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EXECUTIVE SUMMARY
The first section of this report tells the stories of ten tragic and preventable deaths 
in Texas jails. These ten people suffered from mental disorders and related health 
needs, and died unexpectedly in jail as a result of neglect or treatment failures. 

Terry Borum was a 53-year-old grandfather who suffered from depression and 

alcoholism. He died from a head injury sustained during severe, untreated alcohol 

withdrawal in Swisher County Jail.

Gregory Cheek was a 29-year-old artist and surfer who had bipolar 

disorder and schizophrenia. He died from a bacterial infection in Nueces  

County Jail after the jail failed to transfer him to a state hospital or attend to his 

medical needs. 

Amy Lynn Cowling was a 33-year-old mother of three who had bipolar 

disorder and was in treatment for opioid addiction. She died in Gregg County Jail 

after suffering severe withdrawal seizures resulting from abrupt withdrawal from 

prescribed medication. 

Lacy Dawn Cuccaro was a 28-year-old mother of two who had bipolar disorder, 

depression, and anxiety. She committed suicide by hanging in Hansford County Jail 

after the jail failed to properly monitor her. 

Eric Dykes was a 25-year-old man who had bipolar disorder. He committed 

suicide by hanging in Hays County Jail in a cell that was not suicide-resistant after 

jail staff ignored his statements that he felt suicidal.

Victoria Gray was an 18-year-old young woman who had bipolar disorder and 

schizophrenia. She committed suicide by hanging in Brazoria County Jail after jail 

staff failed to notify a magistrate about her.

Jesse C. Jacobs was a 32-year-old man who suffered from anxiety. He died in 

Galveston County Jail after several seizures caused by unsupported withdrawal 

from his prescription anti-anxiety medication, which the jail denied him.

Robert Montano was a 41-year-old father with a known history of psychiatric 

illness. He died in Orange County Jail after five days of isolation without any mental 

health assessment or treatment.

Robert Rowan was a 27-year-old man who died in an isolation cell in Smith 

County Jail from complications stemming from unsupported withdrawal from anti-

anxiety medication after jail staff failed to properly monitor him.

Carl Chadwick Snell was a 39-year-old father who suffered from bipolar disorder. 

He committed suicide by hanging in Denton County Jail after the magistrate took 

no action following notification.
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The second section of this report sets forth widely accepted policy 
recommendations based on national standards and best practices to improve 
diversion and treatment of persons with mental illness and related health needs 
who are incarcerated in Texas county jails. 

RECOMMENDATION NO. 1: INCREASE JAIL DIVERSION FOR  
LOW-RISK PEOPLE WITH MENTAL HEALTH NEEDS. As state and 

local stakeholders develop pretrial diversion programs, they should ensure that 

mental illness is factored in, and not as a barrier to pretrial release. In addition, the 

Legislature and counties should find new ways to reduce warrants and arrests for 

low-level misdemeanors, to prevent the use of jails for low-risk arrestees. 

RECOMMENDATION NO. 2: IMPROVE SCREENING. As counties 

implement the revised mental health screening instrument, they should train 

correctional officers to recognize signs of mental illness and suicide risk, and 

explore partnerships with their local mental health authority (LMHA) to have 

mental health professionals from the LMHA assist with intake screening.

RECOMMENDATION NO. 3: INCREASE COMPLIANCE WITH TEX. 
CODE CRIM. P. §§ 16.22 AND 17.032. The legislature should clarify the 

law to increase compliance with the requirement that magistrates be notified of 

an arrestee’s mental illness or suicide risk, so as to enable pretrial diversion into 

mental health treatment when appropriate. Counties should implement the law’s 

requirements, using partnerships with LMHAs if needed.

RECOMMENDATION NO. 4: STRENGTHEN SUICIDE PREVENTION. 
Counties should make their suicide prevention plans more effective by:  

(1) increasing training and promoting culture change; (2) providing for ongoing 

suicide risk assessment throughout an inmate’s stay in the jail; (3) avoiding housing 

at-risk inmates alone; (4) designating suicide-resistant cells; and (5) having mental 

health professionals assist with the assessment of suicide risk.

RECOMMENDATION NO. 5: COLLABORATE WITH LOCAL MENTAL 
HEALTH AUTHORITIES. County jails should form broad—and preferably 

formal—partnerships with their area LMHAs, and work to place LMHA staff in the 

jail full-time. The Legislature should fund LMHAs to add capacity to provide more 

services in jails.

