





“[a]lternatives to the use of physical or deadly force.”®° State law should be changed to require
similar training for all jail staff.

Laws should also be enacted to limit the use of restraint chairs, Tasers, pepper spray, and other
weapons deployed within jails. They should be utilized only in appropriate situations involving
imminent threat of bodily injury, only after all other non-violent means have failed and then only to
the extent necessary to eliminate the immediate danger. The steps that jails must take to ensure
the health and safety of the person against whom force was used should also be set out in statute.
Finally, each jail should be required to create and maintain records related to any use of force and
make them available to an appropriate third party for review on a regular basis.

Each jail must have enough staff to ensure that all people receive
appropriate supervision and care.

Inadequate staffing is a perennial problem facing jails short on resources. Shortages of security,
medical, and mental health staff lead to myriad problems, including the neglect of detainees, too
frequent use of solitary confinement, and poor medical and mental health care. A number of the
deaths studied indicated that had more staff been available to provide appropriate supervision for
people who were threatening

self-harm, deaths would have

been avoided. Other deaths we

reviewed demonstrate a lack

of appropriate attention from

medical or mental health care

professionals, either because

they were not actually present

in the jail at relevant periods or

because they were inattentive

because of the sheer number of

other demands on their time.

Both the inability to provide

full medical, mental health or

substance abuse evaluations

for all admitted detainees

within a few days and a jail’s

failure to provide medically

appropriate supervision of people suffering from withdrawal are the product of too many detainees
and too few resources. Jails could provide the appropriate level of care set out in national standards
promulgated by organizations like the NCCHC.8 However, policy makers and the public have
required them to house too many people and yet neglected to provide them the resources sufficient
to do so. To the extent that society has forced jails to meet the needs of people combatting mental
illness, traumatic brain injuries, or substance abuse, we must give them the resources necessary to
provide that care in an adequate, safe, humane, and respectful manner. To continue to do less is to
ensure that more people will needlessly die behind bars.
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Every jail should be required to engage in a full serious indident
administrative review and provide that report to appropriate third
parties.

The NCCHC standards require that “[a]ll deaths are reviewed to determine the appropriateness of
clinical care; to ascertain whether changes to policies, procedures, or practices are warranted; and
to identify issues that require further study.”®? These reviews should include three components:

an administrative review, a clinical mortality review, and a psychological autopsy that examines the
individual’s life “with an emphasis on factors that led up to and may have contributed to the
individual’s death.”®® The review’s result should be summarized in a written report that lays out
the cause of death, any precipitating factors, and recommendations regarding changes to policy,
training, physical structures, medical and mental health services, or other operational practices.®*
Best practice is to do a review after every serious incident, even incidents that do not result in
death.

Many jails appear to engage in some level of review following deaths. However, a number either do
nothing, or their reviews are insufficient to identify causes and changes in policy and practice that
may be required. Such reviews should be mandated following every serious incident and relevant
information made available to appropriate state agencies and the public generally.8®

Conclusion

This report details deaths that occurred within Washington jails from January 2005 through June

2016. However, people continue to die in Washington’s jails. Eight people have died in the Spokane

County Jail alone since June 2016 from a variety of different causes.®® In Snohomish County,
another man died as a result of a use of force while in the custody of the jail, and a young woman
died from meningitis after suffering terribly for days while locked away there.®” None of these ten
deaths are included in those discussed in this report, but they indicate that serious problems
continue.

Without sufficient community-based services and alternative housing options, jails have become the

primary medical, mental health, and substance use treatment providers for thousands of people in
Washington. The lack of other adequate treatment and housing options means that people fighting
mental health and substance use disorders cycle in and out of jails. These realities stress the
systems and the people who live and work within them. People die as a result.

However, as detailed in this report, there are many actions that can be taken to reduce the number

of deaths inside Washington’s jails. Reducing the jail population, increasing the availability of
community-based treatment and housing, requiring greater transparency, and giving jails the
resources they need in order to properly care for our friends and family members, are absolutely

essential steps that should be taken. Anything less will condemn other men and women to needless

injury and death behind bars.
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1.

