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Staff Safety  
2014 Annual Report to the Legislature  

Foreword  
“It is the intent of the legislature to promote safe state correctional facilities.  Following the tragic murder of 
officer Jayme Biendl, the governor and department of corrections requested the national institute of 
corrections to review safety procedures at the Monroe reformatory.  While the report found that Monroe 
reformatory is a safe institution, it recommends changes that would enhance safety.   

The legislature recognized that operating safe institutions requires ongoing efforts to address areas where 
improvements can be made to enhance the safety of state correctional facilities.  This act addresses ways to 
increase safety at state correctional facilities and implements changes recommended in the report of the 
national institute of corrections.” 

 – Legislative Declaration, RCW 72.09.680 [2011 c 252 1]  
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Executive Summary 

Background 
Following the murder of Officer Jayme Biendl in 2011, the National Institute of Corrections (NIC) was asked to 
review pertinent systems, policies, and procedures and submit recommendations to mitigate safety and 
security vulnerabilities at the Washington State Reformatory.   

The NIC findings and recommendations led to the introduction of Engrossed Senate Bill 5907 (ESB 5907), at 
the request of Governor Gregoire, with the intent to promote safe prisons.  ESB 5907 was signed into law by 
the Governor on May 5, 2011.  Prisons Division has addressed all of the recommendations and is piloting the 
suggested body alarm and proximity card technology.   
 
Report Overview 
The DOC promotes a culture that encourages: personal responsibility for safety; initiative in addressing 
security deficiencies; and continual monitoring for security improvements in work areas, practices, 
procedures, policies and physical layouts. In this fourth annual report to the Governor and Legislature, DOC 
relates the implementation status of legislative mandates to incorporate the recommendations made by NIC 
and its dedication to the safety of all DOC employees and offender populations. 

Commitment to Safety       
DOC employs staff to work with offenders in total and partial confinement facilities, as well as within the 
community.  Staff responsibilities include working with offenders in unpredictable and often dangerous 
settings.  Despite great personal risk, staff perform these duties with professionalism and pride.  They do this 
because they believe in improving public safety and working together for safe communities. Staff safety is a 
discipline that must be practiced by everyone at all times.  DOC promotes a culture of safety and remains 
deeply committed to and actively engaged in improving employee and offender safety. 

Prison Safety 
 

Security Advisory Committees 
The Security Advisory Committees are comprised of local and statewide committees that have empowered 
facility staff to take the initiative in identifying security gaps and have furnished an avenue to address them.  
Employees continue to provide innovative solutions to everyday challenges and actively engage in this process 
to ensure their own safety as well as the safety of others.  The success of this approach can be attributed to 
the support received from all levels of the agency.  By incorporating multi-disciplinary staff from all 
classifications, the submittals are broad and diverse; the work is progressive and impactful; and the 
resolutions, while often simple, are effective.  

Statewide Security Advisory Committee 
The Statewide Security Advisory Committee was established in June 2011 and continues to meet regularly to 
evaluate security concerns or suggestions that may impact department policy or require legislative funding.  
Their work included evaluating and making recommendations or taking action on several security concerns 
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affecting statewide policies or practices and assisting in the development of additional safety curriculum 
presented to staff as part of Annual In-Service training for the Prisons Division.  

Local Security Advisory Committees  
Local Security Advisory Committees were established by all 12 prisons in 2011 and continue to meet monthly.  
These committees are chaired by facility Captains or Lieutenants and include employees from a variety of 
disciplines who discuss security concerns or suggestions that have been submitted by staff.       

 Security Concerns/Suggestions Status Statewide 
Year Total Received Completed at 

Local Level 
Referred 

Statewide  
Completed 
Statewide 

  
2011 548 488 40 32 
2012 714 626 39 24 
2013 756 693 15 12 

*2014 466 285 11 4 
Total 2484 2092 105 72 

*As of November 2014 

Examples of 2014 submissions of local security concerns at individual prisons that resulted in subsequent 
changes in practice or routine are summarized below:  

 Shorten Phone Alarm Activation Time – The requester from Airway Heights Corrections Center (AHCC) 
noted that it took approximately 35 seconds before the emergency phone in the control center was 
activated upon receiving a call.  This time was shortened to approximately 15 seconds through assistance 
with the Department’s Information Technology (IT) staff, which immediately shortened the amount of 
time it takes to activate the phone alarm.         

 Medical Building Access – The requester from Cedar Creek Corrections Center (CCCC) noted that response staff 
could not access the medical building with their keys.  The medical building was re-keyed to give response staff 
access to all offender occupied areas of the building.  

 Barber Shop Scissors Accessibility – The requester at Monroe Correctional Complex (MCC) noted that 
the proximity of the barber shop to a main hallway created an opportunity for scissors to be passed 
out of the barber shop.  A review of this area and current practices resulted in the scissors being 
removed from the barber shop as an item that is no longer used or necessary.     

Keeping Prisons Safe 
The Department published Keeping Prisons Safe: Transforming the Corrections Workplace and the 
accompanying Field Guide (copies available upon request) in March of 2014.  The book is about how safety 
research in other industries can be both pertinent and practical for a correctional work environment.  In the 
past decade, major advances have been made in creating a safer work environment and reducing risk in the 
health care industry, aviation, and wild land firefighting.  What these advances have shown, has changed the 
way the Department thinks about safety. Drawing from this experience, this book derives four models that, 
when applied to safety in the corrections environment, can change the way employees work.  Some of these 
changes are simple, reminding employees that safety is in the detail. Others are more profound, requiring the 
Department to challenge assumptions and current explanations for how things happen. 
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This is not an attempt to summarize the large amounts of research done on these models, but rather to glean 
principles and practices that could apply to a correctional setting. This is not to suggest that corrections should 
replicate what works for other organizations, but to think more profoundly about why those things worked in 
order to adapt them to another context. The hope is that it will change the way the Department thinks about 
safety and the conversation around safety. In all instances, the intent is to consider how safety, viewed 
through each perspective, helps employees work in their own environment with more awareness and savvy.    

Although, research on the efficacy of these models has not yet been applied to corrections, the Prison Safety 
Project work group found them useful in reorienting the approach to the challenge of making the workplace 
safer. They were also helpful in discerning how to engage staff at all levels of the organization, “working within 
their job scope,” to make a difference toward safety. How these models were applied to the correctional 
setting is still the focus of conversation and exploration.  

Each model is described in terms of its explanation for how accidents happen and how it informs where to 
look for causes, and solutions. Each model is also examined for how it is also constraining.  

The accompanying Field Guide is a compendium of activities, exercises and discussion guides for putting 
theories about safety into action and transforming the work environment. There is a study guide for each 
chapter, meant to support supervisors as they work with staff and introduce new ways of thinking where it 
makes sense and is doable.  Almost all of these exercises and activities have been tested in forums, 
workshops, musters, training, and committees over the past three years and are very adaptable to different 
approaches.   

The Four Models for Safety as explored in chapters 1-4 are:  

 Human Error: Personal Culpability and Personal Safety 
 The Latent Cause and Effect: Situational Safety 
 Sense-Making: Creating Place Safety 
 Complex Systems Model: Organizational Safety   

The last chapter is neither a model nor a conclusion so much as an invitation to think differently about how 
safety can be achieved in the organization through both short term initiatives and longer term structural 
changes.  If the one thing that is certain is that change will not stop, then the creating of safety cannot stop 
either.  Safety is not an independent variable.  As with risk, it exists in the work itself. Adapted from Keeping 
Prisons Safe (Introduction) by C. Young, D. Pacholke, D. Schrum, and P. Young, (2014). 

The Department has offered this book and accompanying field guide to employees and is using the concepts 
and materials as a foundation for Prison Safety Curriculum.        

Operation Place Safety 
The Department researched successful efforts addressing violence motivated by the group dynamic and found 
Ceasefire, a model for reducing gun violence in communities.  The question was whether a community-based 
approach could be successfully adopted as a behavior management strategy in prison. To work effectively, it 
had to target the right instigators.  Staff began to look at ways current practice would have to change.  

Operation Place Safety is based on a deterrence approach for reducing violence rather than a reactive, more 
purely punitive approach. The first change was to focus more on the most serious violent acts that posed the 
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greatest risk to staff and offender safety rather than treating all violent acts the same.  Incidents such as staff 
assaults and offender fights/assaults in which multiple offenders were involved or a weapon was used posed 
the greatest risk of harm.  The second major change was to employ consequences that were more meaningful 
to offenders than traditional sanctions.  The privileges offenders valued most came to be used as restrictions: 
personal shoes, television, recreation privileges, etc. The third major change was the shift to group-based 
accountability. For specific violent acts, restrictions were placed not just on offending individuals but on their 
known group affiliates. This was based on the premise that peer pressure can work both ways.   

Operation Place Safety was piloted at the Washington State Penitentiary’s close custody living units and after 
one year proves to be very promising.   (Operation Place Safety – First Year in Review (June 2014) is included in 
the Appendix of this report.)          

 The most serious kinds of violence have gone down, especially in terms of: 
a. Aggravated staff assaults 
b. Using a weapon in a fight/assault 
c. Multi-offender fights and assaults 

 There is an overall reduction in harm for both offenders and staff. 
 
This pilot is a demonstration of how creating boundaries generates increased opportunities for change.  Both 
offenders and staff knew what to anticipate; uncertainty was eliminated. Offenders were given an honorable 
way out of their group dynamics; a chance to not engage in certain behaviors as a way to protect and respect 
their associates.  It reduced a chaotic state of affairs to one that was predictable.  A change in the safety 
climate fostered productive relationships, increased trust and opened the door to opportunities to participate 
in what the system has to offer. The improvements to safety at the facility also allowed offender privileges to 
be increased: more family visits, increased programming and opportunities for custody level advancement.     

DOC Policy 470.540 Group Violence Reduction Strategy was developed to support Operation Place Safety and 
facilitate a smoother expansion to additional sites.  Operation Place Safety was expanded to Clallam Bay 
Corrections Center in October 2014 (Appendix A). 

Staff Safety Performance Audit   
The State Auditor’s Office has hired subject matter experts to assess whether the Department could do more 
to ensure the safety and security of its correctional officers.  The audit seeks to answer the following 
questions:  

 Does the Department’s prison safety and security program meet industry leading practices and 
standards, and in areas where it does not, why? 

 Have recent changes in the Department’s prison safety and security program improved the safety and 
security of prison staff? 

 What information does the Department use to understand whether its program is improving prison 
staff safety and security and is the information adequate for managing the program?  

 What additional changes could the Department make to improve the safety and security of prison 
staff?  
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The audit team will begin site visits in December of 2014 and plan to visit all 12 prisons.  The State Auditor’s 
Office anticipates publishing a report in 2015 (Appendix B).   

Prisons Division Training  

Prison Safety Series Curriculum  
DOC promotes a culture that encourages personal responsibility for safety and security in prisons.  The 
content, discussion, and activities in this lesson targets strategies for improving personal safety, the safety of 
others, and the safety of the work place.  DOC developed curriculum adapted from Keeping Prisons Safe, 
Transforming the Corrections Workplace, C. Young, D. Pacholke, D. Schrum, and P. Young, (2014).  The first 
lesson in this safety series focuses on the Human Error Model.  
 
 Lesson Objectives include:  

 Critique personal practices that may cause safety risks in daily work.  
 Examine solutions for minimizing risk caused by human error.  
 Recognize and analyze the risk created by drifting from official procedures.  
 Identify and discuss options to improve safety and security.   

The curriculum was developed by a multi-disciplinary team based on feedback and input from the Statewide 
Security Advisory Committee and is being offered to all prison staff as part of the Fiscal Year 2015 Annual 
Agency Training Plan (Appendix C).       
 
Corrections Fatigue to Fulfillment™ 
Through a technical assistance grant from NIC, the Department was able to offer Corrections Fatigue to 
Fulfillment™ Instructor Training to 11 employees.  The four day train-the-trainer course was designed to 
prepare and certify classroom instructors in the proprietary course material titled Corrections Fatigue to 
Fulfillment™, so that they may facilitate perceptive, realistic, safe and supportive instruction with agency staff.   

Corrections Fatigue to Fulfillment™ contains material which addresses psychological challenges experienced 
by correctional employees due to workplace stressors and ways to overcome them.  The instructor training 
provided a technical background of those psychological challenges, as well as clarifying the magnitude of the 
psychological impact experienced by some.  Corrections Fatigue to Fulfillment™ will be offered to employees 
in 2015.     

Security Technology 

Electronic Staff Accountability System Pilot  
Twin Rivers Unit of MCC completed a ‘Proof of Concept’ pilot for an electronic staff accountability system.  The 
purpose of the pilot was to test the ability to use a bar code scanner to scan staff ID badges as employees 
enter and exit the facility.  The system is capable of generating a report of employees currently scanned in or 
out of the facility.  The system was developed by a former employee utilizing Microsoft Access.  The pilot was 
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successful and the Statewide Security Advisory Committee recommends looking at this system further and 
obtaining an assessment for enterprise feasibility.            

Body Alarm Pilot 
The body alarm system pilot was concluded at the Washington State Reformatory Unit of MCC.  System 
construction began October, 2012 and is now operational.  The system was evaluated by KMB design groups, 
inc. p.s. (KMB).  Construction implementation costs for the pilot project totaled $694,773.  Construction cost 
for the pilot project is $3.90 per square foot for interior space and $0.30 per square foot for open exterior 
space (Appendix D).     

The system provides location data to a control console when an alarm is activated and is in use by all staff in 
the areas covered by the pilot project.  The system installed is a passive, zone-based system which meets 
nearly all the user-identified criteria and provides greater locational accuracy than expected by users or 
project specifications.   

KMB reports that the installed system met 96% of the goals and requirements established by the Department 
and 86% of the desired features of the line-staff user group.  The Statewide Security Advisory Committee met 
at MCC to review and observe the system in action.  The committee was impressed with the functionality of 
the system.   

The Department will be working with the Statewide Security Advisory Committee to develop 
recommendations and next steps toward a systematic expansion of this or similar system.  This work will begin 
in 2015.     

Narrow-Banding Project  
The Department replaced radio equipment following a Federal Communications Commission (FCC) ordered 
change to radio frequency usage nationwide. DOC radio equipment was upgraded to be narrow-band capable.  
During this project the Department acquired and deployed additional mobile radio equipment to all 
Community Corrections offices.   Also, during this process, the Department expanded communications with 
local jurisdictions, adding 15 city, county, and regional entities, which enables DOC officers to contact dispatch 
for emergency assistance to improve and enhance officer safety.  The Department completed the narrow-
banding effort within required time frames and approved budget. 

800 MHz Re-Banding Project  
The FCC ordered a reallocation of the spectrum of radio communication frequencies nationwide in order to 
reduce interference between commercial entities and Public Safety Radio systems. DOC facilities were 
required to program all radios and base stations to new frequencies, while maintaining daily operations and 
communications supporting staff safety. The Department has completed 7 of 8 remote sites, 10 of 12 
institutions, and is supporting the Department of Social and Health Services’ Special Commitment Center.  
While the effort has been focused on Prisons, a small contingent of Community Corrections work releases and 
field offices will be reprogrammed toward the end of the overall project. This project is anticipated to be 
completed late-March of 2015.   
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Community Corrections Safety 
The Community Corrections Division (CCD) continues to implement new laws, policies, and procedures aligned 
to evidence based corrections and a new supervision model.   The implementation of these changes is made 
with the underlying principle of focusing on staff safety.   

Community Corrections Safety Committee 
The Statewide Community Corrections Safety/Security Committee was established in 2011 and continues to 
meet quarterly to evaluate safety and security concerns and suggestions that may impact Department policy, 
budget, and workload.  The committee is co-chaired by a CCD Program Manager and a representative of the 
Washington Federation of State Employees.  In addition, the committee membership is comprised of the CCD 
Safety/Security Specialist and employees from around the state and a variety of job classifications.  The 
committees work includes evaluating and making recommendations regarding safety and security concerns 
affecting statewide practices.    

The following are examples of safety and security enhancements that are being implemented statewide: 

 Electronic Control Devices (ECDs) – Following the 2013 ECD pilot project, the decision was made to move 
forward and equip those staff requesting to carry this additional use of force option.  CCD staff were 
trained as trainers by TASER Inc. and a statewide training plan was developed.  To date, approximately 
400 CCD staff have been trained and certified to carry an ECD.  Work has begun to develop a training plan 
for annual re-qualification.      

 Office Safety Assessments – CCD has started the process of evaluating individual office space and 
practices regarding staff safety.  CCD staff, in collaboration with the Emergency Operations Unit staff, 
visited field offices, met with staff, and evaluated local practices around offender movement within the 
office, office arrests, and office configurations.  Recommendations are then formulated for improving 
staff safety within the office. 

