapon that discovered in an incarcerated individual's assigned area of of DOC Policy
was not his despite his responsibility, such as within the confines or contents of a cell, the
cellmate taking ownership of contraband or other violation shall be constructively attributed (i.e.,
the weapon. cell tagged) to all incarcerated individuals assigned responsibility for

that area. Because the weapon was found on the partition wall beside
the toilet, the Department is within policy to give this individual a
serious infraction.

50. Incarcerated individual The OCO reviewed the individual's placement and related infractions No Violation
relayed concerns regarding and found no violation of DOC policy 300.380 for the placement and of DOC Policy
their placement and related  DOC policy 460.000 for the infractions.
custody score.

51. Individual reports that he The OCO was unable to substantiate a violation of policy by DOC. The No Violation
disagrees with his good OCO reviewed the person's custody facility plan (CFP), GCT pathway, of DOC Policy
conduct time (GCT) CFP appeal, and infraction history. The OCO confirmed that the

restoration pathway, which facility responded appropriately to the CFP appeal, and the DOC
was not restored, his new GCT decisions comply with DOC policy 300.380.

pathway, and DOC only

highlighting his negative

actions.

52. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as there is evidence to substantiate the of DOC Policy
infraction. infraction.

Coyote Ridge Corrections Center

53. Aloved one reports that their The OCO reviewed the use of force packet and surveillance videos. Assistance
incarcerated loved one was  The OCO confirmed that DOC did violate policy when they entered Provided
asleep in his cell when two the cell to do the search. DOC policy 420.320 says the individual will
correctional officers entered  be instructed to exit the cell, pat-searched, and directed to the
without clear justification and waiting area so that the individual does not interfere with the search.
physically assaulted him and  The OCO could not substantiate what occurred during the time the
his cellmate. officers and incarcerated individuals were inside the cell. However,

there was enough evidence to substantiate that DOC officers were
assaulted during the incident. The OCO reviewed the infractions,
infraction appeals, spoke with DOC headquarters and facility
leadership. The Department is unwilling to remove or reduce the
infractions due to the injuries sustained by the DOC officers involved.

54. Individual reports that he has The OCO reviewed the Use of Force packet and surveillance videos.  Assistance
been targeted by certain staff The OCO confirmed that DOC did violate policy when they entered Provided
members for several months the cell to do the search. DOC policy 420.320 says the individual will
and believes this incident was be instructed to exit the cell, pat-searched, and directed to the
in retaliation for the staff waiting area so that the individual does not interfere with the search.
misconduct grievance he The OCO could not substantiate what occurred during the time the
recently filed. The individual  officers and incarcerated individuals were inside the cell. However,
reports that DOC staff entered there was enough evidence to substantiate that DOC officers were
his cell to do a search and assaulted during the incident. The OCO reviewed the infractions,

7



accused him of hiding
something in his pants when
he stood up. The person
reports that DOC staff
members assaulted the
individual when they were in
his cell.

infraction appeals, spoke with DOC headquarters and facility
leadership. The Department is unwilling to remove or reduce the
infractions due to the injuries incurred by the DOC officers involved.

55. Incarcerated individual shared The OCO provided assistance by speaking with DOC medical staff and Assistance
concerns regarding DOC losing prompting a review of this individual's circumstance following that Provided
some of his property and outreach. After speaking with DOC staff and reviewing DOC records,
medical equipment following this office was able to confirm that DOC staff have provided this
a transfer. individual with their DME (Durable Medical Equipment) and are

actively working to provide them with additional DME following their
transfer. This office also provided this individual with tort claim
information.

56. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC about  Assistance
relayed concerns about an this concern. Upon OCO request, DOC is willing to accept an appeal  Provided
infraction and the inabilityto  even though it is outside of timeframes. The OCO informed the
appeal it. individual that at this time, they can submit an appeal to the

Associate Superintendent of the facility where the infraction
occurred.

57. Incarcerated individual The OCO reviewed the individual's placement and confirmed that the DOC
relayed concerns regarding individual has transferred facilities. Addressed the
wanting to move to an Complaint
alternative facility.

58. Aloved one shared concerns The OCO provided information regarding why they have not been Information
on behalf of an incarcerated  provided with their desired remedy. After review of DOC staff, this Provided
individual regarding not being office was able to confirm this individual has been assessed and
provided with a particular deemed not eligible for their requested cell.
living situation.

59. External person reports The OCO elevated the concerns to DOC health services and ADA Information
concerns about their loved leadership and confirmed the patient was assessed for the item, Provided
one's access to ADA however, the portable toilet was removed by medical because the
accommodations, specifically patient was moved to a wet cell which includes a personal toilet.

a portable urinal. Since the concerns were reported from an external person, the OCO
provided the patient with more information about their options for
addressing ADA and medical concerns in the future.

60. Incarcerated individual shared The OCO provided information regarding how this individual can Information
concerns regarding DOC not  potentially obtain the dental care they are requesting and why their  Provided
providing them with medical medical care seemed to be delayed. After speaking with DOC staff,
care for an extended period of this office was informed that there were outside conflicts that
time and not addressing their affected their monthly appointments. DOC staff also informed this
dental concerns. office that this individual has not reached out regarding their dental

concerns.

61. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC about  Information
relayed concerns about an this concern. The OCO requested that DOC dismiss the infractionas  Provided
infraction. the behavior does not meet the WAC elements. DOC was unwilling to

dismiss the infraction as they maintain that the third element of a
WAC 555 “possession of another individual’s property” does include
legal mail that discusses another incarcerated individual.

62. Person reports that he was The OCO provided information regarding the medication that the Information
abruptly removed from his person requested. OCO staff contacted DOC Health Services staff and Provided



medication. The person is
requesting to have an
appointment with a medical
provider and to be placed on
additional medication.

were informed the patient has access to medications and will need to
kite his new medical provider to discuss changes to his care plan. OCO
staff reviewed the person's consultations and confirmed the previous
consultation was closed based on documented patient declination of
treatment. OCO staff confirmed the patient was transferred for an
unrelated reason and will need to re-establish care with a new
medical provider.

63. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC about  Information
relayed concerns about two  this concern. For one infraction, the OCO found no violation of DOC  Provided
infractions. policy 460.000 as the individual provided a urinary analysis (UA) that

tested positive for drugs. For the other infraction, the OCO confirmed
that DOC is dismissing the infraction.

64. Individual reports concerns The OCO contacted DOC about this concern and confirmed that Information
that the facility is not headquarters is reviewing mail rejections from this facility. The Provided
forwarding mail rejection Department confirmed that the appeals are forwarded and take some
appeals to DOC headquarters. time to reach headquarters. DOC publication committee decisions can

be appealed within 10 business days to the mailroom by the
incarcerated individual using DOC 21-757 Publication Rejection
Appeal, per DOC policy 450.100 attachment 3.

65. Person reported they are not The OCO provided information about the status of this person's Information
receiving care for an injury specialist appointments. OCO staff reviewed the person's medical Provided
and are requesting to see a records and found that the treatment received was the treatment
specialist to receive recommended by the DOC specialist. OCO staff contacted DOC Health
treatment. Service and were informed that the patient had reached out about

other medical issues but had not requested further follow-up for that
injury. OCO staff confirmed that two follow up appointments were
cancelled but no reason was given by DOC staff for that cancellation.
OCO staff provided next steps for self-advocacy to the patient.

66. Individual reports that the The OCO contacted DOC about this concern and confirmed that some Information
mailroom is not allowing any  of the mail rejections had occurred within the last week and had not Provided
type of anime or magna yet been reviewed by headquarters. DOC reported that some of the
books. The individual is under rejections were reviewed and DOC sent a notice to the individual of
the impression that his mail  their decision. DOC publication committee decisions can be appealed
rejection appeals are not within 10 business days to the mail room by the incarcerated
leaving the facility. individual using DOC 21-757 Publication Rejection Appeal, per DOC

policy 450.100 attachment 3.

67. Incarcerated individual The OCO reviewed the individual's infraction history and could not Insufficient
relayed concerns about an find an infraction matching the description given. Evidence to
infraction. Substantiate

68. Person reports DOCdid not  The OCO reviewed existing evidence and was unable to substantiate Insufficient
provide the requested the concern. OCO staff reviewed the person's medical records and Evidence to
resolution from a previous found the resolution that DOC agreed to in the prior OCO case was Substantiate
OCO case regarding carried out. OCO staff provided information to the person regarding
healthcare. the requested change.

69. Incarcerated individual The OCO reviewed the BOE and confirmed that the individual Insufficient
relayed concerns about a appealed the BOE the same day as it was written, thus there is Evidence to
behavior observation entry insufficient evidence to show they were not given proper notice. Substantiate
(BOE) and not getting proper
notice of it.

70. Incarcerated individual shared The OCO reviewed existing evidence and was unable to substantiate Insufficient
concerns regarding DOC staff the concern. After review of DOC records and speaking with DOC Evidence to

staff, this office was able to confirm that this concern was reviewed

Substantiate



taking inappropriate videos of internally and determined not to be an issue that required extensive

them. investigation.

71. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the object tested positive, was found in the of DOC Policy
infraction. common area resulting in a cell tag and neither cellmate took

responsibility for it.

72. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the behavior met the infraction elements. of DOC Policy
infraction.

73. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the individual continued to go to yard after of DOC Policy
infraction. being given instructions to return to the unit as yard was closed as

confirmed by video evidence.

74. Individual reports The OCO reviewed the infraction materials and could not substantiate No Violation
administrative errors on his that DOC violated policy. This person tested positive for spice, and the of DOC Policy
infraction and would like the  UA sample was not sent to a lab; therefore, meeting the some
infraction dismissed due to evidence standard to support a WAC 752 infraction. The DOC is within
the mistakes DOC made. policy to give an infraction for a dirty UA, and technical errors are not

grounds for an infraction dismissal.

75. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns regarding an DOC policy 460.000. of DOC Policy
infraction.

76. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about DOC policy 460.000 as the individual's behavior met the infraction of DOC Policy
several infractions. elements.

77. Person reported concern with The OCO reviewed the complaint and found DOC actions or inactions No Violation
the facility only allowing one  are currently allowed within DOC policy and the facility handbook. of DOC Policy
chair for two-person cells. The OCO reviewed this individual’s resolution request, which was

reviewed at the facility leadership and headquarters levels. In the
resolution request response, DOC described facility and space
limitations and said that he is welcome to use the dayroom. They also
stated that nothing in policy or the facility handbook allows for any
more than one chair per two-person cell or two chairs per four-
person cell.

78. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns regarding an DOC policy 460.000 as drug paraphernalia was found in the common of DOC Policy
infraction. area of the cell.

79. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the infraction is a valid cell tag as defined in of DOC Policy
infraction. WAC 137-25-030 (2) that states if contraband or another violation is

discovered in an incarcerated individual's assigned area of
responsibility, such as within the confines or contents of a cell, the
contraband or other violation shall be constructively attributed (i.e.,
cell tagged) to all incarcerated individuals assigned responsibility for
that area.

80. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the individual was seen by staff passing an of DOC Policy
infraction. unknown item to another incarcerated individual that tested positive

for drugs and was confirmed by video evidence.

81. |Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation

relayed concerns about an DOC policy 460.000 as it was confirmed by medical that the of DOC Policy
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infraction they were given for individual's last shot was over a year before the infraction in which it
a positive UA (urinary analysis) would have been out of their system by then.

after getting the MAT

(medically assisted treatment)

shot.

Mission Creek Corrections Center for Women

82. Incarcerated person reported The OCO provided information about actions taken by the OCO and  Information
concerns about their denial why DOC denied them access to these partial confinement programs. Provided
from a Reentry Center (RC) or The OCO spoke with multiple levels of DOC leadership requesting
Graduated Reentry (GRE) due review of this person's RC and GRE denial. Although timeframes
to not completing ultimately cannot support a transfer, DOC staff considered her
programming. transfer to GRE after these conversations, based on multiple factors

identified by the OCO.

Monroe Correctional Complex

83. Anonymous individual reports The OCO provided assistance by elevating the staff conduct concerns Assistance
concerns about property staff to DOC facility leadership and a DOC resolution request was Provided
interactions with patients substantiated after OCO outreach.
housed in the Residential
Treatment Unit.