We have identified Ms. Lindsay Kronberger by
name in this report because her story has been
covered extensively in the media. See e.g., Levi
Pulkkinen, Claim: Jailers Mocked Dying Young
Woman During Her Last Hours, Seattle P.I. (August
3, 2016), http://www.seattlepi.com/local/crime/
article/Claim-Jailers-mocked-dy-ing-young-woman-
during-9121704.php; Scott North, Lawsuit Contends
Staff Ignored Inmate’s Peril Before She Died,
Everett Herald (August 4, 2016), https://www.
heraldnet.com/news/lawsuit-against-snohomish-
county-focus-es-on-inmates-death/. Most of the
other cases we discuss in this report did not receive
similar public attention. In all other cases, we refer
to people who died solely by their initials in the
interest of preserving their identities.

Gohranson v. Snohomish Cty., 2018 WL 2411756,
at *6 (W.D. Wash. May 29, 2018).

“Roughly two-thirds of people sitting in Washington
jails are awaiting trial; none of whom have been
found guilty of the criminal charge with which they
have been accused. Most languish there because
they cannot afford the cash bail that courts routinely
require.” ACLU, No Money, No Freedom: The Need
For Bail Reform, 7 (September 2016), https://www.
aclu-wa.org/bail.

National statistics indicate that 60% of people in
jails actively exhibit mental health symptoms and
30% of people in jails have a cognitive disability
of some type. See Disability Rights Washington,
County Jails, Statewide Problems: A Look at How
Our Friends, Family and Neighbors With Disabilities
Are Treated in Washington’s Jails, 16 (April 2016),
https://www.disabilityrightswa.org/wp-content/
uploads/2016/04/CountyJailsStatewideProblems_
April2016.pdf.

See FWD.us, Every Second: The Impact of the
Incarceration Crisis on America’s Families, 10
(December 2018), https://everysecond.fwd.us/
downloads/EverySecond.fwd.us.pdf.

One study indicates that as many as 76% of people
living with severe mental illness who are locked up
in jails receive acute psychiatric in-patient treatment
solely while in jail and not in community-based,
mental health facilities. See H. Richard Lamb et
al., Treatment Prospects for Persons With Severe
Mental lliness in an Urban County Jail, 58 Psychiatr
Serv. 782, 784-86 (June 2007), https://www.ncbi.
nim.nih.gov/pubmed/17535937.

King County Executive’s Office, 2019-2020 King
County Proposed Biennial Budget, 409, https://
kingcounty.gov/depts/executive/performance-
strategy-budget/budget/2019-2020-Proposed-
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18.

Budget/2019-2020-ProposedBudgetBook.aspx.
Spokane City, Budget Presentation (October

16, 2018), https://www.spokanecounty.org/
DocumentCenter/View/23128/2019-Public-Safety-
Justice-Presentation.
https://www.publicschoolreview.com/washington/
spokane/5308250-school-district.

See generally Disability Rights Washington, Lost
and Forgotten: Conditions of Confinement While
Waiting for Competency Evaluation and Restoration
(January 2013), https://www.disabilityrightswa.org/
wp-content/uploads/2017/12/LostandForgotten_
January2013.pdf.

Id. at 7.

The authors reviewed all available records for all
deaths that occurred in jails between January 1,
2005 and June 15, 2016.

Keri-Anne Jetzer, Jail Bookings in Washington State,
Washington State Statistical Analysis Center, 1 (June
2016), https://www.ofm.wa.gov/sites/default/files/
public/legacy/researchbriefs/2016/brief078.pdf.
The Bureau of Justice Statistics, a division of

the federal Department of Justice, does annual
surveys of jails across the country. Those surveys
ask jails to provide information about average daily
populations, the demographics of jail population,
and very limited information regarding any jail death
that has occurred in the prior year. This information
includes the person’s gender and very basic
information about the cause of death. Jails need
not provide any additional explanation or supporting
documentation. WASPC asks jails in Washington

to provide demographic information about the
people detained, but does not request information
regarding jail deaths or other serious events. And
the data jails provide is often faulty or incomplete.
“[T]here is little standardization related to the input
or coding of the [WASPC] data being entered by jail
staff.” Id. at 1.

RCW 70.48.100(2)

The threat of litigation is not sufficient to compel all
jails to implement necessary reforms. Washington
law significantly limits financial recoveries in
wrongful death cases, particularly those involving
people who have limited economic prospects or

no dependents. See, e.g., Otani ex rel. Shigaki

v. Broudy, 151 Wn.2d 750, 760 (2004) (loss of
enjoyment of life damages not recoverable as part
of wrongful death claim).

