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March 31, 2026
Commissioner Angel Quiros
Connecticut Department of Correction
24 Wolcott Hill Road
Wethersfield, CT 06109

Re: Report on Connecticut Department of Correction Access to Outpatient Specialty
Services

Dear Commissioner Quiros:

Pursuant to the authority vested in the Office of the Correction Ombuds (OCO) under Conn.

Gen. Stat. § 18-81qq, as amended by Public Act 25-161, I write to formally transmit the enclosed
Report on Connecticut Department of Correction Access to Outpatient Specialty Services.

This report reflects the Office’s findings following review of complaints, records, and
observations concerning delays and barriers to outpatient specialty care within Department
facilities. As detailed in the report, the Office has identified systemic deficiencies that implicate
timely access to medically necessary care and continuity of treatment, and which raise serious
concerns regarding compliance with Department Administrative Directives and constitutional
standards governing access to care.

In furtherance of the Office’s statutory oversight responsibilities, and to develop a complete

public record regarding these issues, I am also enclosing subpoenas issued pursuant to Conn.
Gen. Stat. § 18-81qq, as amended by Public Act 25-161, which authorizes the Correction
Ombuds to compel testimony and the production of evidence, and to convene public hearings to
assess compliance with its findings and recommendations.

The enclosed subpoenas compel the attendance and testimony of members of the Department’s

Health Services leadership team at a public hearing focused on inmate medical services, as
follows:

Chief Operating Officer, Bob Richeson — May 12, 2026 at 10:00 a.m.

Chief Medical Officer, Dr. Byron Kennedy — May 12, 2026 at 12:00 p.m.
Health Service Administrator, Kirsten Shea — May 12, 2026 at 2:00 p.m.



Pursuant to Conn. Gen. Stat. § 18-81qq, as amended, this Office will convene a public hearing to
assess and track the Department’s compliance with the recommendations set forth in this report.

A follow-up public hearing is also anticipated on June 15, 2026 at 10:00 a.m., at which time

witnesses may be recalled as necessary to provide supplemental testimony or address issues
identified during the initial proceeding.

Full compliance with the enclosed subpoenas is expected, and the Department should take all

necessary steps to ensure the availability of the identified witnesses. Please advise as soon as
possible if any scheduling conflicts are anticipated.

Please provide a written response to this report, including any corrective action plan, no later

than April 30, 2026. The response should address each recommendation set forth in the report
and identify any actions already taken or planned, along with associated timelines.

The findings outlined in this report reflect systemic issues requiring immediate attention. As

always, OCO remains available to engage constructively; however, prompt and concrete
corrective action is expected.

Thank you for your attention to this matter.

Sincerely,

D L. Ward

DeVaughn L. Ward, Esq.

Correction Ombuds
State of Connecticut



Introduction

Pursuant to Connecticut General Statues Section 18-819q, as amended by Public Act 25-161, the
Office of the Correction Ombuds has statutory authority to receive commmunications from
persons who are incarcerated regarding decisions, actions, omissions, policies, procedures,
rules and regulations of the Department of Correction. Pursuant to Conn. Gen. Stat. §18-81gq9
the Correction Ombuds is authorized to:

1.Investigate complaints by, or behalf of, persons in the custody of the Department of
Correction;

2.Inspect and monitor the conditions and operation of any facility or program operated by or
under contract with the Department of Correction;

3.Review policies, procedures, and practices that may adversely affect persons in custody;

4. Make recommendations to the Commissioner of Correction regarding improvements to
correctional operations, policies, and procedure.

It is important to note that the Correction Ombuds need not investigate a complaint, if the
Correction Ombuds determines such investigation is not warranted. However, in course of an
investigation, the Correction Ombuds shall rely on variety of sources to corroborate matters
raised by persons who are incarcerated. Where such matters turn on validation of incidents,
the Correction Ombuds shall endeavor to rely on communications from persons who are
incarcerated who have reasonably pursued a resolution of the complaint through any existing
internal grievance procedures of the Department of Correction?