84. Person reported a continued The OCO provided assistance by contacting DOC Health Services Assistance
issue following a previous Leadership. OCO staff reviewed the patient's medical records and Provided
OCO case about specialist consultations. OCO staff confirmed that the specialist

recommendations not being recommendation was denied. OCO staff met with Health Services

approved by DOC medical. The leadership regarding the denial and informed them of the issues that

person is requesting that the  have been found in this investigation. DOC staff agreed to review the

recommendations be carried patient's consultation so that next steps could be scheduled quickly.

out. OCO staff monitored the consultation and found the next steps were
approved and scheduled. The OCO was unable to get all of the
specialist recommendations fulfilled because that intervention is not
supported by the DOC Health Plan.

85. Person reported a religious The OCO provided assistance by negotiating for this infraction to be  Assistance
concern regarding an removed. The OCO reviewed this infraction and the DOC Handbook  Provided
infraction. for Religious Beliefs and Practices. The OCO spoke with both facility

leadership and DOC Headquarters staff about this concern. After
multiple negotiations, DOC Headquarters removed the infraction
from this individual's record.

86. Person reported concerns The OCO provided assistance by speaking with DOC Headquarters Assistance
about how an investigation staff, who agreed that there were concerns with how the Provided
was conducted and the result investigation was conducted. Upon OCO request, DOC Headquarters
of that investigation. and facility leadership reopened the investigation, which led to a

changed result.

87. Incarcerated individual Per the individual's request, the OCO closed this case as the individual DOC
relayed concerns about a states DOC resolved the concern. Addressed the
behavior observation entry Complaint
(BOE).

88. Individual stated he had an The OCO reviewed the individual's electronic file and confirmed this DOC
issue with the correctional person has been moved and DOC has put in a request for him to be  Addressed the
program manager and is trying hired as a custodian, as he requested. Complaint

to get a floor job.
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89. Person reported concerns DOC staff addressed this concern prior to OCO action. OCO staff DOC
about his access to medication reviewed the person's medical records and found the treatment plan Addressed the
after discussing a change in was changed but did not impact this patient's access to the requested Complaint
treatment plan with DOC staff. type of medication.

The person wants to ensure
they will continue to have
access to the medication.

90. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After review of DOC
concerns regarding DOCnot  DOC records and speaking with DOC staff, this office was informed Addressed the
providing them with adequate that this individual has been seen regarding their concern. This office Complaint
dental care. also provided this individual with tort claim information as they

requested it.

91. Person reported that an DOC staff addressed this concern prior to OCO action. The OCO DOC
outside specialist appointment reviewed DOC records and confirmed that this appointment was Addressed the
was cancelled because staff  cancelled because the individual was taken to the wrong clinic. The ~ Complaint
took him to the wrong clinic.  OCO also found that this appointment was rescheduled and has been
Person said that this completed. The OCO flagged this concern for health services
appointment has not been leadership at the facility.
rescheduled.

92. Incarcerated individual The OCO reviewed the related grievance and PREA and confirmed Information
relayed concerns about a that the infraction hearings will be held by an alternative hearings Provided
conflict with the hearings officer and informed the individual that once the PREA investigation is
officer and related PREA. complete, they can contact the OCO to review if they disagree with

the findings.

93. Person reported that the DOC The OCO provided information to the patient regarding his active Information
has not provided the medical specialist consultations. OCO staff reviewed the person's medical Provided
testing recommended by a records and appointments. OCO staff found that the specialist
specialist. The person is appointment is scheduled. OCO staff also shared treatment plan
requesting that OCO verify the information found in the consultation records.
specialist appointment is
scheduled as it has been
delayed.

94. Person reports having a The OCO provided information to the person about the requested Information
medical issue that he has had medical intervention. OCO staff reviewed the patient's medical Provided
treated before. The person records and found that the diagnostic imaging that was performed
states that he was denied the did not indicate that the patient required surgical intervention. OCO
same treatment that he was  staff noted that DOC staff said he would be scheduled with his
previously allowed to have. provider to discuss his concerns, OCO staff monitored the
The person said that DOC appointments until it was verified that the patient was scheduled
keeps running more tests with his primary care provider.
instead of fixing the issue.

95. Person reported wantingto  The OCO provided information about working with his counselorto  Information
work in the kitchen but that  gain employment. The OCO reviewed this individual’s file and reached Provided
he had a conflict with a staff  out to DOC staff, who stated that he has not applied for the kitchen,
there that is preventing him  but has other open job referrals. This individual called the OCO and
from working that job. said that he was no longer concerned about working in the kitchen

96. Person reports that he hasan The OCO provided information to the person regarding the current Information
active infection that is being  plan of care established for this patient. OCO staff reviewed the Provided

ignored by his medical
provider. The person is
requesting to see a specialist
and receive a treatment plan.

person's records and contacted DOC Health Services staff. OCO staff
were informed that the issue has been assessed by multiple medical
providers and the person was already scheduled for additional
specialist evaluation. OCO staff confirmed that there is a plan of care
in place.
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97. External person reports The OCO reviewed existing evidence and was unable to substantiate Insufficient
concerns about their loved the concern. This office contacted DOC health services leadership and Evidence to
one being placed on also reviewed relevant medical records. The OCO also confirmed the Substantiate
involuntary medication and patient was released from intensive management unit (IMU).
placement in segregation.

98. Individual reports that he was The OCO reviewed the infraction materials and programming Insufficient
infracted for failing to discharge paperwork. The Department terminated this person's Evidence to
program, and his judgment programming due to their failure to participate in or make progress in Substantiate
and sentence does not require their treatment program. This office could not substantiate that DOC
him to participate in violated policy or wrongfully terminated this individual from his
treatment programming. required programming.

99. Incarcerated individual The OCO reviewed the infraction materials, PREA and the individual's Insufficient
relayed concerns about an prison movement history. The OCO confirmed that the PREA states Evidence to
infraction and the related the harassment occurred on or about a date that the individual had ~ Substantiate
PREA as they state that they  recently been moved to another area for medical needs. Because the
were not at the facility at the PREA states the behavior occurred "on or about", there was
time the individual reports the insufficient evidence to show that the individual was or was not at the
PREA occurred. facility at the time the PREA was reported.

100. Incarcerated individual The OCO reviewed the infraction materials and confirmed that the No Violation
relayed concerns about two  two incidents were separate and would be written as separate of DOC Policy
infractions as they believe infractions per DOC policy 460.000.
they should have been
included in the same
infraction group number
rather than two separate
ones.

101. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 the individual refused to give the officer their of DOC Policy
infraction. tablet as ordered after they gave it to another person.

102. Incarcerated individual The OCO reviewed the infraction materials and spoke with DOC about No Violation
relayed concerns about an the concern. In reviewing the infraction, the OCO had concerns about of DOC Policy
infraction. the fact that the incident date was several months before the

individual was served with the infraction. DOC confirmed that the
service of infraction was delayed due to an internal program process
that had to be followed first. The OCO found no violation of DOC
policy 460.000 in the issuance of the infraction.

103. Incarcerated individual The OCO was unable to locate one of the infractions in the No Violation
relayed concerns about two  individual's disciplinary record. For the other infraction, the OCO of DOC Policy
infractions. found no violation of DOC policy 460.000 as the individual made

hostile and verbally aggressive comments about stabbing staff while
using racial slurs.

104. Person reported that DOCis  The OCO reviewed the complaint and found DOC actions are currently No Violation
taking deductions from allowed within DOC policy per RCW 72.09.480. The OCO reviewed this of DOC Policy
payments he is receiving as a individual’s resolutions request, which was reviewed at the
tribal member that they Headquarters level. DOC stated that tribal gaming funds distributed
should not be taking. amongst its members are not exempt from deductions per RCW

72.09.480 and that they received that guidance from the Attorney
General’s Office.
105. Incarcerated individual The OCO reviewed the sanctions and found no violation of DOC policy No Violation

relayed concerns about
infraction sanctions.

460.050 as all the sanctions were mandatory for the WAC 603.
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106. Incarcerated individual shared The OCO reviewed the complaint and found DOC actions are currently No Violation
concerns regarding DOC not  allowed within DOC policy 350.100. After reviewing DOC records and of DOC Policy
providing them with their speaking with DOC staff, this office was informed that since the GCT
good conduct time (GCT) and restoration was requested after the timeframe set out in policy, thus
that effecting their ERD it could not be applied. This office was able to confirm that this
(Earned Release Date) individual has since released from DOC custody.

107. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about three DOC policy 460.000 as the behavior met the infraction elements for  of DOC Policy
infractions and not getting all three infractions. The OCO also confirmed that the individual was
appeal receipts for them. given appeal receipts.

108. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the individual had a rejected visitor on the of DOC Policy
infraction. video visit, used threatening terms and racial slurs.

109. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as there is evidence that both the individual and of DOC Policy
infraction. their cellmate had marks consistent with mutual combat.

Olympic Corrections Center

110. Incarcerated person reported The OCO provided information about programs available at the Information
concerns about access to facility they are currently housed. Per DOC policy 300.380, the Provided
programming at the facility.  person’s plan was created per policy and transfer to another facility

was not supported. The OCO spoke with facility leadership to verify
that the person is currently on the list or involved in current programs
offered at the facility. The OCO provided information about how to
engage in programs and be an active part of their custody facility plan
process that is upcoming.

111. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as DOC medical stated that “it is necessary to run of DOC Policy

infraction for failing a urinary
analysis (UA) but state that
they are on Sublocade and
that is what made it a positive
test result.

guantitative drug screens to compare the trend, which should show a
declining amount as time advances. An uptick in the amount on a
guantitative screen would indicate recent use of buprenorphine”
which is what occurred as the Buprenorphine levels increased from
previous UAs the individual was given. As a result, the individual's
positive test result was not due to the Sublocade shot.

Reentry Center - Helen B. Ratcliff - King

112.

Person reports that DOC is
retaliating against her for
calling Ombuds and used her
phone to make a purchase
when her phone had been
confiscated and she had no
access.

The OCO contacted DOC about this concern and the facility reported
that this person's phone was locked up in a safe after it had been
confiscated. DOC staff reviewed information on the phone and
determined this person signed up for a subscription that had a free
trial and a yearly subscription fee, which matched the charge
reported by the incarcerated individual and her family.

Insufficient
Evidence to
Substantiate

Stafford Creek Corrections Center

113.

Person reported concerns
about being without his
medication for over a month.
The person reported that he
attempted to see medical but
has been turned away twice
and was told there was a
significant wait to see a
medical provider.

The OCO provided assistance by contacting DOC staff. OCO staff were
informed that the patient's medications were available and agreed to
notify the patient that they had arrived.
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114. Incarcerated person reported The OCO assisted by immediately speaking with DOC medical staff at Assistance
they were assaulted. The the facility. This outreach prompted further medical follow up with Provided
person reported they had not the person. The OCO also verified DOC has put protections in place
received follow-up medical for this person. The assailant was infracted and the OCO informed the
care and wanted the OCO to  individual that if they want to press criminal charges, they must
verify they had access to press contact the county in which the assault occurred.
criminal charges and are
protected from the assailant.

115. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After review of DOC
concerns regarding DOC staff DOC records, this office was able to confirm that this individual's Addressed the
not allowing them to debrief safety concerns were validated and DOC staff moved this individual to Complaint
and jeopardizing their safety. a facility where they are safe following a completed custody facility

plan (CFP).

116. Incarcerated individual The OCO reviewed the individual's placement and confirmed that DOC
relayed concerns regardinga they have transferred facilities. Addressed the
desire to move to an Complaint
alternative facility.

117. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After speaking DOC
concerns regarding DOC staff with DOC staff and reviewing DOC records, this office was able to Addressed the
not providing them with their confirm that this individual has been provided with their requested = Complaint
Durable Medical Equipment  DME.

(DME).