WASPC, 2015 Washington State Jail Statistics -
County, Regional, City and Tribal, https://www.
waspc.org/crime-statistics-reports.

Id. Compare the aggregate average daily
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28.
29.
30.

31.
32.

33.

populations for all jails with the design capacities for
all jails.

See WASPC, 2017 Washington State Jail Statistics
- County, Regional, City and Tribal, https://www.
waspc.org/crime-statistics-reports).

Id.

Id. Compare Average Daily Population for
Snohomish County with its Average Daily Bed Rate.
This report identifies gender in a binary fashion,
“men” and “women.” The authors could not find
information regarding people who are transgender,
intersex or otherwise gender non-conforming in jails
in Washington from any source. The information
provided by jails did not include any gender markers
other than traditional binary indicators. The authors
hope that more precise records and analysis can be
conducted in the future in order to understand the
impacts that jail life has upon all people.

See U.S. Census Bureau, Statistics for Washington,
https://www.census.gov/quickfacts/wa. The
information regarding demographics of the jail
population from 2005 to 2015 comes from
aggregating data from WASPC, Washington State
Jail Statistics - County, Regional, City and Tribal,
https://www.waspc.org/crime-statistics-reports.
Jetzer Report, supra note 13, at 3.

A recent study of people in Washington indicates
that 58% of people who both receive Medicaid and
had at least one stay in jail have significant mental
health treatment needs, compared to only 42% of
all people who receive Medicaid. In addition, six in
ten people entering jail had substance use disorder
treatment needs and four in ten had co-occurring
disorder indicators. See DSHS Research and Data
Analysis Division, Behavioral Health Needs of Jail
Inmates in Washington State, 1 (January 2016),
https://www.dshs.wa.gov/sites/default/files/SESA/
rda/documents/research-11-226a.pdf.

Id.

See Doris J. James & Lauren E. Glaze, BJS Special
Report: Mental Health Problems of Prison and Jail
Inmates, 1 (September 2006), https://www.bjs.gov/
content/pub/pdf/mhppji.pdf.

Id. at 3.

Id. at 10.

Roughly two-thirds of women detained in jails
reported having had a chronic medical condition,
while just under half of men in jail reported the
same. Id. at 5.

Id.

For example, rates of high blood pressure among
detainees increased by nearly 50%, and rates of
diabetes doubled between 2004 and 2012. [d. at
6-7.

See generally DSHS Behavioral Health Needs
Study, supra note 24; and Disability Rights
Washington reports, supra notes 4 & 10.
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41.

We have had difficulty determining the actual
number of deaths with precision given the limited
information available in many cases. For example,
the Bureau of Justice Statistics has reported data
on jail deaths only through 2014. The authors
attempted to be as precise as possible, but
acknowledge that the actual number of deaths
may be slightly greater or slightly fewer than 210.
Counted deaths include deaths that occurred in

a hospital following an event that occurred within
a jail. They do not include deaths that occurred
while a person was living in the community on work
release, furlough, probation, or electronic home
monitoring.

Our review indicates that jail deaths did not
disproportionately impact any particular racial or
ethnic group, with one exception: Native people died
in jail at a higher rate than the population of Native
people in jails. However, the small sample set of
Native people who died makes it difficult to draw
any conclusion with significant certainty.

These percentages are based solely upon
those deaths for which a length of stay could be
calculated. It was not possible to calculate how
long the person had been incarcerated before her
death in 48 circumstances because of incomplete
available information.

Drug or alcohol-related deaths included those in
which the person was under the influence at the
time of her death, suffering from withdrawal or
likely suffering withdrawal at the time of her death.
Alcohol or drugs was involved in 67% of deaths
within the first 72 hours, while ten suicides that
appear unrelated to drugs or alcohol occurred
during that same period.

The Jetzer Report includes data regarding
the charging offenses that people booked into
Washington jails face. However, the categories
included in that report are not the same as
identified here. Jetzer reports that 30% of detainees
face gross misdemeanor charges, 21% other types
of charges, including violent felonies, 10% other
misdemeanors, 13% for violations of community
custody or warrants for failure to appear. Jezter
Report, supra note 13, at 3.

During the period studied, 24 jails reported no
deaths, nine reported one death, 17 reported
between two and ten deaths and seven reported
more than ten deaths. The 33 jails that reported no
deaths or only one death are generally very small
local or county jails that collectively house only 12%
of the total statewide jail population. See Appendix.