The Correction Ombuds shall include in any decision findings of any department
administrative directive, state or constitutional right that has been violated by the department
or an employee of the department and recommmendations and reasoning if, in the Correction
Ombuds’ opinion, the department or any employee should (I) further investigate the
complaint; (I1) modify or cancel an action of the department or employee; (ll1) alter a
department rule, practice or ruling; (IV) explain in detail the action in question; or (V) rectify an
omission of the department or employee’?

At the Correction Ombuds' request, the department shall, during a period of time agreed upon
with the Correction Ombuds, inform the Correction Ombuds of any action taken on
recommendations contained in a decision pursuant to subdivision (3) of this subsection or any
reason for not complying with any such recommendation.’
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Investigation

During facility tours conducted in January 2026, numerous incarcerated individuals reported
that they were awaiting care through the Outpatient Specialty Services (OSS) process and
believed they were on the OSS list. These repeated accounts prompted the Office of the
Correction Ombuds (OCO) to seek confirmation from the Department of Correction as to
whether those individuals were, in fact, included on the OSS pending appointment list. More
broadly, difficulty accessing both medical and mental health care remains a consistent and
recurrent theme in communications received by the OCO. A particularly frequent concern
involves delays in accessing outpatient specialty medical services. The pattern of complaints
was subsequently validated as a systemic issue by Health Services Unit leadership and is
detailed below.

The OSS list is a centralized database of specialty medical service referrals that have been
completed by a provider and approved by the Department as clinically necessary, but for
which appointments have not yet been scheduled. Accordingly, it reflects only those
individuals awaiting the scheduling of care. It does not capture—and therefore likely
understates—the full extent of delay experienced by patients, as it excludes any additional time
between the scheduling of an appointment and the ultimate completion of that appointment.
Moreover, the list does not account for the period between when a provider initially made the
referral for specialty care and when that referral was reviewed and approved by the
Department as clinically necessary.

Between January and March 2026, the Office of the Correction Ombuds (OCO) engaged in
ongoing oversight of the Department of Correction’s Health Services Unit (HSU) regarding
delays in scheduling outpatient specialty service (OSS) appointments.

On January 22, OCO requested a meeting with HSU leadership, followed by a January 28
request for access to DOC nursing policies and procedures.

On February 11, an in-person meeting occurred between OCO (represented by Amy Zipf, RN,
PhD) and HSU leadership, including Chief Operating Officer Bob Richeson and Chief Nurse
Executive Mike Nicholson. During that meeting, the parties discussed the process for
incarcerated individuals to access outpatient specialty services and agreed to further
discussions with the nurse overseeing the OSS program. OCO requested both access to
nursing policies—which was granted—and a list of individuals awaiting OSS scheduling.

On February 19, OCO formally requested the database of incarcerated individuals awaiting OSS
scheduling.

On February 27, HSU provided a list reflecting 2,397 individual appointments pending
scheduling, though the data lacked key information, including the dates individuals were
added to the list.
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On March 2, OCO subsequently requested an updated list that included these dates.

On March 5, a second in-person meeting occurred with HSU leadership, including COO
Richeson, CNE Nicholson, and OSS Nurse Manager Sam Lockery. While HSU leadership
provided additional explanation of the OSS process and referenced ongoing efforts to improve
scheduling—such as future telehealth expansion—they did not identify any concrete,
immediate action steps to address the existing backlog. OCO again requested, in writing, a
revised OSS list including dates.

On March 6, HSU leadership communicated that they were exploring long-term solutions in
collaboration with UConn and the Office of Policy and Management, including expanded
telehealth capacity, mobile clinics, and infrastructure improvements, though these efforts
remained prospective.

On March 12, OCO met again with HSU leadership, including COO Richeson, Chief Medical
Officer Byron Kennedy, and Health Management Administrator Kirsten Shea. That same day,
OCO obtained a report generated on January 20, 2026, identifying 2,644 OSS appointments
pending scheduling, with the oldest dating back to March 30, 2023—indicating wait times
approaching 34 months.

On March 13, HSU provided an updated list directly to OCO showing 2,367 pending
appointments, with the oldest entry dated January 17, 2024—still reflecting wait times in excess
of 24 months.
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Case Examples

The Office of the Correction Ombuds also reviewed specific case examples that further
illustrate the systemic delays in access to outpatient specialty services?

