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Summary of Witness Statements (Include Name of Each Witness):  John Conaty, Kris Rongen 

Summary of Facts:  Brief background of incident 

The ATF Gun task force which is a multi-agency task force to include DOC CRU Specialist Conaty as a TFO and CRU 
Specialist Rongen who reportedly assisted the Task Force with ATF Operations (he did not currently have ATF 
credentials) were conducting surveillance of a wanted subject Randy HALL who had a  warrant. 

The overall plan for the ATF TF was “Members of the Puget Sound Regional Crime Gun Task Force (PSRCGTF) will 
conduct surveillance to attempt to locate HALL. Once HALL is located, he will be arrested on his active warrant”. 

It was reported that ATF TF was working a case/information on HALL, suspect for possessing firearms and being 
involved in a drive by shooting.  

Officers had briefed the case prior during week/days.  On 6/28/16, Officers converged on the target apartment 
complex, located the apartment and the vehicle. Set up surveillance units around the complex and vehicle.  
Established and arrest team for when offender exited and/or went to vehicle. (They decided at the time due to location 
and kids in residence and area to let Hall get to his vehicle).  The arrest team observed Hall leave the apartment 
complex and walk over to his vehicle.   

The arrest team consisted of four officers located in one vehicle.  Conaty was the driver, Rongen front passenger, ATF 
Jackson back driver seat, TFO Tomlinson back passenger seat, drove and positioned the officer vehicle at the back of 
target HALL’s vehicle.   

Officers got out of vehicle (clearly marked as police officers and lights on vehicle) 3 officers Conaty, Jackson, 
Tomlinson obtained covered positions to call out HALL, while Rongen pushed forward to the passenger door of HALL’s 
vehicle.   

Rongen moved from his position on the passenger side of HALL vehicle around the back side of the vehicle, in front of 
the Officers covered positions, moving to driver side of HALL vehicle, to go hands on with HALL and place into 
restraints.  

Rongen deployed his Taser and HALL discharged a firearm shooting Rongen in the leg/Knee.  (Varying reports about 
which was done first). 

Rongen went down, Officers returned fire, Rongen was moved from that area, Officers stopped the threat, aid was 
called, and aid was rendered to Rongen and HALL when safe to do so.  

Scene was secured, local PD called to assist and conduct investigation. 

Scope: 

What was the ops plan going in? 

It appears that there was a general operation plan/briefing on HALL.  The brief consisted of what HALL was wanted for 
.   Hall was also a suspect in drive by shootings and a vehicle associated with Hall was seized with 

guns in it.  Hall was considered armed and dangerous.   That is the general brief.  It appears that the tactics or actual 
plan for that day was based on the groups training.  There was no meeting of all personnel that day with a specific 
tactical plan. 

The plan was made as the situation evolved.  They had perimeter units and established an arrest team.  They changed 
the plan to arrest at vehicle since they observed kids in the home and area.  

*** problem with not meeting with officers and going over specific plan, tactics and assigning roles and responsibilities 
is that things get missed, like who’s going to call local police, hospital, what vehicle tactics are we using.*****  however 
this happens with dynamic cases and again these teams train together so their tactics are rehearsed.  And they can 
assign roles/responsibilities via radio which is I’m guessing how things went. ***** 

****Here is the biggest concern with that… Rongen via his own words chose to not go to/participate in the ATF 
trainings. Conaty confirmed that ATF had trained vehicle tactics and he attended and that Rongen had not.  Rongen 
stated that he did not go to the ATF trainings prior and that some of it was because they didn’t give him credentials.  
This is a big problem and a contributing factor in why he assaulted the vehicle vs. doing a call out process.  

Another issue is that Rongen does not have ATF credentials and HALL is not active DOC, therefore the group and 
Rongen allowed himself to be put in a roll in which he is: 

 1. Not trained with group  

2. His lack of authority on HALL without a federal commission.   

What were the individual and team tactics utilized during the incident? 
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It appears that the team tactics were supposed to be to step out of vehicle, obtain the best covered position available, 
cover your section of vehicle and give verbal’s to HALL.   Utilizing space and time, since Hall was suspected to be 
armed.   

***at some point if HALL did not comply with the team call out tactics…they would have to change/modify the call out 
tactics if they were not working.  I am not sure who would have done that since it appeared to me that one of issues 
there was no clear team lead during the arrest, or within the arrest team. ***   

Ideally when team takes a vehicle either call out or takedown there is a team lead who directs the movement and tactic 
of the group.   