National Institute of Corrections presentation,
Basics and Beyond: Suicide Prevention in Jails, slide
6, https://s3.amazonaws.com/static.nicic.gov/
Library/026251.pdf.

Linda Peckel, Preventing Suicide in Prison Inmates,
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46.

47.

48.

49.

50.

51.

52.

Psychiatry Advisor (December 2017), https://www.
psychiatryadvisor.com/home/topics/suicide-and-
self-harm/preventing-suicide-in-prison-inmates.
See De Vincenzi v. City of Chico, 592 F. App’x 632,
634 (9th Cir. 2015) (“the officers’ duty to provide
medical care, including suicide prevention, [is]
clearly established”) (citation omitted); Clouthier v.
County of Contra Costa, 591 F.3d 1232, 1244-45
(9th Cir. 2010) (failure to follow appropriate suicide
prevention practices can violate constitutional
obligations).

J. Richard Goss et al., Characteristics of Suicide
Attempts in a Large Urban Jail System With an
Established Suicide Prevention Program, 53
Psychiatric Services 574, 574 (May 2002), https://
ps.psychiatryonline.org/doi/pdf/10.1176/appi.
ps.53.5.574.

Our review indicated that at least 40% of all
suicides happened while in solitary confinement.
However, the number is likely far greater, because
limitations in the records did not allow us to
determine the location of each suicide or whether it
occurred during a period of isolation.

Lindsay M. Hayes, National Study of Jail
Suicide - 20 Years Later, 50 (April 2010),
https://s3.amazonaws.com/static.nicic.gov/
Library/024308.pdf.

See Peckel article, supra note 41.

Transgender people who are incarcerated are at
very high risk of sexual assault and other forms of
violence. In addition, many jails place transgender
people in solitary “protective custody”. See National
Center on Transgender Equality, LGBTQ People
Behind Bars: A Guide to Understanding the Issues
Facing Trans- gender Prisoners and Their Legal
Rights, 13-14 (October 2018), https://transequality.
org/transpeoplebehindbars. Being a victim of
sexual assault and being placed in isolation are
two significant risk factors for suicidal thoughts and
actions.

See National Institute of Corrections presentation,
supra note 40, at slides 13-14.

Suicide Prevention Resource Center, What
Corrections Professionals Can Do to Prevent
Suicide, 2 - 3 (October 2017), https://ubhc.rutgers.
edu/tlc/docs/suicideAwareness/SPR/SPRC%20
Corrections%20Professionals.pdf.

National Commission on Correctional Health Care
(NCCHC), Standards for Health Services in Jails,
Standard J-G-05 Suicide Prevention Program, 119
(2014).

Lucinda Grande & Marc Stern, Providing Medication
to Treat Opioid Use Disorder in Washington State
Jails, 5 (July 3, 2018), https://www.waspc.org/
assets/docs/opioid%20treatment%20in%20jail%20
-%20final%20pdf.pdf.

Center for Health & Justice at TASC, Safe
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61.
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63.
64.
65.

66.
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Withdrawal in Jail Settings: Preventing Deaths,
Reducing Risks to Counties and States, 1 (January
2018), http://www2.centerforhealthandjustice.
org/sites/www2.centerforhealthandjustice.org/
files/publications/Safe%20Withdrawal%20in%20
Jail_010918.pdf.

Grande Report, supra note 51, at 5.

Id.

See Appendix.

TASC Report, supra note 52, at 2.

While variable between people, major withdrawal
symptoms from opioids peak between 24-48 hours
after the last dose and subside after about a week.
https://www.drugabuse.gov/publications/research-
reports/heroin/what-are-long-term-effects-heroin-
use. Withdrawal from alcohol peaks with 48-72
hours and can last weeks. https://medlineplus.gov/
ency/article/000764.htm.

TASC Report, supra note 52, at 1.

NCCHC Jail Standards, supra note 50, Standard
J-G-07 Intoxification and Withdrawal, at 125.

The author of this report, Columbia Legal

Services’ Institutions Project, represents men and
women locked up in jails and prisons throughout
Washington. In that capacity, we have spoken

with hundreds of prisoners from all over the state
regarding the conditions they face. Many have
shared terrible stories of suffering from withdrawal
after being booked into jails.

Grande Report, supra note 51, at 5

Id.; TASC Report, supra note 52, at 2.

Grande Report, supra note 51, at 5.

Id. at 15.