 Reception Area Windows – An assessment was completed by the headquarters Facility Manager 
regarding the replacement of reception area windows.  The first group of windows to be replaced are the 
full height sliders and 8 of the 18 identified have been replaced.  The second group are the trophy case 
style windows with approximately 20 identified for replacement.    These type windows are being 
replaced with double paned glass which has been treated to prevent shattering and will greatly enhance 
staff safety.   

Community Corrections Division Training 

Arrest Planning and Implementation (API) Phase I  
In 2013, CCD partnered with the Training Development Unit to develop and deliver a 3-day training for all 
employees with arrest authority. The overarching premise of the training was on safety and its applicability to 
planned arrests and standard field contacts.    

API Phase I included lecture, activities, and scenarios.  This training stressed the importance of knowing the 
laws that affect decisions, how to make a plan that promotes safety for all that are involved and the 
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techniques needed to properly search for and apprehend a subject that is wanted for violation of their 
supervision as well as after action debriefing to discuss lessons learned.  This training was delivered on a unit 
level and taught officers team tactics and how to process evidence correctly if there was a new crime 
committed within their presence or while they were searching.  The training was well received by all the 
officers that attended.   

In March 2014, API Phase I was implemented into CCD annual in-service and was mandatory training for all 
Community Corrections Officers, Specialists, and Supervisors.  API Phase II, is currently in development with a 
target delivery date of spring 2015.   

Policy and Equipment Enhancements 
 

Electronic Control Devices 
CCD has equipped approximately 400 staff with ECD’s to provide an additional use of force option to address 
situations where an immediate threat to staff safety is present.  To facilitate the statewide rollout, changes, 
adjustments to the title and applicability to DOC Policy 410.215 Electronic Control Devices – Community 
Corrections (dissemination restricted) were made.   
 
Personal Firearms 
With prior authorization, staff are now allowed to carry a personal firearm when traveling for official state 
business in a state owned/leased or personal vehicle.  DOC Policy 420.240 Personal Firearms (dissemination 
restricted) was created to support this practice and provide clear criteria for employees.   

Vehicles 
CCD continues to make a significant investment in the division’s vehicle fleet.  Since last year, 29 new vehicles 
have been leased to replace vehicles with high mileage and repair costs.  An additional 36 vehicles have been 
requested to replace vehicles that are 15 years or older.  The replacement vehicles selected are better suited 
for extreme weather conditions, rural driving conditions as well as outfitted with a protective barrier to 
protect staff while transporting offenders, directly improving staff and offender safety.    
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Executive Summary 

 
The high-rate of prison violence committed by gang-affiliated offenders persists despite an eclectic array 
of strategies aimed at curbing prison violence.  A community group violence reduction strategy known 
as Operation Ceasefire, based on well-established deterrence principles and criminological theory, has 
emerged as a promising practice to reduce group-motivated violence in prison.  Ceasefire is a harm 
reduction model, acknowledging while gangs cannot be eliminated, the violence they commit can be 
reduced.  The Ceasefire model targets specific violent acts with swift, certain, and meaningful 
consequences applied to the perpetrator of the violent act and the group with whom they associate.  
Indeed, this is group enforcement.  At the same time, Ceasefire recognizes violence is not a problem to 
be solved by enforcement alone but rather, through a collaborative effort between law enforcement, 
social service providers, and community members.  
 
The Washington State Department of Corrections has implemented Operation Place Safety which is 
based on the Ceasefire model.  Operation Place Safety is governed by DOC Policy 470.540 Group 
Violence Reduction Strategy and has been in-effect as a pilot for over one year at one of DOC’s highest 
custody general population facilities: the Washington State Penitentiary – West Complex.  Piloting 
Operation Place Safety at the West Complex was purposeful due to its high custody, high rate of gang-
affiliated offenders, and what has historically been more serious acts of violence that have occurred 
there.  Operation Place Safety is a deterrence-based strategy aiming to make facilities safer through a 
three-pronged approach of:  

 ENFORCEMENT.  The violent acts posing the greatest risk to staff and offender safety are 
exclusively targeted as prohibited violent acts.  Prohibited violent acts include staff 
assault, a fight/assault with a weapon, and a multi-offender fight/assault.  Prohibited 
violent acts are deterred by applying an enhanced response which includes privilege 
restrictions (e.g., confiscation of television, revocation of offender commissary, etc.) 
being imposed on groups.  Groups are comprised of the offender who commit a 
prohibited violent act and the offenders with whom they closely associate.   

 HELP.  Assistance is made available to help offenders succeed in pro-social alternatives 
to violence.  This includes connecting offenders to programs and jobs based on existing 
eligibility criteria such as risk and need.  In addition, other facility resources and 
community partnerships are enhanced to develop other meaningful activities such as 
dog training, sustainable practices, and community volunteer programs.    

 ENGAGEMENT AND NOTIFICATION.  Staff and external community members, specifically 
those with whom offenders can identify, directly communicate with offenders in a 
meeting to notify them of the prohibited violent acts, outline the enhanced response, 
encourage participation in programs and meaningful activity, and reinforce pro-social 
values.   

Operation Place Safety was launched at the West Complex through a notification meeting in December 
of 2012.  Efforts and resources were frontloaded to develop Operation Place Safety because it was the 
first application of the Ceasefire model in a prison.  This was a collaborative effort between the 
Washington State Department of Corrections, David Kennedy, architect of the original Ceasefire model, 
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and affiliates of the John Jay College of Criminal Justice Center for Crime Prevention and Control.  Local 
organizations and community members also played a key role.   
 
This report is a summary of the first year of Operation Place Safety.  It is not a program evaluation nor is 
it a position paper on prison gang management strategies.  Rather, this report aims to provide an 
overview of Operation Place Safety including its theoretical foundations, enterprise-level design, and 
implementation as the first application of the Ceasefire model in a correctional setting.  A major 
objective of this report is also to explore preliminary outcomes.  Operation Place Safety has only been 
in-effect for one year at one facility and more time is needed to assess its long-term impact on serious 
acts of violence.  However, early data indicators are promising.  
 
 

COMPARED TO A PRE-OPERATION PLACE SAFETY TIME PERIOD OF 2011 TO A POST-OPERATION PLACE SAFETY TIME 
PERIOD OF 2013, PROHIBITED VIOLENT ACTS HAVE GONE DOWN IN THE WEST COMPLEX BY ALMOST 50%. 

 
 

 
 
The decline in prohibited violent acts suggests Operation Place Safety might be a promising practice to 
help make prisons safer.  The implications of this for the Washington State Department of Corrections 
include expanding Operation Place Safety to other facilities.  There are also wider implications.  
Operation Place Safety is the first application of the Ceasefire model in a correctional setting and has 
generated considerable interest.  Correctional agencies from several states have visited the West 
Complex to learn more about the model which means group violence reduction strategies might be 
replicated in more prisons.  Consequently, this will create opportunities to evaluate the evolution of the 
Ceasefire model from communities into prisons.  However, research is ultimately what is needed to 
understand if Operation Place Safety is a viable strategy for reducing violence in prisons in the long-run.    
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Background 

 
Correctional authorities have long made efforts to reduce violence in prison, particularly among high-
risk populations such as gangs.  At the Washington State Department of Corrections (DOC), gang-
affiliated offenders make up less than one-quarter of the offender population but commit almost half of 
the violence in prison.  With few evidence-based practices in the field of corrections to prevent gangs 
from committing violence, prisons have had to resort to strategies of suppression and containment.  
Individuals are held accountable and groups are locked up.  These practices achieve the goal of isolating 
and containing violence but are not effective in preventing it.  When one gang-affiliated offender—or an 
entire group—is locked up for a violent act, the gang is still represented in general population by the 
other gang-affiliated offenders who remain there.  And even in the most restrictive custody settings 
such as segregation, violent acts can still be directed1.  The risk of harm to staff and offenders goes 
unchanged and with few alternatives beyond suppression and containment, prisons are pushed into 
using more of it.  More correctional control is imposed on groups of offenders already cohesive and 
resistant to outside influence.  Gangs become tighter.  Violence continues.   
 

Groups in Theory and Practice 
Prisons must have rules and hold offenders accountable to them.  Offenders who break prison rules by 
committing a violent act are removed from general population, infracted, and sanctioned; perhaps to 
segregation or a revocation of good conduct time extending their prison stay.  Indirect consequences of 
their violent actions will also take shape: demotions to more restrictive custody settings where 
opportunities for programming, jobs, and family visits will be reduced.  It is reasonable to assume the 
offender has been taught a lesson; the consequences unfolding are in direct result of their actions and 
some deterrence has been gained.  This is an overly generous assumption because the offenders who 
commit violent acts are being held accountable not only by formal authorities but also by informal 
authorities such as gangs.  To be clear, gang affiliation does not automate violence.  If half of all prison 
violence is committed by gang-affiliated offenders, this also means an equal portion of prison violence is 
not.  Most offenders, including those who are gang-affiliated, comply with most prison rules most of the 
time.  However, there is a social organization in prison and a code of conduct that competes with prison 
rules.  This is the ‘inmate code2’ and offenders collectively hold each other accountable to it.  ‘Snitching’ 
or retreating from a fight are ways to violate this code and some groups even forbid their members from 
participating in re-entry programming as a way to rebuff the correctional authorities who provide them.  
Codes are rich and nuanced but, offenders know what they are and the consequences for violating 
them.  Simply falling out of favor with a group and losing the fringe benefits of association such as 
protection, money, or a sense of belonging are powerful consequences.  Violence may also be used.  It is 
difficult to unpack any violent act (especially assaults with weapons or group disturbances) to not find: 
snitching, disputes over commodities such as phones or yard time, or retaliation for drug or gambling 
debts gone unpaid.  Such conflict is not limited to gangs.  It must be said: gangs are groups but, not all 
groups are gangs.  Most offenders reinforce the code through group cohesion. Gangs are the most overt 
example.  Gangs sometimes have clear roles, hierarchy, and rivalries with other groups that have gone 

                                                           
1 For a review of the resiliency of gangs in high security settings: Wallace-Wells, B.  (2014, February 26).  Is solitary confinement an impossible idea?.  New York 
Magazine.  Retrieved from http://nymag.com/news/features/solitary-secure-housing-units-2014-2/. 

2 Gresham Sykes coined this term during his pioneering study on the social organization of prisons in the 1950’s.  See Sykes, G.M.  (1958).  The society of captives: A 
study of maximum security prisons.  Princeton, New Jersey: Princeton University Press. 
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on for so long that no one remembers why they started.  However, gang members do know that failing 
to follow a directive from a leader or refraining from expressing their group allegiance, through violence 
with an enemy combatant if necessary, are code violations that bring the risk of a violent consequence.  
These are group dynamics in which offenders are locked.  Individuals must be held accountable but, 
gangs must also be managed.  
 

Prior Gang Management Strategies 
The key to reducing violence is to give gang-affiliated offenders the ability to opt out of the group 
dynamic that drives them to commit violent acts.  This was the basic philosophy underlying DOC’s 
previous violence reduction strategies.   

 SEPARATING CERTAIN RIVAL GANGS AT RECEPTION TO DETERMINE AN OPTIMAL FACILITY PLACEMENT.  
All offenders are screened for circumstances that might preclude them from certain 
housing assignments for safety concerns.  For example, if an offender is deemed to pose 
a risk to the safety of another offender, separate general population facilities are 
assigned.  Gang-affiliated offenders are screened via this process as well and group 
rivalries are a particular consideration.  Not all gangs have a rival group and even those 
who do don’t necessarily carry out their rivalry with violence.  However, the rivalries of 
some gangs were more pervasive and more strongly influenced their members to 
commit violence.  DOC conducted additional screenings with these groups.  Certain rival 
gangs were separated at prison admission and then after classification into the least 
restrictive custody based on criminal history and behavior (gang affiliation is not a factor 
in classification), individual gang-affiliated offenders were interviewed as part of a ‘high 
touch’ process to determine a facility assignment to prevent them from getting mixed 
up in the group dynamic driving violence3.   

 HARNESSING PRO-SOCIAL INFLUENCES SUCH AS FAMILY TO ENCOURAGE DESISTANCE FROM GANG 
ACTIVITY.  Most offenders value the ability to maintain relationships with their families 
and children.  Gang-affiliated offenders are no different.  For some gang-affiliated 
offenders, this influenced preferences for a facility close to their home communities 
where prison visitation would be more feasible.  There were genuine motivations for 
gang-affiliated offenders to do their own time and a desire to see them succeed in doing 
it.  DOC made efforts to locate gang-affiliated offenders at facilities close to their home 
communities so they could maintain relationships with their families which might also 
help them desist from gang activity.      

 STRATEGIC HOUSING: INTEGRATING AND SEPARATING RIVAL GANGS.  Some gang-affiliated 
offenders were granted overrides to custodies below their classification to help them 
avoid the deeper gang politics at higher custody facilities.  Other gang-affiliated 
offenders were assigned to facilities corresponding to their custody classification where 
they could also be separated from rival gangs, if necessary.   

All DOC facilities are comprised of non-affiliated and gang-affiliated offenders of various groups, even 
rival gangs, safely co-mingling in general population.  The Washington State Penitentiary (WSP) West 
Complex is the only facility that separates certain rival gangs from one another using its four living units 
                                                           
3 For more information on prior violence reduction strategies: Green, S.J.  (2010, August 18).  State’s proactive approach drives down prison violence.  Seattle Times.  
Retrieved from http://seattletimes.com/html/localnews/2012662972_prisonviolence19m.html. 
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divided by a perimeter fence into two separate quadrants.  There is no between-quadrant contact which 
keeps rival gangs from committing violent acts against one another.   
 

Aggregate Impact and the West Complex 
Facilities around the state experienced reductions in violence almost immediately after these strategies 
began and this reduction continued for several years.  See Graph 1 (below).   
 
 
GRAPH 1: RATE OF VIOLENT INFRACTIONS4 FISCAL YEAR 2008 TO 2012 – ALL PRISONS 

 
 
Violence was going down at WSP as well.  See Graph 2 (below).  However, the most severe forms of 
violence came out of the four units comprising the West Complex.   
 
 
GRAPH 2: RATE OF VIOLENT INFRACTIONS FISCAL YEAR 2008 TO 2012 – WASHINGTON STATE PENITENTIARY 

 

                                                           
4 The Washington Administrative Code outlines all infractions applied for rule violations in prison.  DOC uses certain infractions to track prison violence, specifically: 
502 – aggravated assault on another offender, 505 – fighting, 602 – possession of a weapon, 604 – aggravated assault on a staff member, 611 – sexual assault on a 
staff member, 633 – assault on another offender, 635 – sexual assault on another offender, and 704 – assault on a staff member.   
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Offender fights were larger, sometimes becoming group disturbances, and assaults against staff were 
more severe and more frequent.  For example, in fiscal year 2012 there were 11 aggravated staff 
assaults and WSP accounted for all but one of them.  See Table 1 (below).  Some facilities such as the 
Monroe Correctional Complex experienced more staff assaults than WSP but, the staff assaults 
experienced by other facilities tended to be less severe as indicated by their non-aggravated status5.    
      
 
TABLE 1: NUMBER OF VIOLENT INFRACTIONS AND STAFF ASSAULT INFRACTIONS WITH TYPE FISCAL YEAR 2012 – MAJOR FACILITIES 
 

Facility All Violent 
Infractions 

All  
Staff Assaults  

Aggravated Staff 
Assaults 

Non-Aggravated 
Staff Assaults 

Airway Heights Corrections Center 240 5 0 5 

Clallam Bay Corrections Center 129 5 0 5 

Coyote Ridge Corrections Center 331 6 0 6 

Monroe Correctional Complex 244 59 0 59 

Stafford Creek Corrections Center 157 12 0 12 

Washington Corrections Center 241 22 1 21 

Washington Corrections Center for 
Women 99 5 0 5 

Washington State Penitentiary 388 47 10 37 

DOC 1829 161 11 150 

 
 
The West Complex was the only facility in which rival gangs could be housed separately.  Half of the 
offender population at the West Complex was gang-affiliated; a rate twice that of nearly all other 
facilities.  It was also one of only two facilities operating at close custody, the highest general population 
custody level where offenders serving sentences for the most violent of crimes must initially be housed.  
The West Complex had become the de facto location for high violent gang-affiliated offenders and their 
numbers had to be intensively managed.  Transfers between facilities were conducted and opportunities 
for custody promotions were monitored to help redistribute concentrations of gang-affiliated offenders 
out of the West Complex.  Violence still happened, 66% of which involved a gang-affiliated offender, and 
lockdowns often followed.  The combination of high custody and high numbers of gang-affiliated 
offenders meant the group dynamic had been made deep in the West Complex.  And with few other 
general population options, gang-affiliated offenders vacillated between close custody and segregation. 
The group dynamic was hard to avoid and eventually, it started to influence offenders beyond the West 
Complex.  Violence at other facilities began going up, some of it directed by gang leadership at WSP.  
                                                           
SStaff assaults are distinguished through two separate infractions: 604 – aggravated assault on a staff member and 704 – assault on a staff member.  Both include a 
staff member being physically attacked.  Aggravated staff assaults are unique in that they must result in a physical injury that required medical care beyond 
assessment (e.g., bandaging, suturing, surgery).  A non-aggravated staff assault might result in a physical injury but does not require medical care.  For example, an 
aggravated staff assault might include an offender throwing closed fist punches at a staff member whereas a non-aggravated staff assault might include an offender 
throwing food products or bodily secretions at a staff member.   
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Worse, offenders in the West Complex began to commit more serious violent acts indicating once 
successful gang management strategies were waning in efficacy. 
 