The rest of arrest team stayed back and Rongen moved forward. Assaulting the vehicle.  Overall sometime things like 
this happen…the biggest issue is not that Rongen got out and pushed forward to the front passenger 
door/window/post.  He can use that as cover, have a good visual of what’s going on.  

It’s not ideal but it is a dynamic environment.  The problem comes when he didn’t realize what the rest of team was 
doing. They were doing something different and nobody communicated to each other, like, hey get cover or pull back, 
once things went down. That is because nobody stepped up to lead nor did they have a team leader.  

Rongen went to his level/experience of training, to assault the vehicle.  Rongen even stated that he is aggressive and 
that is what he and Conaty have done in the past.   

The overall team tactic of calling the offender out using time and space was good.  There was no set plan on how they 
would proceed if this did not work.   

They should have talked about the exact plan/tactics of arrest team within the vehicle.  They had plenty of time to do 
that. 

** Here is the biggest tactical error. **** 

Rongen ran forward, it happens, other officers were in ok positions to cover him and he wasn’t in the worst possible 
position. Again the problem is nobody was communicating within the team.  But the biggest problem was when 
Rongen left his position on the passenger side of HALL’s vehicle, went around the back of Hall’s vehicle, in front of the 
covering officers to the driver’s door to engage HALL.   

Once he did that, Rongen left his area of responsibility, made it so officers were not able to provide lethal coverage 
and put himself in crossfire situation.   This is not a trained team or individual tactic.  This is poor choice by Officer 
Rongen.  A choice which placed himself and other officers in danger and created a tactically unsound situation.  

Additionally when Rongen left his position went behind vehicle to go hands on with HALL, he transitioned to his Taser 
when HALL is suspected to be armed. By moving to where he did Rongen was blocking his lethal cover.  Not a trained 
or supported tactic.  

Perspectives: 

Conaty stated that he and the team were shocked about Rongen moving forward on the vehicle and then moving 
around behind the vehicle in front of them. 

Conaty stated that Rongen had not attended any quarterly ATF training, which included vehicle tactics.  

 

Rongen stated that he went forward because that is his mindset and that is how he and Conaty have done it in the 
Past.   

Rongen also said that he went around to engage HALL because HALL wasn’t complying and nobody else was doing 
anything and he didn’t want HALL to get in the vehicle and drive forward. 

Rongen stated that he and Conaty had done vehicle takedowns many times before and had moved up on the vehicle.  
Rongen stated that he is aggressive and did not want HALL to get into the vehicle with the possibility of moving 
forward in the vehicle. 

Tactics continued: 

Typically with vehicle take downs the goal is to pin the vehicle front and rear or at least try mitigate the vehicles ability 
to move.  One option the group could have done if the position of the vehicle wasn’t ideal was to wait until Hall got in 
the vehicle. Let Hall drive out of the area and perform a vehicle block with two vehicles.   

Rongen’ s reasons for going forward, his base of training, his failure to attend ATF group training, the groups failure to 
assign roles and communicate what they were going to do.  Rongen either didn’t hear the plan which caused him to 
use tactics previously used with other teams.  

There is no tactical reasoning behind Rongen’s choice to leave his position.  Rongen’s explanation for leaving his 
position was that he is aggressive and that nothing was happening.  He explained he is always a hands on guy.   

























































































































































1

Lewis, Tina J. (DOC)

From: Fithian, Tomas P. (DOC)
Sent: Monday, February 1, 2010 9:48 AM
To: Aylward, Anmarie (DOC); Harms, James W. (DOC); Meusborn-Marsh, Stefani L. (DOC); Ashlock, Dianne K. (DOC); Gastreich, Kathy 

E. (DOC); Strange, Cheryl E. (DOC); Vail, Eldon W. (DOC); Blonien, John 'Scott' (DOC)
Cc: Shapiro, Scott M. (DOC); Nozawa, James H. (DOC)
Subject: FW: MESSAGE FROM DT34        ....................................

 

Tomas P. Fithian, Emergency Operations Manager  

 

-----Original Message-----  
From: DOCOBTSAPPLICATION@DOC1.WA.GOV.................................. [mailto:DOCOBTSAPPLICATION@DOC1.WA.GOV..................................]  