RECOMMENDATION NO. 6: BOLSTER FORMULARIES. County jails 

should promote continuity of mental health care by (1) including in their formulary  

the medications listed in the local mental health authority’s formulary and  

(2) contracting with outside providers to quickly acquire any medication not kept  

in stock.
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RECOMMENDATION NO. 7: PROMOTE MEDICATION CONTINUITY. 
County jails should promote continuity of care by allowing inmates to continue 

taking prescribed medication that the inmate had been taking prior to booking, 

after taking certain precautions. Specifically, county jails should replace policies of 

denying access to prescribed medications with more flexible alternatives.

RECOMMENDATION NO. 8: DEVELOP AND UPDATE DETOX 
PROTOCOLS. Each county jail’s health service plan should include a detoxification 

protocol for supporting withdrawal from alcohol, opioids, benzodiazepines, and 

other commonly used substances, in conformance with current national standards.

RECOMMENDATION NO. 9: ADD FORENSIC PEER SUPPORT. County 

jails should strengthen their mental health care services by implementing a forensic 

peer support program.

RECOMMENDATION NO. 10: IMPROVE MONITORING. Counties 

should promote more effective monitoring of inmates by: (1) requiring jail staff 

to proactively engage inmates and take action during regular observation; (2) 

increasing the frequency of observation for at-risk inmates and setting irregular 

monitoring intervals; (3) ensuring adequate staffing; (4) using technology along 

with personal interaction to make observation more accountable; and (5) using 

technology to alert staff of inmate crises.

RECOMMENDATION NO. 11: REDUCE THE USE OF RESTRAINT 
AND SECLUSION. County jails should (1) set an explicit goal to reduce the 

use of restraint and seclusion, with an eye toward eliminating them altogether; 

(2) abolish the most dangerous restraint and seclusion practices; and (3) train 

officers to reduce reliance on restraint and seclusion, and collect data to evaluate 

performance. The Texas Legislature should require stricter regulation of seclusion 

that mirrors its strict regulation of restraint.

RECOMMENDATION NO. 12: LIMIT THE USE OF FORCE. County jails 

should strengthen their policies and training on use of force, explicitly address use 

of force against inmates with mental health needs, promote the goals of eliminating 

excessive use of force, and use force only as a last resort.
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County jails around Texas, including the smallest rural jails, regularly house inmates 

with mental disorders and co-occurring substance use disorders.1 These inmates 

have substantial needs for health care, and when those needs are unmet, the con-

sequences can be fatal. This report tells the stories of ten Texas families whose 

loved ones passed away in county jails, in order to shed light on these preventable 

tragedies. The report also summarizes twelve key policy recommendations, which 

can be used by sheriffs, county officials, and state policymakers to reduce and help 

eliminate these jail deaths. 

A significant percentage of county jail inmates have mental disorders. Some 

studies estimate that in the nation’s jails, 14.5 percent of men and 31 percent 

of women suffer from serious mental illness.2 Over 70 percent of people in jails 

who have serious mental illness also suffer from co-occurring substance use 

disorders.3 Despite this, studies show that between 83 and 89 percent of people in 

jails and prisons do not receive adequate care.4 

People with mental disorders suffer in incarcerated settings. Jails are not designed 

or operated to provide a therapeutic setting; the lights, noise, rules, and real 

and perceived threats of violence are especially harmful to inmates with mental 

disorders.5 They are likely to stay for longer periods, have difficulty following facility 

guidelines, and spend more time in solitary confinement.6 Often, their mental 

health deteriorates, making them harder to manage for staff.7 When untreated, 

they are more likely to be the victims of violent behavior or to initiate violent acts.8 

County jails, especially small ones or those in rural areas, often lack the financial 

or infrastructural resources to adequately address inmates’ mental health needs.9 

They may also lack adequate training and oversight, which are critical to detecting 

and attending to suicide risk and mental health crises. Further, some jails may 

lack a culture, instituted by jail leadership, that promotes the human dignity of all 

inmates, including those coping with mental illness and substance use disorders. 

As a result, inmates with mental health needs may go ignored and untreated, be 

subject to force, attempt to inflict self-harm, or even lose their lives. 

INTRODUCTION
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This report documents the stories of ten Texas families who lost their loved ones to 

sudden and untimely deaths inside small and mid-size Texas county jails. Each 

story shows that when county jails lack the resources, training or will to provide 

adequate care, the consequences can be deadly. In July 2015, the untimely death 

of Sandra Bland in Waller County Jail sparked a discussion about the additional 

steps that could be taken to prevent jail deaths related to mental illness. The stories 

in this report shed further light on this important goal. This report also sets forth 

twelve widely accepted policy recommendations for steps that counties can take 

to reduce the risk of harm to inmates and staff, and to promote the dignity and 

recovery of inmates with mental health needs. 

The Scope of Mental Health Needs in County Jails 

County jails in Texas held approximately 65,000 inmates during each of the last few 

years.10 Currently, over 60% are being held pretrial, awaiting trial or convictions. 