Serious Violent Acts  
In early-2012, two violent incidents involving weapons occurred within days of one another in adjacent 
living units of the West Complex.  Violent incidents with weapons had been rare. 

 JANUARY 31.  An offender assaulted another offender with multiple strikes to the head 
and upper body using a handmade weapon.  The offender-victim sustained life-
threatening injuries.  No injuries were incurred by staff.   

 FEBRUARY 4.  Two offenders, equipped with handmade weapons, engaged in mutual 
combat.  The incident became larger and more dangerous as several other offenders 
became involved and the offenders turned their weapons on responding staff.  Injuries 
were sustained by multiple staff and offenders.   

Both incidents were gang-related, products of group conflict expressed violently, and the short time 
period in which they occurred was troubling.  Weapons mean fear and fear means more weapons.  
Offenders who equip themselves with weapons often fear for their own safety which may be influenced 
by thinking other offenders have weapons6.  Post-incident searches of the West Complex resulted in 
additional weapons being confiscated.  This was concerning for the safety of staff, especially for 
responding staff who were at risk of being seriously harmed.  This created urgency to adopt a strategy 
that was preventative first and reactive second.  The goal was to reduce the risk of harm to staff and 
offenders by deterring the most serious violent acts.  However, with few strategies in corrections 
beyond the limited practices of suppression and containment, DOC began looking outward and found a 
strategy that had emerged decades earlier in response to serious acts of group-motivated violence 
taking place in Boston, Massachusetts. 

                                                           
6 The theme of fear is robust in research on violence among populations such as offenders but also more general groups of people.  For example, Sheley and Wright 
found that approximately forty-percent of high-school students had been shot at or threatened with a gun and nearly half knew a schoolmate who had been shot 
at.  Self-defense was mentioned as the most common reason for carrying a firearm.  See Sheley J.F. and Wright, J.D.  (October 1998).  High school youths, weapons, 
and violence: A national survey (Research Brief).  National Institute of Justice: Research in Brief.  Retrieved from https://www.ncjrs.gov/pdffiles/172857.pdf. 
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Operation Ceasefire 

 
The early-nineties had seen Boston become entrenched with unprecedented levels of street gun 
violence.  The annual homicide rate was rising and the majority of people dying were young people.  
Between 1987 and 1990, homicide among persons under the age of 24 increased 230%7.  Boston had a 
problem with youth homicide.  Law enforcement had become overwhelmed by the problem and despite 
their best efforts, young people in Boston continued to die violent deaths.  A new approach was needed.  
With sponsorship from the National Institute of Justice, criminal justice experts from Harvard’s Kennedy 
School of Government, including now well-known Ceasefire creator David Kennedy, and law 
enforcement in Boston formed a workgroup to study youth homicide and design an intervention.  
Through a mixed-methods approach, using crime data and the experiences of frontline law enforcement 
practitioners, the workgroup uncovered interesting patterns about Boston’s youth homicide problem:  

 GANGS, CLIQUES, AND CREWS.  Perpetrators and victims knew each other and both were 
involved with gangs, cliques, and crews.  Young people in Boston were killing other 
young people, resolving ‘personal beefs’ and gang conflict by shooting each other. 

 HIGHLY CRIMINAL POPULATION.  Both perpetrators and victims had extensive contact with 
the legal system.  Many perpetrators and victims were on probation or parole and a 
small number of them made up the majority of all arrests and arraignments.  Boston’s 
youth were committing homicides, other crimes, and their criminality was concentrated 
among a few high-rate offenders. 

Boston’s youth homicide problem was concentrated within a known gang population and their 
offending patterns made them vulnerable, giving law enforcement the ability to use these vulnerabilities 
as ‘levers’ to be pulled8.  Law enforcement could serve outstanding warrants, launch investigations, and 
make arrests for low-level crimes. They could also pull levers quickly, easily, and exact them as 
consequences on an entire group.  Indeed, the plan was for law enforcement to hold groups 
accountable for shootings committed by individual members.  Law enforcement combined the legal 
vulnerabilities of each youth, assembled them as criminal cases to use as collateral, and held in-person 
‘call-in’ meetings with gangs to make a promise: future youth homicides would result in law 
enforcement coming to collect on that promise.  At the same time, help was offered.  Social service 
providers in Boston gave opportunities beyond the streets such as job referrals, housing assistance, gang 
mediation, etc.  Youth had options but, the expectations were clear and law enforcement responded to 
future shootings by pulling levers.  Boston’s youth were apprehended in arrest sweeps; their other 
criminal activities such as illegal drug markets disrupted, and enhanced surveillance was given to the 
group who’s shooting prompted extra attention by law enforcement.  In the years after Ceasefire 
implementation, youth homicide in Boston dropped 63%. 
 

                                                           
7 Kennedy, D.M., Braga, A.A., and Piehl, A.M.  (2001).  Developing and implementing Operation Ceasefire.  Reducing Gun Violence: The Boston Gun Project’s 
Operation Ceasefire.  Retrieved from https://www.ncjrs.gov/pdffiles1/nij/188741.pdf. 

8 For more on the theoretical foundations of pulling levers strategies: Kennedy, D.M.  (1997).  Pulling levers: Chronic offenders, high-crime settings, and a theory of 
prevention.  Valparaiso Law Review, 31.  Retrieved from http://www.hks.harvard.edu/var/ezp_site/storage/fckeditor/file/pdfs/centers-
programs/programs/criminal-justice/pulling_levers.pdf. 
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A Promising Practice 
The reduction in youth homicide in Boston prompted law enforcement agencies around the country to 
launch versions of Ceasefire to address their violent crime problems.  Gun homicide in Stockton, 
California dropped 42%, gang-member involved homicide in Lowell, Massachusetts was reduced by 44%, 
and even Los Angeles, California, the gang capitol of the world, experienced significant short-term 
reductions in violent and gang crime after implementing Ceasefire9.  Despite its success in communities, 
prison has been unchartered territory.  It is not clear why.  However, the escalation of serious acts of 
group-motivated violence in the West Complex alongside few correctional strategies effective in 
reducing violence, presented the need to try something new.  Could Ceasefire make prisons safer?  It 
quickly became apparent answering the question of ‘will Ceasefire work?’ required expert-level 
understanding as to why it worked.  
 

Studying Ceasefire 
DOC began conducting preliminary research of the Ceasefire model.  As a deterrence strategy, Ceasefire 
is based on well-established deterrence principles to maximize the use of sanction as a crime prevention 
tool.  For example, research informs a swift and certain sanction is more deterrent than a delayed and 
severe sanction.  There is also evidence suggesting communities and peer groups to be more influential 
in gaining compliance to the law than the sanctions imposed by law enforcement.  Traditional 
enforcement is constrained in both aspects and Ceasefire leverages these deterrent constraints by 
restructuring existing resources around needed deterrence principles and other impactful controls to 
more effectively prevent crime.   

 FOCUS EXCLUSIVELY ON THE MOST SERIOUS CRIME PROBLEMS.  There are more rules than there 
are resources to enforce them.  Zero-tolerance and ‘obey all laws’ policies lead to the 
inconsistent application of rules and consequences, causing offenders to become 
ignorant of what they actually are, and for their offending to go undeterred.  Focusing 
enforcement resources on the most serious crime problems increases the likelihood of 
getting caught and enhances deterrence.  

 USE OTHER AVAILABLE LEGAL AND INFORMAL SANCTIONS CREATIVELY.  Traditional legal processes 
(investigation, apprehension, prosecution) delay a sanction from being in close 
proximity to the crime and do not result in all offenders who commit crimes being 
sanctioned (such as those committed by a group).  This may also result in the application 
of overly harsh sanctions holding more downsides than deterrent value.  Flexible legal 
controls exist outside traditional processes which can accelerate the swiftness of a 
sanction and widen the scope of accountability to be more deterrent.  

 TARGET GROUPS TO REDUCE GROUP VIOLENCE.  A disproportionate amount of violence is 
committed by individuals locked in group dynamics such as gangs and street groups.  
Group dynamics are more influential in gaining compliance to the law than the sanctions 
imposed by law enforcement.  The group dynamic driving offenders to commit violence 
can be flipped to deter it provided groups, not individuals, begin to be held accountable.  

 ADVERTISE AND CONNECT OFFENDERS TO SOCIAL SERVICES AND PROGRAMS.  Many offenders, even 
those locked in group dynamics and the violence that comes with it, don’t like the 

                                                           
9 National Network for Safe Communities.  (n.d.)   Fact Sheet.  Center for Crime Prevention and Control, 
http://www.nnscommunities.org/NNSC1000a_Factsheet_Final_revised_single.pdf.   
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situation they are in and enforcement alone will do little to make it better.  If given the 
opportunity to succeed in pro-social alternatives to groups and violence, many 
offenders will take it.  

 COMMUNICATE PRO-SOCIAL COMMUNITY STANDARDS AND DISCREDIT VIOLENCE-CULTIVATING 
NORMS.  Offenders, even those who commit violent acts, know violence is wrong.  So do 
the communities to which they belong.  Violence is a product of powerful peer norms 
concealing existing moral values.  Engaging offenders’ communities in enforcement 
strategies as a source to counter violence-cultivating norms can prevent the 
perpetuation of violence.  Changing norms can change behavior.   

There were similar themes between the stories of Boston and the West Complex.  However, these were 
also very different environments.  Ceasefire offered a model but, what would this look like in prison?  A 
community model needed translating.  
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Designing a New Strategy 

 
In April 2012, DOC began collaborating with Ceasefire architect and crime prevention expert David 
Kennedy and affiliates of the John Jay College of Criminal Justice Center for Crime Prevention and 
Control, to modify Ceasefire for implementation in prison.  From these conversations, similarities 
between the deterrent constraints of the traditional enforcement methods used in the community and 
those used in prison emerged to reveal a framework for a new violence reduction strategy.     

 FOCUS ON THE VIOLENT ACTS POSING THE GREATEST RISK TO STAFF AND OFFENDER SAFETY.  Not all 
violent acts are created equal.  Certain violent acts hold elements that increase the risk 
of harm to staff and offenders.  For example, an assault with a weapon is not the same 
as an assault without one.  DOC could not afford to continue treating all violent acts the 
same.   

 USE OTHER FORMS OF CORRECTIONAL CONTROL AS LEVERS TO PULL.  Traditional prison discipline 
was limited.  Processes involving investigations and hearings moved too slowly to be 
optimally deterrent.  Using segregation was also troubling.  There was a clear need to 
remove the offenders from general population who had committed serious violent acts 
such as assaults with weapons or group disturbances.  However, there was also a need 
to acknowledge this might make group dynamics worse.  Group-motivated violence may 
be legitimized by segregation as a ‘cause’ worthy of ‘going down for’.      

 HOLD GROUPS ACCOUNTABLE FOR THE ACTIONS OF INDIVIDUAL OFFENDERS.  Individual 
accountability was not effective in deterring violence that was essentially group-
motivated.  The fact that 2/3 of all violent acts taking place in the West Complex could 
be tied back to a gang-affiliated offender was not coincidence.  These were group 
dynamics at play, made deep by place-specific context: high custody and high 
concentrations of gang-affiliated offenders.  The group dynamic needed to be targeted 
rather than fragmented.   

 ENHANCE OPPORTUNITIES FOR PROGRAMMING AND OTHER ACTIVITY BUT FIRST REDUCE VIOLENCE.  
Offenders needed to have more opportunities to reduce their idleness.  There were 
programs and activities in the West Complex but, violence needed to be reduced to 
make them more available.  Recurring violent acts prompted recurring lockdowns and 
the length of each varied in relation to their severity of the violent act.  Lockdowns 
prevented staff from being able to run programs, not to mention develop new ones.  
And lockdowns were often followed by modified operating protocols where offender 
movements out of the living unit had to be made more restrictive.  This made it hard to 
maximize the availability of programs and activities.  The violent acts committed by a 
few offenders were depriving the majority of offenders of opportunities to serve their 
sentence in a productive way.   

 PARTNER WITH COMMUNITIES TO COMMUNICATE TO OFFENDERS THE PRO-SOCIAL STANDARDS NEEDED 
FOR A SAFE, PRODUCTIVE PRISON COMMUNITY.  Staff safety is not possible without offender 
safety, public safety is not possible without prison safety, and without prison safety little 
else is possible.  Offenders needed to hear how violence impacted their safety, the 
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safety of staff and other offenders, and how it impacted their ability to do their time in a 
positive way.  Neither staff nor offenders wanted to be on lockdown but, the West 
Complex needed to be made safer before it could be made less restrictive.  Offenders 
also needed to hear how violence impacted the community, their communities.  The 
West Complex needed to be safe for offenders and for their families in the community.   

These deterrent constraints revealed themselves as leverage points for DOC to design a strategy to 
prevent serious violent acts.  Which violent acts posed the greatest risk to staff and offender safety?  
What is a group and how do you hold them accountable?  These questions required answers aligning 
with deterrence principles and correctional practice.   
 

Focusing on Prohibited Violent Acts 
DOC identified the violent acts posing the greatest risk to staff and offender safety as: staff assault, 
fight/assault with a weapon, and a multi-offender fight/assault.  These prohibited violent acts are 
informally known as the ‘forbidden 3’ and several considerations were given to enforce them. 

 FIRM DEFINITIONS.  Violent acts were not always cut-and-dry.  What ‘counted’?  Prohibited 
violent acts were defined according to the problem taking place in the West Complex: 
serious harm.  Staff assault was defined as those causing or attempted to cause bodily 
injury, fights/assaults with a weapon were defined as those in which a weapon is used 
or visibly present during the incident, and multi-offender fights/assaults were defined as 
those involving three or more offenders.   

 FAIR AND REASONABLE.  Target the most serious acts of violence likely to be group-
motivated.  Shifting from individual to group accountability was a dramatic shift and it 
mattered that the violent acts targeted seemed reasonable in the eyes of offenders.   

 AVAILABLE RESOURCES FOR A CONSISTENT FOLLOW THROUGH.  DOC planned to focus all 
available resources on the violent acts that posed an increased risk to staff and offender 
safety.  However, there was a need to be mindful of how often these violent acts 
occurred because they needed to be met by a swift and certain response10.  This meant 
ensuring there were sufficient resources to follow-through each time a prohibited 
violent act occurred.  For example, one-on-one fights occurred frequently enough that 
targeting them might exhaust enforcement resources, induce anxiety among the 
offender population, and do little to reduce lockdowns in the West Complex.  
Fortunately, more severe violent acts were also the least frequent.   

Prohibited violent acts became the focus of new violence reduction strategy.  Offenders were still 
infracted and sanctioned for committing a prohibited violent act just as they were for other rule 
violations such as one-on-one fights, tattooing, or failing a drug test.  Traditional prison discipline 
remained in place but, prohibited violent acts would also be met with an enhanced response designed 
exclusively for their commission.      
 

                                                           
10 Research suggests that swift and certain sanctions are the most effective way to generate deterrence.  See Hawken A. and Kleiman, M.  (2009).  Managing drug 
involved probationers with swift and certain sanctions: Evaluating Hawaii’s HOPE.  National Institute of Justice.  Retrieved from 
https://www.ncjrs.gov/pdffiles1/nij/grants/229023.pdf.   
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Enhanced Response: Group Accountability and Privilege Restrictions 
An enhanced response was developed to include group accountability and levers being pulled.  
Parameters for groups and levers needed to be defined.  Groups were defined to include those 
offenders committing a prohibited violent act (perpetrators) and the offenders whose regular 
interaction with the perpetrator has the potential to influence their behavior (close associates).  Existing 
offender privileges (levers) were identified as meaningful behavioral tools, of which, the expertise of 
frontline staff was harnessed to develop and whose knowledge would continue to be relied upon to 
implement the enhanced response.      

