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Unexpected Fatality Review
Committee Report

UFR-26-001 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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https://apps.leg.wa.gov/rcw/default.aspx?cite=72.09.770

UFR Committee Members

The following members attended the UFR Committee virtual meeting held on April 30, 2026:

DOC Health Services

e Dr. Frank Longano, Interim Chief Medical Officer

e Poonam Bhagia, Deputy Chief Medical Officer

e Kellett Sayre, Interim Assistant Secretary

e Mark Eliason, Deputy Assistant Secretary

e Alexis Telles, Director of Nursing

e Dr. Rae Simpson, Director of Quality Systems

e Justin Wozab, Clinical Nurse Educator

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e James Key, Deputy Assistant Secretary
e Charles Anderson, Deputy Assistant Secretary
e Paige Perkinson, Correctional Relations Specialist

DOC Risk Mitigation

e Michael Pettersen, Director
e Elisabeth Kingsbury, Litigation Administrator

Office of the Corrections Ombuds (OCO)

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

Department of Health (DOH)

e Karen Pastori, Health Services Consultant 3 — Prevention and Community Health

Health Care Authority (HCA)

e Dr. Sophie Miller, Medical Officer
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This report includes a summary of the unexpected fatality, committee discussion, findings, and
recommendations.

Fatality Summary

Year of Birth: 1965 (60-years-old)
Date of Incarceration: November 2012
Date of Death: February 2026

At the time of death, the decedent was housed in a prison facility and receiving care in a
community hospital.

The cause of death is exsanguination due to perforated left brachiocephalic vein during the
placement of a tunneled hemodialysis catheter for the treatment of end-stage renal disease
due to hypertension.

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

Day Prior to Death Event

Dav 28 e The decedent was seen by a vascular specialist and chose to have
Y a surgical procedure to treat poor blood circulation.
Dav 11 e The decedent was admitted to a community hospital for
Y treatment of post-procedure complications.
Dav 9 e They were discharged from the hospital and readmitted to the
Y DOC facility infirmary for their ongoing care needs.
e The decedent was transported to a community hospital for the
scheduled surgical procedure.
Day 0O
e Complications arose during the procedure, treatment was
unsuccessful and they were declared deceased by hospital staff.

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.

A. The DOC Mortality Review Committee (MRC) reviewed the medical record and the
antecedent care delivered, and provided the following findings:
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a. The decedent had complex health conditions including end-stage kidney disease
following a failed kidney transplant, hypertension, vascular disease and heart

disease.
b. The clinical care provided by DOC staff was appropriate and well-coordinated.

c. The review revealed no clinical care gaps and identified no opportunities for system

improvement.

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

1. The review identified no contributing, causal or non-causal factors within the scope
of the CIR and had no recommendations for corrective action.

C. The committee reviewed the circumstances of the unexpected fatality and discussed the
following:

1. Complexity of Care:

a. Committee members recognized the decedent's complex medical needs
and agreed that the care delivered by DOC staff and coordinated with
community specialists was appropriate.

2. Scope of review:

a. The committee noted that evaluating the medical treatment provided by
the community hospital falls outside the statutory scope of the UFR.

Committee Findings

This death was attributed to internal bleeding caused by an accidental tear of a major blood
vessel during a surgery at a community hospital.

Committee Recommendations

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