Nationally, jail admissions have almost doubled in the last four decades, and the 

average length of stay has increased from 9 days to 23 days in the same time.11 

Although crime rates have dropped since 1991, jail use has grown, with small and 

mid-size counties experiencing the most growth.12 

The number of jail inmates with mental disorders has also grown, in part because of  

shortages of outpatient mental health services that followed a movement to 

deinstitutionalize long-term psychiatric treatment from state hospitals to community-

based settings.13 Relatively few counties have developed diversion programs to avert 

arrests and move individuals with mental health needs out of jail and into community- 

based services that integrate mental health, substance use and homelessness 

services.14 As a result, local jails in Texas and around the country are tasked with providing 

mental health services for growing numbers of individuals. 

According to the Bureau of Justice Statistics, 64 percent of the jail population 

in the U.S. has a mental illness.15 Jails across the nation serve an estimated two 

million people with serious mental illness each year.16 Three times as many people 
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with severe mental illness are in jails and prisons as are in hospitals.17 Based on 

numerous studies, it is estimated that 15 to 20 percent of jail inmates suffer from 

serious mental illness.18 Over 70 percent of inmates with serious mental illness also 

struggle with co-occurring substance use disorders.19 

In Texas, state health officials estimate that 30 percent of jail inmates have one or 

more serious mental illnesses.20 One survey found that one in five clients accessing 

state-funded mental health services reported prior criminal justice involvement.21 

Those clients typically had a diagnosis of schizophrenia, bipolar disorder, or 

clinically severe major depression. Officials estimate that the cost of caring for 

those individuals in jail is approximately $60 per day, while the cost of outpatient 

care through state-funded community mental health services is almost a fifth of 

that, or $13.52 per day.22 

Evidence suggests that in Texas, low-risk arrestees with mental illness are 

overincarcerated—in jail when they should be receiving treatment instead.23  

A variety of factors contribute to this result, including state mental hospitals that are 

at full capacity, the lack of robust community behavioral health services across the 

state, and variances in pretrial diversion programs and usage between counties.24 

Nationally, small and mid-size county jails hold more than 75 percent of the jail 

population.25 In Texas, small and mid-size county jails with a capacity under 250 

account for over two-thirds of 243 county jails. 

Counties face many challenges in meeting the needs of this population, including 

coordination of criminal justice and behavioral health systems, training staff on 

mental health, and operating with minimal resources.26 Rural counties, such as the 

172 in Texas, face additional hurdles such as having to share local mental health 

resources with nearby counties and lacking in-jail mental health staff.27 Jails spend 

two to three times more on adults with mental illnesses that require intervention 

than on people who do not have these needs, without seeing improvements in 
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recovery or recidivism.28 In Texas, for example, Harris County Jail is the largest 

mental health provider in the state.29 Dealing with inmates suffering from mental 

illness also requires specialized training for staff. 

Jails struggle to manage inmates with serious mental illnesses. They are more likely  

to stay longer, and if untreated to see their conditions worsen.30 They are more likely  

to be subjected to physical attacks and victimization, and to solitary confinement.31  

They are also more likely to attempt suicide.32 

The importance of meeting the medical needs of inmates with serious mental 

illness cannot be overstated. Access to appropriate medication can ameliorate 

psychotic symptoms and severe mood disturbances. When inmates do not have 

access to psychotropic medications in jail, their mental health can quickly and 

severely decline.33 

Promoting Recovery for Inmates with Mental Health Needs 

For too long, the population of inmates with mental health needs has been treated 

as a criminal justice challenge, rather than as a part of a public health challenge.  

In recent years, more and more counties have realized not only that mental health 

and criminal justice are intertwined, but that effective treatment and recovery 

systems must be in place both in the community and inside jails.34 Counties of 

varying size have undertaken efforts to develop jail diversion programs for people 

with mental health needs, using local resources to meet local needs.35 For example, 

counties have hired a full-time licensed mental health therapist at the jail to make 

assessments and provide treatment at the jail; provided telepsychiatry services at 

the jail through partnership with local mental health agencies; developed jail-based 

crisis intervention training for jailers; and designed community reentry programs.36

Jail diversion is a critical component of reform. Diversion, which refers to the 

processes of connecting people with mental illness to treatment outside of the 

incarceration system and thereby reducing the number of low-risk inmates with 

mental illness, is critical to promoting recovery and preventing recidivism.37 

Diversion requires collaboration by stakeholders including law enforcement, mental 

health and other diversionary courts, mental health professionals, and judges.38 

Counties both urban and rural are beginning to implement diversion strategies 

based on the recognition that unnecessary pretrial detention harms the individual, 

is costly without reaping public safety benefits, and can be counter-productive in 

terms of impacting future criminal behavior.39

Equally important, counties must improve access to mental health care for jail 

inmates. This means more and better staff training on mental illness, more effective 

jail leadership and oversight, a jail culture promoting human dignity for all, and a 

commitment to providing access to treatment for every jail inmate with mental 

disorders. The levels of care provided should meet community standards. 