Kenyon Joseph

Kenyon Joseph has been awaiting both an
echocardiogram and a sleep study since
December 24, 2025. Both referrals were
assigned a Priority 4 designation, indicating
that the individual should be seen within one
to two months. As of March 13, 2026, Mr.
Kenyon had been waiting more than eleven
weeks without either appointment being
scheduled.

Matthew Pugh

Matthew Pugh has been awaiting a
pulmonary function test and a pulmonary
consultation since January 22, 2026. Both
referrals were also designated as Priority 4.

As of March 13, 2026, Mr. Pugh had been
waiting approximately seven weeks without
an appointment being scheduled.

Matthew Pugh

5 Allindividuals referenced have executed written authorizations with the Office of the Correction Ombuds consenting to the
publication of their names in this report.
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Rayshawn Bugg

Rayshawn Bugg's case reflects both delay in initial
treatment and delay in access to follow-up
specialty care. Mr. Bugg sustained a knee injury in
July 2025.

On September 23, 2025, a community advocate
notified the Office of the Correction Ombuds that
Mr. Bugg had injured his knee approximately two

months earlier and had not received treatment.

That same day, facility leadership indicated that

the issue had not previously been brought to their
attention.

On September 25, 2025, the Department reported
that an MRI was scheduled for September 26, 2025,
and that Mr. Bugg had been prescribed
medication, provided crutches and a knee brace,
and referred for orthopedic consultation.

Rayshawn Bugg

Subsequent communication received on October 7,
2025, indicated that imaging confirmed multiple
ligament injuries, including tears to the ACL and MCL,
and that Mr. Bugg would require intensive physical
therapy prior to surgical intervention due to
deterioration associated with delayed treatment.

On January 20, 2026, the Office of the Correction
Ombuds requested an update regarding Mr. Bugg's
care. On January 21, 2026, Health Services leadership
reported that he had last been seen on January 2, 2026,
and that additional physical therapy was recommended
prior to surgery. However, a referral for physical therapy
was not placed on the OSS list until March 9, 2026—
approximately eight months after the initial injury—at
which time it was assigned a Priority 3 designation.

Rayshawn Bugg .
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Shanta Perry
Shanta Perry has been awaiting an abdominal ultrasound for a ventral hernia since September
17,2025. This referral was assigned a Priority 3 designation, indicating that the individual should
be seen within three weeks. As of March 13, 2026, Mr. Perry had been waiting nearly six months
without the appointment being scheduled.

Mr. Perry has also been awaiting a second
abdominal ultrasound for hepatomegaly since
December 17, 2025, likewise designated as Priority
3. As of March 13, 2026, he had been waiting nearly
three months without that appointment being
scheduled.

Shanta Perry

Terry Johnson

Terry Johnson reported that in or around
2023 he began experiencing gastrointestinal
issues, including blood-soaked clothing
following medication use. He was
subsequently transported to an outside
hospital, where he was diagnosed with
cancer and broken ribs. Mr. Johnson reports
ongoing concerns regarding access to
specialty care, including that he has not
consistently been transported to scheduled Terry Johnson
chemotherapy treatments, and when

transported, has at times been brought in conditions he describes as inappropriate for a
patient undergoing cancer treatment.

Mr. Johnson further reports that he had been maintained on a medically indicated specialty
diet for approximately two years, which was recently discontinued. These reports raise concerns
regarding continuity of care, access to medically necessary treatment, and adherence to
treatment plans for a serious and life-threatening condition. Mr. Johnson does not appear on
any OSS list obtained by OCO.
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Jeffrey Yeaw

Finally, the Office of the Correction Ombuds notes that Jeffrey Yeaw, who passed away while
incarcerated on March 19, 2026, experienced a cardiac event on January 11, 2026, which resulted
in his admission to the intensive care unit at UConn. According to the OSS list dated February
26, 2026, Mr. Yeaw had been awaiting a cardiology appointment with the ICD Clinic since
January 5, 2026. This referral had not been scheduled prior to his death.

These individual cases are not isolated, but instead reflect broader systemic issues identified
throughout this investigation, including prolonged delays in scheduling medically necessary
care, failure to meet established prioritization timeframes, and breakdowns in continuity of
care following diagnosis and referral.