118. Aloved one shared concerns The OCO provided information regarding why they were denied safe Information
on behalf of an incarcerated  harbor placement and what DOC classifies as meeting the criteria for Provided
individual regarding DOC safe harbor placement. After review of DOC records, this office was
failing to provide them with ~ able to confirm that the concern this individual shared with DOC was
safe harbor placement despite reviewed by the Safe Harbor committee and ultimately denied.
proving they need it.

119. Incarcerated individual shared The OCO provided information regarding how to request mental Information
concerns regarding DOC staff health services. After speaking with DOC staff, this office was Provided
refusing to provide them with informed that this individual has not sent a kite attempting to obtain
mental health services despite these services following their transfer.
requesting it via kites.

120. Person reports concerns about The OCO spoke with the incarcerated individual about these housing Information
cell placement after returning concerns and shared more information about next steps to resolve Provided
to the facility after a with DOC. After receiving updates from the individual, the OCO also
scheduled offsite confirmed they were transferred back to their main facility after a
appointment. The patient recent offsite appointment. The OCO is continuing the track and
later followed up about address concerns about conditions in the facility of concern for
delayed return to facility after transgender patients who have to be housed their temporarily when
an additional offsite accessing a gender affirming provider in the area.
appointment.

121. Person reports DOC medical is The OCO provided information about tort claims, the Medication Information
not treating his chronic pain  Assisted Therapy (MAT) program and process to see a specialist. OCO Provided

caused by delayed care. The
person stated that his medical
provider had contacted
another DOC provider to get
the patient approved for
medication, but that provider
was not responsive and the
patient is concerned this is
retaliation for active litigation.

staff informed the patient of the difference between seeking specific
medications to manage pain versus being on the MAT program, which
is specific to substance use treatment, even if the medication is the
same. Requests for medications for pain management must go
through the same process as defined in the DOC Health Plan and is
managed by the person's primary care provider. OCO staff confirmed
the patient was approved for a medication similar to the medication
that was requested.
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122. Person reported they received The OCO reviewed the individual's infractions and confirmed that Information
some infractions over a month DOC has responded to all four infraction appeals. The OCO provided Provided
ago and appealed the findings, the contact information for the Prison Disciplinary Program Manager
but have not heard back from in case the individual wants to have headquarters review his
DOC. infraction appeals.

123. Incarcerated person reported The OCO provided information about how to report safety concerns  Information
concerns about safety. to DOC staff. The OCO verified DOC reviewed this person’s safety Provided

concerns initially and they could not be verified. Since this, the person
has been transferred and has not reported concerns. The OCO shared
how to report safety concerns and request a keep separate if needed.

124. Incarcerated individual The OCO reviewed the individual's placement, spoke to DOC about Information
relayed concerns regarding a  this concern and updated the individual with information about their Provided
desire to debrief and move to placement.

a safe harbor facility.

125. Incarcerated individual The OCO reviewed the individual's infraction history and related Information
relayed concerns about staff  grievances. The OCO was unable to identify an infraction that Provided
misconduct revolving around matched the description the individual provided. The OCO confirmed
the revocation of their hobby that the grievance was not accepted as the individual needs to appeal
permit. the FRMT decision regarding their job as it is not a grievable issue.

126. Incarcerated person reported The OCO reviewed existing evidence and was unable to substantiate Insufficient
concerns about a cell search  the concern. The OCO reviewed relevant DOC documentation which  Evidence to
and the way the facility verified DOC substantiated the concern at lower levels of the Substantiate
addressed his concern of this. investigation. The OCO could not substantiate the person was being
The person reports that the blocked by DOC from appealing the resolution request.
facility did not investigate the
search and did not allow him
to appeal a resolution request
related to the search.

127. Aloved one shared concerns The OCO reviewed the complaint and found that DOC’s actions are No Violation
on behalf of an incarcerated  currently allowed within DOC policy 460.000 and 320.200. After of DOC Policy
individual regarding being reviewing DOC records, this office was able to confirm that this
attacked by another individual had been involved in a physical altercation with another
incarcerated individual and individual. Following this incident, this individual was placed in Ad Seg
being placed in segregation (Administrative Segregation). Additionally, this individual was
following the incident. infracted following the altercation and did not appeal the guilty

finding.

128. Aloved one shared concerns The OCO reviewed the complaint and found that DOC’s actions are No Violation
on behalf of an incarcerated  currently allowed within DOC policy 460.000 and 320.200. After of DOC Policy
individual regarding being reviewing DOC records, this office was able to confirm that this
attacked by another individual had been involved in a physical altercation with another
incarcerated individual and individual. Following this incident, this individual was placed in Ad Seg
being placed in segregation (Administrative Segregation). Additionally, this individual was
following the incident. infracted following the altercation and did not appeal the guilty

finding.

129. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation

relayed concerns about an DOC policy 460.000 as the substance was confirmed by lab testing as of DOC Policy

infraction and DOC going over
10 days to respond to the
appeal.

being positive for spice. The OCO informed the individual that WAC
137-28-400 states, "the time limitations expressed in these
regulations are not jurisdictional and failure to adhere to any
particular time limit shall not be grounds for reversal or dismissal of a
disciplinary proceeding."
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130. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the urinary analysis (UA) tested positive for of DOC Policy
infraction. morphine/opiates and was confirmed with a result from the lab.

Washington Corrections Center

131. Incarcerated individual The OCO provided assistance by reviewing incident reports and other Assistance
anonymously reported details about the medical emergency. This office confirmed that the  Provided
concerns about a medical patient was transported to the hospital and had not passed away. If

emergency at the facility and the individual does not recover while in the hospital, this case would
concerns that the person did be referred for an Unexpected Fatality Review (UFR).

not receive medical care and

passed away.

132. Incarcerated individual The OCO reviewed the infraction materials and contacted DOC. The  Assistance
relayed concerns about an 0OCO confirmed that DOC did not receive an appeal. Upon OCO Provided
infraction as they state they  request, DOC agreed that they would be willing to accept a
appealed it and have not resubmitted appeal even though it is outside the timeframes. The
received a response. OCO informed the individual that at this time, they can resubmit an

appeal to the Associate Superintendent.

133. Incarcerated individual reports The OCO provided assistance by reviewing incident reports and other Assistance
concerns about a medical details about the medical emergency and confirmed the patient was Provided
emergency at the facility and transported to the hospital and had not passed away. If the individual
concerns that the person had does not recover while in the hospital, this case would be referred for
passed away. an Unexpected Fatality Review (UFR). The OCO tracked the patient's

hospitalization and confirmed the patient was discharged and also
released from DOC custody. Since the concern was reported by
someone other than the patient, medical details were not shared
with the complainant.

134. Incarcerated person reported The OCO assisted by alerting the facility of the concern and verifying  Assistance
concerns about the unit being that DOC had heat mitigation protocols in place at the facility where Provided

too hot. the report came from.
135. Patient reports concerns The OCO provided assistance by elevating the concerns to DOC health Assistance
about access to medical care. services leadership. After OCO outreach, this office confirmed the Provided

patient was scheduled for additional testing and specialist
consultation.

136. Person reports they appealed The OCO contacted DOC about this person's infraction appeal, and Assistance

an infraction and have the the Department agreed to review the appeal if this person chooses to Provided
appeal receipt but never resubmit one.
received a response from
DOC.

137. Incarcerated person reports  The OCO assisted by immediately alerting DOC staff of the safety Assistance
they were transferred after concerns to the facility during a visit. The OCO also verified the Provided

reporting a safety concern at  person has transferred to a Reentry Center prior to OCO action.
their past facility placement to

OCO. The person reports that

DOC is delaying their reentry

center screening and the

person is requesting

assistance in transferring to a

reentry center.

138. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC. The Assistance
relayed concerns about three OCO found no violation of DOC policy 460.000 as the behaviors met  Provided
infractions and not getting an the infraction elements. The OCO requested the individual be given
advisor. an additional copy of the appeal decision for one of the infractions
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which DOC is providing. The OCO informed the individual that per
DOC policy 460.000(VI) individuals may be given a department
advisor when it is apparent that the individual is not capable of
preparing a defense, understanding the disciplinary process and
charges or collecting and presenting evidence effectively. As the
individual has intellectual/cognitive functioning within normal range,
the advisor was denied per policy.

139. Incarcerated individual The OCO reviewed the individual's placement and confirmed that the DOC
relayed concerns about being individual is no longer in the IMU. Addressed the
in the IMU. Complaint
140. An Individual reports The OCO reviewed the individual's resolution requests and confirmed DOC

numerous concerns regarding that they submitted a concern about the staff member. The issue was Addressed the
a staff member at the facility. escalated to level two, and the Department withdrew the resolution Complaint
due to their own internal investigation. This office had multiple
conversations with DOC regarding this particular staff member.

141. Incarcerated individual shared The OCO provided information regarding his classification and access Information

concerns regarding DOC not  to DME and commissary while in the facility. After reviewing DOC Provided
providing them with durable records and speaking with DOC staff, this office was able to confirm
medical equipment (DME), that this individual has access to the commissary. This office was also
blocking their access to able to confirm that there has been a delay in regards to access to
commissary items and not their DME but this is due to this individual's sudden custody change at
informing them of the the time of the complaint. This office was informed that staff had
classification decision. worked with them regarding their classification. This individual has
since been released.

142. Incarcerated individual The OCO reviewed the infraction materials and discussed this with Information
relayed concerns about an DOC as the OCO had concerns about the behavior meeting the WAC  Provided
infraction. 603 elements as the incident report says the item was tested and

resulted in inconclusive results for illicit substances. DOC was
unwilling to dismiss the WAC 603 as there is other evidence indicating
the individual's intent was to smoke the substance that had spice in it
and there was paraphernalia found.

143. Person reports that the The OCO contacted DOC about this concern and DOC confirmed that Information
phones are down and says all the phones were down at every facility across the state that day.  Provided
that DOC is not reporting the However, the issue had been fixed and the phones were back up
outage to Securus. during OCO's outreach.

144. Incarcerated person The OCO provided information about how to contact the DOC Information
requested information about classifications department that handles out of state transfers. The Provided
out of state transfer. The OCO spoke with DOC staff who shared they have not received contact

person reports they have been from this person and will respond when they do.
trying to contact DOC about
this and has not heard back.

145. Incarcerated individual The OCO reviewed the individual's placement, spoke to DOC about Information
relayed concerns regarding a  this and confirmed that capacity issues are creating transfer barriers  Provided
delayed transfer. and are resulting in delays.

146. Incarcerated individual shared The OCO provided information regarding how to obtain medical care Information
concerns regarding DOC not  for their concern. After speaking with DOC staff and reviewing DOC  Provided
providing them with their records, this office was informed that this individual has been
medication and failing to provided with their medication every day. DOC staff also stated this
provide adequate healthcare. individual has not met with them regarding their separate medical

concern, but confirmed they do have an appointment scheduled to
speak about this concern.
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147. Incarcerated individual shared The OCO reviewed existing evidence and was unable to substantiate

concerns regarding DOC staff
removing mattresses in the
COA (Closed Observation
Area).

the concern. After speaking with DOC staff, this office was informed
that there have been no changes in the COA mattresses.

Insufficient
Evidence to
Substantiate

148. Individual reports that he This office reviewed the infraction materials and confirmed that DOC Insufficient
received sanctions for an searched his property and found contraband. The contraband was Evidence to
infraction that should have tested at the facility and sent to the lab, which confirmed it was Substantiate
been cleared because the date positive for drugs. When this person was found guilty, the sanctions
in the infraction narrative was for a category A infraction were imposed on the individual per policy.
incorrect. The OCO could not find sufficient evidence to substantiate this

person's concern because administrative errors are not grounds for
dismissing an infraction.

149. Person reports that he The OCO reviewed the infraction materials and could not substantiate Insufficient
received infractions but that the infraction narrative or DOC investigation regarding this Evidence to
refutes the infraction individual was false. Substantiate
narrative and evidence.