From implementing best practices for suicide prevention, to ensuring that people 

retain access to their prescribed medications, to providing peer support to enable 
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inmates to cope with their incarceration without resorting to self-harm, practices  

to promote health and recovery will enable counties to reduce the risk of death and 

harm to inmates with mental health needs. 

Here in Texas, the Texas Commission on Jail Standards is a critical resource to 

counties in improving jail mental health policies. The Commission develops and 

enforces compliance with state regulations, conducts annual and additional facility 

inspections, and provides technical assistance on critical jail issues, among other 

things.40 Counties should take advantage of the Commission’s resources as they 

design solutions to meet the needs of inmates with mental illness. 

Finally, robust data collection and analysis will help county jails measure successes 

and remaining challenges. For example, national jail suicide experts recommend 

that counties should investigate and review each attempted jail suicide to determine 

what additional steps to take to prevent future suicides.41 In Waller County, following 

the death of Sandra Bland, county authorities commissioned an independent 

investigation that resulted in a number of recommendations, including periodic 

psychiatric evaluations for jail staff and the use of emergency medical technicians 

to aid in the early mental health screening and assessment of inmates.42 Self-study 

by county jails shows promise for preventing jail deaths relating to mental illness. 

The Benefits of Improving Jail Mental Health Policies 

Jail policies promoting mental health treatment and recovery have numerous 

benefits. First, such policies produce significant health and public safety benefits.43 

Tens of thousands of jail inmates return to the community after their jail stays 

each year. Lapses in mental health treatment undermine these individuals’ path to 

recovery, and result in greater burdens on state and local mental health systems.  

In addition, disability-related behavior that may have led to a prior jail stay is 

less likely to recur after adequate and consistent treatment, thereby preventing  

re-arrest. 

Second, jail policies promoting mental health treatment make good economic 

sense.44 Rather than spending significant funds to jail low-risk arrestees with 

mental health needs, counties can refer them to less expensive and more effective 

outpatient treatment. Rather than paying for settlements and verdicts in wrongful 

death lawsuits to inmates’ families, counties can invest in training and oversight 

procedures to reduce the risk of harm. 

Finally, both state and federal law obligate county jails to identify the mental 

health needs of inmates and provide medication, treatment and other supports 

as needed.45 Federal anti-discrimination laws prohibit county jails from denying 

essential benefits—such as safe housing and medical care—to inmates on the 

basis of their disability, including psychiatric disability.46 The law also requires jails 

to make reasonable accommodations for inmates with psychiatric disabilities, 

rather than ignoring their unique needs.47 
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PREVENTABLE 
 TRAGEDIES:
STORIES FROM FAMILIES

On July 13, 2015, the untimely death of Sandra Bland in Waller County Jail following 

a questionable traffic stop and arrest presented another preventable tragedy in 

the ongoing national conversation on race and law enforcement. Bland herself had 

been active in a growing grassroots political movement, and news of her suicide 

by hanging shocked her family, loved ones, and allies. The case prompted an 

investigation in Waller County, as well as efforts by Texas policymakers and jailers 

to examine more ways to prevent jail suicides. In the wake of her death, legislators 

convened hearings, the state jail oversight agency revamped the jail suicide 

screening tool and related training, and advocates proposed additional measures 

to prevent suicide and improve jail safety. 

As Sandra Bland’s mother herself reminded people, Bland was not the only person 

to die in a Texas jail. Many Texans with unmet mental health needs unexpectedly 

lost their lives while awaiting trial or serving time in county jails for petty crimes.  

For people with mental health needs and related medical needs, jails have 

sometimes proven deadly. Jails have failed to screen and safely house inmates with 

elevated suicide risk, restricted access to prescribed psychiatric medications, failed 

to connect inmates with urgently needed mental health diagnosis and treatment, 

subjected them to improper seclusion and poor observation, and more. As a result, 

people with mental health disorders have died unexpectedly or committed suicide 

in Texas county jails. 

The stories of people with mental health needs who died in Texas county jails are 

rarely told, but each story provides important insight into jail safety reforms that 

can save lives. Below are the stories of ten such individuals who lost their lives too 

soon while in jail, and whose families hope that telling these stories will spur much-

needed jail reforms. 
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On January 28, 2013, Terry Borum was arrested on an 

outstanding warrant for an incident that had occurred 

months earlier. After pulling their truck out from a 

ditch on Terry’s land, some men demanded Terry 

pay them for damage to the truck. Outnumbered, 

Terry got his .22 from his trailer and went to the men to get his money back.  