Sent: Friday, January 29, 2010 08:11  
To: PRISONSFIELDREGION@DOC1.WA.GOV....................................; FIELDREGIONS@DOC1.WA.GOV..........................................; 
FIELDEAST@DOC1.WA.GOV............................................. 

Subject: MESSAGE FROM DT34 ....................................  

/SUBJECT INCIDENT REPORT - USE OF FORCE  
 
OTSO310 WASHINGTON DEPARTMENT OF CORRECTIONS DATE: 01/29/10  
INCIDENT REPORT TIME: 16:10.58  
 
NO:10086 TYPE:USE OF FORCE STAFF REPORTING:HISEY, MICHAEL  
OCCURRED ON: 01/29/10 AT 01:52PM REPORTED ON: 01/29/10 AT 03:12PM  
LOCATION: TOPPENISH OFFIC CONFIDENTIAL: NO  
PLACE: IN THE COMMUNITY 11 EGAN LANE, WAPATO, WA  
 
OFFENDERS INVOLVED INJ HOS STAFF INVOLVED INJ HOS  
819544 YBARRA, OSWALDO C. N N HISEY, MICHAEL N N  
318722 IBARRA, JESUS H. N N  
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DESCRIPTION:  
I ATTEMTPED TO CONTACT THE OFFENDER AT HIS LISTED ADDRESS TO CONDUCT A  
ROUTINE HOME VISIT. I HAD BEEN AT THE RESIDENCE ON NUMEROUS OCCASSIONS  
AND HAD NEVER ENCOUNTERED ANY DANGEROUS ANIMALS. I KNOCKED ON THE  
FRONT DOOR AND IMMEDIATELY OBSERVED A LARGE GERMAN SHEPARD EXIT A  
DOGHOUSE AND CHARGE TOWARD ME WHILE GROWLING AND BEARING IT'S TEETH AT  
ME. I WAS UNABLE TO FLEE TO SAFETY. FEARING FOR MY SAFETY I FIRED  
THREE ROUNDS FROM MY DEPARTMENT ISSUED FIREARM, STRIKING THE DOG THREE  
TIMES. THE DOG STOPPED THE ATTACK AND CAME TO REST SEVERAL FEET FROM  
ME. I IMMEDIATELY CONTACTED YSO USING MY PORTABLE RADIO. OFFICERS FROM  
YSO, WPD AND WSP RESPONDED TO TAKE THE REPORT OF THE INCIDENT AND TO  
CONTROL THE FAMILY WHO WAS BECOMING AGGRESSIVE TOWARD ME. THE FAMILY  
WAS ALLOWED TO TRANSPORT THE DOG IN AN ATTEMPT TO GET MEDICAL  
TREATMENT FOR IT. YSO INDICATES THE ANIMAL WAS UNREGISTERED IN THE  
COUNTY. CCS SWANSON AND ACTING DUTY OFFICER CCS MARK DAVIS BOTH  
NOTIFIED. USE OF FORCE REPORT SUBMITTED THIS DATE. REFER TO YSO #  
10-01644. IT SHOULD BE NOTED THAT DURING PREVIOUS VISITS TO THE  
RESIDENCE, THE DOG HAD BEEN ON A CHAIN, HOWEVER IT WAS NOT AT THE TIME  
OF THIS INCIDENT.  
 
PROPERTY DAMAGE: NO APPROXIMATE COST: $ 0  
OTHER AGENCIES CONTACTED: DATE: 01/29/10 TIME: 01:52PM  
YAKIMA COUNTY SHERIFF, WASHINGTON STATE PATROL, WAPATO POLICE DEPARTMENT  
HOSP NAME: FOLLOWUP RPT: NO AGAINST: INMATE  
------------------------- OFFENDERS INVOLVED -------------------------  
NAMES: YBARRA, OSWALDO C. DOC NO: 819544 CLASS: HNV  
LAST KNOWN ADDR: 11 EGAN ST. WAPATO WA  
DOB: 03/21/1982 SEX: M RACE: WHITE HISP.ORIG: Y  
MSC: DRUG VIOLATIONS COUNTY: YAKIMA  
SUPERVISION START DATE: 04/25/05 SUP.TYPES: CCP,CCJ  
CCO: BE05 MICHAEL HISEY  
FBI NO: 043576RB8 SSA NO:  SID NO: 20170575  
 