Together, these findings demonstrate a persistent and substantial backlog in specialty care
access, limited transparency in tracking wait times, and an absence of clearly defined,
immediate corrective actions.
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Findings

The following Administrative Directives are relevant to the Outpatient Specialty Services
investigation and may have been violated:

A.D. 8.1 Section 1. Policy: “The Department of Correction shall provide, either directly or
through an agent, quality healthcare to inmates committed to the custody of the
Commissioner of Correction.”

The evidence developed during this investigation demonstrates that the Department is not
consistently meeting the requirements set forth in Administrative Directive 8.1. The OSS list
reflects referrals that have already been evaluated by a medical provider and approved by the
Department as clinically necessary. Accordingly, the issue is not whether care is required, but
whether that care is being delivered in a timely and clinically appropriate manner. The
prolonged delays in scheduling these appointments—often extending months or years—are
inconsistent with the Department’s obligation to provide “quality healthcare” under Section 1.

A.D. 8.1 Section 3a. Community Standard: “The scope and quality of medical, dental and
mental health services (including but not limited to diagnostic testing, preventive services and
suitable after care, in terms of type, amount, frequency, level, setting and duration appropriate
to the patient’s diagnosis or condition) that is consistent with generally accepted practice
parameters in the State of Connecticut...”

These delays also fall below the “community standard” of care as defined in Section 3a. In the
community, medically necessary specialty referrals are scheduled within timeframes
responsive to the patient's condition. Here, individuals are waiting up to 34 months merely to
have an appointment scheduled. Such delays create a substantial risk of deterioration,
prolonged pain, and worsening medical outcomes, and are inconsistent with generally
accepted medical practice.

A.D. 8.1 Section 4. Scope of Services and Access to Care: “The DOC shall provide all inmates
access to healthcare services that meet community standards.”

Section 4 requires that individuals in custody have meaningful access to healthcare services
that meet community standards. Access to care necessarily includes timely access. A system in
which medically necessary specialty care is approved but not scheduled for months or years
does not constitute meaningful access to care.

A.D. 8.1 Section 17. Specialty Services: “The Health Services Unit shall ensure access to off-site
specialty services for inmates when clinically indicated. Recommendations for off-site specialty
services shall be made by the on-site provider. Specialty services will be coordinated to the
Outpatient Specialty Services (OSS) unit.”
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Section 17 is directly implicated by the findings of this investigation. That provision requires
the Health Services Unit to ensure access to off-site specialty services when clinically indicated
and to coordinate such care through the OSS unit. The OSS unit is the mechanism through
which specialty care is effectuated. However, the data reflects that the OSS unit is not
functioning in a manner that ensures timely access. The existence of a sustained backlog—
affecting thousands of referrals and resulting in delays measured in months and years—
demonstrates a failure in the coordination and execution of specialty services.

The Department’s own prioritization framework further underscores this breakdown. As
reflected in the data below, actual wait times routinely exceed the Department’s stated
expectations across all levels of clinical priority:

Outpatient Specialty Service Pending Appointments: As of 03/13/2026

o Expected Wait .
Priority (as explained by HSU Number Acw?' Wait ) ,
leadership) (as evidenced by provided lists)
Priority 1 Emergency Department 0 NA
. O days - 30 days
P ty 2 ithin 1-
riority Seen within 1-2 weeks S (3 longer than 2 weeks)
. L 2d - th
Priority 3 Seen within 3 weeks 432 ays. ) months
(319 waiting longer than 3 weeks)
. L d -2 th
Priority 4 Seen within 1-2 months 1001 O days - 25 months
(635 days longer than 2 months)
o o 1day - 25 months
Priority 5 Seen within 2-13 months 929 (52 longer than 13 months)

These discrepancies are not isolated or incidental. They reflect a systemic inability to meet
internally established standards for timely care, including for individuals classified as
requiring more urgent evaluation.