“He popped one off in the dirt and he asked for his money,” his son Justin says.

The police were called, but they decided not to arrest him. Months later,  

a warrant was issued, and the police picked him up and booked him into jail. 

Three days after that, Terry Borum was dead, having hit his head in a fall while 

suffering from severe alcohol withdrawal.

Justin Borum remembers his father Terry as a loving yet tough man who upheld 

the traditional country values on the cotton farm where Justin was raised.  

“He was a strong guy,” Justin says of his dad. “German, with the dark hair and 

bright blue eyes. He was a good-looking dude and a football player.” To Justin, his 

father seemed larger than life—a cowboy with huge sandpaper hands and unruly 

bushy black eyebrows. “His wedding ring won’t fit around even my thumb!” 

Justin exclaims. 

Terry was a long-haul truck driver for more than twenty years. On his long 

rides around the country, he’d listen to all kinds of music. Justin recalls, 

“I was into long hair and rock bands, while he was into John Wayne and 

True Grit. But we did share a love for music.” 

Terry struggled with depression, and with alcohol dependence. “Dad 

drank his whole life, and that’s just how he dealt with the depression,” 

Justin laments. As a proud man rooted in traditional values, Terry didn’t 

talk about his depression with his family, but Terry did seek out help for 

his mental health and alcohol dependency. “There were pamphlets and 

articles taped to the fridge,” Justin says, “including AA materials and 

Bible verses—motivational things to stay strong.” 

Terry’s struggle with depression had deepened in 2010 when he attempted 

suicide by gunshot. He survived, but lost most of his cheek and jaw, and had 

to have several reconstructive facial surgeries. “I was engaged and living in 

Lubbock when I heard Dad had shot himself. I went running.” Having survived the 

suicide attempt, Terry was able to reconnect with his family. “I was there every 

day during his recovery,” Justin recalls. “I remember the first time he opened his 

Terry Borum was a 53-year-old grandfather who 
suffered from depression and alcoholism. He died from 
a head injury sustained during severe, untreated alcohol 
withdrawal in Swisher County Jail.

Preventable Tragedies: How to Reduce Mental Health-Related Deaths in Texas Jails  11



eyes, his big baby blue eyes, I just thought: This is special, he made it through 

and now I get more time with him.” 

Surviving the suicide attempt left Terry with serious medical issues, 

such as difficulty breathing from his destroyed nasal cavity, blindness in 

one eye, and a feeding tube sewn into his stomach. But these limitations 

didn’t keep him from living a full life with his children and grandchildren. 

Justin and his son would drive out to see Terry at his trailer, where he 

would teach the younger generations of his family how to cook. 

But Terry was still alcohol-dependent when he was arrested in 

January 2013; once in jail, Terry went into alcohol withdrawal almost 

immediately.48 The sheriff knew Terry, and he and his jail staff knew that 

Terry suffered from chronic alcoholism.49 In the 12-cell jail, officers could see and 

hear Terry ranting, raving, and talking to an invisible friend as he hallucinated 

from the delirium tremens, a severe form of alcohol withdrawal.50 “You could 

obviously tell he was a medical risk,” a jail officer later admitted in a deposition.  

“I mean, we couldn’t—we couldn’t take care of him.”51 

Despite Terry’s withdrawal symptoms, the jail’s only treatment was to throw him 

in a so-called detox cell by himself and give him orange juice and honey instead 

of nutrition through his feeding tube.52 In a deposition, the sheriff admitted that 

he didn’t think the jail’s orange-juice-and-honey treatment was appropriate at 

the time, but that he intentionally chose not to call a doctor or take Terry to the 

hospital because of budgetary concerns; the jail’s annual medical care budget 

was just $7,500.53

On February 1, 2013, three days after being taken into custody, Terry fell in his 

cell and hit his head. The jail finally called 911, but with Terry’s medical condition, 

the lack of nutrition, and untreated alcohol withdrawal, he was already in a 

weakened state from which he would never recover. He died at the hospital from 

a subdural hematoma—a pooling of blood around the brain.54 

While Terry was on his way to the hospital, jail officials and the sheriff scrambled 

to release him from custody in order to avoid the medical costs. Before they 

even notified Terry’s family, they released him from custody by dropping all of 

the charges against him. 

A jury later directed Swisher County to pay Terry’s family $1 million for  

their loss.55

Justin will never forget his father. “He was such a hoot to be around. He was a 

funny guy. I had some of the best times of my life with him. I sure do miss him.  