 QUICK LOCKDOWNS TO SUPPORT A SWIFT, CERTAIN, AND MULTIDISCIPLINARY RESPONSE.  Serious 
violent acts typically required a lockdown.  Implementing 36-hour lockdowns provided 
an opportunity to support multidisciplinary teams of staff working through a process to 
identify the perpetrators and determine their close associates    

 TAPPING THE EXPERTISE OF UNIT STAFF TO DETERMINE WHO PERPETRATORS ASSOCIATE WITH.  By 
virtue of confinement, offender associations are contained and controlled.  Unit staff 
see who offenders eat with, recreate with, and have knowledge of group alliances 
forming and breaking in real-time.  A team of unit staff from multiple shifts is asked to 
contribute their observations on the interactions between perpetrators and other 
offenders so that a robust list of associates was generated. 

 A LOCAL OVERSIGHT COMMITTEE SUSTAINS A SYSTEM OF CHECKS AND BALANCES.  A local oversight 
committee was established to review the offenders identified by unit staff.  Any outliers 
are removed and those offenders repeatedly identified become validated as close 
associates.  It was decided that about seven to nine close associates could be selected 
for each perpetrator to ensure a small, cohesive group of offenders congealed through a 
process that was firm, fair, and consistent.   

 IMPOSING PRIVILEGE RESTRICTIONS ON GROUPS.  Offenders have privileges such as access to 
television, commissary, and weightlifting that make doing time more comfortable.  DOC 
had rarely interfered with offenders’ ability to enjoy these privileges.  Privileges could be 
restricted at a moment’s notice (and often were if a serious violent act prompted a 
lockdown).  Privileges were also flexible enough so they could be applied to groups.  It 
was decided that groups could collectively serve 4-6 privilege restrictions for 30 days.   

Group accountability did not replace individual accountability.  The enhanced response became 
symbiotic with traditional prison discipline.  The offender committing a prohibited violent act was still 
removed from general population, infracted, and sanctioned accordingly.  Privilege restrictions were 
also applied to them and to their close associates who remained in general population.   
 

Building in Pro-social Opportunities  
Designing this new strategy was not just about enforcement.  There had to be opportunities for 
offenders to reduce their idleness and engage in meaningful activity.  DOC enhanced existing 
programming resources to help offenders succeed in pro-social alternatives to violence.   

 REVIVING CURRICULUM AND PARTNERING WITH THE COMMUNITY TO DO MORE.  Staff volunteered 
to facilitate programs that had gone stagnant and used existing curriculum to enhance 
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opportunities.  Parenting, personal finance classes, and other programs were revived 
and community nonprofits were partnered with to bring in new programming options.  
This was not about getting offenders out of gangs but rather, giving offenders an 
opportunity to serve their sentence in a productive way.   

 ASSEMBLING A MENU OF OPPORTUNITIES TO CONTRIBUTE.  Existing sustainability programs11 
were leveraged to increase opportunities and allow more offenders to participate in 
composting, gardening, and vermaculture.  Opportunities to give back to the community 
were also built in: bicycle and wheelchair refurbishing, woodwork and artistic donations 
to nonprofits, and obedience training for dogs.    

Programs were not used as privilege restrictions.  This was deliberate because DOC wanted to ensure 
behavioral contingencies remained clear.  Participating in pro-social activities was optional but, the 
enhanced response was certain.  Furthermore, programs and other activities could not be not be made 
fully available if the West Complex wasn’t safe or in lockdown.     
  

Holding a Prison Call-in 
Offenders needed to have the opportunity to comply with this new strategy and understand the reasons 
for putting into effect an enhanced response dramatically different from traditional prison discipline.  
DOC planned a call-in12 meeting to launch the strategy.       

 COMMUNITY MORAL VOICES.  Contacts were made, networks tapped, and relationships 
were formed to bring the outside in.  External community members with whom 
offenders could identify such as clergy, crime victims, and former offenders were 
partnered with to speak to offenders on the impact of violence and demonstrate the 
possibility to do better.  There is power in having a family member of a violent crime 
victim speak about losing their loved one or hearing an ex-offender speak about turning 
their lives around by getting a job or reunifying with family.  These stories impact 
people.  Offenders are no different.  This was about partnering with influential sources 
to delegitimize the violence-cultivating norms influencing offenders’ violent actions13.   

 OFFENDER ATTENDEES.  A diverse offender-audience, one that could easily diffuse a 
message throughout the offender population, was invited to attend.  A location within 
the facility was selected as a collective setting in which communication with offenders 
could take place.  This was not about targeting (or inadvertently reinforcing) group 
power structures but rather, about using offenders as conduits to get a message out.   

 DELIVERING CORE MESSAGES.  The prohibited violent acts and enhanced response were 
outlined to offenders and supported reasons why: the actions of a few offenders were 
making the facility unsafe, and this had resulted in the majority of offenders being 
deprived of opportunities to do their time in a productive way.  The enhanced response 

                                                           
11 For more information on WSP’s sustainability efforts: Porter, A.  (2013, May 6).  Sustainable practices lab puts inmates back to work.  Walla Walla Union-Bulletin.  
Retrieved from http://union-bulletin.com/news/2013/may/04/sustainable-practices-lab-puts-inmates-back-to/.  

12 Call-ins are an essential part of the community Ceasefire model.  For more information:  von Ulmenstein, S.  (2010, July).  Notes from the field: Call-in at Lebanon 
Correctional Institution, Lebanon, Ohio.  National Network for Safe Communities.  Retrieved from 
http://www.nnscommunities.org/Lebanon_Correctional_Facility_Call-In_FINAL_0603.pdf. 

13 For more information on norms and their role in the Ceasefire model: Kennedy, D.M.  (2010, January).  Practice Brief: Norms, narratives, and community 
engagement for crime prevent.  Center for Crime Prevention and Control, http://www.jjay.cuny.edu/nnsc/pdfs/Haas_%20practice_brief_finalwinter2010.pdf. 
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was not ideal but, it offered a better way to get the violence down so lockdowns could 
be fewer and positive opportunities could be more available.   

The elements needed for a new violence reduction strategy, nearly one year in the making, were ready.  
To finalize all development work, DOC Policy 470.540 Group Violence Reduction Strategy (see appendix) 
was put in place and facility wide trainings for staff on the enhanced response were conducted.  In 
addition, a small group of staff convened in seminar-style workshops to develop the subject-matter 
expertise needed to guide the policy according to the core deterrence principles upon which it was 
based.  DOC was ready to reduce the serious acts of group-motivated violence through a strategy named 
for its goal: Operation Place Safety.    
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Implementing Operation Place Safety 

 
On December 9, 2012, a pilot of Operation Place Safety began at the West Complex.  Two Call-in 
sessions were held in the West Complex Visit Room with about 40 offenders attending each.  A panel of 
WSP staff and community partners explained the enhanced response and interacted with offenders 
after a formal presentation to answer questions.  A post call-in letter (see appendix) was also distributed 
to offenders in the West Complex to inform them of strategy launch.  Notification documents were also 
added to the orientation sessions conducted for newly admitted offenders at DOC’s Reception Center 
and for in-transit offenders coming to the West Complex from other facilities.  System-wide notifications 
of Operation Place Safety ensured offenders would know what to expect should they be housed at the 
West Complex.   
 

The First Prohibited Violent Act 
On December 11, 2012, nine gang-affiliated offenders committed an unprovoked attack on staff in the 
West Complex.  There is no direct evidence linking Operation Place Safety to the attack but, it is likely 
the incident was a demonstration of resistance in response to the call-in held days earlier.  The staff 
attacked in the incident sustained serious injuries.  This staff assault was more severe than others 
occurring previously and the group responsible demonstrated an unprecedented level of solidarity after 
it took place.  This was strong, collective action by a highly cohesive group.  Multiple offenders refused 
to talk to staff, had to be forcibly removed from their cells, and required placement in segregation to 
ensure the safety and security of the facility.  Few offenders affiliating with that group remained in 
general population following the incident.  The West Complex entered a 36-hour lockdown period, a 
time during which staff deployed the enhanced response, and produced a list of perpetrators and close 
associates who would serve privilege restrictions.  Operation Place Safety was deployed for subsequent 
prohibited violent acts but few have reached the same threshold of severity as this initial incident.  
 

Deployments of Enhanced Response 
Over calendar year 2013, Operation Place Safety became a standard practice at the West Complex.  The 
enhanced response was implemented for different incidents of a prohibited violent act and resulted in 
groups of offenders serving privilege restrictions.  Each application has become part of a swift and 
certain response to the violent acts posing the greatest risk to staff and offender safety.  This is 
deterrence at work.       

 OPERATION PLACE SAFETY WAS IMPLEMENTED 12 TIMES.  Some applications have occurred in 
close proximity to one another requiring recurring deployments of the enhanced 
response within a short time frame.   

 GROUPS COMPRISE AN AVERAGE OF 13 OFFENDERS PER INCIDENT.  This includes both the 
perpetrator and close associates who collectively serve the same privilege restrictions 
for 30 days.  See Infographic 1 (next page). 
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INFOGRAPHIC 1 – DEPLOYMENTS OF ENHANCED RESPONSE CALENDAR YEAR 2013 – WEST COMPLEX 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Deployments of the enhanced response are targeted towards prohibited violent acts but even as key 
strategy outputs, they are not the same as outcomes.  More time is needed to fully evaluate the impact 
of Operation Place Safety on prohibited violent acts because it has only been in place at one facility for 
one year.  However, initial data indicators are promising.   
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Evaluating Effectiveness 

 
Operation Place Safety is a harm reduction strategy with the goal of making facilities safer.  Its enhanced 
response is only applied to the most serious acts of violence in order to deter offenders from 
committing them.  This begs the question: have the number of prohibited violent acts gone down?  
 

Method for Counting Prohibited Violent Acts 
A prohibited violent act is a specific behavior in need of specific measures to count it accurately.  DOC’s 
data infrastructure is limited in its ability track violence to the level of specificity of a prohibited violent 
act, which required nontraditional data assembly methods to count their occurrence.  Incident reports 
of staff assault or fight/assault from DOC’s Incident Management and Reporting System (IMRS) were 
selected and matched (via computer software) with other cross-system data to add a flag indicating 
whether the incident was classified as a prohibited violent act.  IMRS was chosen as a data source 
because it held more utility than other administrative data such as disciplinary records.  IMRS incidents 
of staff assault and fight/assault were used as the foundation to add a prohibited violent act flag based 
on certain logical elements for each type.   

 STAFF ASSAULTS – AGGRAVATED STAFF ASSAULT FLAG.  Not all staff assault incidents meet 
criteria of a prohibited violent act.  For example, a staff assault may include an offender 
throwing an identification card or throwing closed fist punches.  Both are staff assaults 
but are qualitatively different.  A staff assault is considered a prohibited violent act if it 
causes or attempts to cause serious bodily injury.  Staff assault incidents were matched 
with disciplinary records and flagged as a prohibited violent act if it resulted in the 
offender being issued a finding of guilty or reduced for an aggravated staff assault 
infraction.  Other staff assault incidents may have resulted in other infractions (such as a 
non-aggravated staff assault) but, determining the type of infraction resulting from an 
incident was not the goal of this analysis.  

 FIGHTS/ASSAULTS – WEAPON FLAG.  Fights/assaults with weapons include those in which a 
weapon is visibly displayed or used during the incident.  Weapons may take a variety of 
forms but were treated as being either present or absent in a fight/assault.  Incident 
reports contain a weapons modifier and this was used to determine if a fight/assault 
involved a weapon.   No matching with disciplinary records was needed.   

 FIGHTS/ASSAULTS - MULTI-OFFENDER FLAG.  Multi-offender fights/assaults include those with 
three or more offenders.  Incident reports list all offenders involved in the incident, of 
whom, may take on variety of roles.  A small number of incident reports listed offenders 
who were present during the incident but did not participate.  For example, two 
offenders may have been fighting while a third offender acted as a ‘lookout’.  To 
mitigate counting these incidents as multi-offender, fights/assaults were matched with 
disciplinary record to determine if any of the offenders listed on the incident report 
were issued a finding of guilty or reduced for an infraction of either refusing to disperse 
or staff interference (independent of an infraction for the fight/assault).  These 
offenders were considered non-participants and filtered out to determine the number 
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of actual participants.  If the number of actual participants was three or more, the 
fight/assault was considered multi-offender. 

 TREATING PROHIBITED VIOLENT ACTS AS SOMEWHAT MUTUALLY EXCLUSIVE FOR THE PURPOSE OF 
PRECISION.  Prohibited violent acts can be thought of as being mutually exclusive (and are 
demonstrated in this report as such) but, they may not actually be.  For example, a 
single incident may include a staff assault and a fight/assault.  If a single incident 
contained both a staff assault and a fight/assault, each was counted as a unique 
incident.  In addition, a single incident may include multiple prohibited violent act flags.  
For example, a staff assault may be both aggravated and include a weapon.  Staff 
assaults with weapons or multiple offenders were not described in this report as the 
assumption was these staff assaults would already be flagged as a prohibited violent act 
through the aggravated staff assault infraction that likely resulted. Likewise, a 
fight/assault may include a weapon and multiple offenders which could be counted as 
two separate prohibited violent acts.  These types of incidents were counted as both 
because unlike staff assaults, fights/assaults did not logically correspond to a prohibited 
violent act flag that might be ‘replaced’ by another.  Incidents containing a staff assault 
and a fight/assault were rare as were incidents with multiple prohibited violent act flags.     

Practical experience and analysis inform the number of violent incidents meeting the criteria of a 
prohibited violent act to be relatively small and the aforementioned actions were taken to wash out 
noise that would be less apparent with a larger sample.  Data was spot checked to ensure this logic 
resulted in accurately flagging violent incidents as prohibited violent acts.     
 

Pre- and Post-Operation Place Safety Results 
Operation Place Safety was launched in December 2012.  Violent incidents occurring at the West 
Complex between January 1, 2011 and December 31, 2013 were selected to examine pre-and post-
Operation Place Safety time periods.  This resulted in an overall sample of 368 violent incidents which 
were then analyzed for having a prohibited violent act flag.   

 VIOLENCE IN GENERAL HAS NOT CHANGED.  The West Complex experienced 124 violent 
incidents in 2011 and about that same number in 2013.  See Table 2 (next page).    

 PROHIBITED VIOLENT ACTS HAVE DROPPED BY NEARLY 50%.  In 2011, 25 violent incidents were 
prohibited violent acts.  In 2013, 13 were prohibited violent acts.   

 AGGRAVATED STAFF ASSAULTS HAVE GONE DOWN.  There was one aggravated staff assault in 
2013; a drop from what was six aggravated staff assaults in 2012.   

 FIGHTS/ASSAULTS WITH WEAPONS HAVE DIMINISHED.  There were eight fights/assaults with 
weapons at the West Complex in 2011 and a similar number in 2012.  The number of 
fights/assaults with weapons shrunk to one in 2013.   

 MULTI-OFFENDER FIGHTS/ASSAULTS HAVE DROPPED SLIGHTLY.  The number of multi-offender 
fights/assaults dropped from 15 in 2011 to 11 in 2013. 
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TABLE 2: NUMBER OF VIOLENT INCIDENTS AND PROHIBITED VIOLENT ACTS WITH FLAG TYPE CALENDAR YEAR 2011 TO 2013 – WEST COMPLEX 
 

Calendar Year Violent     
Incidents 

Prohibited 
Violent Acts 

Aggravated Staff 
Assaults 

Fights Assaults 
with Weapon 

Multi-Offender 
Fight/Assault 

2011 124 25 2 8 15 

2012 121 22 6 5 13 

2013 123 13 1 1 11 

Total 368 60 9 14 39 

 
 
Prohibited violent acts have gone down.  See Graph 3 (below).  Violence in the West Complex is less 
severe, more containable, and consequently, the risk of harm to staff and offenders is reduced.   
 
 
GRAPH 3: NUMBER OF PROHIBITED VIOLENT ACTS CALENDAR YEAR 2011 TO 2013 – WEST COMPLEX 
 
 

 
 
It is worth noting that April 2013 had the most prohibited violent acts in a single month since Operation 
Place Safety was implemented.  This was a series of multi-offender fights/assaults involving two 
particular groups and their last multi-offender fight/assault was also the largest that took place in the 
West Complex in recent history.  It involved over 35 offenders.  It is also worth noting that August 
through December 2013 was a period in which there were no prohibited violent acts.  This may be the 
first time the West Complex experienced multiple months without a prohibited violent act.   
 