150. Incarcerated individual shared The OCO reviewed the complaint and found DOC actions or inactions No Violation

concerns regarding DOC staff
infracting them over a medical
concern.

are currently allowed within DOC policy 460.000. After reviewing DOC
records and speaking with DOC staff, this office was informed that
this individual did not attempt to obtain a medical exception. Due to
this, this individual was infracted as the circumstances rose to the
level defined in the WAC.

of DOC Policy

Washington Corrections Center for Women

151. Incarcerated person The OCO assisted by speaking with facility leadership about the Assistance
requested OCO assistance in  person’s job screening. The OCO asked that the person be screened  Provided
getting access to employment for the specific job class and the DOC then began the person’s job
programing of a specificjob  screening.
class. The person was
approved for the jobs at the
facility she was housed at
previously.

152. Incarcerated person had DOC staff addressed this concern prior to OCO action. The OCO DOC
concerns about releasing from verified this person was released the day after contacting this office. ~Addressed the
prison. Complaint

153. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After reviewing DOC
concerns regarding the lack of DOC records and speaking with DOC staff, this office was informed Addressed the
ADA compliance within the that staff placed the work order and there has since been an Complaint
facility. installation of the ADA equipment.

154. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After reviewing DOC
concerns regarding DOC DOC records and speaking with DOC staff, this office was able to Addressed the
overcharging them for off-site confirm that this individual's family provided additional documents to Complaint
medical appointments. DOC which led to DOC reviewing the trip cost. DOC staff determined

that this individual was overcharged and corrected the cost. As an
additional courtesy, DOC staff waived any remaining fees incurred
from the trip. Additionally, DOC staff have developed a new process
for determining the cost of off-site medical trips.

155. Person reported issues with ~ The OCO provided information about her situation and mental health Information
getting a Health Status Report access. The OCO reviewed this individual's HSRs and related Provided

(HSR) to accommodate a
mental health concern.

resolution requests and found that this individual has received an HSR
to accommodate this concern, though DOC was unable to meet all of
her suggested accommodations. The OCO spoke to DOC staff in
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person at the facility and ensured that they are in regular
communication with this individual and ensured she has access to the
HSR process.

156. Individual reports concerns The OCO reviewed the individual's electronic file and determined this Information

regarding the dry cell protocol person has not filed a resolution request about the incident or the Provided
and a specific DOC staff DOC staff member. The OCO is in ongoing conversations with DOC
member. regarding the dry cell policy and body scanner process at the facility.

The OCO encouraged this individual to file a resolution request about
their staff conduct concerns. The Dry Cell policy is currently up for
revision, and the individual may contact the DOC Correspondence
unit with any policy changes they would like to recommend.

157. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the urinary analysis (UA) tested positive for of DOC Policy
infraction. drugs at the facility and by the lab confirmation.

158. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the PREA investigation found the individual's  of DOC Policy
infraction for a false PREA defenses to be untrue and the allegations were substantiated.
allegation.

159. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the behavior meets the WAC elements. In of DOC Policy
infraction and wanting it to be reviewing the infraction, reducing to a minor 303 would not be
reduced to a minor. appropriate as that infraction is for using the phone without

authorization, but the individual called another incarcerated
individual which is a 725.

Washington State Penitentiary

160. Loved one reports concerns  The OCO contacted the facility and spoke with DOC about this Assistance
regarding her son's medical concern. This office requested surveillance video footage of the Provided
treatment and staff incident in the COA and spoke with DOC staff during an on-site
misconduct in the COA (Closed monitoring visit. The OCO could not substantiate whether the staff
Observation Area). misconduct of the incarcerated person occurred because the video

surveillance footage jumps 36 seconds. The OCO attempted to
capture other angles of the cell door, but the surveillance technology
does not work properly and failed to record the missing 36 seconds.
The OCO reviewed the level 1 resolution response and spoke with
DOC regarding their investigation. This office encouraged the
individual to continue escalating this concern through the DOC
resolution program.

161. Person reports that DOChas The OCO assisted by meeting with this individual in person and Assistance
inappropriate use of reviewing the conditions of confinement. The OCO was able to Provided
conditions of confinement. He confirm that his conditions of confinement were written per DOC
wants his old mental health policy 320.255, and the restraint bed was used per DOC policy
provider back. He found out ~ 420.255 (restricted) due to self-harm. The individual does not want to
he is level 2 and should have a work with the mental health staff that is assigned to work with him.
radio but he anticipates they This office did contact DOC Headquarters and requested for him to be
will take his level soon. He just moved to a different IMU to help him prepare to return to general
came off the restraint bed and population. He has a new custody facility plan and has since been
wants the use of confinement transferred.
investigated. He is asking to
be transferred to a new
facility.

20



162. Incarcerated individual The OCO reviewed the infraction materials and did not find that his  Assistance
relayed concerns regarding an behavior meets the WAC elements as there was no alteration of the  Provided
infraction. shoe in which the contraband was found. As a result, the OCO

requested DOC dismiss the infraction. DOC agreed to reduce the
infraction from a serious to a minor.

163. Incarcerated individual shared The OCO provided assistance by reaching out to DOC headquarters  Assistance
concerns regarding DOC staff  staff and facility staff and receiving agreement to start a new Provided
not updating their OMNI classification review. After speaking with DOC staff and reviewing
profile and making them DOC records, this office was able to confirm that this individual has
ineligible for promotion. new circumstances following their latest review. Due to these new

circumstances, this individual is now eligible for a new review and
different placement. This office was able to confirm that this
individual did receive a new review and was promoted following that
review.

164. Patient reports concerns The OCO provided assistance by elevating the concerns to DOC health Assistance
about his HSRs being removed services leadership. After OCO outreach, this office confirmed the Provided
due to custody staff’s HSRs were reissued and the items and accommodations were
recommendation to health provided to the patient.
services, and requested they
be reinstated.

165. Incarcerated individual shared DOC staff addressed this concern prior to OCO action. After speaking DOC
concerns regarding DOC not  with the incarcerated individual, this office was informed that the Addressed the
reviewing their debrief packet. concern has been resolved. This office was also able to confirm this  Complaint

following a review of DOC records.

166. Incarcerated individual reports DOC addressed the complaint prior to OCO outreach; the OCO DOC
concerns related to placement contacted DOC health services leadership and confirmed the Addressed the
in the Close Observation Area individual was released from COA. A new OCO case was opened for  Complaint
(COA) and requested to return updated concerns related to the patient's medical care.
to their housing unit.

167. Person reported concerns The OCO provided information about the person's physical therapy Information
about access to physical consultation and provided next steps for requesting additional care.  Provided
therapy following an injury. OCO staff also provided information about the reason for their
The person also reported current housing placement to the person.
housing concerns and
requested a review of their
classification situation.

168. Person reports he is closeto  The OCO provided information about the Medication Assisted Information
his release date and wantsto Therapy program protocol to the person. The OCO is in ongoing Provided
be placed on a different discussion with DOC Health Services leadership regarding the
medication within the expansion of the MAT program. OCO staff confirmed that the person
Medication Assisted Therapy is outside of the protocol timeline for the requested medication.

(MAT) program, but he was
told he would not be able to
access that medication until
he is closer to release.
169. Incarcerated individual shared The OCO reviewed the complaint and found DOC actions are currently Information

concerns regarding DOC
incorrectly charging a copay
following a medical
appointment.

allowed within DOC policy 600.025. After reviewing DOC records and
speaking with DOC staff, this office was able to confirm that this
individual had reached out to DOC medical staff to initiate the
appointment which is a circumstance a copay will be initiated. This
office provided this information with information on how to dispute
these charges.
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170. Incarcerated individual shared The OCO provided information regarding why this individual spent Information
concerns regarding DOC staff extended time in Ad Seg. After reviewing DOC records, this office was Provided
housing them in Ad Seg able to confirm that this individual was retained in Ad Seg for an
(Administrative Segregation) extended timeframe due to bedspace being unavailable in an
for an extended period of appropriate unit. Once bedspace became available, this individual
time. was released back into general population.

171. Incarcerated individual The OCO reviewed the individual's custody facility plan (CFP) and Information
relayed concerns regarding spoke to DOC about this concern. The OCO confirmed that the Provided
being stuck at level 2 in individual's CFP does authorize level 3 but informed the individual
segregation. they must progress through the levels to get to level 3 as reviews are

done weekly to assess eligibility for level changes.

172. Anincarcerated person The OCO provided information about needing to contact the county  Information
requested information about  of origin for the jail time certificate. Information was shared verbally Provided
how to get jail time over the hotline and at the incarcerated person's direct request no
certification corrected. closing letter was sent.

173. Incarcerated individual The OCO reviewed the individual's placement and spoke to DOC Information
relayed concerns about a about this concern. The OCO confirmed that transfers have been Provided
delayed transfer. delayed due to capacity constraints but confirmed that the individual

has since transferred.

174. Incarcerated individual shared The OCO provided information regarding why there has been no Information
concerns regarding DOC not  graduation ceremony. After speaking with DOC staff, this office was  Provided
providing them with a informed that this program had started recently and the timeframe
graduation following their for a graduation this year is not possible. DOC staff stated that any
programming. individuals that have finished the program this year will be a part of

the following graduation.

175. Incarcerated individual The OCO reviewed the individual's custody facility plan (CFP) and Information
relayed concerns regarding confirmed that their safe harbor verification was resubmitted but Provided
placement in segregation and denied.

a desire to be housed in safe
harbor.

176. Incarcerated individual The OCO reviewed the individual's EFV eligibility and confirmed that  Information
relayed concerns regarding the individual is currently in close custody making them ineligible for Provided
not being allowed to schedule EFVs.
extended family visits (EFVs).

177. Person reports that they The OCO provided information about the medication the patient is Information
started a medication but do  requesting. Many medications have specific criteria that must be met Provided
not like the side effects. This  for the medication to be ordered. The medication requested by the
person is requesting to change patient is limited by DOC protocol to people who are close to release.
the form of the medication, = The specific protocol timeline was shared with the patient as well as
but DOC medical is not instructions on how to request access to the medication at the
allowing him to make the person's new facility when they meet the protocol timeline.
change.

178. Incarcerated individual shared The OCO provided information regarding how this individual can Information
concerns regarding DOC request dental care. After reviewing DOC records, this office was able Provided
refusing to provide him with  to confirm that this individual has transferred to a different facility.
dental care. This office also spoke with DOC staff, who shared that this individual

was in restrictive housing which limited their access to routine care
outside of DOC deemed emergent and urgent concerns.

179. Person reports that he has The OCO provided information to the person about his medical and  Information
unique dental needs that are  dental care. OCO staff were unable to substantiate that the DOC has Provided

not being accommodated by
DOC medical. The person is

not been working towards an answer for the patient's reported
concerns. The requested dental care is not available on-site; however
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requesting specialty dental
care.

the reported issue must be confirmed by clinical information which is
still in progress and requires collaboration between multiple

specialties.

180. Incarcerated individual The OCO reviewed the grievance responses and confirmed that the  Information
relayed concerns regarding unit was on group violence reduction strategy (GVRS) lockdown and  Provided
not getting access to the showers were running per lockdown schedule.
showers.

181. Person reported they are not The OCO provided information to the person about the medication Information
being given access to pain they requested. OCO staff reviewed the person's resolution requests, Provided
management medications. consultations, and medical records. OCO staff confirmed the person
The person stated that DOCis has met with a specialist, but a surgical plan was not made. OCO staff
not providing medication or  followed the patient's appointments to ensure they were able to
access to a surgeon to make a attend an appointment with their primary care provider to discuss
treatment plan. pain management options. The OCO cannot compel a medical

provider to order a specific medication as that is a clinical decision
that cannot be countermanded by non-clinicians.

182. Incarcerated individual The OCO previously reviewed this concern in prior OCO cases and Information
relayed concerns regarding confirmed that there have been no changes to the individual's Provided
placement in segregation and recommended housing as they still have no general population
a desire to be housed in housing options in WADOC.
general population.

183. Person reported not receiving The OCO provided information to the person regarding the care they Information
medical care for an injury received for their injury. OCO staff reviewed the person's medical Provided
from DOC medical. The person records and verified that medical care was provided per the DOC
shared concerns regardinga  Health plan and within the restrictions on certain types of durable
lack of specialist evaluation medical equipment in restrictive housing. OCO staff also verified that
and is requesting surgery. the person's care was reviewed by the DOC medical specialist who did

not find clinical indication for surgery. OCO staff verified the clinical
rationale for this decision was documented appropriately. OCO staff
provided the patient with information about seeking Patient Paid
Healthcare if they should want to seek a second opinion.