Taken together, the Office of the Correction Ombuds finds that the Department’s current
practices regarding the scheduling of outpatient specialty services are inconsistent with

Administrative Directive 8.1, including Sections 1, 3a, 4, and 17. The delays identified in this
investigation reflect a systemic failure to ensure timely access to medically necessary care
and constitute a breakdown in the delivery of healthcare services within the Department.
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During the investigation, the Office of the Correction Ombuds identified a consistent and
troubling pattern of concerns regarding access to outpatient specialty care, which, upon
further review, was validated as a systemic disparity. Data obtained from Outpatient Specialty
Services (OSS) pending appointment lists revealed that 2,644 individual referrals were awaiting
scheduling as of January 20, 20266, 2,397 referrals (representing 1,609 individuals) as of February
27,2026, and 2,367 referrals (representing 1,580 individuals) as of March 13, 2026.

While these figures reflect only a modest numerical decline, they demonstrate a persistent
and substantial backlog in access to specialty care. More significantly, the data reflects that
many incarcerated individuals have waited as long as 34 months merely to have an
appointment scheduled, not completed. These delays, particularly in the context of care that
has already been deemed clinically necessary, are inconsistent with the requirements of
Administrative Directive 8.1 and the Department’s own stated prioritization standards, and
further underscore the systemic nature of the deficiencies identified in this investigation.

Constitutional Considerations: Deliberate Indifference

The delays identified in this investigation also raise serious constitutional concerns. Under the
Eighth Amendment to the United States Constitution, incarcerated individuals are entitled to
adequate medical care. The United States Supreme Court has long held that “deliberate
indifference to serious medical needs of prisoners constitutes the unnecessary and wanton
infliction of pain” in violation of the Constitution. Estelle v. Gamble, 429 U.S. 97,104 (1976).

A claim of deliberate indifference contains both an objective and a subjective component.
First, the deprivation must be “sufficiently serious,” meaning that the medical need at issue is
one that may produce death, degeneration, or extreme pain if left untreated. Second, the
official must act with a sufficiently culpable state of mind—that is, the official must know of
and disregard an excessive risk to inmate health or safety. Farmer v. Brennan, 511 U.S. 825, 834—
37 (1994).

The United States Court of Appeals for the Second Circuit has further clarified that delays in
medical treatment, including delays in access to specialists, may constitute deliberate
indifference where the delay is unreasonable and results in substantial harm or risk of harm.
See, e.g., Hathaway v. Coughlin, 37 F.3d 63, 66 (2d Cir. 1994) (recognizing that a delay in
treatment for a serious condition can support a constitutional claim), and Smith v. Carpenter,
316 F.3d 178, 185 (2d Cir. 2003) (focusing on the risk of harm caused by delay).

6 Because this list was obtained through a Freedom of Information request by a third-party source, it does not include any personally
identifiable information. As a result, the Office of the Correction Ombuds is unable to determine how many unique individuals are
represented by the listed appointments.
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Here, the record reflects that individuals have already been evaluated by medical providers,
determined to require specialty care, and approved by the Department as clinically necessary.
In other words, the objective prong—serious medical need—has already been satisfied
through the Department’s own clinical determination. The OSS list does not represent
speculative or elective care; it reflécts medically necessary treatment that has been identified
but not effectuated.

The delays documented in this investigation—ranging from months to, in some cases, nearly
three years merely to schedule an appointment—raise substantial concerns under the
subjective prong as well. Health Services leadership has been made aware of the backlog, the
volume of pending referrals, and the length of delay through internal tracking, direct
communications with the Office of the Correction Ombuds, and repeated requests for action.
Despite this knowledge, the Department has not identified or implemented immediate
corrective measures sufficient to address the existing backlog.

Consistent with its statutory authority under Conn. Gen. Stat. § 18-81qq, the Office of the
Correction Ombuds finds that the conditions described herein raise substantial concerns
regarding compliance with constitutional standards governing access to medical care.
Specifically, the prolonged delays in providing access to clinically necessary specialty services,
after such care has been identified and approved, may constitute deliberate indifference to
serious medical needs in violation of the eighth and fourteenth amendment.

Based on these findings, the Office of the Correction Ombuds further concludes that
corrective action is warranted. In the Ombuds’ opinion, the Department should, at a minimum,
modify existing practices governing the scheduling of specialty care, implement systemic
reforms to ensure timely access to medically necessary services, and rectify the identified
deficiencies that have resulted in prolonged delays. The recommendations set forth herein are
intended to address these deficiencies and bring departmental practices into compliance
with applicable administrative directives and constitutional requirements.