Strategy Reflections 
Operation Place Safety began as a pilot to curb the serious acts of group-motivated violence taking place 
at DOC’s highest security general population facility.  It is also the first application of the Ceasefire 
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model in a correctional facility.  There was no blueprint for implementation, lessons were learned along 
the way, and some changes were made to improve the strategy.  

 RECONCILING GANG DATABASES WITH REAL-TIME INFORMATION. Figuring out how to target 
groups was the biggest challenge in developing Operation Place Safety.  DOC had gang 
databases, useful tools governed by set criteria.  There were also group dynamics 
playing out in real-time, which was not necessarily in a database.  There were cautions 
about the limitations of databases as well as the unconstrained discretion not using 
them might allow.  Initially, DOC used a combination of real-time observations from 
staff and verified them through the gang database.  Those offenders who were not in 
the database were not eligible for privilege restrictions.  This proved to be problematic.  
Violent acts were committed by offenders not in the database and even those who were 
had close associates who were not.  Groups were too fluid, co-mingling, and evading 
gang formalisms.  This created disparities and the practice of using a database to apply 
privilege restrictions was removed to make the strategy fair and more consistent.    

 REDUCING STRAIN ON INVESTIGATIONS STAFF BY SHIFTING TO A LOCAL OVERSIGHT COMMITTEE.  Early 
on, the enhanced response relied on the initial footwork of one or two investigations 
staff to identify perpetrators, assemble a multidisciplinary team of staff, validate close 
associates, and apply privilege restrictions within the 36-hour lockdown period.  The 
workload associated with the enhanced response was burdened on a few staff and did 
not incorporate the expertise of staff leaders from other disciplines.  A local oversight 
committee was formed to redistribute the duties associated with the enhanced 
response across a multidisciplinary group of staff.   

 MOVING BEYOND LAUNCH TO SUSTAIN THE STRATEGY WITH ONGOING COMMUNICATION.  DOC 
launched Operation Place Safety through a call-in meeting.  The importance of 
sustaining communication throughout the strategy became clear.  There was a need to 
remind offenders of the enhanced response, pro-social opportunities, and community 
standards.  There was also a need to give offenders feedback as to how Operation Place 
Safety has improved safety and positive opportunity. Call-in meetings are now 
conducted on an annual basis.       

 COUNTING PROHIBITED VIOLENT ACTS IS DIFFICULT DUE TO DATA LIMITATIONS.  Reducing the most 
serious acts of violence requires the ability to measure them.  DOC’s data infrastructure 
holds a limited intrinsic ability to distinguish prohibited violent acts from other kinds of 
violence.  For example, there is no pre-packaged data point for a prohibited violent act.  
Rather, there are unique data points located in different systems (disciplinary records, 
incident reports, etc.).  This is why cross-system data matching was conducted.  This 
report offers a count of prohibited violent acts taking place in the only in the West 
Complex.  It is also a count that could be difficult to replicate due to the complex data 
matching required to attain it.  DOC is assessing more efficient methods to track 
prohibited violent acts in order to better depict both the quality and quantity of 
violence.  Not all violent acts are created equal.   

 OPERATION PLACE SAFETY IS A LOT OF WORK.  Efforts and resources were frontloaded to build 
a prisons Ceasefire strategy and this work continues to sustain it.  Staff at the West 
Complex have gone above and beyond to build programs and harness opportunities for 
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special activities with few additional resources.  They are also relied upon heavily during 
each instance of a prohibited violent act.  Staff from multiple shifts participate in the 
enhanced response in addition to their regular duties.  The early outcomes listed in this 
report have been made possible by their extraordinary efforts.   

The policy governing Operation Place Safety was revised and another call-in was held to inform 
offenders in the West Complex of the continuation of Operation Place Safety into calendar year 2014.     
 

Implications for Practice and Research 
It is hoped that the West Complex will continue to experience a reduction in serious acts of violence so 
lockdowns can be fewer and positive opportunities for offenders can be made more available.  The 
initial indicators in this report are promising but, more is needed to assess the impacts of Operation 
Place Safety and understand the implications it might hold for DOC and other correctional systems.     

 EXPANSION TO OTHER DOC FACILITIES.  The reduction in prohibited violent acts in the West 
Complex suggests Operation Place Safety to hold promise in making other facilities 
safer.  DOC intends on launching Operation Place Safety at its other high custody 
general population facility, Clallam Bay Corrections Center, in response to what appears 
to be a recent uptick in serious acts of violence taking place there.    

 MORE RESEARCH IS NEEDED ON THE EVOLUTION OF CEASEFIRE FROM COMMUNITIES INTO PRISONS.  
Operation Place Safety is the first application of the Ceasefire model in a prison setting 
and has generated considerable interest throughout the field of corrections.  Several 
correctional organizations have conducted site visits to the West Complex to learn 
about the model and some are considering implementation.  If group violence reduction 
strategies in prison expand, it is likely there will be cross-jurisdictional variations in how 
they are applied.  This will offer opportunities to compare practices and impacts.   

 IT MUST ALSO BE SAID: OPERATION PLACE SAFETY MAY NOT WORK IN THE LONG-RUN.  The 
preliminary outcomes examined in this report are positive but, data is limited to a small 
sample.  DOC is one prison system and Operation Place Safety has been in-effect for one 
year at one pilot site.  A more scientific evaluation, inclusive of controls and robust 
outcome indicators, is needed to determine if the reduction in serious acts of violence is 
a direct product of Operation Place Safety.  

Correctional authorities must continue their efforts to reduce prison violence, especially the most 
serious violent acts such as those targeted by Operation Place Safety.  Prison safety will become more 
important as prison systems adjust to changes brought on by the Great Recession and other reforms.  
For example, DOC’s offender population has been condensed by sentencing practices that reserve 
incarceration for more serious crimes.  Washington ranks 42nd in the nation in rate of incarceration and 
of the estimated 17,000 offenders in custody, almost half are serving time for murder, assault, or 
robbery14.  More recently, some of the tools historically used to manage violent or disruptive offenders 
are being recognized for their decreasing viability.  States across the country (including Washington) are 
reducing their use of long-term segregation (‘supermax’) due to a growing body of research indicating its 

                                                           
14 For more information on Washington-specific incarceration trends:  DOC.  (2011, November).  The changing face of corrections: offender trends and potential 
impacts.  Retrieved from http://www.doc.wa.gov/aboutdoc/docs/ChangingFaceofDOC_000.pdf. 
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risks may outweigh its benefits15.  If group violence reduction strategies expand, opportunities to study 
alternatives to segregation will as well.  However, research is needed to determine if Operation Place 
Safety, as what appears to be a promising practice, becomes an evidence-based practice for the field of 
corrections to reduce serious acts of prison violence beyond strategies of suppression and containment. 

 

                                                           
15 Research suggests long-term segregation increases offenders’ risk of mentally decompensating and committing a new crime when released directly to the 
community.  See Lovell, D.  (2008).  Patterns of disturbed behavior in a supermax population.  Criminal Justice and Behavior, 35.  Retrieved from 
http://www.son.washington.edu/departments/pch/documents/DisturbedSupermax.pdf; Lovell, D. and Johnson, C.  (2007).  Felony and violent recidivism among 
supermax inmates in Washington State: A pilot study.  Retrieved from http://www.son.washington.edu/faculty/fac-page-files/Lovell-SupermaxRecidivism-4-19-
04.pdf.     
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Appendix 

 

DOC Policy 470.540 Group Violence Reduction Strategy 

Letter to Offenders re: Enhanced Response Begins Today in the West Complex 
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Numerous changes to expand scope, including policy title.  Read carefully. 
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REFERENCES: 

DOC 100.100 is hereby incorporated into this policy; DOC 420.155 Offender Movement; DOC 
420.320 Searches of Facilities 

POLICY: 

I. The Department will establish an evidence-based Group Violence Reduction Strategy to 
deter offenders from committing violent acts.  The strategy will deter violence by 
imposing privilege restrictions on groups comprised of offenders committing certain 
violent acts (i.e., perpetrators) and offenders influencing their behavior (i.e., close 
associates). 

II. Offenders will be provided with messages of non-violence from Department employees 
and influential community members to reinforce pro-social community values.  

III. Assistance will be made available to help offenders succeed in pro-social alternatives to 
violence.  

IV. This policy applies only in Prisons implementing the strategy, as identified by the 
Assistant Secretary for Prisons. 

DIRECTIVE: 

I. General Requirements 

A. The following prohibited violent acts will be subject to restrictions: 

1. Staff Assault (i.e., causing or attempting to cause bodily injury to a 
Department employee, contract staff, or volunteer) 

2. Fight/Assault with a Weapon (i.e., fight/assault in which a weapon is used 
or visibly present) 

3. Multi-Offender Fight/Assault (i.e., fight/assault involving 3 or more 
offenders) 

B. Restrictions will be selected from the Group Violence Reduction Strategy 
Restrictions Grid (Attachment 2). 

C. Restrictions will only be applied to: 

1. Offenders identified as perpetrators of a prohibited violent act, and 
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2. Offenders identified through a multidisciplinary process to be close 

associates of the perpetrator(s). 

II. Group Violence Reduction Committee 

A. Facilities will establish a Group Violence Reduction Committee to provide 
strategic oversight and assist with the response to prohibited violent acts.  
Committee participation will be multidisciplinary and include, at a minimum:   

1. Subject Matter Expert on the Group Violence Reduction Strategy, 
2. Correctional Program Manager/designee, 
3. Correctional Captain/designee, and 
4. Intelligence and Investigations Lead/designee. 

III. Offender Notification 

A. Offenders will be notified of the Group Violence Reduction Strategy prior to 
implementation and on a recurring basis to enhance compliance. 

1. The Superintendent/designee will ensure offenders are notified in writing. 

2. Offenders arriving at the facility will be notified during orientation. 

B. Offenders will be notified of the Group Violence Reduction Strategy and its 
general requirements through meetings facilitated by the Superintendent/ 
designee. 

1. The Superintendent/designee will ensure that meetings are held at least 
every 12 months. 

2. The Superintendent/designee will assemble a panel of Group Violence 
Reduction Strategy partners to address offenders during the meeting, 
including: 

a. A multidisciplinary team comprised of, at a minimum, Department 
employees from the Group Violence Reduction Committee, 
custody, classification, offender programs, and visitation. 

b. Community members selected for their influence and credibility with 
offenders from at least two of the following categories: 

1) Broad Influence:  Has a high level of influence and 
credibility, regardless of community ties or relevance 
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2) Intermediate Influence:  Has a close tie to offenders’ larger 

external communities 

3) Specific Influence:  Has a close relationship to an offender 

3. The Superintendent/designee will instruct each Group Violence Reduction 
Strategy partner to adhere to a particular message during the meeting. 

a. Department employees will explain the violent acts subject to 
restrictions, specific restrictions, criteria for identifying offenders as 
perpetrator and/or close associates, and assistance available to 
offenders.  The message should be respectful and non-threatening. 

b. Community members will express pro-social community values, 
reject violence, reinforce positive community standards, and 
encourage offenders to seek assistance. 

IV. Offender Assistance 

A. Assistance will be provided to offenders in the form of programming and job 
opportunities. 

V. Response to Prohibited Violent Acts 

A. In the event of a prohibited violent act, the units where the involved offenders are 
housed will be immediately placed on lockdown or restricted movement per DOC 
420.155 Offender Movement. 

B. The Shift Commander will initiate Group Violence Reduction Strategy Response 
Checklist (Attachment 1) and ensure the following occur within 36 hours of the 
incident, unless an extension or exemption is approved by the Assistant 
Secretary for Prisons: 

1. Identification of Perpetrators 

a. The Intelligence and Investigations Unit (IIU) and at least one 
member from the Group Violence Reduction Committee will 
respond to review offenders involved in the incident and identify 
perpetrators. 

1) Perpetrators are offenders directly present in and willfully 
committing a prohibited violent act. 
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2) Other Participants are offenders directly present in a 

prohibited violent act whose actions represent non-willful 
participation. 

2. Identification of Associates 

a. The IIU and member(s) of the Group Violence Reduction 
Committee will assemble a team of custody and classification 
employees from the units where the involved offenders are housed.  
Multiple shifts will be represented. 

b. Each team member will complete a separate DOC 21-611 Offender 
Associate List for each identified perpetrator, listing the 
perpetrator’s associates. 

1) Associates are offenders known to interact with a 
perpetrator. 

3. Determination of Close Associates 

a. For each perpetrator, the IIU and Group Violence Reduction 
Committee member(s) will review the completed DOC 21-611 
Offender Associate Lists to determine the perpetrator’s close 
associates. 

1) Close associates are offenders known to interact with a 
perpetrator on a regular basis, whose interaction has the 
potential to influence the perpetrator’s behavior. 

2) Close associates will be determined based on identification 
as an associate on multiple team members’ DOC 21-611 
Offender Associate Lists. 

b. For each perpetrator, the IIU and Group Violence Reduction 
Committee member(s) will compile a list of close associates using 
DOC 21-616 Offender Close Associate Recommendation and 
submit the list to the Superintendent/designee or Incident 
Commander for review. 

4. Application of Restrictions 

a. For each perpetrator, the Superintendent/designee or Incident 
Commander will: 



 
STATE OF WASHINGTON 
DEPARTMENT OF CORRECTIONS 
 
 

 
POLICY 

APPLICABILITY 
PRISON 
OFFENDER/SPANISH MANUALS 

REVISION DATE 
2/1/14 

PAGE NUMBER 
6 of 7 

NUMBER 
DOC 470.540 

TITLE 
GROUP VIOLENCE REDUCTION STRATEGY 

 
1) Review the DOC 21-616 Offender Close Associate 

Recommendation and determine the close associates to 
include for restrictions. 

a) Approval from the Assistant Secretary for Prisons will 
be required to impose restrictions on more than 9 
close associates for any one perpetrator. 

2) Select restrictions from the Group Violence Reduction 
Strategy Restrictions Grid (Attachment 2) to impose on the 
perpetrator and close associates. 

a) The same restrictions will be imposed on the 
perpetrator(s) and all close associates.  No more than 
6 restrictions will be imposed for each incident. 

3) Notify the perpetrator and close associates of the restrictions 
using DOC 21-548 Notification of Restrictions. 

C. Restrictions will begin immediately after the facility returns to new normal 
operations and remain in effect for 30 days.  Restrictions will be applied in 
addition to any sanctions imposed through the disciplinary process. 

D. At the time the restrictions begin, cell searches will be initiated for perpetrators 
and close associates per DOC 420.320 Searches of Facilities. 

E. The Shift Commander or Unit Manager(s)/designee(s) will: 

1. Maintain and distribute a restrictions list to unit and program employees 
identifying the perpetrators and close associates, restrictions imposed, 
and beginning and end dates of the 30 day restriction period. 

2. Document the restrictions in chrono entries in each offender’s electronic 
file. 

F. If the Assistant Secretary for Prisons approves an extension of the 36 hour time 
period to complete the response, the Group Violence Reduction Committee will 
notify the Strategic Operations Manager, who will review the incident and 
application of policy. 

G. If the Assistant Secretary for Prisons approves exemption from the response 
requirement, the Group Violence Reduction Committee will: 

1. Notify the Strategic Operations Manager, who will review the incident and 
application of policy. 
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2. Verbally notify offenders involved in the prohibited violent act of the 

reasons for the exemption and reinforce non-violent messages. 

VI. Post-Response Review 

A. Within 2 business days of return to new normal operations, the Group Violence 
Reduction Committee will meet to debrief the response and provide information 
to offenders. 

1. Responding employees from the Committee and IIU will meet with the 
Group Violence Reduction Committee to debrief the incident and 
response. 

2. The Group Violence Reduction Committee will verbally notify offenders 
housed in the impacted units of the reasons for restrictions and reinforce 
non-violent messages.  Other Participants will also be notified, when 
applicable. 

B. The Superintendent/designee will submit the completed Group Violence 
Reduction Strategy Response Checklist (Attachment 1) and all completed Group 
Violence Reduction Strategy forms to the Strategic Operations Manager within 
10 business days of return to new normal operations. 

C. The Strategic Operations Manager will evaluate each facility’s post-response 
reviews and discuss them with the Group Violence Reduction Committee on a 
quarterly basis. 

DEFINITIONS: 

Words/terms appearing in this policy may be defined in the glossary section of the Policy 
Manual. 