184. Person reported safety The OCO provided information about where this individual is within  Information
concerns about being the classification process. The OCO reviewed the complaint and found Provided
transferred to general DOC actions or inactions are currently allowed within DOC policy
population. 300.380. The OCO reviewed DOC records and found that this

individual was demoted due to an infraction. The OCO reached out to
DOC staff and asked if this individual has been screened for Safe
Harbor. DOC staff said that this individual did not qualify for Safe
Harbor screening at this time and transferred this individual to
general population. DOC staff also provided information about this
individual's specific classification situation and the next steps in the
process.

185. Incarcerated individual shared The OCO provided information about requesting medical care. After  Information
concerns regarding DOC not  speaking with DOC staff and reviewing DOC records, this office was  Provided
providing them with medical informed that this individual has not reached out to medical staff at
care. their new facility following a transfer.

186. Person reported concerns The OCO provided information to the person about their medical care Information

regarding a specialist
consultation that has not
taken place and a lack of
access to pain management
medications.

and specialist consultations. OCO staff contacted DOC Health Services Provided
staff and Pharmacy leadership to clarify changes made to the DOC

formulary. OCO staff confirmed that while the coverage designation

for some medications have changed, the medications are still

available through a prior authorization by way of the specific protocol

related to that medication. OCO staff requested that this information
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be passed along to medical providers in multiple DOC facilities where
similar medication concerns were reported.

187. Incarcerated person reported The OCO provided information about their segregation placement. Information
concerns about their The OCO was able to verify that DOC had a valid reason to place him  Provided
segregation placement and in segregation and are addressing current placement concerns. The
reported that it was OCO provided that information to the person and shared how DOC is
retaliatory. They also reported addressing their placement concerns. DOC also was able to allow a
concerns about their loved call with the person’s loved one. A special visit was offered and not
one who may not have long to requested by the person after DOC offered it to the person.
live. The person hoped to visit
them before they pass.

188. Person reported concerns OCO staff provided information about the changes made to the DOC Information
about being removed from his Formulary processes. OCO staff contacted DOC Health services Provided
current treatment plan due to leadership and confirmed changes happening to how health plan
changes made to the DOC coverage is communicated in the formulary. While the process has
Formulary. The person is changed, the coverage of the reported medication has not changed
requesting to be able to stay  and approval for the medication is still driven by meeting criteria in
on his current medication. the related Health Services protocol. OCO staff contacted DOC Health

Services staff at the facility and were informed that the patient is
scheduled with his provider to review his care with consideration of
the protocol before any medication changes are made. OCO staff
reviewed the person's appointments and confirmed the appointment
is scheduled.

189. Incarcerated individual shared The OCO provided information regarding how to obtain further dental Information
concerns regarding DOC not  care. After speaking with DOC staff, this office was informed that this Provided
providing them with dental individual has not sent a kite to DOC medical staff regarding their
care. concerns following his latest transfer.

190. Incarcerated individual shared The OCO provided information regarding the food this individual and Information
concerns regarding being others received. This office was informed that the kitchen had an Provided
provided with expired food.  emergency situation which caused the kitchen to throw out the

normal food for that period. Following this, DOC utilized an
emergency ration of food that was prepackaged. DOC staff shared
that only the chips within the meals were expired.

191. Incarcerated individual shared The OCO provided information regarding the current level system and Information
concerns regarding them and the work the OCO is actively taking part in regarding the level system. Provided
other individuals not being After reviewing DOC records, the level this individual is assigned
provided with the opportunity follows the criteria utilized within DOC policy 320.025.
to promote levels.

192. Incarcerated patient reports  The OCO substantiated changes to the patient’s medications and Information
concerns about changes to found that there were recent updates to the DOC formulary which Provided
their prescribed medications. impacted the change. The OCO provided information to the patient

about formulary coverage and pathway/process for medication
options.

193. Incarcerated individual The OCO reviewed the individual's placement, spoke to DOC about Information
relayed concerns regarding this and confirmed that the individual's placement in safe harbor was Provided
completing a debriefing denied.
packet but never hearing
back.

194. External person reports The OCO elevated these concerns through DOC health services Insufficient

concerns about the
temperature in the Close
Observation Area (COA).

leadership and was unable to substantiate the reported concern. DOC Evidence to
staff reported unit temperatures are within normal ranges. The OCO Substantiate
could not identify a DOC resolution request on file or any reporting of
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this issue from the incarcerated individual. The OCO provided
information directly to the incarcerated individual about how to
report these types of concerns and the details needed in order to
complete a thorough investigation.

195. An external person reports The OCO reviewed the infractions materials and confirmed that the  Insufficient
that her loved one was individual said exactly what was reported in the infraction narrative. Evidence to
written up for threateninga  The infraction was not appealed, and the individual was returned to  Substantiate
staff member, but his kite was his requested housing location.
taken out of context, and
additional details were
fabricated to give him an
infraction.

196. Incarcerated individual The OCO reviewed the individual's disciplinary record and found no  Insufficient
relayed concerns about two  infraction matching the description the individual provided. Evidence to
infractions for the same Substantiate
incident.

197. Person reports that the The OCO reviewed existing evidence and was unable to substantiate Insufficient
emergency buttons are the concern. OCO staff reviewed the person's medical records and Evidence to
broken in his unit. He also found the person had been cleared for OC use by medical. OCO staff Substantiate
shared concerns about staff ~ contacted DOC staff and were informed the button issue had been
threatening to use OC when  resolved.
he has medical reasons not to
receive OC spray.

198. Incarcerated individual The OCO reviewed the infraction materials and spoke to DOC about  Insufficient
relayed concerns regarding an the concern who confirmed that the individual did attend the hearing. Evidence to
infraction that they were not Substantiate
allowed to attend and did not
waive their appearance.

199. Incarcerated individual shared The OCO reviewed existing evidence and was unable to substantiate Insufficient
concerns regarding DOC staff the concern. After speaking with DOC staff and reviewing DOC Evidence to
allowing them to be assaulted. records, this office is unable to confirm that the assault occurred. Substantiate

DOC staff informed this office that they met with this individual and
were unable to see any indication of an altercation.

200. Incarcerated individual The OCO reviewed the individual's custody facility plan (CFP) and No Violation
relayed concerns regarding found no violation of DOC policy 300.380 as the individual has no of DOC Policy
placement in segregation and general population housing in WADOC due to security threat group
a desire to be housed in (STG) activity.
general population.

201. Incarcerated individual The OCO reviewed the individual's custody facility plan (CFP) and No Violation
relayed concerns regarding found no violation of DOC policy 300.380 as the individual has no of DOC Policy
placement in segregation and general population housing in WADOC due to security threat group
a desire to be housed in (STQG) activity.
general population.

202. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns about an DOC policy 460.000 as the behavior meets the WAC elements. The of DOC Policy
infraction and the appeal OCO also reviewed the appeal and confirmed it was responded to in
response being outside of 10 business days in accordance with policy.
timeframes.

203. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns regarding an DOC policy 460.000 as the individual's behavior met the infraction of DOC Policy

infraction.

elements.
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204. Person reported safety The OCO reviewed the complaint and found DOC actions or inactions No Violation
concerns at his facility and are allowed within DOC policy 300.380, and that DOC followed the of DOC Policy
requested transfer. classification process per policy. The OCO reviewed DOC records and

found that DOC denied this individual safe harbor placement. The
OCO also contacted multiple DOC staff, who verified that this
individual was interviewed by the Intelligence and Investigations Unit
(lIU), who sent this information to DOC Headquarters. HQ did not
validate his safety concerns. The OCO continued to review this
individual's classification and found that after a maximum custody
program, he was given an override to medium custody and has been
transferred.

205. Aloved one opened a concern The OCO reviewed the complaint and found DOC actions are currently No Violation
on behalf of an incarcerated  allowed within DOC policy 320.200 and 470.150. After reviewing DOC of DOC Policy
individual regarding DOC records and speaking with DOC staff, this office was informed that the
continually infracting them for safety concern this individual provided did not meet the level
refusing housing although required for safe harbor placement. This office was able to confirm
they are trying to be safe. that this individual is housed in a place that they are safe at.

206. Incarcerated person reported The OCO reviewed the complaint and found DOC actions are currently No Violation
DOC disrespected his religion allowed within DOC policy 560.200. The OCO spoke with DOC facility of DOC Policy
and asked him to denounce  leadership about this concern who verified that DOC staff did not cut
his spiritual beliefs. The this person’s hair and denied asking him to denounce his religion. The
person reports DOC triedto  OCO verified the beads were not allowed per DOC policy 560.200
force him to remove beads which states red and blue beads are not allowed. The OCO also
from his hair and threatened verified this concern was reviewed by DOC headquarters as well as
to cut his hair if he did not. their legal support.

207. Incarcerated individual The OCO reviewed the individual's custody facility plan (CFP) and No Violation
relayed concerns regarding found no violation of DOC policy 300.380 as per the individual's CFP of DOC Policy
the level they are assigned in  they are to maintain level 2 only due to security threat group (STG)
segregation. involvement.

208. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns regarding an DOC policy 460.000 as the individual's behavior met the infraction of DOC Policy
infraction. elements.

209. Incarcerated individual The OCO reviewed the infraction materials and found no violation of No Violation
relayed concerns regarding an DOC policy 460.000 as the individual's behavior meets the infraction of DOC Policy

infraction.

elements.

Intake Investigations

Airway Heights Corrections Center

210. Someone reported concerns  The incarcerated individual did not respond to the OCO’s request for Complaint
that this person was not able permission to investigate and/or additional information within 30 Withdrawn
to serve a portion of their days. The OCO encouraged the incarcerated person to contact the
sentence before being OCO via mail or hotline if they would like to request assistance.
transferred to the Department
of Corrections.

211. Person reported on behalf of Prior to OCO involvement, the incarcerated person has options for Technical
their incarcerated loved one  resolving the concern through a DOC appeals process or the DOC Assistance
that they were wrongfully Resolution Program. If the individual’s concern is not addressed by Provided

infracted.

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about how to appeal their
serious infraction.
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212. Person reported that DOC

Prior to OCO involvement, the incarcerated person has options for

Technical

staff are misgendering them  resolving the concern through a DOC appeals process or the DOC Assistance
and have made inappropriate Resolution Program. If the individual’s concern is not addressed by Provided
comments to humiliate them. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about staff conduct concerns.

213. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical

were wrongfully infracted. resolving the concern through a DOC appeals process or the DOC Assistance
Resolution Program. If the individual’s concern is not addressed by Provided
these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about the infraction process
and how to file an appeal.

214. Person reported that DOC Prior to OCO involvement, the incarcerated person has options for Technical
staff members have been resolving the concern through a DOC appeals process or the DOC Assistance
getting upset with them for Resolution Program. If the individual’s concern is not addressed by Provided
asking about their early these DOC processes, they can then contact the OCO for assistance.
release date (ERD). The OCO provided technical assistance about staff conduct concerns.

215. Person reported concern The incarcerated person has not yet sufficiently escalated the concern Technical
about a work injury. through an appeals process or the DOC Resolution Program. The OCO Assistance

provided technical assistance about using the resolution program to  Provided
address their concern prior to contacting the OCO.

216. Person reported that they are Prior to OCO involvement, the incarcerated person has options for Technical
being targeted and harassed resolving the concern through a DOC appeals process or the DOC Assistance
by DOC staff members. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about staff conduct concerns.

217. Person reported issues Prior to OCO involvement, the incarcerated person has options for Technical
regarding a serious infraction resolving the concern through a DOC appeals process or the DOC Assistance
that impacted their Resolution Program. If the individual’s concern is not addressed by Provided
programming status. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the resolution process.

218. Person reported that he Prior to OCO involvement, the incarcerated person has options for Technical
would like to make sure his resolving the concern through a DOC appeals process or the DOC Assistance
name is spelled correctly Resolution Program. If the individual’s concern is not addressed by Provided
before he is released. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the resolution process
and records correction.