I miss him so badly. My sister and I loved him so much.”
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On October 22, 2010, covered in blue paint, Gregory Cheek was 

arrested in someone else’s backyard on charges of criminal trespass. Gregory 

had broken into the home and painted the walls blue and yellow.56 Gregory had 

a long history of mental illness that included paranoid schizophrenia and bipolar 

disorder resulting in delusions and hallucinations.57 Less than four months later, 

after being found incompetent to stand trial,58 Gregory died at age 29 in Nueces 

County Jail on February 7, 2011.

Although Gregory’s mental illness was serious, his family remembers 

him not for his illness but for the man he was: an artist, surfer, skater, 

and a beloved husband, father, and son. Known also as an artist 

named Sueños, Gregory Cheek is still remembered through events 

such as the Sueños Memorial Surf & Skate Jam in Corpus Christi, a 

tribute to his impact on the Gulf Coast art and sport culture.59 

But his illness was not always easy to manage. If he got off his 

medications, Gregory was unable to care for himself, and on several occasions 

he was involuntarily committed to inpatient mental health facilities. 

At the time of his arrest in October 2010, Gregory weighed 175 pounds and 

was in good physical health.60 His intake form indicated no medical problems 

or medication.61 His form also indicated no mental illness despite Gregory’s 

delusional state at the time of his arrest.62

Nonetheless, it became clear how ill Gregory was very quickly. Twice in  

November, the jail’s psychiatrist urged the jail to transfer him to the state  

hospital, though neither request was granted.63 On December 20th,  

a magistrate judge deemed Gregory incompetent to stand trial and ordered  

him transferred to a state hospital.64 That order was not followed.65 

Gregory did not fare well in jail. In the Texas Rangers’ postmortem investigative 

interviews, other inmates said Gregory “would tear up books and eat them”66 

and that he was “often naked and was usually close to the door and running in 

place.”67 Gregory often slept on a cold concrete floor without blankets because 

jail officials had removed his mattress and bedding when he tore it up; instead, 

he would sometimes sleep on Styrofoam food containers.68 

Even though his mother Katie Cheek called the jail repeatedly and told them of 

his condition, his medications, and gave contact information for his physicians, 

the jail provided her no information on his health. Moreover, the jail kept Katie 

Gregory Cheek was a 29-year-old artist and surfer 
who had bipolar disorder and schizophrenia. He died 
from a bacterial infection in Nueces County Jail after the 
jail failed to transfer him to a state hospital or attend to 
his medical needs. 
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from seeing or speaking to him, despite her many calls. Gregory asked the jail to 

allow Katie to visit him, but they denied him because he couldn’t remember her 

birth date.69 “It was heartbreaking,” says Katie, “not to be able to visit him.”

The jail allowed Gregory to make collect calls to his family only once per month, 

and always in the middle of the night. Katie explains, “The first time, I woke up 

the next morning to a voicemail: ‘You are receiving a collect call from:’ and then I 

hear his voice saying, ‘Greg Cheek.’ The second time, I woke up the next morning 

to a voicemail, ‘You are receiving a collect call from: Greg Powers’—Powers is my 

maiden name. The third time I woke up to a voicemail where all I could hear was 

unintelligible murmuring.” By the time she heard that last recording, Katie knew 

from Greg’s voice that he had deteriorated very badly and she began to fear for 

his life. 

Despite Gregory’s severe symptoms, the jail psychiatrist ignored requests from 

medical staff to check on Gregory and give him injectable medication.70 She also 

did not refer Greg to emergency treatment at a nearby hospital. Katie laments 

that the doctor “knew everything about Greg’s condition, yet she did nothing.  

It is truly scary to think of anyone being in that doctor’s care.” 

By early February, Gregory’s physical condition also had declined severely.  

On February 2, 2011, he was seen for severe swelling in his legs and calves.71 Jail 

nurses recorded his temperature as 95.6°F and cleaned his legs, which were 

“swollen and seeping.”72 No physician was contacted to evaluate his hypothermia or 

his swollen legs. 

In the very early morning on February 6th, jail staff found Gregory lying on the 

floor of the cell unresponsive and extremely hypothermic, with an extremely low 

body temperature. They finally took him to the hospital. Katie was not notified 

until almost twenty hours later, and she immediately drove from Houston to 

Corpus Christi. By the time she arrived at the hospital, Greg was on life support. 

He died later that day from Waterhouse-Friderichsen syndrome.73 At the time of 

his death, Greg weighed only 146 pounds.74 

Katie knows her son Greg’s untimely death was preventable. “Greg was issued a 

court order to be sent to a psychiatric hospital, and this would have allowed him 

to stabilize and reunite with his family. But this did not happen. Instead, Greg’s 

mental condition continued to spiral downward, and his physical condition 

deteriorated along with it. The jail infirmary just failed over and over to treat him. 