ATTACHMENTS: 

Group Violence Reduction Strategy Response Checklist (Attachment 1) 
Group Violence Reduction Strategy Restrictions Grid (Attachment 2) 

DOC FORMS: 

DOC 21-548 Notification of Restrictions 
DOC 21-611 Offender Associate List 
DOC 21-616 Offender Close Associate Recommendation 
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Prison Safety and Security

Program Background 

In response to the January 29, 2011, on-duty murder of Correctional Officer Jayme 
Biendl by an offender at the Monroe Correctional Center, the Legislature passed Senate 
Bill 5907 at the governor’s request, requiring the state to implement new safety measures 
for prisons and community corrections.

The Department of Corrections (DOC) has since made changes to the safety and 
security program in its 12 prisons. Changes include additional safety and security 
training for staff, changes to Department policies, and new safety committees at each 
prison to review the staff’s concerns. The Department also created a statewide security 
committee to evaluate concerns and suggestions that may impact department policy or 
require funding from the legislature.

Even with these changes, significant challenges remain. Members of DOC’s Statewide 
Security Advisory Committee have noted a decline in the number of incidents, but also 
raised concerns about the severity of incidents, as well as rising mental health issues 
and gang involvement in the offender population. The state correctional officers’ union 
expressed concerns that the reforms have not done enough to ensure their safety.

Scope and objectives

The objectives of this performance audit are designed to assess whether the Department 
could do more to ensure the safety and security of its correctional officers. The audit 
will seek to answer the following questions:

Does the Department’s prison safety and security program meet industry leading 
practices and standards, and in areas where it does not, why?

Have recent changes in the Department’s prison safety and security program 
improved the safety and security of prison staff?

 What information does the Department use to understand whether its program 
is improving prison staff safety and security, and is the information adequate for 
managing the program?

What additional changes could the Department make to improve the safety and 
security of prison staff?

We plan to hire subject matter experts to assist us in conducting this audit.

Timing

Audit results will be released in summer 2015.

Washington State Auditor’s Office
Performance Audit Description

A
U

DIT
OR OF STATE

W

A S H I N G T O NNOV 11, 1889

Troy Kelley
Washington State Auditor 

 
Director of State and
Performance Audit
Chuck Pfeil, CPA

(360) 902-0366
Chuck.Pfeil@sao.wa.gov 

Principal Performance Auditor
Susan Hoffman
(360) 725-5620

Susan.Hoffman@sao.wa.gov

Lead Performance Auditor
Tyler Benson

(360) 725-5631
Tyler.Benson@sao.wa.gov

Washington State Auditor 
State Auditor’s Office 

P.O. Box 40021 
Olympia, WA 
98504-0021

www.sao.wa.gov
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Lesson Objectives: Performance Expectations 

1. Critique personal practices that may cause safety risks in our daily 
work. 

2. Examine solutions for minimizing risk caused by human error. 
3. Recognize and analyze the risk created by drifting from official 

procedures. 
4. Identify and discuss options to improve safety and security. 

Apply various practices for safety and security in the facility to minimize risk. 

Instructional Aids:  Student Handouts:  NOOK Appendix Materials : 
 PPT Presentation: AIS Prison Safety 2014-15 
 IA #1: Human Error Types (Dry Erase Board 

Activity) 
 IA #2: Your Story (optional activity) 

SH #1: Human Error Types  

Delivery Preparation:  Classroom Materials/Equipment:  Reference Documents: 
Review the PPT presentation to determine 
which slides are automated and which ones 
require you to click. 
 
An optional activity (IA #1) is provided if you 
need to fill time at the end of this lesson. 

 Chart Paper & Easel or Dry Erase Board 
 Markers 
 Computer & Projector 

 Keeping Prisons Safe, Transforming the 
Corrections Workplace, 2014 

 Keeping Prisons Safe Workbook 

Creation & Revision Dates: Instructor Resources:  

Creation:  July 2014 
Revision: August 2014 

Subject Matter Expert Contact(s):  Cheryl Young, Dan Pacholke,  Devon Schrum, Philip Young, Christopher 
Lopez, Eric Mainio, Jerry Long, Leon Kershaw 
 
TDU Contact(s):  Kari Cummings & Dianne Lee 
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# 
Topic 

(Content reference, page 
or NOOK location) 

Instructor Notes 
(Instructional purpose, related objectives, 

key points & terms/definitions) 

Strategy/Activity 
(Instructional method with directions for setup & debrief) 

Materials 
(Equipment, PPT slides 

handouts etc.) 

Time 
 

1 Lesson 
Introduction 

 
 
 
 
 
 
 
 
DOC is dedicated to correcting the 
human and system errors that have led 
to serious incidents in our prison 
facilities.  ESB 5907 set our guidelines 
and goals to improve safety and reduce 
risks within our facilities. 

The questions on PPT #2 are from the 
Keep Prisons Safe Workbook, pgs 25, 52, 
and 96. 
 
 
 
 
 
 
 
 
 
 
 
 

Instructor Introduction: 
Show PPT 1: Introduction 
 Welcome students to the training. 

 Introduce yourself and co-instructor(s). 
Each instructor should say something about 
themselves, their level of knowledge and their 
passion for teaching this course. 

Lesson Introduction  
Show PPT 2: Discussion Questions and ask the class 
to discuss the questions at their tables. 
 Work practices up to and just before an incident 

could be seen as “normal operations”. Why is 
this? 

 What plans do you have for responding to threats 
and/or disturbances? What are the vulnerabilities 
in that plan? 

 Describe the layers of complexity in your own 
work. What barriers do these complexities 
create? 

Debrief:  
Ask: What thoughts or concerns did these questions 
bring up?  
These questions are meant to get us to take the next 
step in our safety practices – to get us to critically 
think about and critique our daily routines when it 
comes to safety.  

 
 
 

PPT #1:  
 
 
 

 
 
 
 
 
 
PPT #2: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

40 min 
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Lesson Objectives: 
Show PPT 3: Lesson Objectives. 
 Review the objectives and answer any questions. 

 The purpose of this lesson is to share 
information, learn from each other, and develop 
ways to reduce human errors that may 
contribute or lead to safety risks. 

PPT #3: 
 
 

2  Note:  
It is important to discuss the 
book/workbook for several reasons: 
1. Staff will know that their experiences, 

input and feedback were included in 
this book/workbook to improve 
safety and change our culture. 

2. That the book focuses on more than 
just human error, but gives 
attention to improving systemic 
issues as well.  

3. Most of the exercises and activities 
in these books have been tested in 
forums, workshops, musters, 
training, and committees over the 
past three years. This is the other 
testament to the input staff have 
had in the creation of this work. 

The book and workbook were written by 
Dan Pacholke, Cheryl & Philip Young and 
Devon Schrum with input from DOC 
staff. 

 
 
 
 

The Book: Keeping Prisons Safe 

Show PPT 4: Prison Safety Resource 
 The questions you just discussed and the 

activities we will be using in this lesson are 
derived from a published book and workbook 
titled Keeping Prisons Safe – Transforming the 
Corrections Workplace.   

 This book is a testament to the contributions of 
our staff.  Tragic events in 2011 led to endless 
conversations about safety. This resulted in the 
realization that our line staff had solutions to 
many of the safety concerns.  

 A design group brought together subject matter 
experts from across the state and the principles 
guiding this group became clear and the issues 
suddenly became about EACH of us and ALL of us. 

Show PPT 5: Safety Models 
 The safety models reviewed in the book are: 

- Human Error 
- Latent Cause and Effect: Situational safety 
- Sense-Making: Creating Place Safety 
- Complex Adaptive Systems: Organizational 

Safety 
 
 

PPT #4 
 
 
 
 
 
 
 
   
 
 
 
 
 
 
 
 
PPT #5 
 
 
 
 
 
 
 
 
 
 

10 min 
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Where to Find the Book 
Each facility’s Training Unit will have 
several copies available for loan within 
this coming year.  
If you get a chance to read them, it will 
improve your safety perspective.  

 

 Each chapter in the book contains three parts: 
- Part 1 introduces a safety model and 

describes that model’s explanation for how 
accidents happen and where to look for 
causes and solutions.  

- Part 2 of the chapter brings the model into 
the correctional context. 

- Part 3 operationalizes the model with 
practices relevant to the corrections 
workplace. 

 This resource set a foundation for a series of 
Prison Safety Forums and lessons. The first of 
these lessons was annual in-service last year; My 
Safety, Your Safety, Place Safety. 

 This year we will be reviewing Chapter One and 
the Human Error Model.   

Show PPT 6-10: Principles 
 Our first objective is to “critique personal 

practices”. To do this we must have something to 
base our critique against.  

 The principles we will use to base our critique are 
found in the Keeping Prisons Safe book. 

 Review the principles on the 5 slides and clarify 
any student questions. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PPTs #6-10 
 
 

3 My Workplace Note:  In pilot deliveries of Prison Safety 
for supervisors in 2013-14, no one 
would describe their place as being a 
“dangerous place”.  But when asked 
openly, every single one of them would 
say, “Yes, my place is a dangerous place 
to work.”  
 
 

Discussion: My Workplace 
Ask students to describe their specific work place or 
location.  Chart student responses.  Accept all 
descriptions as you look for the words unsafe or 
dangerous and explore that further: 
 Do all of you feel your work place is dangerous?  

(Typically you will hear YES) 
 Why wasn’t it the first thing you said when you 

were describing your work location? 

Chart paper & 
Markers 
 
 
 
 
 
 

40 min 
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Take participants out of their comfort 
zone.  Challenge them to not only think 
differently about their workplace, but to 
verbalize it.  
 
 
 
 
 
 
 
Note: 
Ask students to think beyond Place 
Safety Muster to issues that they may be 
taking for granted or ignoring because it 
may not seem to be a “big deal” in their 
mind. 
 
 
 
 
 
 
 
 
 
 
 
Security mindset does not start the 
minute your work shift begins, nor does 
it turn off when your shift ends.  It 
should be ever present at work and 
outside of work to keep you and your 
family safe. 

 Do you feel you were minimizing the danger? 
Why? 

 What is dangerous or unsafe about your work 
place? 

The fact that Prison is a dangerous place should have 
been obvious and in the forefront of your mind. 
Failing to acknowledge it or talk about it may lead to 
complacency and/or security breaches.    

Table Group discussion 
1. Divide the class into small discussion groups.  

2. Show PPT 11: My Workplace and have students 
discuss and chart answers to these questions:  
 In the course of our work day, what safety or 

risk related issues in your work area might be 
ignored or taken for granted?   

 What are the advantages and disadvantages 
that may come out of bringing these concerns 
to the surface and talking about them?  

3. Ask each group to report out on what they 
discussed at their tables. 

4. Lead a discussion on the importance and benefits 
of surfacing safety issues. 
 Awareness of the danger in our work 

environment places safety in the forefront of 
our minds. 

 It is important to discuss and analyze safety 
issues before they become dangerous events.  

5. Awareness of safety issues comes from our 
Security Mindset. 
 What does security mindset mean to you? 
 Is it only present when on shift at work?  
 When does it turn on/off during your day? 

 
 
 
 
 
 
 
 
 
 
PPT 11 
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4 BREAK Note: The timers count down only 
minutes not seconds. 

PPT 11 has a Break Time Countdown clock linked to it.   
                                                               (Shown here          ) 
 Click on the stopwatch in the bottom left corner 

if you want to use the Break Time countdown 
clock. 

 Then click on 5 minutes or 10 minutes according 
to your time frames and classroom needs.  

 5 - 10 
min 

5 Human Error  Keeping Prisons Safe documents four 
Models for Safety. For this lesson in the 
Prison Safety Series, we will be 
examining Human Error. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Discussion: Human Error Model 
Use the below information to introduce the topic of 
human error. 
 “People are unpredictable and when they make a 

mistake, bad things can happen.  Human failure is 
the dominant contributor to accidents”. Keeping 
Prisons Safe p.8 

 We all forget, become complacent, make a 
mistake or perform a procedure incorrectly 
because we are working with many sources of 
information.    

 It is easier to blame the “human” than to admit 
there is something wrong in the system. 

Ask:  Are we completely free to choose all of our 
behaviors at work? 
 We can choose our behaviors, however we are 

constrained by rules, regulations, policies, 
memorandums, etc. that govern our work. 

What are the ways in which we do have control?  
 We can choose whether to follow or not follow a 

rule or procedure. 

What processes are in place that allows us to have 
input into our rules, regulations, policies, etc.? 
 policy review and feedback 
 email supervisor/captain 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

60 min 
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Correct violation is a positive outcome 
to a rule that was not followed correctly.  
Example: a pat search that was not done 
correctly but still resulted in finding 
contraband; therefore the person who 
deviated from the proper procedure can 
justify his/her actions. 
Information vs. Knowledge: Sending out 
information does not mean a person will 
know what it means or how to use it. 

 
 
 
 

 Place Safety Musters 
 Other? 

Show slide #12: Inadvertent/Deliberate Error 

 The types of human errors we are focusing on in 
this class are the inadvertent human errors. As 
we discuss these error types, remember that they 
do not fall into the category of deliberate non-
compliance. 

 Briefly explain that this class will focus on three 
types of inadvertent errors. (Do not discuss 
details at this point.) 
- Action or Skill Based errors which include 

Slips and Lapses 
- Rule Based and Knowledge based errors 

which are thinking errors. 

Discussion: Human Error Types 
 Hand out SH #1: Human Error Types. 

 Using IA #1: Human Error Types (Dry Erase Board 
Activity), review the human errors types and 
clarify any student questions before moving into 
the activity. 

Activity: Becoming Aware of Human Error   
Now that we know what the Human Error types are, 
let’s look at them in context. Show PPT #13: Activity 
Rules. 

Explain: In your table groups, discuss some human 
errors that you have seen/witnessed in your facility 
and answer the following questions.   
1. What type of errors were they (skill, rule, 

knowledge)?  
2. Considering the type of error, and using hindsight 

to your advantage, discuss potential solutions. 

 
 
PPT #12 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

IA #1: Human Error 
Types 
SH #1: Human Error 
Types 
 
 

PPT #13 
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3. Discuss why you think those solutions were or 
were not applied at the time.  

Debrief: 
 Use the below prompts to lead a discussion on 

human error in the prison setting. 
- What types of errors were discussed? 
- What solutions did you determine could be 

applied for this error? 
- What other considerations did you discuss? 

Discussion: Complacency 
One convenient explanation we have for human error 
is complacency. 
 Ask: What does complacency look like? Chart 

student responses. 
 Show PPT 14: Complacency and compare the 

students’ list to the one on the slide. Explain that 
the word has come to have multiple meanings 
and implications. 
We cannot always chalk up human error to 
complacency. As we have seen in the last activity, 
incidents and errors may have multiple 
underlying factors. 

Transition:  We have examined your personal stories, 
the issues of human errors and general complacency.  
Now we will examine the complication of “Drift” in 
the Workplace. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chart Paper 
Markers 
 
PPT #14 
 
 
 
 

6 BREAK Note: the timers count down only 
minutes not seconds. 

PPT 14 has a Break Time Countdown clock linked to it.   
                                                               (Shown here          ) 
 Click on the stopwatch in the bottom left corner 

if you want to use the Break Time countdown 
clock. 

 Then click on 5 minutes or 10 minutes. 

 
 

5 - 10 
min 
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7 Assessing Drift  
 
Drift accounts for the common phrase 
“Forget what you heard in the academy 
– this is how the real work is done”. 
 
 
 
 
 
 
 

Note: It will be easier for the groups to 
discover drifts/deviations from protocol 
if the same work areas are working 
together.  If one work area is too large, 
break them into smaller groups. 

Expanding the Conversation: 
Get students to think beyond security 
issues during their discussions and to 
consider industrial safety/staff injury 
issues as well. 
 Do you have the right tools to be 

safe? (Not just security but also 
industrial safety tools.)  

 Do you use those tools and if not, 
why? 

 Do you take shortcuts – such as 
standing on a chair instead of 
finding a ladder or step stool? 

 How does industrial safety combine 
with security issues to affect our 
overall safety? 

Discussion: What is Drift? 
Show PPT 15: Assessing the Drift 
Ask: What do we mean by “drift” as it applies to the 
workplace? 
Many of us develop routines in our work that allow 
us to be more proficient with our time.  These new 
routines are often in the form of shortcuts that allow 
us to “just get it done”.  We can even become 
“shortcut proficient”.  
These shortcuts may be successful and even seem 
better than the rule or policy that is in place and 
eventually even replace the rule in the minds of staff. 
This is how drift occurs. 