219. Person reported that DOC Prior to OCO involvement, the incarcerated person has options for Technical
staff are targeting them. resolving the concern through a DOC appeals process or the DOC Assistance

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

Clallam Bay Corrections Center

220. Aloved one shared concerns Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
on behalf of an incarcerated = complaint beyond intake because the person released from DOC
individual regarding their custody prior to OCO action as this is a past rather than ongoing issue.
release planning.

221. Loved one relayed concerns  The OCO reviewed the individual's placement and confirmed that the Declined

regarding an incarcerated
individual's placement in
segregation.

individual released from DOC custody prior to OCO action, as result
the OCO did not investigate further per WAC 138-10-040(3)(f) as this
is a past rather than ongoing issue.
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222. Individual relayed concerns The OCO declined to investigate this concern per WAC 138-10- No
regarding the conduct of a 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
community corrections officer
and things that occurred while
on community custody.

223. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
received infractions and they resolving the concern through a DOC appeals process or the DOC Assistance
believe it to be in retaliation. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about the infraction process
and how to appeal it.

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

Resolution Program. If the individual’s concern is not addressed by Provided
these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about how to file an appeal for

their serious infraction.

225. Person reported that DOC Prior to OCO involvement, the incarcerated person has options for Technical
calculated their time resolving the concern through a DOC appeals process or the DOC Assistance
incorrectly. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about record and time
calculation concerns.

Coyote Ridge Corrections Center

226. Aloved one reported The incarcerated individual did not respond to the OCO’s request for Complaint
concerns about this person's  permission to investigate and/or additional information within 30 Withdrawn
access to medical care. days. The OCO encouraged the incarcerated person to contact the

OCO via mail or hotline if they would like to request assistance.

227. Individual sent OCO This case was a duplicate of one that already existed from the same  Complaint
documents related to a complainant and for the same concern. Withdrawn
previous case he opened with
this office regarding his
underlying conviction.

228. Individual reports concerns The OCO withdrew the complaint because the individual refused to ~ Complaint
regarding a mail rejection. accept the letters this office sent to him. Withdrawn

229. Individual reports concerns The incarcerated individual said they did not want the OCO to further Complaint
about the mailroom rejecting investigate the complaint and to close the case. Withdrawn
materials that DOC says are
not copyrighted.

230. An external person reports This case was a duplicate of one that already existed from the same  Complaint
that her son is scared for his  complainant and for the same concern. Withdrawn
safety because of his crime.

231. Anincarcerated person re- This case was a duplicate of one that already existed from the same  Complaint
reported by mail a concern, on complainant and for the same concern. Withdrawn
behalf of another incarcerated
person, that they previously
reported by phone.

232. Individual reports that he filed Per WAC 138-10-040(3), the OCO declined to investigate the Declined

his infraction appeal but has
not received a response from
DOC.

complaint beyond intake because of other reasons the ombuds
deemed relevant to the complaint, primarily because the individual
refused to accept the letters this office sent to him.
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233. This person reported concerns
about receiving multiple
infractions.

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

Declined

234. This person reported a Per WAC 138-10-040(3)(a), the OCO may not investigate because the No
complaint related to complaint does not involve a person committed to the physical Jurisdiction
community custody custody of the DOC.
supervision.

235. Person reported that their Prior to OCO involvement, the incarcerated person has options for Technical
music did not transfer over resolving the concern through a DOC appeals process or the DOC Assistance
when the Securus change Resolution Program. If the individual’s concern is not addressed by Provided
happened. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about how to contact Securus
and file a tort claim.

236. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
were infracted for defending  resolving the concern through a DOC appeals process or the DOC Assistance
themselves from being Resolution Program. If the individual’s concern is not addressed by Provided
attacked by another these DOC processes, they can then contact the OCO for assistance.
individual. The OCO provided technical assistance about the process of appealing

an infraction.

237. Incarcerated individual shared Prior to OCO involvement, the incarcerated person has options for Technical
concerns regarding DOC resolving the concern through a DOC appeals process or the DOC Assistance
telling them they have to buy Resolution Program. If the individual’s concern is not addressed by Provided
gaming supplies from union  these DOC processes, they can then contact the OCO for assistance.
supply. The OCO provided technical assistance about appealing property

denials.

238. Person reported that a DOC Prior to OCO involvement, the incarcerated person has options for Technical
staff member has been resolving the concern through a DOC appeals process or the DOC Assistance
harassing them. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about staff conduct concerns.

239. Person reported that their Prior to OCO involvement, the incarcerated person has options for Technical
time calculations are resolving the concern through a DOC appeals process or the DOC Assistance
incorrect. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about who to reach out to
regarding time calculations and record corrections.

240. Person reported that during  Prior to OCO involvement, the incarcerated person has options for Technical
his time in the graduated re-  resolving the concern through a DOC appeals process or the DOC Assistance
entry program (GRE), DOC Resolution Program. If the individual’s concern is not addressed by Provided
staff members harassed him, these DOC processes, they can then contact the OCO for assistance.
stole his property, and denied The OCO provided technical assistance about how to file a tort claim,
visits with his loved ones. staff conduct concerns and appeal their infraction.

Mission Creek Corrections Center for Women

241. Individual relayed concerns Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
about staff conduct related to complaint beyond intake as the alleged violation is a past rather than
release planning. ongoing issue as the individual released from DOC custody prior to

the OCO investigating the concern.

242. Person reported that they are Prior to OCO involvement, the incarcerated person has options for Technical
being targeted because of resolving the concern through a DOC appeals process or the DOC Assistance
their sexual orientation. Resolution Program. If the individual’s concern is not addressed by Provided
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these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about staff conduct concerns.

Monroe Correctional Complex

243. External person reported The incarcerated individual did not respond to the OCO’s request for Complaint
issues with the medical care  permission to investigate and/or additional information within 30 Withdrawn
their loved one was receiving. days. The OCO encouraged the incarcerated person to contact the

OCO via mail or hotline if they would like to request assistance.

244, Person reports concerns about After opening the case, the incarcerated individual called and Complaint
being discharged from the provided updates about their willingness to transfer to another Withdrawn
Residential Treatment Unit facility. The incarcerated individual said they did not want the OCO to
(RTU) and requested to further investigate the complaint and the OCO closed the case.
remain in RTU.

245. Person reported that they Per WAC 138-10-040(3), the OCO declined to investigate the Declined
received an infraction for complaint beyond intake because the person released from DOC
something that was found in  custody prior to OCO action, thus this is a past rather than ongoing
their cellmate's property. issue.

246. Person reported that they are Prior to OCO involvement, the incarcerated person has options for Technical
being targeted by a DOC staff resolving the concern through a DOC appeals process or the DOC Assistance
member. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about staff conduct concerns.

247. Aloved one reported on Prior to OCO involvement, the incarcerated person has options for Technical
behalf of the incarcerated resolving the concern through a DOC appeals process or the DOC Assistance
individual that DOC wrongfully Resolution Program. If the individual’s concern is not addressed by Provided
infracted them for substances these DOC processes, they can then contact the OCO for assistance.
found in their cellmate's The OCO provided technical assistance about the process of an
belongings. infraction and how to appeal it.

248. Person reported that when Prior to OCO involvement, the incarcerated person has options for Technical
they transferred to another resolving the concern through a DOC appeals process or the DOC Assistance
facility some of their Resolution Program. If the individual’s concern is not addressed by Provided
belongings were missing. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about how to file a tort claim.
Olympic Corrections Center

249. A loved one reported The incarcerated individual did not respond to the OCO’s request for Complaint
concerns that this person was permission to investigate and/or additional information within 30 Withdrawn
unable to provide for a urine  days. The OCO encouraged the incarcerated person to contact the
analysis test and that resulted OCO via mail or hotline if they would like to request assistance.
in an infraction.

250. Person reported that prior to  Prior to OCO involvement, the incarcerated person has options for Technical
their entry to prison, they had resolving the concern through a DOC appeals process or the DOC Assistance
a no contact order modified  Resolution Program. If the individual’s concern is not addressed by Provided
but DOC is not honoring that these DOC processes, they can then contact the OCO for assistance.
order which is impacting their The OCO provided technical assistance about the visitation process.
visit approval.

251. Person reported a The incarcerated person has not yet sufficiently escalated the concern Technical

programming concern.

through an appeals process or the DOC Resolution Program. The OCO
provided technical assistance about using the resolution program to
address their concern prior to contacting the OCO.
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Other

252. This person reported a Per WAC 138-10-040(3)(e), the OCO declined to investigate the Declined
complaint about their complaint beyond intake because the requested resolution was not
Community Corrections within the ombuds’ statutory power and authority.

Officer and lack of action by
community corrections staff
to assist them.

253. Individual relayed concerns The OCO declined to investigate this concern per WAC 138-10- No
regarding the duration of their 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
probation.

254. An external person reported Per WAC 138-10-040(3)(a), the OCO may not investigate because the No
concerns about this person complaint does not involve a person committed to the physical Jurisdiction
being held in solitary custody of the DOC.
confinement in a jail for a
prolonged period of time.

255. An external person reported Per WAC 138-10-040(3)(a), the OCO may not investigate because the No
concerns about this person complaint does not involve a person committed to the physical Jurisdiction
not receiving appropriate custody of the DOC.
medical care while
incarcerated at the Thurston
County Jail.

256. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding being falsely 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
imprisoned.

257. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding their parental rights 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
being revoked.

258. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding their parental rights 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
being revoked.

259. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding the conduct of a 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
community corrections
officer.

260. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding occurrences in a jail 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
facility.

261. An external person reported Per WAC 138-10-040(3)(a), the OCO may not investigate because the No
concerns about this person's complaint does not involve a person committed to the physical Jurisdiction
health and access to medical custody of the DOC.
care while incarcerated at the
Mason County Jail.

262. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding being falsely 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
imprisoned.

263. This person reported a Per WAC 138-10-040(3)(a), the OCO may not investigate because the No
complaint regarding complaint does not involve a person committed to the physical Jurisdiction

placement in the Pierce
County Jail.

custody of the DOC.
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264. Individual relayed concerns The OCO declined to investigate the concern per WAC 138-10- No
regarding not getting 040(3)(a) as the ombuds lacks jurisdiction over the complaint. Jurisdiction
requested records from DOC.

Reentry Center - Eleanor Chase House - Spokane

265. Person reported that their Prior to OCO involvement, the incarcerated person has options for Technical
counselor read their legal mail resolving the concern through a DOC appeals process or the DOC Assistance
in front of them which is a Resolution Program. If the individual’s concern is not addressed by Provided
violation of DOC policy. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about staff conduct concerns.

Stafford Creek Corrections Center

266. Person reported a concern This case was a duplicate of one that already existed from the same  Complaint
regarding an issue they complainant and for the same concern. Withdrawn
previously reported.

267. Anincarcerated person re- This case was a duplicate of one that already existed from the same  Complaint
reported a concern already in complainant and for the same concern. Withdrawn
the OCO system.

268. Person reported additional This case was a duplicate of one that already existed from the same  Complaint
details about a concern complainant and for the same concern. Withdrawn

already in the OCO case
management system.

269. A loved one reported The incarcerated individual did not respond to the OCO’s request for Complaint
concerns about this person's  permission to investigate and/or additional information within 30 Withdrawn
wellbeing. days. The OCO encouraged the incarcerated person to contact the

OCO via mail or hotline if they would like to request assistance.