Pursuant to C.G.S. §18-819q(2)(k)(1), the Office of the Correction Ombuds shall convene a public
hearing no sooner than thirty (30) days following the publication of this report, and a
subsequent public hearing no sooner than sixty (60) days following publication, for the
purpose of assessing and tracking the Department’'s compliance with the recommendations
set forth herein.
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Recommendations

Pursuant to its authority under Conn. Gen. Stat. § 18-81qq, and based on the findings set forth
in this report, the Office of the Correction Ombuds makes the following recommendations to
address the systemic deficiencies identified in access to outpatient specialty care.

1.The Department of Correction should develop and implement a Corrective Action Plan to
address the systemic lack of access to outpatient specialty care. At a minimum, the plan
shall include:

a.The immediate convening of a Health Services leadership team tasked with addressing
the existing backlog of outpatient specialty service appointments by:
i.ldentifying and prioritizing the oldest and most clinically urgent referrals; and
i.Within thirty (30) days of the publication of this report, ensuring that all outstanding
referrals are scheduled for an appointment, beginning with those that are oldest
and most clinically urgent. The scheduled appointment date shall be within sixty
(60) days, and each referral must be scheduled within the thirty-day timeframe.

2. The implementation of referral tracking and transparency measures should be shared
monthly, by the first of the month, with the OCO. This tracking will include, at minimum:
a.lncarcerated persons identifying information.
b.Specific outpatient service requested.
c.Date referral initially made by provider.
d.Date referral was approved by Health Services.
e.Date referral was placed on the OSS list.
f.Date appointment was scheduled by Health Services.
g.Date of the Specialty Appointment.
h.Verification that the Specialty Appointment was completed.

3. The establishment of standards for the scheduling of outpatient appointments that
define:
a.A triaging procedure that accounts for clinical urgency including a maximum wait time
between referral approval and the actual appointment.
b.The maximum acceptable time between the scheduling and the actual appointment
date.
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	A follow-up public hearing is also anticipated on June 15, 2026 at 10:00 a.m., at which time  witnesses may be recalled as necessary to provide supplemental testimony or address issues  identified during the initial proceeding.
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	The findings outlined in this report reflect systemic issues requiring immediate attention. As  always, OCO remains available to engage constructively; however, prompt and concrete  corrective action is expected.
	Thank you for your attention to this matter.
	Sincerely,
	DeVaughn L. Ward, Esq.  Correction Ombuds  State of Connecticut
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	Investigation
	On March 2, OCO subsequently requested an updated list that included these dates.  On March 5, a second in-person meeting occurred with HSU leadership, including COO Richeson, CNE Nicholson, and OSS Nurse Manager Sam Lockery. While HSU leadership provided additional explanation of the OSS process and referenced ongoing efforts to improve scheduling—such as future telehealth expansion—they did not identify any concrete, immediate action steps to address the existing backlog. OCO again requested, in writing, a revised OSS list including dates.
	On March 6, HSU leadership communicated that they were exploring long-term solutions in collaboration with UConn and the Office of Policy and Management, including expanded telehealth capacity, mobile clinics, and infrastructure improvements, though these efforts remained prospective.
	On March 12, OCO met again with HSU leadership, including COO Richeson, Chief Medical Officer Byron Kennedy, and Health Management Administrator Kirsten Shea. That same day, OCO obtained a report generated on January 20, 2026, identifying 2,644 OSS appointments pending scheduling, with the oldest dating back to March 30, 2023—indicating wait times approaching 34 months.
	On March 13, HSU provided an updated list directly to OCO showing 2,367 pending appointments, with the oldest entry dated January 17, 2024—still reflecting wait times in excess of 24 months.
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	Case Examples
	The Office of the Correction Ombuds also reviewed specific case examples that further illustrate the systemic delays in access to outpatient specialty services.
	Kenyon Joseph Kenyon Joseph has been awaiting both an echocardiogram and a sleep study since December 24, 2025. Both referrals were assigned a Priority 4 designation, indicating that the individual should be seen within one to two months. As of March 13, 2026, Mr. Kenyon had been waiting more than eleven weeks without either appointment being scheduled.
	Kenyon Joseph