 
NAMES: IBARRA, JESUS H. DOC NO: 318722 CLASS: MOD  
LAST KNOWN ADDR: 11 EGAN LANE WAPATO WA  
DOB: 04/12/1989 SEX: M RACE: WHITE HISP.ORIG: Y  
MSC: UNKNOWN-S/B CODE 01 COUNTY: ????????????  
SUPERVISION START DATE: 00/00/00 SUP.TYPES: ???  
CCO: UNKNOWN  
FBI NO: 299985JC5 SSA NO:  SID NO: 22829467  
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August 19, 2008 
 
To:  Anne Fiala, Assistant Deputy Secretary 
  Community Corrections Division 
 
From:  Ralph Berthon, Field Administrator 
  Henry Pineda, Community Corrections Specialist 
  Denny Johnston, Correctional Program Manager 
 
Subject: Critical Incident Review  
  Telephonic Incident Report 00042 August 5, 2008 
  Use of Force – Nicholas Weber 
 

 

Critical Incident Review TIR 00042 08-05-08 
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Critical Incident Review TIR 00042 08-05-08 

 
Introduction This is a critical incident review of the events surrounding Telephonic 

Incident Report (TIR) 00042 Use of Force dated 08-05-08. 

 
Elements of the 
Critical 
Incident 
Review 

The group was tasked to answer the following questions in this report: 
 Description of shooting incident; 
 How the Department Organizationally dealt with the incident; 
 Assess current Department Policies that govern incidents and evaluate 

if they adequately cover the Department’s and Staff needs; 
 Review the Memorandum of Understanding (MOU) between the 

Department of Corrections and the U.S. Marshal’s Office to assess if 
it adequately meets the needs and expectations in these types of 
situations. 
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Incident Description 

 
Incident 
Description 

On 08-05-08, Community Corrections Specialist (CCS) Nicholas Weber was 
conducting fugitive investigations for his assignment with the United States 
Marshal Service Pacific Northwest Fugitive Apprehension Task Force.   
 
On 08-05-08, CCS Weber was conducting a fugitive investigation into the 
whereabouts of Lawrence R. Steele, 04-30-1962, with Deputy US Marshal 
Lisa Stephenson, as part of his regularly assigned duties as a Task Force 
Officer (TFO) with the US Marshal’s Pacific North West Fugitive 
Apprehension Task-Force (PNWFAT).  Steele was wanted on a Federal 
Parole warrant, issued 06-24-08.  The Violation was for Failure to Submit 
Supervision Reports and the underlying charges were Armed Robbery, 
Possession of a Firearm During a Crime of Violence, Carrying a Pistol 
Without a License and Simple Assault.   CCS Weber and Deputy Stephenson 
were in an unmarked Marshal Service Chevy Suburban that was outfitted 
with concealed emergency equipment including red and blue emergency 
lights and sirens.  Stephenson was driving and Weber was in the front 
passenger seat. Weber was dressed in plain street clothes with a ballistic vest 
marked POLICE under an unbuttoned short sleeve shirt. 
 
Weber and Stephenson’s investigation revealed that Steele was likely in the 
area of S. 96th Street and South Hosmer Street, and was known to be driving 
a Black 1996 Chevy Camaro with Washington State license plate 832XUV.  
At approx 1345 hrs, Stephenson and Weber were turning Northbound onto S. 
Hosmer from the East bound lane of S. 96th St when they observed Steele 
driving the Camaro west bound on 96th St with his left turn signal on.  As 
Stephenson completed the turn the officers lost sight of the Camaro.  Weber 
contacted Deputy Marshal James Adkins, and DOC TFO Jacob Whitehurst, 
who were working nearby and request that they assist in locating Steele.  As 
Weber and Stephenson continued to search, they located Steele at the 76 gas 
station at 10505 S. Steele Street.  Steele was out of the vehicle and was 
fueling up his car.  As Steele was leaving the gas station he stopped to speak 
with an unknown female through the passenger window of his car. 
 