270. This person reported concerns The incarcerated individual contacted the OCO and said they did not Complaint

about staff conduct. want the OCO to further investigate the complaint and closed the Withdrawn
case.
271. Individual relayed concerns Per WAC 138-10-040(3), the OCO declined to investigate the Declined
about staff conduct related to complaint beyond intake because the person released from DOC
release planning. custody prior to OCO action, thus this is a past rather than ongoing
issue.
272. This person reported a concern Per WAC 138-10-040(3), the OCO declined to investigate the Declined

about received an infraction.  complaint beyond intake because the person released from DOC
custody prior to OCO action, thus this is a past rather than ongoing

issue.
273. This person reported a Per WAC 138-10-040(3), the OCO declined to investigate the Declined
complaint regarding receiving complaint beyond intake because the person released from DOC
an infraction. custody prior to OCO action, thus this is a past rather than ongoing
issue.
274. A family member filed a Per WAC 138-10-040(3)(a), the OCO may not investigate because the No
concern related to their loved complaint relates to an action taken by an agency other than the Jurisdiction

one's access to medications ~ Washington State Department of Corrections and the complaint does
while in a California county not involve a person committed to the physical custody of the DOC.

jail.
275. Person reported that their Prior to OCO involvement, the incarcerated person has options for Technical
incarcerated loved one has resolving the concern through a DOC appeals process or the DOC Assistance

been in solitary confinement  Resolution Program. If the individual’s concern is not addressed by Provided
because of a drug infraction  these DOC processes, they can then contact the OCO for assistance.
and DOC did not follow policy The OCO provided technical assistance about the processes of

appealing the infraction, classification status, and facility placement.
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during the process of the
investigation.

276. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
received an infraction and resolving the concern through a DOC appeals process or the DOC Assistance
DOC staff violated policy Resolution Program. If the individual’s concern is not addressed by Provided
timelines for their hearing. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the process of
infractions and how to appeal them.

277. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
received an infraction and resolving the concern through a DOC appeals process or the DOC Assistance
believe that DOC did not Resolution Program. If the individual’s concern is not addressed by Provided
follow policy during the these DOC processes, they can then contact the OCO for assistance.
investigation. The OCO provided technical assistance about appealing their

infraction.
Washington Corrections Center

278. A family member used the This case was a duplicate of one that already existed from the same  Complaint
online complaint form to add complainant and for the same concern. Withdrawn
details to an existing concern
previously reported.

279. A family member reported an This case was a duplicate of one that already existed from the same  Complaint
identical concern which they complainant and for the same concern. Withdrawn
had reported previously.

280. Individual reports that DOC The incarcerated individual did not respond to the OCO’s request for Complaint
cannot produce his conditions additional information within 30 days. The OCO encouraged the Withdrawn
of confinement records and  incarcerated person to contact the OCO via mail or hotline if they
he believes someone removed would like to request assistance
them from his central file.

281. This person reported concerns Per WAC 138-10-040(3)(e), the OCO declined to investigate the Declined
about wanting to press complaint beyond intake because the requested resolution was not
charges due to DOC staff within the ombuds’ statutory power and authority.
misconduct and failure to
provide public records as
requested.

282. Person reported that DOC Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
staff did not follow protocol or complaint beyond intake because the person released from DOC
policy regarding their custody prior to OCO action, thus this is a past rather than ongoing
infraction hearings. issue.

283. This person reported concerns Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
about receiving infractions complaint beyond intake because the person released from DOC
and staff conduct. custody prior to OCO action, thus this is a past rather than ongoing

issue.

284. This person reported a Per WAC 138-10-040(3)(f), the OCO declined to investigate the Declined
complaint regarding being complaint beyond intake because the person released from DOC
suspended from the custody prior to OCO action, thus this is a past rather than ongoing
Resolution Program. issue.

285. Person reported on behalf of Prior to OCO involvement, the incarcerated person has options for Technical
their incarcerated loved one  resolving the concern through a DOC appeals process or the DOC Assistance
that they were wrongfully Resolution Program. If the individual’s concern is not addressed by Provided

infracted.

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about the infraction process
and how to appeal it.
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286. A loved one reported on

Prior to OCO involvement, the incarcerated person has options for

Technical

behalf of the incarcerated resolving the concern through a DOC appeals process or the DOC Assistance
individual that they are being Resolution Program. If the individual’s concern is not addressed by Provided
targeted and harassed by DOC these DOC processes, they can then contact the OCO for assistance.

staff members. The OCO provided technical assistance about staff conduct concerns.

287. Person reported that their Prior to OCO involvement, the incarcerated person has options for Technical
incarcerated loved one is resolving the concern through a DOC appeals process or the DOC Assistance
being targeted and harassed  Resolution Program. If the individual’s concern is not addressed by Provided
by DOC staff members. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about staff conduct concerns.

288. Person reported that DOC Prior to OCO involvement, the incarcerated person has options for Technical
staff did not allow them to use resolving the concern through a DOC appeals process or the DOC Assistance
their durable medical Resolution Program. If the individual’s concern is not addressed by Provided
equipment for assistance these DOC processes, they can then contact the OCO for assistance.
while doing a cell search. The OCO provided technical assistance about staff conduct concerns.

289. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
were issued a tablet that will  resolving the concern through a DOC appeals process or the DOC Assistance
not turn on. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about contacting Securus for
any issues with their tablet.

290. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
believe that they are resolving the concern through a DOC appeals process or the DOC Assistance
supposed to be serving their  Resolution Program. If the individual’s concern is not addressed by Provided
time in county jail rather than these DOC processes, they can then contact the OCO for assistance.
at a DOC facility. The OCO provided technical assistance about the resolution program.

Washington Corrections Center for Women

291. Person reported that they are Prior to OCO involvement, the incarcerated person has options for Technical
being harassed by a DOC staff resolving the concern through a DOC appeals process or the DOC Assistance
member. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about the resolution process
and staff conduct concerns.

292. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
were harshly infracted and resolving the concern through a DOC appeals process or the DOC Assistance
believe they should have been Resolution Program. If the individual’s concern is not addressed by Provided
infracted with a lower these DOC processes, they can then contact the OCO for assistance.
sanction. The OCO provided technical assistance about the infraction process

and how to appeal it.
Washington State Penitentiary

293. Someone reported concerns  The incarcerated individual did not respond to the OCO’s request for Complaint
about this person's safety and permission to investigate and/or additional information within 30 Withdrawn
wellbeing. days. The OCO encouraged the incarcerated person to contact the

OCO via mail or hotline if they would like to request assistance.

294. Incarcerated individual shared OCO staff opened this case in error, or this case was a duplicate of Complaint
concerns regarding being one that already existed from the same complainant and for the same Withdrawn
wrongfully held within IMU.  concern.

295. Person reported that he OCO staff opened this case in error, or this case was a duplicate of Complaint

received an infraction.

one that already existed from the same complainant and for the same Withdrawn

concern.
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296. Someone reported concerns  The incarcerated individual did not respond to the OCO’s request for Complaint

about this person's safety. permission to investigate and/or additional information within 30 Withdrawn
days. The OCO encouraged the incarcerated person to contact the
OCO via mail or hotline if they would like to request assistance.

297. This person reported concerns The incarcerated individual contacted the OCO and said they did not Complaint
about receiving infractions want the OCO to further investigate the complaint and closed the Withdrawn
and the potential impact that case.
would have on his custody
level.

298. Person reported that they Per WAC 138-10-040(3), the OCO declined to investigate the Declined
were wrongfully infracted. complaint beyond intake because the person released from DOC

custody prior to OCO action.

299. Person reported that her Per WAC 138-10-040(3), the OCO declined to investigate the Declined
loved one was incarcerated complaint beyond intake because the alleged violation was a past
and was given medication at  rather than ongoing issue. The person released from DOC custody
the wrong times causing them prior to OCO action.
to have psychotic episodes.

She does not want this to
happen to anyone else.

300. Person reported on behalf of Prior to OCO involvement, the incarcerated person has options for Technical
their incarcerated loved one  resolving the concern through a DOC appeals process or the DOC Assistance
that their visits were Resolution Program. If the individual’s concern is not addressed by Provided
terminated out of retaliation. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about how to appeal a visit
termination.

301. Person reported on behalf of Prior to OCO involvement, the incarcerated person has options for Technical
their incarcerated loved one  resolving the concern through a DOC appeals process or the DOC Assistance
that they are not getting the  Resolution Program. If the individual’s concern is not addressed by Provided
appropriate amount of these DOC processes, they can then contact the OCO for assistance.
medication for their serious ~ The OCO provided technical assistance about setting up an
health condition. appointment with their provider.

302. An external person reports The OCO provided technical assistance regarding records corrections Technical
that their loved one is being  and time calculation at DOC. Assistance
held past his release date. Provided

303. Person reported on behalf of Prior to OCO involvement, the incarcerated person has options for Technical
their incarcerated loved one, resolving the concern through a DOC appeals process or the DOC Assistance
that they were found guilty of Resolution Program. If the individual’s concern is not addressed by Provided
an infraction, but DOC did not these DOC processes, they can then contact the OCO for assistance.
follow policy during the The OCO provided technical assistance about the process of appealing
process of investigation. their infraction.

304. An external person reports The OCO provided technical assistance regarding how to address Technical
that their loved one is being  records correction and time calculation concerns. Assistance
held past his release date. Provided

305. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical

received paperwork stating
they were going to transfer
out of segregation but now
DOC staff said they are being
held until further notice
because of pending
infractions.

resolving the concern through a DOC appeals process or the DOC Assistance
Resolution Program. If the individual’s concern is not addressed by Provided
these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the serious infraction

process.
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306. Person reported that they Prior to OCO involvement, the incarcerated person has options for Technical
were infracted and DOC staff resolving the concern through a DOC appeals process or the DOC Assistance
did not accept the witness Resolution Program. If the individual’s concern is not addressed by Provided
statement that was provided. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about how to appeal an
infraction.

307. Person reported that the Prior to OCO involvement, the incarcerated person has options for Technical
chemical testing that DOC resolving the concern through a DOC appeals process or the DOC Assistance
staff did for an infraction they Resolution Program. If the individual’s concern is not addressed by Provided
received was faulty. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the infraction process
and how to appeal it.

308. Person reported that he is Prior to OCO involvement, the incarcerated person has options for Technical
being harassed and targeted resolving the concern through a DOC appeals process or the DOC Assistance
by a DOC staff member. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about staff conduct concerns.

309. Person reported that when Prior to OCO involvement, the incarcerated person has options for Technical
they transferred to another resolving the concern through a DOC appeals process or the DOC Assistance
facility, some of their Resolution Program. If the individual’s concern is not addressed by Provided
belongings were missing. these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the resolution process
and how to file a tort claim.

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

Resolution Program. If the individual’s concern is not addressed by Provided
these DOC processes, they can then contact the OCO for assistance.

The OCO provided technical assistance about the infraction process

and how to appeal it.

311. Person reported that there is a Prior to OCO involvement, the incarcerated person has options for Technical
lack of access to mental health resolving the concern through a DOC appeals process or the DOC Assistance
services. Resolution Program. If the individual’s concern is not addressed by Provided

these DOC processes, they can then contact the OCO for assistance.
The OCO provided technical assistance about the resolution program.

312. Incarcerated individual shared Prior to OCO involvement, the incarcerated person has options for Technical
concerns regarding DOC not  resolving the concern through a DOC appeals process or the DOC Assistance
providing them with adequate Resolution Program. If the individual’s concern is not addressed by Provided

pain management and
medical care.

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

Case Closure Reason Meaning

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

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

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

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

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

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

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

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

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



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-25-003 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. 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 August 7, 2025:

DOC Health Services
e Dr. Poonam Bhagia, Deputy Chief Medical Officer

e Patricia Paterson, Chief of Nursing

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

e Dr. Ashley Espitia, Suicide Prevention Specialist

e Dr. Rae Simpson, Director — Quality Systems

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons
e Melissa Andrewjeski, Assistant Secretary — Women’s Division
e Deborah Wofford, Deputy Assistant Secretary — Women'’s Division
e James Key, Deputy Assistant Secretary — Men’s Division
e Susan Leavell, Senior Administrator - Women’s Division
e Lorne Spooner, Director for Correctional Services
e Paige Perkinson, Correctional Operations Program Manager

DOC Reentry Division
e Michelle Eller-Doughty, Reentry Center Operations Administrator

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

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: 1996 (28-years-old)

Date of Incarceration: October 2024

Date of Death: February 2025

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

The cause of death is asphyxiation due to ligature strangulation. The manner of death is suicide.