See e, g, Pesce v. Coppinger, 355 F.Supp.3d 35,
45-48 (D. Mass. 2018) (correctional system’s
refusal to provide methadone treatment likely
violates ADA and 8th Amendment prohibition on
cruel and unusual punishment); Villareal v. County
of Monterey, 254 F.Supp.3d 1168, 1183 (N.D. Cal.
2017) (county sheriff can be held liable for jail's
failure to properly care for woman in withdrawal).
Grande Report, supra note 51, at 7 and 13.

One detainee was Killed by a correctional officer
who shot him during the course of an escape. Other
deaths occurred as a result of “excited delirium,”
with few other details provided. “Excited delirium”
is a condition that occurs suddenly, with symptoms
of bizarre and/or aggressive behavior, shouting,
paranoia, panic, violence toward others, unexpected
physical strength and hyperthermia. Often times
the use of stimulants, like methamphetamine or
cocaine, and the use of restraints or physical control
tactics by law enforcement or correctional officers
are correlated with the on-set of fatal episodes of
excited delirium. Asia Takeuchi, Terence L. Ahem,
Sean 0. Henderson, Excited Delirium, West J.
Emerg. Med. (February 2011), https://www.ncbi.
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69.

70.

71.

72.

73.
74.

75.

76.
77.

nim.nih.gov/pmc/articles/PMC3088378/. A death
by excited delirium likely involves a number of
different factors including “positional asphyxia,
hyperthermia, drug toxicity, and/or catecholamine-
induced fatal arrhythmias.” Mohammad Otahbachi
et al., Excited Delirium, Restraints, and Unexpected
Death: A Review of Pathogenesis, Amer. J of
Forensic Med. and Pathology (June 2010).

“The physical and mental health needs of inmates
can place significant stress on COs, particularly
among treatment and medical staff.” Jaime Brower,
Correctional Officer Wellness and Safety Literature
Review, 5 (July 13), https://s3.amazonaws.com/
static.nicic.gov/Public/244831.pdf.

Community based interventions for people living
with mental illness leaving prisons and jails have
been shown to reduce recidivism, substance use,
suicidality, and psychiatric hospitalizations. See
generally E. Fuller Torrey et al., More Mentally Il
Persons Are in Jails and Prisons Than Hospitals: A
Survey of the States, Mental lliness Policy Org. (May
2010), https://mentalillinesspolicy.org/ngri/jails-vs-
hospitals.html.

The NCCHC recommends that every detainee
receive a full medical and mental health evaluation
within 14 days of admission. NCCHC Jail Health
Standards, supra note 50, Standard J-E-04 Initial
Health Assessment, at 76. However, waiting for 14
days to conduct such evaluations would have had
no impact on the vast majority of deaths, 73% of
which occurred within the first 14 days of admission.

NCCHC Jail Health Standards, supra note 50,
Standard J-G-07 Intoxication and Withdrawal, at
124-25.

Such validated assessments include the Clinical
Opiate Withdrawal Scale or the Objective Opiate
Withdrawal Scale and the Clinical Institute
Withdrawal Assessment of Alcohol Scale. See id.

Hayes Report, supra note 45, at xiii.

Each jail must integrate questions regarding suicide
risk into their initial intake questionnaires. The
Hayes Report sets out a list of questions that all
detainees should be asked. Id. at 48.

Jails should utilize other available sources of
information in order to make these determinations,
including records of prior incarcerations that
indicate a history of suicidal acts, information from
relatives or friends, prior statements the person has
made and records from community based health
providers. However, care must be taken to ensure
that jails do not make assumptions about suicidality
based on gender identity or other characteristics
that do not have any correlation to suicidal actions.
See RCW 43.101.450 & .452
See Department of Mental Health and Substance
Abuse, World Health Organization, Preventing
Suicide In Jails and Prisons, 14 (2007), https://
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www.who.int/mental_health/prevention/suicide/
resource_jails_prisons.pdf. Such profiles must be
based solely upon actions that indicate a potential
likelihood for suicide and must be regularly updated
to reflect current evidence based thinking. Id. at 14.
Stereotypes based upon gender identity or other
characteristics which do not correlate to suicidality
should not be relied upon.

RCW 43.101.455(2)(a)

RCW 43.101.455(2)(b)-(f)

See WAC 139-10-230 Basic Corrections Officer
Academy Curriculum.