Weber and Stephenson used this opportunity to contact Steele in his stopped 
vehicle. Deputy Stephenson pulled the Marshal vehicle into a position that 
appeared to block the forward movement of Steele’s vehicle.  Stephenson and 
Weber exited their vehicle and drew their firearms because Steele’s criminal 
history included assault and firearms convictions.  Weber reported he opened 
his shirt clearly revealing the POLICE markings on his ballistic vest.  Weber 
reports hearing Stephenson announce “Police, show me your hands,” through 
the Camaro’s open passenger window.  Weber stated he started maneuvering 
around the front of the Marshal’s vehicle in an attempt to contact Steele from 
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the driver’s side of his car.  As Weber was rounding the front of the Marshal’s 
vehicle he reported hearing the Camaro’s engine race and heard the tires 
squeal on the pavement.  Weber stated he saw smoke from the tires as Steele 
turned the wheels of his vehicle and accelerated around the front of the 
Marshal’s vehicle heading directly toward Weber.  Weber stated that he 
feared for his life and that he believed Steele was going to run him over.  
Weber stated that there was not enough time to get out of the way of Steele’s 
vehicle.  In an attempt to divert Steele away, Weber fired four rounds at 
Steele through the front of Steele’s vehicle area with his State issued  
and .  As Weber fired he tried to create as much 
space as he could by backing up and trying to move out of the way of Steele’s 
vehicle.  The vehicle swerved as Weber’s rounds impacted it and just after the 
fourth shot Weber reports seeing Steele flinch backward in his seat.  Weber 
reports Steele grabbed his left shoulder with his right hand.  Weber further 
stated that Steele missed hitting him and could feel wind from his vehicle as it 
passed him.  Weber stated that if he had not fired Steele would have run him 
over.  Weber stated that from the time he saw the wheels turn toward him to 
the time the car slipped past him was less than three seconds. Steele then sped 
into traffic on South Steele Street.  Steele appeared to be having difficulty 
controlling the car and had to bring it nearly to a stop, Once Steele got the 
vehicle under control he sped North on South Steele Street. 
 
Stephenson and Weber attempted to maintain visual contact with Steele but 
he was driving too fast for them to follow safely.  Weber contacted Deputy 
Marshal Adkins and CCS Whitehurst and advised them of the events that had 
occurred.  Weber then notified local law enforcement via a phone call to 911.  
Stephenson and Weber conducted a brief area check but did not locate Steele.  
They then returned to the 76 Gas Station to coordinate the search with local 
law enforcement.  Stephenson and Weber spoke to responding officers from 
various agencies providing them photographs of Steele, giving a vehicle 
description, and the most current information on his possible location. Weber 
contacted his supervisor Michael Poston to notify him of the incident and 
requested that he respond to the scene.  Deputy Adkins and Whitehurst 
assisted local police officers and located the Camaro which was crashed and 
abandoned in a motel parking lot on South Hosmer Street.   The officers 
began searching the area of the crashed vehicle.  Steele was spotted by several 
officers as he exited a Denny’s on Hosmer Street and was taken into custody 
and transported to Allenmore Hospital in Tacoma, WA. 
 
CCS Poston arrived at the scene, put Weber in his car and transported him to 
Tacoma General Hospital. 

Continued on next page 

20
20
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Incident Description, Continued 

 
Assailant 
Information 

Steele, Lawrence R.  DOB 04-30-62 
 
Steele was on Federal Parole for Armed Robbery, Possession of Firearms 
while committing a crime of violence, carrying a pistol without a license, and 
simple assault.  Steele’s warrant was for violation of parole for failing to 
report and failing to provide a change of residence.  In addition Steele told 
Pierce County Detectives that he had been using numerous controlled 
substances since release from prison.   
 
Steele’s warrant was referred to the Pacific Northwest Fugitive Apprehension 
Task Force because the U.S. Marshal Service is tasked with serving all 
Federal Probation and Parole Warrants.   

Continued on next page 
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Departmental Response 

 
  
Departmental 
Response 

One of the mandates of the CIR is to determine how the Department 
responded to this incident.  Included in this is: 

 HQ Emergency Operations Center (EOC) 
 Departmental Response at Incident Scene 
 Department Response at Hospital – Debrief Site 

 
Emergency 
Operations 
Center 

The emergency operations center in Headquarters was activate at 3:00 pm on 
August 5, 2008 and closed at 5:41pm the same day.  The following details 
what worked well and suggestions for improvement. 
 
What Worked: 
 
Overall, most interviews of those in the EOC reported that the center 
performed as envisioned.  Comments about what worked well included: 
 

 The EOC performed and functioned as defined in policy; 
 The EOC included personnel appropriate to handle the incident; 
 Those in attendance worked well as a team; 
 The incident commander performed well and; 
 Nextel communication worked well. 
 EOU Specialist Scott Shapiro provided policies, contacts, information, 

and post shooting guidelines to EOC. 
 