Activity: Assessing Our Drift 
Part 1: 
1. Break the class into groups according to assigned 

work area. They should not all be in the same job 
class. 

2. Show PPT 16: Activity Questions 
 Procedure vs. Practice:  

- What are the variations in your practices 
that show a departure from procedure?  

- What common practice has replaced the 
rule? 

 What is the cause of the drift:  
- What variables might be the cause of this 

departure?  Examples: not enough time, 
this way is easier, the rule/policy creates 
a problem, etc. 

 Is there a safety or security issue? 
- What security issues may be caused by 

the drift from official procedure? 

PPT #15 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PPT #16 
 
 

60 mins 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



INSTRUCTIONAL GUIDE                  Lesson:  AIS Prison Safety 2014-2015 
                        Time: 4 Hours 

Annual In-Service: Prison Safety 
Training & Development Unit 2014 

Washington Department of Corrections  
Page 10 of 11 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Routine Example: when you drive your 
car to a destination but don’t remember 
how you got there. The action is so 
routine that your mind wanders and 
isn’t consciously aware of what you are 
doing. 

 What are some potential solutions for 
correcting the drift? 

Part 2: 
Have each group analyze their findings using the 
following questions: 
 For the drifts that you discussed: 

- Does this drift impact just your work unit, the 
facility or the organization as a whole? 

- Are there changes or modifications called for 
in this procedure/practice?  

- How do we report these solutions? 

Debrief the activity by asking each group to report on 
what they discussed. 
 Work drift occurs for many reasons. Discovering 

the sources of drift is more important than the 
“drift” itself.  

 Ask: What can you do to address the issues 
leading to drift?  Lead a discussion on addressing 
drift based on staff’s experience. 
- Talk with co-workers whom you see drifting 

from protocols. 
- Read policy and memorandums and 

compare your own practices to standard 
procedures. 

- Ask yourself: Is there anything about my 
work that has become too routine? Am I no 
longer consciously aware of the actions? 
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Discussion: Summary 
Show PPT 17: Error Quote and discuss the meaning 
with the class. 

Thinking back to what we talked about today:  
 How will the discussions we had today impact you 

personally? 

When you return to your job duties, keep safety in 
the front of your mind.  
Ask yourself these questions: 
 What is new about my area or this situation? 
 How is it different from what I know? 
 What is going on around me right now? 
 Does this situation make sense? What else 

explains this? 
 Am I staying oriented to the present or is my mind 

elsewhere? 

We will continue reviewing these types of issues 
during the annual in-service prison safety series each 
year. However, please continue having these 
discussions on a daily basis with each other. 
 Let someone know when you feel uncomfortable 

or unsafe. 
 If you notice a drift in the work, find out why and 

suggest solutions. 
 Continue open/honest discussion during your 

Place Safety Musters. 
 Report safety/security concerns. 

Show PPT 18: Appreciation and thank the class for 
their participation. 

 

PPT #17 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PPT #18 
 
 
 
 
 

15 min 
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Human Error Types (Dry Erase Board Activity) 
 

Purpose  The purpose of this activity is to allow students to learn about Human Error Types 
from each other through shared experiences. Allow students plenty of time to 
critically think about and discuss each part. 

 
Time Frame 30 minutes 

 
Directions 
 

This activity is set up as a large group discussion. 
Note: This portion of the activity is about defining the Human Error Types using 
clarifying examples, NOT about developing examples of the error type; the students 
will brainstorm this later in this section. 
1. Hand out SH#1: Human Error Types. 

2. Briefly discuss the definition of Skill-Based Errors (5 minutes). 
 Discuss that Slips can be seen, but are not directly attributed to a process 

or procedure. Even when we think we are fully aware of our surroundings 
and what we are doing, we can all slip. 
- Example: The example in the book is about leaving your keys on the 

desk. Consider this: You remove your keys from your belt clip to unlock 
your desk. Just then an emergency occurs and you respond, 
inadvertently dropping your keys on the desk due to distraction. 

 Discuss that Lapses can NOT be seen. They happen internally. 
- Example: The example in the book is forgetting a radio code.  No one 

can tell that it is on “the tip of your tongue.” 

3. Discuss Rule-Based Errors by developing a table on the dry erase board (20 
minutes). 

 Start by drawing an empty chart that looks like this: 

Error Compliance Rule Outcome 
Correct Compliance    
Correct Violation    
Correct Improvisation    
Misinvention    
Misapplication    

 Ask students to give suggestions for what goes in each cell by using the 
definitions of the Rule-Based Errors on SH#1. Fill in the chart using the 
following talking points: 
- Compliance column: fill out with either “Adhere” or “Deviate.” 
- Rule column: fill out with either “Appropriate” or “Inappropriate.” 
- Outcome column: fill out with either “Safe” or “Unsafe.” 
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 Using the definitions the table should end up looking like this: 

Error Compliance Rule Outcome 
Correct Compliance Adhere Appropriate Unsafe 
Correct Violation Deviate Inappropriate Safe 
Correct Improvisation N/A N/A Safe 
Misinvention Deviate Appropriate Unsafe 
Misapplication Adhere Inappropriate Unsafe 

 Correct Compliance:  
- Example: Procedure states to open the Rec Yard at 0900. At 0830, you 

notice a hole in the Rec Yard fence. At 0900, you open the Rec Yard per 
normal procedure. 

- In this example, the human error is that there is no consideration for 
the EXCEPTION.  The situation is NOT normal. 

 Correct Violation:  
- Example: Procedure states to open the Rec Yard at 0900. At 0830, you 

notice a hole in the Rec Yard fence. At 0900, you DO NOT open the Rec 
Yard, instead activating ERP. 

- In this example, the human recognizes that the rule is inappropriate in 
the context of the situation and deviates from the rule to ensure a safe 
outcome. 

 Correct Improvisation  
- Example: Procedure states to open the Rec Yard at 0900. At 0830, you 

notice injured wildlife in the Rec Yard. There is no procedure to 
address this situation. At 0900, you DO NOT open the Rec Yard, instead 
activating ERP. 

- In this example, the human recognizes that there is no rule and makes 
a decision to ensure a safe outcome. The human error is that it was not 
recognized beforehand that no rule exists for this type of situation; a 
rule is then created to handle the situation. 

 Misinvention  
- Example: While working in a control booth, a door alarm keeps 

activating. Each time it is checked, there is no emergency and it is 
determined that the alarm is faulty. Maintenance has been called so 
the alarm is silenced until maintenance can arrive to fix it. At count, it 
is discovered that an offender escaped through the malfunctioning 
door.   

- In this example, the employee deviated from policy, which led to an 
unsafe outcome. 

- IT IS IMPORTANT TO STRESS THAT THIS TYPE OF ERROR CANNOT BE 
TRAINED OUT OF SOMEONE; THE NONCOMPLIANCE IS NOT 
DELIBERATE. 
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 Misapplication 
- Example: In January 2013, an employee slid their hand during a pat 

search which led to a needle poke / PREA complaint.  Upon 
investigation, it was determined that the employee correctly followed 
the pat search task map; however, the outcome was bad. Instead, the 
task maps was updated and policy changed. 

- In this example, it is important to note that the error is with the rule, 
not with the human employing the rule. 
 

4. Briefly discuss the definition of Knowledge-Based Errors (5 minutes). 
 Unfamiliar contexts for which there are no rules or approved procedures. 

(Example: Transitioning from wrist restraints to waist and ankle restraints.) 

 Lack of training or preparation. (Example: Major Control Booth operations.) 

 Trial and Error intended to increase understanding. (Repetitions in control 
tactics or self-defense.) 

 NOTE: KNOWLEDEGE BASED ERRORS ARE THE ONLY TYPE OF ERROR THAT 
CAN BE CORRECTED BY TRAINING. 

 
Debrief 
 

Ask students if there is any definition that needs clarification before moving into the 
next activity. 
 
Note: This activity leads into the next table group activity “Becoming Aware of 
Human Error.” 
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Executive Summary

The pilot Staff Duress Alarm project has proved the feasibility of body alarm installations in Washington State 
Department of Corrections (DOC) facilities. 

A body alarm system has been successfully implemented at the Washington State Reformatory Unit (WSRU) of the 
Monroe Correctional Complex (MCC) in Monroe, WA and is in use by all line staff in the areas covered by the pilot 
project. Project leadership and WSRU staff report that the system has succeeded in enhancing the safety and 
security of corrections staff, and they recommend implementation of this or an equivalent system state-wide.    

Construction implementation costs for the Pilot Project totaled $694,773. DOC Capital Programs reports that the 
construction cost for the pilot project is $3.90 per square foot for interior space, and $0.30 per square foot for open 
exterior space. An allowance of 7.5 percent of construction costs was sufficient to procure DOC-provided IT 
equipment. Other project-related costs would be estimated as a percent of construction costs, as usual.  

The staff duress system installed for the project is a passive, zone-based system. Although initial evaluation of 
vendor proposals suggested that an active, real-time locating system would be preferable, such a system proved 
cost-prohibitive. However, the passive system meets nearly all the user-identified criteria, and provides greater 
locational accuracy than expected by users or required by the project specifications. 
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Pilot Project Report

A. Project Authority 

Following the tragic murder of Officer Jayme Biendl, the Governor and Department of Corrections requested the 
National Institute of Corrections to review prison safety in Washington State. Engrossed Senate Bill 5907, passed by 
the 62nd Legislature and signed into law, implemented the policy recommendations resulting from the review.   

B. Project Purpose and Scope 

Section 5 of ESB 5907 authorized the DOC to pilot the use of body alarms as a staff safety measure. Body alarms 
are devices worn by staff members, which can be activated in a number of ways both active and passive, to alert an 
Institution of a staff member in immediate danger.   

Section 5 also required the Department to report: 

(a)  Recommendations for the use of body alarms by security level; 
(b)  Recommendations for specific positions that should require the use of body alarms; 
(c)  The information technological and infrastructure requirements needed for body alarms; 
(d)  The training requirements for body alarms; 
(e)  Lessons learned from a pilot project; and  
(f)  The estimated cost of the alarms and proximity cards and needed supporting infrastructure, staffing, and training 

requirements. 

A “staff accountability by proximity” system pilot project was implemented at the Washington State Penitentiary in 
Walla Walla, but is not covered in this report. 

C. Preliminary Investigations 

Washington State Department of Corrections (DOC) retained DEI Electrical Consultants of Spokane, WA and KMB 
design groups of Olympia, WA to perform a study to recommend the appropriate body alarm system and develop an 
implementation strategy.   

In mid-February 2011 DOC issued RFI #8930 soliciting informational responses from entities potentially able to 
provide a system to monitor correctional staff locations within a facility, and provide a means for creating an alarm 
when emergency assistance is needed. Responses were received from 17 entities, proposing 12 unique systems, 
one of which was not yet on the market. Two basic and distinct categories are 1) “real-time” active locational tracking 
(RTLS) of persons, with alarm initiation capability, and 2) passive systems which determine the location of origin for 
an alarm event. KMB assisted DOC in analysis of the submissions, resulting in six systems being identified for further 
consideration. The results and findings were published in May, 2011 as “Evaluation of RFID Monitoring Systems 
for Correctional Facilities”. The study provides a review of the Radio Frequency Identification (RFID) system types 
available, alarm typologies, network infrastructure requirements, locating methods of the available systems, and 
recommendations for further investigation of selected systems (see Appendix F).  

FINAL July 2014 Pilot Project Report – 3



Pilot Project Report – Staff Duress Alarm
Monroe Correctional Complex – Washington State Reformatory Unit

Washington State Department of Corrections 
FINAL July 2014

In August 2011, the Monroe Correctional Complex (MCC) hosted an opportunity for the six selected staff duress 
alarm system vendors to present their products to staff from MCC, the Statewide Security Advisory Committee, and 
headquarters. Eighty visitors and 24 members of the Committee took the opportunity to provide their feedback 
through an exit questionnaire, after they had a chance to visit with the vendors.  An overwhelming majority of the 
evaluations indicated that having a body alarm device would enhance staff safety and that staff would be willing to 
carry such a device if it were made available to them. 

The DOC leadership team and Consultant team developed a list of goals and requirements for the system, based on 
this preliminary work (see appendix A).   

D. Project Location 

The WSRU is an ideal pilot project setting because of its challenging configuration and variety of existing conditions.  
In order to provide a broad “test bed” for the pilot, the project team selected portions of WSRU for coverage by the 
system because of their complex configuration, variety of construction materials, mix of interior and exterior spaces, 
various building and interior space uses and functions, and differing ages of construction. The team reasoned that 
the challenging conditions would effectively test any selected system, and demonstrated capability under the 
conditions of WSRU would generate user confidence.   

The following site areas and building areas at WSRU have been provided with complete coverage by the system 
(refer to map in Appendix E): 

Exterior Spaces
Recreation Yard
Exterior Movement Areas east of Gate 7 (near Shop Buildings)

Interior Spaces
Main Corridor at Exit to Tower 9
Hospital and Clinic
Receiving & Release
Kitchen
A/B Dining, C/D Dining
A/B Dayroom, C/D Dayroom
Visit Room
Gymnasium
Hobby Shop
PAB (Program Activity Building)
Chapel
Education Building #1
Education Building #2

Only  and the  Buildings at the  of the  were excluded from the interior areas. 
Remote areas, controlled and off limits to offenders, were also excluded from the Pilot Project. 

The pilot project covers 302,460 square feet of site area and 130,630 square feet of interior building gross floor area.
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E. Existing Conditions

Personnel who enter the perimeter of a prison facility are necessarily in contact with, or in close proximity to, 
offenders. Offenders, acting alone or in groups, can pose risks to the safety of the individuals, staff, and the security 
of the institution and the public. The circumstances or timing for the occurrence of such events are often 
unpredictable. Staffing levels and facility physical layouts often do not allow for another staff person to be “watching 
the back” of another, even when staff exercise a high level of situational awareness. There are many situations 
where staff may work alone in relatively remote areas of a facility, either subject to, or with the potential for, contact 
with one or more offenders. 

Several staff duress / staff safety systems were already in use by DOC at MCC, including radios, telephones, sign-in 
sheets at entrances, and hardwired panic buttons in offices. Each system in place has limitations.  

Radios 
Not all staff members (and no visitors) are issued two-way radios, if a radio is not essential to the relevant work 
assignment. Even when issued, radios have reception limitations. Radios do have panic buttons, but these do not 
provide information on who is placing the call, nor designate the location of the unit. Also, radio communication 
channels are shared among many radios, so even if staff were dedicated to monitor radio traffic, it would be easy to 
miss a call for assistance.   

Telephones
Hard-wired phones, if  for more than , initiate an alarm. The facility experiences many 
nuisance alarms resulting from people looking up phone numbers or receiving faxes. The alarm locks the phone so 
that it cannot be used to contact main control. Phones may be accessible to offenders, who could prevent their use.  
The telephone alarms identify a location, but not the person who initiated the alarm. Staff report that  
under assault is a lot longer than it sounds. 

Cellular telephones pose security risks, so they are highly regulated and restricted as to who may possess them 
within a facility. They are also not useful during an attack to summon assistance, as they must be dialed. 

Sign-in 
Sign-in sheets do not provide duress alarm, obviously, but have drawbacks as staff tracking mechanisms as well.  
They require cooperation by staff to exit at the same location as they entered, to spend a minute writing at every 
entrance or egress (with lines forming at shift change), and to check the completed forms on a regular basis. 

Panic Buttons
Hard-wired panic buttons are appreciated by staff, such as dental technicians, working in stationary locations.  
However, they are of no assistance to roaming staff. Although they provide information on location, they do not 
identify the user. They are also accessible to offenders, who could prevent their use. 

Active Regular Reporting
In the immediate wake of Officer Biendl’s murder, staff members were required to report their location by radio or 
telephone every  minutes. This procedure required dedicated staff at multiple locations to record the information 
and note those not reporting in, which in turn tied up the radio and telephone systems significantly, and would have 
prevented a call for help on the system while the reporting exercise took place. If a staff member were assaulted 
immediately after a call-in session, it would be more than  before this system would notice and begin a 
search. 
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Because of the limitations of these existing systems, the DOC formed a Line Staff Implementation Team of custody 
officers and maintenance workers. This group developed a list of desired features, based to some degree on the 
deficiencies of the existing systems, which would allow the group to evaluate body alarm alternatives (see 
Appendix B).   

F.  Alternatives Evaluation 

Reviewing the material presented by the vendors in 2011, the DOC Leadership team selected the “near-real-time-
locating” (or “active”) body alarm system as the best match of the requirements that had been developed for the 
Study.   