See NCCHC, Standards for Health Services in Jail
(2014); also NCCHC, Standards for Mental Health
Services in Correctional Facilities (2015).

NCCHC Jail Health Standards, supra note 50,
Standard J-A-10 Procedure in the Event of an
Inmate Death, at 22.

Id.

See Hayes Report, supra note 45, at 39. The
NCCHC standards require that all deaths are
reviewed within 30 days and that such reviews
include an administrative review, a clinical mortality
review and a psychological autopsy when suicide is
the cause. NCCHC Jail Health Standards, supra note
50, at 22.

Records from such serious incident reviews and
discussions during these reviews could be protected
from discovery during litigation. See for example,
RCW 70.41.200, which allows hospitals to refuse
to disclose certain documents created as part
of internal examinations of negative health care
outcomes.

Jonathan Glover, Spokane County Jail Records
Eighth Inmate Death in 14 Months, The Spokesman
Review (August 26, 2018), http://www.spokesman.
com/stories/2018/aug/26/spokane-county-jail-
records-eighth-inmate-death-in/.

Zachariah Bryan, New Documents Shed Light on
Fatal Struggle in County Jail, The Everett Herald
(October 18, 2018), https://www.heraldnet.com/
news/new-documents-shed-light-on-fatal-struggle-
in-county-jail/; Sidney Brownstone, She Was Jailed
for Shoplifting. A Month Later She Was Dead, KUOW
(February 7, 2019), https://www.kuow.org/stories/
their-daughter-died-after-being-booked-into-the-
snohomish-county-jail-they-want-to-know-why.
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Percentage | Percentage Percentage
of Total Bed | of Total Bed Total Total of Total Percentage
Space Usage Deaths Suicides Deaths of Suicides
0.20% 0.24% 0 0 0.00% 0.00%
0.16% 0.57% 1 0 0.48% 0.00%
5.28% 4.95% 13 4 6.19% 4.49%
2.74% 2.49% & 2 1.43% 2.25%
0.86% 1.01% 1 1 0.48% 1.12%
5.86% 6.52% 22 16 10.48% 17.98%
0.06% 0.05% 0 0 0.00% 0.00%
2.55% 2.33% 7 2 3.33% 2.25%
0.17% 0.17% 1 0 0.48% 0.00%
0.32% 0.23% 0 0 0.00% 0.00%
0.24% 0.20% 1 0 0.48% 0.00%
1.64% 1.69% 4 1 1.90% 1.12%
0.11% 0.06% 0 0 0.00% 0.00%
1.32% 1.57% 1 1 0.48% 1.12%
0.59% 1.33% 1 0 0.48% 0.00%
0.41% 0.47% 2 0 0.95% 0.00%
0.35% 0.35% 0 0 0.00% 0.00%
0.84% 1.04% 2 1 0.95% 1.12%
18.54% 17.73% 33 9 15.71% 10.11%
0.42% 0.30% 2 1 0.95% 1.12%
3.65% 3.42% 5 4 2.38% 4.49%
1.64% 0.78% 3 1 1.43% 1.12%
0.35% 0.40% 2 2 0.95% 2.25%
2.47% 1.59% & 3 1.43% 3.37%
0.18% 0.21% 0 0 0.00% 0.00%
0.74% 1.12% 2 2 0.95% 2.25%
0.02% 0.02% 1 0 0.48% 0.00%
1.31% 1.53% 4 2 1.90% 2.25%
3.95% 4.45% 0 0 0.00% 0.00%
0.21% 0.35% 0 0 0.00% 0.00%
0.27% 0.20% 0 0 0.00% 0.00%
12.88% 9.89% 22 9 10.48% 10.11%
0.03% 0.02% 0 0 0.00% 0.00%
5.74% 5.15% & 0 2.38% 0.00%
0.59% 1.82% 5 3 2.38% 3.37%
0.34% 0.24% 0 0 0.00% 0.00%
8.82% 8.60% 15 5 7.14% 5.62%
4.81% 7.84% 20 5 9.52% 5.62%
0.29% 0.37% 1 0 0.48% 0.00%
3.51% 3.78% 8 3 1.43% 3.37%
0.10% 0.09% 0 0 0.00% 0.00%
0.82% 0.62% 2 0 0.95% 0.00%
2.13% 3.18% 7 4 3.33% 4.49%
0.24% 0.32% 1 1 0.48% 1.12%
7.88% 6.90% 15 7 7.14% 7.87%
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