Every step of the way, proper steps could have been taken, had the jail adhered to 

proper protocol. Instead, their gross negligence led to my son suffering horribly 

and dying too soon.” 

The Cheek family agreed to a confidential settlement with Nueces County over 

the loss of their son and father. 
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On Christmas Eve 2010, Amy Lynn Cowling was driving to her East Texas 

methadone clinic when she was pulled over for speeding. When the 

officer saw two outstanding misdemeanor warrants, she was arrested and booked 

into jail. Five days later, Amy was found dead in a solitary confinement cell.

Amy’s mother, Vicki Bankhead, describes her daughter as a sweet, kind woman 

who worked hard to care for her three children. Amy struggled with addiction 

and with her health, but she had been receiving methadone treatment since 

2003 to recover from a prescription drug addiction. The treatment helped Amy 

stay clean and achieve a certain amount of stability. Amy also took medication to 

treat her bipolar disorder, heart problems, and her one remaining kidney.

At booking, Amy told jail officials that she had been receiving daily 

methadone treatment for years, and that cutting off her treatment abruptly 

would put her at risk of serious harm. She told them about her other health 

problems, and her purse contained her prescribed bottles of Seroquel, for 

her bipolar disorder, and Xanax, an anti-anxiety medication.75 

But because Gregg County Jail prohibited methadone, Xanax, and 

Seroquel,76 Amy’s medications sat in her purse for five days as her 

condition worsened. Vicki called the jail and pled with them to let Amy 

take her prescribed medications. “I kept telling them that if she didn’t 

have the methadone, it would be bad,” Vicki says. “I knew it would be bad. 

And they completely ignored me.”

The Texas Commission on Jail Standards’ regulations require that county 

jails dispense medication according to a health care plan, which each 

county must develop on its own.77 Gregg County Jail, like many Texas 

jails, had decided it would only dispense medication prescribed by its 

own doctor. The jail would not give Amy the life-saving medications she 

had already been prescribed. 

The jail’s doctor says that Amy was given appropriate substitute 

medications.78 But Amy never saw the jail’s doctor. Amy was booked on a 

Friday, and the jail’s doctor only visited the jail on Wednesdays.79 Instead,  

she was seen that week by a nurse who took orders from the doctor by phone.80

Meanwhile, the jail kept Amy’s family from seeing or speaking with her. “I kept 

calling and calling,” Vicki says. “When my husband and son went down there to 

see her, they said, ‘You can’t see her, she’s acting up.’” 

Amy Lynn Cowling was a 33-year-old mother of three 
who  had bipolar disorder and was in treatment for opioid 
addiction. She died in Gregg County Jail after suffering 
severe withdrawal seizures resulting from abrupt withdrawal 
from prescribed medication. 
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Amy’s condition deteriorated quickly. In the Texas Rangers’ postmortem 

investigative interviews, other inmates reported that within the first couple of 

days, Amy became unable to eat, “could barely walk,” “used the restroom on 

herself,” hallucinated, and had seizures.81 

On the morning of December 28, Amy was brought to an isolation cell in a 

wheelchair.82 Inmates in nearby cells told the Rangers that Amy was “screaming” 

and “moaning” the entire day.83 She was seen twice by medical staff; in the early 

evening, a nurse told the doctor that Amy was “hollering and uncooperative” 

over the phone, and the doctor ordered her to be given an antipsychotic and 

placed on suicide watch.84

The initial autopsy concluded that Amy likely died from seizures brought on by 

withdrawals from her medication.85 When emergency personnel arrived at the 

jail shortly after midnight on Wednesday, December 29, 2010, they found Amy 

alone on the floor of her isolation cell, already gone.

Because of Amy’s medical condition, she was supposed to be observed every 

fifteen minutes on the night she died. Instead, the officer assigned to Amy’s hall 

only checked on her four or five times after 7:30.86 Shortly after Amy’s death, 

two jail officers were arrested for falsifying the observation logs that night.87 

The county denied any wrongdoing, but ultimately settled a wrongful death 

lawsuit for $1.9 million.88

While Vicki was present at her daughter’s funeral, Amy’s son was with his 

girlfriend as she gave birth to Amy’s only granddaughter, for whom Vicki now 

cares. They still live in East Texas. 

“I had called the jail and called and called and called and said ‘Please help my 

daughter, please!’” Vicki says. “And we didn’t have the money to get her out.  

I mean: What do you do?”
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On July 16, 2012, Lacy Dawn Cuccaro was arrested and booked 

into Hansford County Jail. Three days later, while she was on suicide watch in a 

jail big enough to house only nine people,89 Lacy hung herself in her cell.

Jonathan Shepard had been with his wife Lacy for ten years when it happened. 

They had had their first son together in 2004, and their second in 2007.  

