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Unexpected Fatality Review
Committee Report

UFR-26-003 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 and presents recommendations.

Disclosure of Protected Health Information

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

UFR Committee Members

The following members attended the UFR Committee meeting held virtually on July 23, 2026:

DOC Health Services
e Dr. Frank Longano, Interim Chief Medical Officer

e Alexis Telles, Chief of Nursing

e Ronna Cole, Deputy Assistant Secretary

e Dr. Ashley Espitia, Suicide Prevention Specialist

e Dr. Ryan Quirk, Chief of Forensic Psychology

e Rachel Lusk, Health Services Administrator

e Dr. Rae Simpson, Director — Quality Systems

e Mary Beth Flygare, Sentinel Event Program Manager

DOC Prisons Division

e Jason Bennett, Senior Director — Correctional Operations
e Rochelle Stephens, Men’s Prisons Project Manager
e Paige Perkinson, Correctional Operations Program Manager

DOC Risk Mitigation
e Michael Pettersen, Director
e Elisabeth Kingsbury, Litigation Administrator

DOC Person Centered Services

e Megan Pirie, Director

Office of the Corrections Ombuds (OCO)
e Heather Bates, Interim Director

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

Department of Health (DOH)
e Kirstin McFarland, Injury and Violence Prevention Manager

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

e 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

Date of Birth: 1950 (75-years-old).

Date of Incarceration: October 2025.

Date of Death: April 2026.

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

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

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

Days Prior to Death  Event

The decedent was admitted to the close observation area and placed on 15

3 days min custody checks by their mental health provider.
e They fell in their cell and reported hip pain.
2 days e They were evaluated by nursing staff and scheduled for x-rays the next

business day.
e They declined their evening meal tray.
e The decedent was found unresponsive in their cell by custody staff.

e Custody staff radioed for a medical emergency response and a 911 call for

00:56 - 01:23 hours
Y community emergency medical services (EMS).

e Life-saving efforts, including CPR provided by staff.

01:24 hours e Community EMS arrived and assumed life-saving efforts.

01:47 hours e The decedent was pronounced deceased.

UFR Committee Discussion

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

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

1. The MRC found:

a. The decedent’s antecedent medical history included hyperlipidemia, benign prostate
enlargement, osteoporosis, back pain, restless legs, migraine, idiopathic normal pressure
hydrocephalus, difficulty ambulating, visual impairment and constipation.

b. They were up to date on recommended screenings and immunizations.

c. They had completed a Portable Order for Life-Sustaining Treatment (POLST) form stating
do not resuscitate (DNR) during a previous incarceration that was not filed in the active
medical chart. The POLST was not reviewed during this period of incarceration.

d. They had various past mental health diagnoses including a history of ADHD, PTSD, OCD,
Autism Spectrum Disorder and reported delusional disorder. They were no records of
previous inpatient psychiatric hospitalizations.

e. Atthe time of admission to the close observation area (COA), the decedent was reported
to be losing weight, not eating, appearing confused and inconsistently taking prescribed
medications. In retrospect, these symptoms could be indicative of psychiatric instability;
they could also indicate failure to thrive in an elderly individual. The decedent’s prior
diagnosis of delusional disorder potentially influenced the clinical staff's interpretation
during care plan formulation.

f. The decedent had a history of selective care and meal declinations leaving them
underweight at the time of COA admission. These health indicators were not documented
on the nursing assessment form. This omission demonstrates that either the form does
not adequately cover all the necessary elements of the assessment or that the nurses do
not have a clear understanding of the specific clinical factors they must evaluate to safely
clear an individual for placement in restrictive housing.

g. The day prior to death, the decedent fell on their way to the restroom and reported hip
pain. They were evaluated by nursing staff who determined they did not require
emergent medical treatment. The decedent was scheduled for an x-ray the next business
day.

h. The decedent was found unresponsive in their cell and resuscitation efforts were
unsuccessful.

i. The autopsy determined the manner of death was natural and no fractures were
identified.
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j. 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. The Health Services (HS) Quality Committee should review the current process for POLST
form storage and retrieval to identify gaps and make recommendations to ensure patient
care directives are accessible.

b. The Chief of Psychiatry should present a clinical overview of delusional disorder diagnoses
at the DOC Behavioral Health Grand Rounds.

c. Nursing leadership should review and update the Restrictive Housing Assessment and
Daily Wellness Checks Nursing Protocol N-2008.001 to define the intent of the assessment
and provide detailed guidance on the clinical indicators nurses must consider when
evaluating an individual for restrictive housing placement.

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

C. The UFR committee reviewed the unexpected fatality, the mortality review committee
recommendations, and discussed the following:

1. Care coordination:

a. Although the decedent presented with complex, co-occurring medical and mental
health conditions upon admission to the close observation area, the resulting care
plan narrowly focused on psychiatric stabilization and lacked an integrated approach
to manage their physical health.

b. Committee members recommend DOC formalize multidisciplinary care planning that
integrates input from medical, psychiatric, and nursing teams to ensure holistic
assessment and care planning.

UFR Committee Findings

The decedent died of hypertensive and arteriosclerotic cardiovascular disease with diabetes as a
contributing factor. The manner of death is natural.

UFR Committee Recommendations

The committee did not offer any recommendations for corrective action.
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Consultative remarks that do not directly correlate to cause of death, but may be
considered for review by the Department of Corrections:

1. DOC should explore options to formalize multidisciplinary care planning that integrates input from
medical, psychiatric, and nursing teams to ensure holistic assessment and care planning.

2. DOC nursing leadership should review and update the Restrictive Housing Assessment and Daily
Wellness Checks Nursing Protocol N-2008.001 to define the intent of the assessment and provide
detailed guidance on the clinical indicators nurses must consider when evaluating an individual for
restrictive housing placement.

3. The DOC Chief of Psychiatry should present a clinical overview of delusional disorder diagnoses at the
DOC Behavioral Health Grand Rounds.
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