	Matthew Pugh  Matthew Pugh has been awaiting a pulmonary function test and a pulmonary consultation since January 22, 2026. Both referrals were also designated as Priority 4.
	As of March 13, 2026, Mr. Pugh had been waiting approximately seven weeks without an appointment being scheduled.
	Matthew Pugh
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	Rayshawn Bugg Rayshawn Bugg’s case reflects both delay in initial treatment and delay in access to follow-up specialty care. Mr. Bugg sustained a knee injury in July 2025.
	On September 23, 2025, a community advocate notified the Office of the Correction Ombuds that Mr. Bugg had injured his knee approximately two months earlier and had not received treatment. That same day, facility leadership indicated that the issue had not previously been brought to their attention.
	On September 25, 2025, the Department reported that an MRI was scheduled for September 26, 2025, and that Mr. Bugg had been prescribed medication, provided crutches and a knee brace, and referred for orthopedic consultation.
	Subsequent communication received on October 7, 2025, indicated that imaging confirmed multiple ligament injuries, including tears to the ACL and MCL, and that Mr. Bugg would require intensive physical therapy prior to surgical intervention due to deterioration associated with delayed treatment.
	On January 20, 2026, the Office of the Correction Ombuds requested an update regarding Mr. Bugg’s care. On January 21, 2026, Health Services leadership reported that he had last been seen on January 2, 2026, and that additional physical therapy was recommended prior to surgery. However, a referral for physical therapy was not placed on the OSS list until March 9, 2026—approximately eight months after the initial injury—at which time it was assigned a Priority 3 designation.
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	Shanta Perry  Shanta Perry has been awaiting an abdominal ultrasound for a ventral hernia since September 17, 2025. This referral was assigned a Priority 3 designation, indicating that the individual should be seen within three weeks. As of March 13, 2026, Mr. Perry had been waiting nearly six months without the appointment being scheduled.
	Mr. Perry has also been awaiting a second abdominal ultrasound for hepatomegaly since December 17, 2025, likewise designated as Priority 3. As of March 13, 2026, he had been waiting nearly three months without that appointment being scheduled.
	Terry Johnson Terry Johnson reported that in or around 2023 he began experiencing gastrointestinal issues, including blood-soaked clothing following medication use. He was subsequently transported to an outside hospital, where he was diagnosed with cancer and broken ribs. Mr. Johnson reports ongoing concerns regarding access to specialty care, including that he has not consistently been transported to scheduled chemotherapy treatments, and when
	transported, has at times been brought in conditions he describes as inappropriate for a patient undergoing cancer treatment.
	Mr. Johnson further reports that he had been maintained on a medically indicated specialty diet for approximately two years, which was recently discontinued. These reports raise concerns regarding continuity of care, access to medically necessary treatment, and adherence to treatment plans for a serious and life-threatening condition. Mr. Johnson does not appear on any OSS list obtained by OCO.
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	Jeffrey Yeaw  Finally, the Office of the Correction Ombuds notes that Jeffrey Yeaw, who passed away while incarcerated on March 19, 2026, experienced a cardiac event on January 11, 2026, which resulted in his admission to the intensive care unit at UConn. According to the OSS list dated February 26, 2026, Mr. Yeaw had been awaiting a cardiology appointment with the ICD Clinic since January 5, 2026. This referral had not been scheduled prior to his death.
	These individual cases are not isolated, but instead reflect broader systemic issues identified throughout this investigation, including prolonged delays in scheduling medically necessary care, failure to meet established prioritization timeframes, and breakdowns in continuity of care following diagnosis and referral.
	Together, these findings demonstrate a persistent and substantial backlog in specialty care access, limited transparency in tracking wait times, and an absence of clearly defined, immediate corrective actions.
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	Findings
	Outpatient Specialty Service Pending Appointments: As of 03/13/2026
	Priority
	Number
	NA
	During the investigation, the Office of the Correction Ombuds identified a consistent and troubling pattern of concerns regarding access to outpatient specialty care, which, upon further review, was validated as a systemic disparity. Data obtained from Outpatient Specialty Services (OSS) pending appointment lists revealed that 2,644 individual referrals were awaiting scheduling as of January 20, 2026, 2,397 referrals (representing 1,609 individuals) as of February 27, 2026, and 2,367 referrals (representing 1,580 individuals) as of March 13, 2026.
	While these figures reflect only a modest numerical decline, they demonstrate a persistent and substantial backlog in access to specialty care. More significantly, the data reflects that many incarcerated individuals have waited as long as 34 months merely to have an appointment scheduled, not completed. These delays, particularly in the context of care that has already been deemed clinically necessary, are inconsistent with the requirements of Administrative Directive 8.1 and the Department’s own stated prioritization standards, and further underscore the systemic nature of the deficiencies identified in this investigation.

