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Unexpected Fatality Review 
 Committee Report 

 

UFR-25-030 Report to the Legislature–600-SR001   
 

Legislative Directive and Governance 

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

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

This report describes the results of one such review.  

Disclosure of Protected Health Information  

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

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

The following members attended the UFR Committee meeting held on July 9, 2026:  

DOC Health Services 

• Dr. Frank Longano, Interim Chief Medical Officer 
• Dr. Zainab Ghazal, Administrator  
• Dr. Rae Simpson, Director - Quality Systems 
• Dr. Ashley Espitia, Psychologist 4, Suicide Risk Reduction 
• Mary Beth Flygare, Sentinel Event Program Manager 

 
DOC Prisons Division 

• Deborah Wofford, Deputy Assistant Secretary - Women’s prisons 
• Paige Perkinson, Correctional Operations Program Manager 
• Rochelle Stephens, Men’s Prisons project Manager 

 
DOC Risk Mitigation 

• Michael Pettersen, Director 
• Elisabeth Kingsbury, Litigation Administrator 

 
DOC Person Centered Services 

• Megan Pirie 
 
Office of the Corrections Ombuds (OCO) 

• Heather Bates, Interim Director 
• EV Webb, Assistant Corrections Ombuds - Investigations  
• Madison Vinson, Assistant Corrections Ombuds - Policy 

 
Department of Health (DOH) 

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

• Dr. Judy Zerzan, Medical Director 
• Jessica Blanchard, Health Care Program Manager 
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This report includes a summary of the unexpected fatality, committee discussion, findings, and 
recommendations.  

Fatality Summary 

Year of Birth:  1968 (57-years-old)  

Date of Incarceration: October 2017 

Date of Death: December 2025 

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

The cause of death was arteriosclerotic and hypertensive cardiovascular disease. The manner of death 
was natural. 

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

1 Day Prior to Death      Event 

Before 19:30 hours • A custody staff member noted the decedent’s behavior was off 
baseline. When asked, they stated they were tired. 

19:30 hours • During pill line the decedent continued to exhibit the same behavior. 
They were assisted back to their cell by an incarcerated peer. 

19:53 hours 
• A custody staff member declared a medical emergency when the 

decedent was seen falling in their cell as they were transferring out of 
their wheelchair. 

19:56 – 20:37 hours 
• DOC medical staff arrived on scene, performed an initial assessment, 

and transported the decedent to the medical clinic in preparation for 
ambulance transport to the local emergency room (ER).  

Day of Death      Event 

00:15 – 00:38 Hours 

• While receiving treatment in the ER, the decedent’s condition 
worsened.  

• Their heart stopped and resuscitation efforts were unsuccessful. 

• They were declared deceased by the ER physician. 

UFR Committee Discussion 

The UFR committee met to discuss the findings and recommendations from the DOC Mortality Review 
Committee and the DOC Critical Incident Review.  The UFR committee considered the information from 
both reviews in formulating recommendations. 
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A. The DOC Mortality Review Committee (MRC) reviewed the medical record; the care delivered and 
provided the following findings.  

1. The committee found: 

a. The decedent’s antecedent medical history was complex and included Type II Diabetes 
requiring insulin therapy, coronary artery disease requiring stent placement, 
hypertension, end-stage renal disease requiring dialysis three times per week, bilateral 
partial foot amputations secondary to chronic bone infection and poor circulation. 

b. They rarely requested care visits and their attendance to pill line for medication 
administration was inconsistent.  

c. They experienced challenges adhering to recommendations for dietary changes, insulin 
therapy and wound care treatment. 

d. DOC medical staff and consulting specialists provided counseling and discussed the risks 
of developing additional complications from uncontrolled blood sugar with the decedent. 

e. The decedent stated they wanted to maintain their lifestyle and were unwilling to make 
any changes or set health goals. 

f. DOC forms used to document wound care and care declinations were frequently 
incomplete or documented elsewhere in the medical record. Wound healing was not 
photographed consistently.  

g. Documentation of education provided by nursing staff within the notes was limited. 

h. No clinical care gaps were identified. 

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

a. Publish a monthly "Best Practice" feature in the Health Services newsletter focusing on 
thorough and accurate clinical documentation. 

b. Consider developing wound imaging guidelines to improve monitoring of wound healing. 

B. Independent of the mortality review, the 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. No contributing, causal or non-causal factors were identified within the scope of the CIR were 
found. 
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C. The committee reviewed the unexpected fatality, the MRC recommendations and discussed the 
following. 

1. Cause of death: 

a. A committee member inquired why sepsis was noted as a possible cause for the 
decedent’s symptoms by the Emergency Room physician but was not listed as the 
cause of death. 

1. DOC confirmed the decedent did not report any symptoms that raised concern 
for sepsis prior to the medical emergency. The mortality review committee did 
not find any missed opportunities for earlier intervention. 

2. In this case, the primary cause of death was determined by the county medical 
examiner’s office. 

3. September is national Sepsis Awareness Month. Committee members 
recommend DOC provide education to staff and the incarcerated population 
about sepsis signs, symptoms and prevention during the month of September. 

2. Wound care documentation: 

a. Committee members recommend DOC develop wound imaging guidelines and 
incorporate photographic documentation as part of the treatment plan to monitor 
wound healing. 

3. Critical Incident Review: 

a. UFR Committee feedback indicated that the Health Services led critical incident report 
was narrow in its scope, as CIR Team did not interview all of the staff members who 
submitted incident reports. To broaden and improve future reviews, the committee 
recommends implementing targeted training for Health Services staff on 
comprehensive documentation and mandating interviews with all personnel involved. 

Committee Findings 

The decedent died as a result of arteriosclerotic and hypertensive cardiovascular disease. The manner of 
death was natural. 

Committee Recommendations  

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

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

1. DOC provide education to staff and the incarcerated population regarding sepsis signs, symptoms 
and prevention during the month of September in support of national Sepsis Awareness Month. 
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2. UFR Committee members recommend DOC develop wound imaging guidelines and incorporate 
photographic documentation as part of the treatment plan to monitor wound healing. 

3. UFR Committee members recommend Health Services staff leading a critical incident review, 
receive targeted training on mandatory documentation requirements and ensuring interviews are 
conducted with all involved individuals. 
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