Areas that Need Improvement: 
 
Although those interviewed were happy with the way the EOC performed, 
most had many suggestions for improvement in the future.  These include: 
 

 Information and communication from involved agencies was 
sometimes difficult; 

 Much of the information flowing into the EOC was not accurate or 
verifiable; 

 Sprint, Verizon, and Blackberry devices did not work in the EOC; 
 Incident commander needs to have apparel that clearly identifies them; 
 Department needed command post or EOC liaison at incident site; 
 Hard copy of policy manuals was not available in EOC; 
 The CISM phone tree was not up to date nor accurate; 
 No debrief following the closure of the EOC; 

Continued on next page 



8 

Departmental Response, Continued 

 
Emergency 
Operations 
Center  

 Limited amount of computers hindered access to the vast amount of 
incoming and outgoing information which was required; 

 Need finalized post shooting checklist or job aid: 

Emergency 
Operations 
Center  

 Most of the personnel in the EOC did not have formal training in 
National Incident Management System (NIMS) and; 

 Have access to Firearms Training Specialist or Subject matter expert. 

 
Incident Site  The following are comments and suggestions relating to the Department’s 

response at the incident site. 
 
What Worked: 
 

 CCS Poston arrived at the incident site quickly and placed Weber in 
his vehicle to receive basic information; 

 CCS Poston transported Weber to the local hospital for evaluation per 
policy and examination; 

 CCS Poston secured the Department Firearm per policy and preserved 
if necessary to investigation; 

 CCS Poston notified Department Chain of Command and supplied 
known information to appropriate staff; 

 CCS Poston allowed Weber to contact his family and bargaining unit 
attorney and; 

 Specialist Jacob Whitehurst responded to the scene to assist other 
agencies and gather information for the Department. 

 
Areas that need improvement: 
 

 Department needed to deploy a trained representative to the incident 
site to liaison with other agencies involved and provide HQ EOC with 
timely and accurate information, in addition this person would be the 
point of contact for all agencies at the incident site; 

 Reporting the incident to the agency was difficult for the responding 
supervisor.  The Department should establish one point of contact or 
telephone number for reporting significant incidents.  This point of 
contact will be responsible for providing support and mobilizing 
personnel necessary to respond to these incidents.   All staff and 
Supervisors should be provided this on a card or job aid to assist in 
notifications; 

Continued on next page 



9 

Departmental Response, Continued 

 
Incident Site 
(continued) 

 Duty Officer Phone number should not change.  HQ could designate 
one phone line in HQ, which could be programmed to forward to the 
specific duty officer in charge that day.  This would simplify reporting 
critical incidents; 

 HQ should also establish a dedicated phone number for agencies 
involved in the incident to call, this could be patched through to the 
EOC.  Many agencies including the U.S. Marshal’s did not know who 
to contact. 

 Job aid or checklist each Supervisor and Officer could carry relating 
to post shooting procedures, in addition this information could also be 
sent to the affected personnel via text message to phone or blackberry; 

 Department create a formal process if the firearm/s is needed for the 
investigation.  The Department should not simply hand the gun over to 
another agency; it should be secured by the Department and if 
necessary, released with appropriate documentation and evidence 
control. 

 

Continued on next page 
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Departmental Response, Continued 

 
Hospital 
Debrief Site 

The following are comments and recommendations from personnel at the 
Hospital Debrief Site where Weber was transported. 
 
What Worked: 
 

 The hospital provided a sanctuary which secluded Weber from the 
media, detectives, and provided a place to debrief, receive medical 
attention, and appropriate support; 

 The private room in the hospital helped tremendously.  
 CISM team member Karen Blatman-Byers responded quickly and 

provided support to Weber and those assisting. 
 EOU Specialist Scott Shapiro responded to the hospital and provided 

guidance, policy information, and subject matter expertise to 
Supervisor Poston, Weber, and Earl Wright. 

 U.S. Marshal’s provided a supervisor to assist and coordinate incident, 
including policies, MOU’s, and assist in any other function required 
for Weber or the Department. 

 Weber’s bargaining unit attorney greatly assisted in alleviating stress 
and protecting Weber’s rights during this critical time.  In addition he 
did liaison with Earl Wright to protect both Weber and the 
Department’s interest during this time. 