	Constitutional Considerations: Deliberate Indifference
	The delays identified in this investigation also raise serious constitutional concerns. Under the Eighth Amendment to the United States Constitution, incarcerated individuals are entitled to adequate medical care. The United States Supreme Court has long held that “deliberate indifference to serious medical needs of prisoners constitutes the unnecessary and wanton infliction of pain” in violation of the Constitution. Estelle v. Gamble, 429 U.S. 97, 104 (1976).
	A claim of deliberate indifference contains both an objective and a subjective component. First, the deprivation must be “sufficiently serious,” meaning that the medical need at issue is one that may produce death, degeneration, or extreme pain if left untreated. Second, the official must act with a sufficiently culpable state of mind—that is, the official must know of and disregard an excessive risk to inmate health or safety. Farmer v. Brennan, 511 U.S. 825, 834–37 (1994).
	The United States Court of Appeals for the Second Circuit has further clarified that delays in medical treatment, including delays in access to specialists, may constitute deliberate indifference where the delay is unreasonable and results in substantial harm or risk of harm. See, e.g., Hathaway v. Coughlin, 37 F.3d 63, 66 (2d Cir. 1994) (recognizing that a delay in treatment for a serious condition can support a constitutional claim), and Smith v. Carpenter, 316 F.3d 178, 185 (2d Cir. 2003) (focusing on the risk of harm caused by delay).
	Report on Access to Outpatient Specialty Services in CT’s DOC - 12

	Here, the record reflects that individuals have already been evaluated by medical providers, determined to require specialty care, and approved by the Department as clinically necessary. In other words, the objective prong—serious medical need—has already been satisfied through the Department’s own clinical determination. The OSS list does not represent speculative or elective care; it reflects medically necessary treatment that has been identified but not effectuated.
	The delays documented in this investigation—ranging from months to, in some cases, nearly three years merely to schedule an appointment—raise substantial concerns under the subjective prong as well. Health Services leadership has been made aware of the backlog, the volume of pending referrals, and the length of delay through internal tracking, direct communications with the Office of the Correction Ombuds, and repeated requests for action. Despite this knowledge, the Department has not identified or implemented immediate corrective measures sufficient to address the existing backlog.
	Consistent with its statutory authority under Conn. Gen. Stat. § 18-81qq, the Office of the Correction Ombuds finds that the conditions described herein raise substantial concerns regarding compliance with constitutional standards governing access to medical care. Specifically, the prolonged delays in providing access to clinically necessary specialty services, after such care has been identified and approved, may constitute deliberate indifference to serious medical needs in violation of the eighth and fourteenth amendment.
	Based on these findings, the Office of the Correction Ombuds further concludes that corrective action is warranted. In the Ombuds’ opinion, the Department should, at a minimum, modify existing practices governing the scheduling of specialty care, implement systemic reforms to ensure timely access to medically necessary services, and rectify the identified deficiencies that have resulted in prolonged delays. The recommendations set forth herein are intended to address these deficiencies and bring departmental practices into compliance with applicable administrative directives and constitutional requirements.
	Pursuant to C.G.S. § 18-81qq(2)(k)(1), the Office of the Correction Ombuds shall convene a public hearing no sooner than thirty (30) days following the publication of this report, and a subsequent public hearing no sooner than sixty (60) days following publication, for the purpose of assessing and tracking the Department’s compliance with the recommendations set forth herein.
	Report on Access to Outpatient Specialty Services in CT’s DOC - 13
	Recommendations
	Connecticut Office of Correction Ombudsman 55 Farmington Avenue, Suite 427 Hartford, CT 06105 Correction.Ombuds@ct.gov