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

12 Days Prior to Death ‘ Event

e The decedent is moved to the Close Observation Area (COA) after
reporting suicidal ideation.
1 Day Prior to Death ‘ Event
17:10 hours e The decedent is released from the COA to a housing unit.
18:41 — 22:46 hours e The decede.nt is segn in t.he unit dayroom and interacting with staff, or
movement is seen in their cell.
22:16 hours e Atier check is conducted.
23:08 hours e Atier check is conducted.
23:11 hours e Custody staff speak with the decedent about the overhead light in the
cell.
Day of Death Event
e The decedent is found unresponsive in their cell during count.
00:17 hours e Custody staff make a radio notification of a self-harm medical
emergency and request a ligature removal device.
e Community Emergency Medical Services (EMS) is requested.
e The initial attempt to cut the ligature is unsuccessful. Custody staff
00:19 hours reduce tension in the ligature by repositioning the decedent and
remove the ligature manually.
e Cardiopulmonary Resuscitation (CPR) is initiated.
00:26 hours e On-site medical staff arrive on scene and resuscitation efforts
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continue.

00:36 hours e Community EMS arrives on scene and assumes care.

00:58 hours e Community EMS pronounce the death of the decedent.

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 DOC Mortality Review Committee (MRC) reviewed the medical record and antecedent care
delivered by DOC and provided the following findings.

1. The MRC found:
a. The decedent received appropriate care for all medical and mental health concerns.

b. Available records revealed inconsistency between the decedent verbalizing that they were
“okay” but quickly destabilizing and becoming suicidal. The decedent’s self-harm attempts
and expression of thoughts of self-harm led to multiple stays in the COA.

i. The decedent was determined to be stable for discharge from the COA with an
appropriate safety and care plan in place a few hours before the completed suicide.

ii. There was ineffective interdisciplinary communication regarding the decedent’s
history and safety plan prior to their discharge from the COA to the housing unit.

1. Mental health and living unit staff exchanged emails regarding the safety
plan, but unit officers on shift at the time of the COA discharge were not

included.
2. The MRC identified the following opportunity for improvement:

a. Revise DOC Policy 320.265 Close Observation Areas and associated mental health
protocols to establish standardized guidance for patient transfers out of the COA,
ensuring interdisciplinary communication and comprehensive safety and aftercare

planning.

B. Independent of the mortality review, DOC conducted a Critical Incident Review (CIR) to determine
the facts surrounding the unexpected fatality and to evaluate compliance with DOC policies and

operational procedures.

1. The CIR found:
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a. The decedent completed suicide after discharge from the COA to a housing unit. They had
known suicide risk factors, including previous attempts of self-harm and being housed
without a cellmate.

b. There is no formal process for discharge from the COA, which impacted coordination and
interdisciplinary communication of risk mitigation strategies for the decedent.

c. Coordinated and ongoing emergency response training for Health Services and/or Health
Services and Custody is not consistent. This was not causal to the decedent’s death.

d. The pace of cell front inspections hindered effective observation and assessment of in-cell
activity. This was not causal to the decedent’s death.

e. Designated storage locations in the housing unit for the Automated External Defibrillator
(AED) and ligature removal device hindered timely deployment during the emergency.
This was not causal to the decedent’s death.

2. The CIR recommended:

a. Establish and document a uniform process to effectively communicate safety plans and
risk mitigation processes with all disciplines involved in the safety and security of the
individual releasing from the COA.

b. Utilize Sergeants, classification staff, and other unit supervisors to develop a plan to
ensure unit tier checks and visual cell front inspections are completed with intention to
determine in-cell activity.

c. Determine a location within each wing or pod for the storage of emergency response
equipment.

d. Custody and Health Services staff must develop a robust plan for interoperability,
including frequent mandatory, physical response scenarios using role players or
mannequins that provide for the deployment and use of medical equipment, transport
devices, restraints, and the modification of such devices which are designed to enhance
rendered care.

C. The UFR committee reviewed the unexpected fatality, and the following topics were discussed:
1. Residential Treatment Unit (RTU) history and discharge.

a. The UFR committee discussed the decedent’s history of RTU placement as well as
concerns about their move from the COA to restrictive housing, instead of returning to
the RTU level of care.
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b. The OCO requested updates about the pending DOC RTU policy, which is related to a
previous UFR Corrective Action Plan (CAP). The OCO also recommended the policy be
finalized and language included to make explicit the need for DOC to request state mental
health records when reviewing patients for admission to an RTU.

2. COA placement and discharge.

a. UFR committee members reviewed DOC’s enhanced COA placement and discharge
procedures and discussed concerns about missed opportunities for clear communication
with unit staff for ongoing monitoring needs and post-COA discharge plans, particularly in
restrictive housing settings.

3. Ligature removal devices.

a. DOC s evaluating ligature removal devices to ensure that the most effective tools are
available for use during self-harm events.

4. Response to mental health crises.

a. DOC conducts annual staff training focused on reducing suicide risk, responding to mental
health crises and is nearing completion of efforts to ensure that all incarcerated
individuals have access to the 988 mental health hotline.

5. Tier checks.

a. DOCis working to improve the quality and consistency of tier checks by establishing
benchmarks, sharing lessons learned, and reviewing opportunities for improvement from
previous reviews.

UFR Committee Findings

The decedent died of asphyxiation due to ligature strangulation. The manner of death is suicide.
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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. Review DOC 320.265 Close Observation Areas and establish a standard communication protocol
for transfers out of the COA. The protocol should support timely interdisciplinary communication
of necessary aftercare needs and ensure safe management of the individual in their assigned
housing unit.

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

1. Develop and implement a plan to ensure unit tier checks and visual cell front inspections are
conducted with intention to assess in-cell activity and well-being.

2. Identify and designate a secure location within each wing or pod for the storage of emergency
response equipment to support timely deployment during critical incidents.

3. Develop and execute a series of drills and training to equip custody and medical staff with the
skills and confidence to effectively respond in the event of an emergency.

4. Include guidance in the pending RTU policy for DOC to request and review state mental health
records when reviewing a patient for RTU placement.
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Unexpected Fatality Review
DOC Corrective Action Plan

UFR-25-005 DOC Corrective Action Plan - Publication Number 600-PLO01

Legislative Directive and Governance
Engrossed Substitute Senate Bill 5119 (2021)

RCW 72.09.770 requires the Department of Corrections (DOC) to convene an Unexpected Fatality

Review 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 (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

DOC issued the UFR 25-005 Committee Report on September 8, 2025 (DOC publication 600-SR001).
This document is the associated corrective action plan. DOC is required to implement corrective
action within 120 days of publication.

Corrective Action Plan

CAP ID Number: UFR-25-005 -1

Finding: The Health Services response to the decedent’s kite did not appropriately
address the concerns raised or prompt an urgent clinical evaluation, despite
language that may have indicated a need for timely clinical attention.

Root Cause: Nursing staff did not consistently follow the established guidelines for triaging
and responding to kites, due to gaps in training, unclear expectations, and
limited oversight of the triage process.

Recommendations: | Strengthen the Health Services kite triage process by implementing
standardized criteria to ensure kite response is timely and appropriate.

Corrective Action: | Nursing leadership will develop, implement and provide training on a
statewide nursing protocol that requires a Registered Nurse 2 (RN2) or higher
to triage incoming Health Services kites. The protocol will include guidance to
help nursing staff promptly recognize concerning symptoms or safety-related
language concerns requiring clinical follow-up.

Expected Outcome: | Nursing staff will be better equipped to triage and respond appropriately to
incoming Health Services kites in a timely and clinically appropriate way.
Appropriate triage and response support improved outcomes for
incarcerated individuals.
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Unexpected Fatality Review
Committee Report

UFR-25-008 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 August 21, 2025:

DOC Health Services

Dr. Mary Colter, Facility Medical Director (for Chief Medical Officer)
Patricia Paterson, Director of Nursing

Dr. Eric Rainey-Gibson, Director — Behavioral Health

Dr. Zainab Ghazal, Health Services Administrator

Dr. Rae Simpson, Director — Quality Systems

Paul French, Administrator — Substance Abuse Recovery Unit
Arpan Aulakh, Sentinel Event Program Manager

Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

Charles Anderson, Deputy Assistant Secretary — Men’s Prisons
James Key, Deputy Assistant Secretary — Men’s Prisons

Susan Leavell, Senior Administrator — Women'’s Prisons

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

Office of the Corrections Ombuds (OCO)

Elisabeth Kingsbury, Acting Director
Ollie Webb, Assistant Corrections Ombuds — Investigations

Department of Health (DOH)

Karen Pastori, Health Services Consultant — Prevention and Community Health

Health Care Authority (HCA)

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

Fatality Summary

Date of Birth: 1984 (41-years-old)

Date of Incarceration: September 2023

Date of Death: May 2025

At the time of death, the decedent was participating in DOC’s Graduated Reentry program while residing

in a support home for those in recovery from a substance use disorder.

The cause of death is multiorgan failure following cardiac arrest due to acute stimulant intoxication. The

manner of death is undetermined.

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

Days Prior to Death Event

26

The decedent transferred to DOC’s Graduated Reentry (GRE) program,
where intake was completed, including a negative urine drug screen.

21to 13

A DOC Community Specialist (CS) communicated with the decedent on
multiple occasions and conducted two visits to the decedent’s place of
employment.

All drug screens returned negative, and no significant issues or
concerns were noted.

12

The CS received notification that the decedent tested positive for drug
use and was subsequently terminated from both employment and
housing support programs.

The decedent made multiple phone calls to their CS, who instructed
them to remain at their current residence while efforts were made to
secure new housing.

After identifying a new housing option and while on route to the
decedent’s residence, the CS was informed that the decedent had fled
from their residence.

The decedent could not be located, and a Secretary’s Warrant was
requested.

The decedent fell from a third story window while under the influence
of stimulants and was admitted to a community hospital for treatment
of injuries.

Day of Death Event
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0 e The decedent was pronounced deceased while receiving care in the
community hospital.

UFR Committee Discussion

The UFR committee met to discuss the findings and opportunities for improvement from the DOC
Mortality Review Committee (MRC) and the DOC Critical Incident Review (CIR). The UFR committee
considered the information from both reviews and did not issue recommendations for corrective action.

A. The DOC MRC reviewed the medical record and antecedent care delivered by DOC and provided the
following findings. The MRC did not identify any additional recommendations to prevent a similar

fatality in the future.
1. The MRC found:
a. The decedent received appropriate care for their medical issues.

i. A substance use assessment was completed and the decedent was diagnosed with
polysubstance use disorder. The decedent successfully completed residential
therapeutic treatment before transferring to the GRE program and was discharged
with a recommendation of a relapse prevention treatment program after
transitioning to the community.

2. While not contributory to the cause of death, the MRC identified the following opportunities:

a. Continue enhancing DOC’s addiction care system to ensure each incarcerated individual’s
recovery and wellness are supported through personalized evaluation and treatment.

b. Consider expanding the role of DOC Reentry Nurses to improve communication and care
hand-offs with community partners.

B. Independent of the mortality review, DOC conducted a CIR to determine the facts surrounding the
unexpected fatality and to evaluate compliance with DOC policies and operational procedures.

1. The CIR did not identify any causal or non-causal factors contributing to the decedent’s death
and no corrective actions were identified.

C. The UFR committee reviewed the unexpected fatality and discussed the following:
1. DOC’s addiction care.

a. UFR members reviewed the unique challenges that a correctional environment poses to
both an incarcerated individual’s recovery and the delivery of addiction care. DOC remains
committed to enhancing its addiction care services to ensure that each incarcerated
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individual receives a personalized evaluation and an individualized treatment plan,
including care handoffs when an individual reenters the community.

i. Currently, substance use treatment records are not included in the DOC medical
record. DOC plans to integrate substance use treatment records into the DOC medical
record as part of the transition to an Electronic Health Record (EHR).

UFR Committee Findings

The decedent died of multiorgan failure following cardiac arrest due to acute stimulant intoxication. The
manner of death is undetermined.

UFR Committee Recommendations

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

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

1. Continue enhancing DOC’s addiction care system to ensure each incarcerated individual’s
recovery and wellness are supported through personalized evaluation and treatment.

2. Consider expanding the role of DOC Reentry Nurses to improve communication and care hand-
offs with community partners.

3. Integrate substance use treatment records into DOC’s medical records through EHR updates.
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