A set of performance specifications was developed for this system, and bids solicited for its implementation. On 
March 29, 2012, three (3) bids were received for the active system, ranging from $1.3 million to $1.5 million, thus 
providing a good basis for estimating the cost of such systems. This cost, however, was considered infeasible by the 
DOC. 

The Consultant developed a second set of performance specifications for a “zone-based” or “passive” locating 
system, designed to identify the location of personnel in duress by a specified building or site area. Passive systems 
are the other major alternative available for such systems. A passive system provides less “granularity” of coverage 
and is not a tracking system in which the movement of personnel carrying duress alarms may be located in real- or 
near-real time.  

On August 9, 2012, DOC received four (4) bids for this passive, zone-based system. Each system met a majority of 
the user-group requirements. Teknon Corporation of Redmond, WA was the system integrator / contractor with the 
lowest responsive and responsible bid, and was contracted to perform the system implementation.  

G. Pilot Project 

The system proposed by Teknon is “ELPAS2,” from the ELPAS (formerly Visonic Technologies) division of Tyco 
International. It is an upgrade of a staff alarm system (“ELPAS “Spyder Alert”) in use at similar institutions for many 
years. At least two other proprietary systems (e.g., Actall Corporation “PALS 9000” and “PALS RFID”) are available 
and actively marketed regionally. A competitive bid environment may be maintained for potential future projects by 
specifying performance-based systems that allow responsive bids from multiple manufacturers. 

Teknon contracted to begin implementation of the Pilot Project in September of 2012. Cut-sheets of the system are 
provided in Appendix E. 

The system consists of three sub-systems:

1) Fixed field devices, such as radio frequency (RF) readers and low frequency (LF) exciters, antennae, and
the associated cabling and infrastructure. These are deployed throughout the areas of coverage listed
above, in order to provide the zone demarcation and location information to the monitoring system.
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2) Monitoring and administrative “head-end” equipment such as monitors, servers, switches, communications
cabling, back-up power, and local audio-visual horn strobes deployed in the medical suite and on the
exterior of several buildings. These horn-strobe devices provide local annunciation of an alarm event and
are located to be visible from towers. The main console for monitoring the system is in WSR Main Control.
Supplemental monitoring is located in the Shift Lieutenant’s Office and in Rotunda 2.

The system monitors provide graphic facility mapping of the areas covered, names for each zone of 
coverage and alarm issued, visual and audible indication of alarm, alarm location, alarm type, and alarm 
status. System reporting enables generation of pre-formatted reports, and provides a facility for reports-on-
demand. All data is logged in a searchable SQL database for thirty (30) days. 

3) Portable transmission devices (PTDs, badges, or body alarms) assigned to posts and carried by staff,
wirelessly convey the location of the device to the field-mounted readers. Currently, 150 posts in the project
area have been assigned PTDs. PTDs are issued at Main Control and logged into the area of coverage
automatically when the device passes through the exit from Main Control to the Tower 9 circulation area.
Routine maintenance and battery replacement occur at the Main Control Room.

The body-worn portable transmitter device (PTD) or body alarm can be activated by staff by  
 or by the forcible removal of the PTD  (  on the PTD).  The PTD will also 

detect a , which indicates that the person’s safety is in question, and transmit the alarm for them. The 
PTD will also alarm if the battery is low, or if staff disable the device by  and toggling the  
indicator selector switch to “  

The system is monitored at WSRU Main Control for response to and management of the alarms, and local strobes 
and horns alert other staff in the area of the alarm. The system is segregated from the PLC-based touchscreen 
control system, since it is not possible to establish a robust connection between the alarm system and the 
touchscreen controls. Because the condition, age, and platform of touchscreen controls statewide vary significantly, 
potential future implementations of staff duress systems should remain segregated from touchscreen systems. As 
technology improves, this decision may be re-evaluated. 

System Integration by the contractor team proved challenging but was accomplished with cooperation from the 
design and implementation teams. The system was substantially complete in August of 2013, but problems were 
revealed during an extensive testing phase once the initial system was installed and personal duress alarms issued 
to corrections officers.   

Troubleshooting procedures by ELPAS revealed manufacturing defects that resulted in several system errors and 
difficulties, including “ghost alarms,” nuisance alarms, and non-responsive personal alarm devices. These problems 
were all solved by a new run of devices that were manufactured, delivered to the site, and brought online by the 
WSRU project implementation team in Spring 2014. Ongoing system maintenance and training will be conducted by 
WSRU staff with project-specified multi-year warranty support from Teknon Corporation and ELPAS / Tyco 
International. DEI Electrical Consultants and KMB design groups will assist the DOC and WSRU staff with emergent 
issues. 

The pilot project produced a number of conclusions, successes, and lessons learned for consideration as DOC 
considers future implementation of staff duress systems.  
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H.  Results and Evaluation of Pilot Project

The Staff Duress Alarm / Body Alarm pilot project at WSRU may be considered a success, based on completeness, 
effectiveness, efficiency, and acceptability to users and managers.  

Two primary tools have been used to evaluate the project goals and outcomes from the point of view of WSRU staff: 

1) Troubleshooting Forms for three groups of users – Employees, System Management, and Monitoring
Staff – were prepared by the consultant team and are being used to log any and all problems with the
system. The Trouble Reports are logged in by the consultant team and a response made with proposed
resolution. All trouble reports are resolved and closed out; they are summarized in Appendix D.

2) User Surveys composed by the Implementation Team with input from the Statewide Security Advisory
Committee and other stakeholders from DOC. The surveys allowed the team to gather user responses to
the system that are not strictly “incidental” or event specific responses, such as those captured by the
Troubleshooting forms. The surveys indicate an overall “subjective” positive user response to the system
and identified several suggestions for improvement. Survey results are summarized in Appendix C.

Completeness: The installed system met 96% of the goals and requirements established by the DOC leadership 
team, and 86% of the desired features of the line-staff user group (see Appendices A and B). 

For example, 24 of the 25 original goals and requirements have been fully (22) or partially (2) met. The only goal not 
met, that of tracking offenders on the same system, is not considered a fatal flaw by the user group, and DOC 
leadership has decided that the feature is no longer desirable or necessary for the foreseeable future. 30 of 35 
criteria established by the user group are addressed by the system.   

Effectiveness: Staff reports a high level of effectiveness of the system. Upon an alarm event, monitoring staff is able 
to quickly and accurately note the location of the alarm, the post to which the PTD in alarm is issued, and the 
response path to the PTD in alarm. The pilot project team has witnessed multiple alarm responses, and the ease and 
accuracy of successive responses creates growing confidence in the system. During the troubleshooting phase, 
several alarm events reported in an incorrect zone. This problem was solved by repeated fine-tuning of several field 
devices until accurate reporting was achieved in multiple alarm tests.  

1) The system has allowed staff to locate alarm events “by zone” as strictly required by the specification in
order to aid accurate and timely response to staff duress. System testing has confirmed this accuracy to at
least 99% after troubleshooting and repair or re-installation.

2) In addition, the architecture of the system has enabled the further benefit of greater locational accuracy
within each zone. This additional accuracy was anticipated but not required by the project specifications,
and results from the fine-tuning of the radio frequency infrastructure. System testing has confirmed this
accuracy. Testing and actual alarm events have confirmed that this accuracy will aid the responding officers
by reporting the nearest node within each zone upon an alarm.

3) The nature of WSRU provided an ideal test bed for the Pilot. Most other DOC facilities are not characterized
by the complexity of configuration, use, and variety of materials and age of facilities that prevail at WSRU. It
is therefore reasonable to expect efficiencies in future Staff Duress Alarm projects at other DOC facilities
should DOC elect to pursue further implementation.
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Operation and Maintenance proved challenging during the troubleshooting phase. These challenges resulted from 
several manufacturing defects that resulted in delays while the PTDs were re-manufactured to correct the defects. 
Problems with short battery life and nuisance alarms have been resolved. The creation of an automatic login/logout 
of devices by the installation of a portal near Main Control saves time in the daily deployment of the system. Set-up 
and PTD configuration is time-consuming the first time around, but is also fairly simple and intuitive using the Eiris 
software.  

Efficiency (Benefit / Cost Analysis): The implementation cost of the piloted system is feasible, especially compared to 
the cost of an active, real-time system.  The construction cost for the pilot project is $3.90 per square foot for interior 
space, and $0.30 per square foot for open exterior space. The system achieves a high level of accuracy and 
locational “granularity” by identifying zones of a size and configuration appropriate to the risk and the planned path of 
the responding officers.    

Acceptability: Pilot Project surveys and feedback from users, security specialists, and system managers reveal that 
the staff duress alarm system is acceptable to these groups. Those monitoring the system from Main Control do 
report that the addition of another system to the security and operational systems already in place is somewhat 
taxing. However, the clear visual and audible annunciation of alarms provided by the monitoring system helps 
alleviate the additional demands placed on the attention of the monitoring officers. While some staff in maintenance 
positions have expressed a desire for an alternative form factor (such as a lapel badge or wrist-worn device) without 
the prone position alarm feature, the piloted belt-worn PTDs would serve these other staff positions.      

I. Project “Lessons Learned” 

The Pilot Project was a fruitful effort in terms of lessons learned. The following considerations should be carried 
forward into potential future implementations of Staff Duress Alarm projects: 

1) The identification of the zones for demarcation on the system is essential during the design phase, with
active participation by knowledgeable facility staff. The proper demarcation of zones based on area use,
volume of offender traffic, the pathway of responding staff, and history of actionable events or violence
ensures that the system will perform at a level that generates staff confidence and buy-in.

2) A dedicated implementation team at the facility is essential to project success. Ideally, this team consists of
a DOC Security Specialist, knowledgeable corrections officers with experience in the areas to be covered,
IT staff from the facility, and design consultants. The Implementation Team at WSRU proved crucial to the
troubleshooting and resolution effort of the project.

3) Brief site testing of a small quantity of PTD’s or body alarms/ badges should be conducted once the
infrastructure and monitoring systems are in place, before the remainder of the devices are shipped and
deployed, in order to identify any manufacturing or other defects before deployment of the full complement
of devices. Manufacturers should be required to forward evidence of alpha and beta testing of devices for
review by the Project Team prior to shipment of devices to be employed in the project.

4) Local visual/audible signals or “horn-strobes” with keyed reset switches are highly desirable, since they
provide immediate feedback and notification upon alarm activation, so that staff who may be present in that
area may respond immediately. The Pilot Project added several such local alarms to the original project
scope.

5) Additional visual/audible signals or “horn-strobes” on the exterior of buildings covered by the system and
visible to control towers is also highly desirable, for notification and response coordination.
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6) A portal for automatic enrolling / de-enrolling of devices upon ingress / egress is highly desirable, and
should be included if possible. The exit from the Main Control corridor to Tower 9 at WSR proved the ideal
location for this portal in the Pilot Project.

7) The Pilot Project demonstrated the feasibility of partial deployment of a staff duress system within a given
unit. This flexibility was not anticipated. The capability of the system to provide acute demarcation between
covered and uncovered areas will allow DOC to achieve efficient deployment of future body alarm projects
at MCC or other institutions.

8) The Pilot Project indicates that a staff duress project depends for its success on user willingness and
attitude as much as upon the technical capabilities of the system, the quality of the integrator, and the
design of the system. In general, staff attitudes were positive and helpful with respect to the deployment of
this new system. However, an unwillingness to make proper use of the PTD or the neglect of protocol will
negatively affect system performance. The leadership at WSRU has managed to limit such unwillingness to
a very few individuals, which speaks to the importance of the management and operational oversight to a
Staff Duress Alarm project.

J. Potential Future Improvements 

The installed system has the potential to integrate with the security video system cameras in the vicinity of the alarm 
to display the alarm situation in the central monitoring area.  Although not included in this project, the upcoming 
Security Video project will incorporate this feature. 
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Summary (ESB 5709 Requirements) 

For further information regarding the requirements of ESB 5709 summarized below, refer to the KMB design groups 
study entitled “Evaluation of RFID Monitoring Systems for Correctional Facilities” dated May 23, 2011 (see 
Appendix F).

(a)  Recommendations for the use of body alarms by security level

Body Alarm Systems require a well-defined perimeter and a limited or managed number of entry/exit points from that 
perimeter. That is because the systems are designed to have continual frequent communication between the 
portable transmitting device (PTD) and the system. If the communication is lost for more than a couple of signaling 
cycles the system interprets that as a “lost” device, which is an alarm condition. Systems which are deployed in only 
parts of a facility, and the allowable entry/exit points, must have devices and system programming which record an 
allowable departure from coverage and stop the system from expecting to receive signaling. 

For that reason, deployment of a Body Alarm System at the Level-2 Minimum Custody Work Camps in the DOC 
prison system is not considered viable. The physical plant configuration, and their operational mode, does not lend 
itself to achieving a successful installation. (A system providing emergency signaling only, without “near-real-time-
locating” could be considered.) 

Deployment at Level-5 Maximum Custody housing units is considered non-essential due to the higher level of staffing 
and the highly restricted movements of the offenders within the units. 

All other Security Levels are candidates for deployment of these systems. Level-3 Medium Custody and Level-4 
Close Custody facilities are recommended for highest priority deployment if a phased approach is elected.  

b) Recommendations for specific positions that should require the use of body alarms

Portable transmitter devices (PTD’s) should be available for issue, and by policy should be required to be carried, by 
all positions of facility staff, contract staff, and the volunteers who work in or enter the facility perimeter. This includes: 

Staff who are issued two-way radios
Custody staff
Non-custody staff of all job descriptions
Devices should be available for issue to personnel who intermittently enter the facility.

Persons who should not be required to carry a PTD: 
Staff assigned to work in Level-5 IMU/SEG units, which do not have a Body Alarm System
Staff assigned to work in Control Booths
Staff assigned to perimeter patrol or towers
Vendors, contractors, facility visitors, offender visitors, and others who, by policy, are required to be
escorted when within the facility
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(c)  The information technological and infrastructure requirements needed for body alarms

Refer to the system description in Part G. Pilot Project above for a description of the ELPAS system. Refer to the 
KMB report “Evaluation of RFID Monitoring Systems for Correctional Facilities” dated May 23, 2011 for further 
description of the network and infrastructure typologies available on the market (see Appendix F).   

(d)  The training requirements for body alarms

The system is intuitive and needed very little training by the management, maintenance, master control staff, and 
wearers of the alarms. Training in regard to Body Alarm Systems can be categorized into four (4) basic types. 

System Management Training 

Teknon, ELPAS, and the implementation team provided comprehensive training to personnel designated by the 
department in all matters pertaining to day-to-day management of the system, including but not limited to system 
logon / logoff, user group privileges, option settings, standard reporting, special reporting, and data export. PTD 
training included troubleshooting, user management, issue and return procedures, maintenance, and feature 
settings. 

System Maintenance Training 

DOC intends to support its electronic Security Systems through the combined efforts of Information Technology (IT) 
staff and Electronics Technology (ET) maintenance staff. As such, sub-categories of maintenance training may be 
appropriate, divided into maintenance of the field hardware, and maintenance of the network hardware and 
PC’s/Servers.  

Training was provided for procedures for backup and archiving of the database. DOC ET training is ongoing in all 
aspects of system field hardware troubleshooting and problem resolution, including component diagnostic tools and 
component repair or replacement. Teknon provided technical installation notes as part of the pilot project record 
documentation. 

Main Control Console Operator Training 

Main Control staff at WSRU have training that provides an understanding of all System features that are represented 
within the system interface screens, including explanation of the terminology used, the audible and graphical 
indicators, the available screen navigation tools, and the procedures for managing the information and alarms 
provided by the System. It is strongly recommended that this training be provided both interactively in a setting with 
active hardware, but also be documented in writing and video records for follow-up study and reference. 

PTD User Training 

Personnel who wear the PTD’s have been instructed in their proper mode of carry and removal, how to power-on the 
device, how to initiate a confidence test transmission, how to initiate an alarm, what conditions will cause a “man-
down” alarm and any necessary measures to avoid inadvertent alarming, proper care of the device, and operational 
training and troubleshooting assistance by the implementation team. 
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(e)  Lessons learned from the pilot project 

Refer to Lessons Learned in Part I. above. 

(f) The estimated cost of the alarms and proximity cards and needed supporting infrastructure, staffing, 
and training requirements. 

The Body Alarm system selected and installed at WSRU requires minimal supporting physical infrastructure, no 
additional staffing, and very minimal training requirements. The pilot project results suggest that training efficiencies 
will greatly increase over time. The initial construction cost can be considered the only cost of implementing such a 
system. Refer to the Executive Summary and detailed cost information in Part H. / Results and Evaluation of Pilot 
Project above. 
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