 Earl Wright was able to coordinate the Department’s interest at the 
hospital and keep the EOC informed of the latest information.  He was 
also able to liaison with the other agencies involved.  This is important 
to have this type of contact provided as the supervisor was involved 
with ensuring staff well being and collecting information that Earl 
could disseminate to the EOC. 

 Supervisor Poston providing Weber with a replacement gun helped 
Weber and reinforced the Department’s support of him during this 
time. 

 Supervisor Poston taking Weber home after being released from the 
hospital. 

 All involved felt the overall Departmental response was excellent, 
considering this was the first Community Corrections officer involved 
shooting. 

 
Areas that need improvement: 
 

 Department needs to ensure a NIMS trained representative is deployed 
to the hospital site to liaison with other agencies involved and provide 
HQ EOC with timely and accurate information, in addition this person 
would be the single point of contact for all agencies at the hospital 
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site. 
 CISM offered to get whatever the responding personnel needed, but in 

the future it would be better after initial contact is made to provide 
food and beverages to those involved, especially when the hospital 
stay lasted approximately 5 hours. 

 Although a representative from CISM was at the scene, the program 
does not involve CISM as a first responder.  The CISM program is a 
follow up operation.  It would make sense to have a first responder 
program to take care of the tasks the CISM member did at the 
hospital. 

 Provide information to the officer before leaving the hospital on 
Department resources relating to counseling and who to contact. 

 Explanation of what administrative leave is, because the officer was 
not clear and was originally told he was being suspended from duty. 

 The Department response seemed overly concerned about Weber’s 
firearm and its location.  In this incident it was secured by the 
supervisor.  In the future the Department should establish a protocol 
where it is secured by the Supervisor and only released to another 
agency through formal written request as is done by the U.S. Marshal 
Service.  The firearm is Department property and a proper chain of 
custody must be followed. 

  The Department was overly concerned about obtaining a UA from 
Weber.  This appeared unnecessary and was not required by the 
investigating agency.  The UA should only be required if there is 
probable cause that the officer was under the influence at the time of 
the event.   
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Policy Assessment 

 
Policy 
Assessment 

The following identifies policies that were pertinent to this event.  The focus 
is on what worked and gaps that need to be filled. 
 
Policies: 
 
410.920 Use of Force – Community Corrections 
410.220 Firearms for Community Corrections 
370.380 Community Response Units 
400.100 Reporting of Incidents and Significant Events 
400.110 Reporting and Reviewing Critical Incidents 
410.255 Critical Incident Stress Management 

 
410.920 Use of 
Force – 
Community 
Corrections 

The policy in general worked well and included information needed to assist 
those involved in the reporting process. 
 
Some of the issues that could be improved include: 
 

 Develop a post shooting job aid for those who will be involved.  This 
includes the Officer, Supervisor, and executive staff.  In addition these 
job aids should be available in the Department EOC.  The job aids 
could be small enough to be carried by armed officers and their 
supervisors, including duty officer phone numbers. 

 
 The Department should secure the Department firearm and develop a 

procedure to maintain chain of custody.  In addition if an agency 
requires the gun for investigation, it should only be released by written 
formal request.  This includes other Departmental owned equipment.  
This is consistent with the Marshals service protocol. 

 
 When the firearm is taken by the supervisor, a replacement firearm 

should be issued as soon as possible, unless the supervisor has 
substantial cause not to reissue the firearm. 

Continued on next page 
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Policy Assessment, Continued 

 
410.920 Use of 
Force – 
Community 
Corrections 
(continued) 

 
 The urinalysis should only be requested when there is reasonable 

suspicion that the involved staff member is under the influence of 
alcohol and/or any illegal substance. 

 
 

 
410.220 
Firearms for 
Community 
Corrections 

The Community Corrections Firearms policy is administrative in nature.  It 
deals with the process of who gets a firearm and how this happens.  It also 
deals with proper carry, concealment, and misconduct.  There were no noted 
deficiencies within this policy. 

 
370.380 
Community 
Response Units 

The Community Response Units policy is also administrative in nature.  It 
outlines the differences from standard units and operations.  Weber was in 
compliance with this policy and no noted deficiencies were found. 
 
Area for improvement: 
 
Supervisor Poston believes that it would be beneficial for CRU, especially 
task force positions report to a centralized statewide chain of command.  This 
would aid in reporting and understanding of the MOU’s task force officers 
operate under.  This makes sense.   
 
