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Unexpected Fatality Review
Committee Report

UFR-25-010 Report to the Legislature—600-SR001

Legislative Directive and Governance

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

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

This report describes the results of one such review.

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 25, 2025:

DOC Health Services
e Dr. MaryAnn Curl, Chief Medical Officer
e Patricia Paterson, Chief of Nursing
e Dr. Rainey-Gibson, Director — Mental Health

e Dr. Ashley Espitia, Suicide Prevention Specialist

e Mark Eliason, Deputy Assistant Secretary

e Arpan Aulakh, Sentinel Event Program Manager

e Mary Beth Flygare, Health Services Project Manager

DOC Prisons Division

e Melissa Andrewjeski, Assistant Secretary

e EricJackson, Deputy Assistant Secretary

e Charles Anderson, Deputy Assistant Secretary

e Susan Leavell, Senior Administrator

e Lorne Spooner, Director for Correctional Services

e Rochelle Stephens, Men’s Prisons Project Manager

e Paige Perkinson, Correctional Operations Project Manager

DOC Risk Mitigation
e Michael Pettersen, Director

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

e Ollie Webb, Assistant Corrections Ombuds — Investigations

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

Health Care Authority (HCA)
e 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: 1984 (41-years-old)

Date of Incarceration: March 2022

Date of Death: April 2025

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

The cause of death is stab wound of chest. The manner of death is homicide.

A brief timeline of events the day of the decedent’s death:

01:00 hours e Tier check conducted by custody staff.

01:37 hours e The decedent’s cellmate uses the emergency call button to notify staff
that the cellmate believed they killed the decedent.

01:39-01:42 hours e Custody staff in the control booth radio for assistance.

e Custody and medical staff respond to the scene.

01:42 hours e The decedent’s cellmate is removed from the cell.

e Custody staff secure the scene and staff enter the cell to render aid.

01:45 hours e Medical staff assess the decedent and begin Cardiopulmonary
Resuscitation (CPR).

01:50 hours e Community Emergency Medical Services (EMS) called.
02:20 hours e Community EMS arrives on scene.
02:32 hours e Community EMS personnel 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 and offered no recommendations for corrective action.

A. The MRC reviewed the health record and antecedent care provided by DOC and issued the following
findings and recommendations. The MRC did not identify any opportunities to prevent a similar
fatality in the future.
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The MRC found:

The decedent received appropriate care and no significant care gaps were identified.

In addition to the physical injuries identified on the autopsy report, the decedent’s postmortem
toxicology was positive for methamphetamine.

The decedent’s cellmate had no flags to indicate that they should not be housed with a
roommate.

The MRC discussed the value of the community health care practice of routinely asking patients
about their living situation and whether they feel safe at home.

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

1.

Incorporating safety screening questions, such as “Do you feel safe in your living situation?” as
part of the Health Services visit process.

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.

2.

The CIR found that the decedent was fatally injured by their cellmate.

The CIR did not identify any operational procedures or policy violations that caused or
contributed to the decedent’s death and no DOC policies were identified as needing revision or
having been violated.

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

1. Druguse in prisons.

i. The decedent’s cellmate reported being under the influence of drugs at the time of the
incident and the decedent’s post-mortem toxicology was positive for methamphetamine,
a contraband drug.

ii. The introduction of contraband into prison facilities remains a complex challenge. DOC
has implemented multiple strategies to detect and prevent the entry of illicit substances
and continues to collaborate with other corrections systems to identify and adopt best
practices for improving detection methods.

2. Reporting housing safety concerns.

i. Incarcerated individuals can report housing safety concerns to any staff member in
person, by kite, or by kiosk message. Upon receipt of such a report, DOC staff will
immediately relocate the individual expressing concern while the report is investigated
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and appropriate action is taken.

ii. In this case, no safety concerns were reported by either the decedent or their cellmate.

UFR Committee Findings

The decedent died of a stab wound to chest. The manner of death is homicide.

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 should be
considered for review by the Department of Corrections:

1. Integrate structured safety screening questions into the Health Services visit process to
proactively identify housing-related safety concerns and support early intervention.
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