Additionally, CRU includes to very different entities, Task Force Officers and 
Neighborhood Corrections Initiative (NCI) Officers.  The task of these two 
groups is very different.  It would make sense that the Department separates 
these two unique functions.  All Task force officers are partnered with a local 
or federal task force.  The task force officers should fall under the CRU unit 
and policy.  This will ensure consistency in MOU’s and operations.  It was 
noted by the US Marshals Service that it was difficult to determine who to 
contact when the incident occurred as there was no central CRU point of 
contact.  The Marshals feel it would be of great assistance to deal with one 
manager that supervises all of the task force supervisors. 
 

Continued on next page 
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Policy Assessment, Continued 

 
370.380 
Community 
Response Units 
(continued) 

NCI by its nature makes sense to fall under the local community corrections 
supervision.  NCI is predominantly a Seattle Police Partnership.  This 
partnership focuses on community offenders on active supervision, but not 
necessarily fugitives.  Most of their contact benefits community corrections at 
a local level.     

 
400.100 
Reporting of 
Incidents and 
Significant 
Events 

It appears this policy is being followed.  The only comments made were 
stated previously in the incident site section.  This recommended the 
establishment of a permanent duty officer phone number that could be 
distributed to all staff. 

 
400.110 
Reporting and 
Reviewing 
Critical 
Incidents 

As noted above it is recommended the establishment of a permanent duty 
officer phone number that could be distributed to all staff.  The policy itself 
lends to a complicated approach of passing around cell phone numbers that 
may not be distributed to staff that need it.  A centralized number forwarded 
to the acting duty officer would solve this.  In addition it was also noted that 
not all of the staff working in the EOC had the appropriate NIMS training.  It 
would greatly assist if all executive staff completed the NIMS training.  It was 
also noted that only the Nextel phones worked in the EOC.  It would be 
beneficial to put in a cellular repeater in the EOC to ensure all Department 
issued communications devices work in the EOC. 

 
410.255 Critical 
Incident Stress 
Management 

This policy is currently in draft.  Comments were listed above in the hospital 
section.  These related to having a first responder CISM person.  Currently 
CISM is a follow up within 8 hours of the incident. 
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Memorandum of Understanding - Review 

 
Review 
Memorandum 
of 
Understanding 

The investigation also includes a review of the MOU between the US Marshal 
Service and the Department.  The current MOU is titled MOU Pacific NW 
Fugitive Apprehension Task Force dated October 8, 2007.  During the 
incident the MOU adequately covered the event.  There were no known 
deficiencies discovered.  All concerned noted the MOU served the interest of 
both agencies and aided in the post shooting follow up.  The MOU appeared 
to protect the Department and Specialist Weber. 
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Lewis, Tina J. (DOC)

From: Shapiro, Scott M. (DOC)
Sent: Thursday, April 18, 2019 9:12 AM
To: Everson, Courtney M. (DOC)
Subject:

_____________________________________________ 
From: Everson, Courtney M. (DOC)  
Sent: Wednesday, April 17, 2019 3:34 PM 
To: Shapiro  Scott M  (DOC) <smshapiro@DOC1.WA.GOV> 
Subject
Importance: High 
 
 
Hey Scott, 
 

Courtney Everson, Executive Secretary 
Department of Corrections 
Community Corrections Division – NW Region 
7345 Linderson Way SW MS: 41126 
Tumwater, WA 98501-1126 
360.725.8317 
 
 
_____________________________________________ 
From: Distefano, Monica J. (DOC)  
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Sent: Wednesday, April 17, 2019 11:41 AM 
To: Everson, Courtney M. (DOC) <cmeverson@DOC1.WA.GOV> 
Subjec  
 
 

_____________________________________________ 
From: Malane, Laura (ATG)  
Sent: Wednesday, April 17, 2019 11:29 AM 
To: Distefano  Monica J  (DOC) <mjdistefano@DOC1.WA.GOV> 
Subject
 
 
Good Morning Monica 

If you have any questions or concerns please do not hesitate to contact me. 
 
Laura Malane 
Investigator Analyst 
Torts Division  
1250 Pacific Avenue Suite 105 
PO Box 2317 
Tacoma, Washington 98104-2317 
(253) 593-6109 
(206) 450-7236 
laurad@atg.wa.gov 
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