They were raising their boys in the small Panhandle town of Gruver, Texas  

(pop. 1,162).90 Jonathan worked in construction, and Lacy stayed home with 

the kids. “She loved her boys,” Jonathan said. “She was a good mom. She loved 

playing with them, loved being with them.”

Lacy had her troubles. She had long suffered from mental health 

disorders, going back to her teenage years when she had attempted 

suicide at age fifteen. She had spent some time in a treatment 

facility in Dallas after the kids were born. Her diagnoses included 

bipolar disorder, depression, and anxiety serious enough that it kept 

her from working.

In 2012, she had been to the Texas Panhandle Centers, the local 

mental health center, for treatment. She had been taking medication, on and off. 

Then she got arrested following a spat in the front yard with Jonathan’s brother. 

“They were yelling outside, things got heated, somebody called the cops,” is 

Jonathan’s abridged version. And when Lacy was booked into the tiny Hansford 

County Jail, Jonathan says there was no question that her mental health issues 

placed her at serious risk of harm: “They put her on suicide watch right away.”91

The first day after Lacy’s arrest, her sister Melissa visited to check on her 

medications.92 Melissa told the sheriff that Lacy’s mental health issues were 

serious, and that she belonged in a mental health facility, not in a jail.93 The 

sheriff told Melissa that Lacy was being watched closely.94 Melissa came again 

the next day to bring Lacy money to make phone calls, and reiterated to the 

jail staff that Lacy could become suicidal unexpectedly.95 Again they reassured 

Melissa that Lacy was being watched carefully.96

Hansford County Jail’s policy required that inmates on suicide watch be  

observed face-to-face every fifteen minutes97—a policy stronger than the state 

minimum, which only requires observation every thirty minutes.98 But on the 

morning of July 19, 2012, only one jailer was on duty—the deputy sheriff.99 And 

after 8:30 a.m., the deputy sheriff became too busy with her other duties to 

continue checking on Lacy in person; the rest of the morning, she only checked 

on Lacy via the two video cameras that watched her cell.100 

Lacy Dawn Cuccaro was a 28-year-old mother  
of two who had bipolar disorder, depression, and 
anxiety. She committed suicide by hanging in Hansford 
County Jail after the jail failed to properly monitor her. 
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The last observation the deputy sheriff made that morning was at  

10:45 a.m.101 She didn’t make the 11 a.m. observation because she was busy  

filling out arrest forms and answering the phone, or the following two  

observations because she was busy making the inmates’ lunches.102

Meanwhile, video footage between 10:30 and 11:00 showed Lacy crying in her 

cell, measuring a towel against the bars of the cell, tying the towel to the bars, 

and wrapping a towel around her neck.103 There was nobody else at the jail to 

see this video footage, or to check on Lacy in person, while the deputy sheriff 

was busy. The deputy sheriff didn’t see Lacy again until just after noon, when she 

brought around Lacy’s lunch.104 

When the deputy sheriff found Lacy hanging in her cell, she didn’t enter the cell 

to cut her down and try to resuscitate her.105 She wasn’t allowed to—jail policy 

prohibited staff from entering cells alone.106 So she called the sheriff, who was 

eating lunch down the road.107 When he arrived at the jail, he didn’t cut her down, 

either.108 

“They left her hanging in that cell for four hours until the funeral home came to 

get her,” Jonathan recalls. “They didn’t try to cut her down, didn’t try to help her. 

What would you do if you found someone like that?” 

The jail also didn’t call Jonathan right away. He learned about his wife’s 

death when he showed up later that afternoon with his sons for visitation— 

the first chance they had to come see Lacy since she’d arrived at the jail. “It was 

devastating to the kids. They were eight and four. What do you say to your sons? 

They had just seen their mom a couple of days ago.”

The county eventually settled the civil rights lawsuit against them for  

$345,000.109 Jonathan and his sons still live in Gruver. 

“They knew,” Jonathan says of Lacy’s mental health problems. “If someone  

comes in on suicide watch, they shouldn’t be in jail. Jail’s the last place they 

should be.”
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Eric Dykes had been in jail for fourteen months as a pretrial detainee when,  

on March 26, 2011, he was found hanging in his Hays County Jail isolation cell. 

He died two days later in the local hospital. Diagnosed with bipolar disorder,  

Eric had told jail staff only days earlier that he would kill himself if placed  

in isolation. 

Eric’s mother, Diana Riley, remembers her son as a personable young man.  

The middle child of three brothers, Eric was a well-liked athlete who loved being 

outdoors, playing soccer, listening to music, and drawing tattoos. At the time 

of his arrest, Eric lived in San Marcos with his girlfriend and her child, and he 

worked for a local warehouse. He had dreams of becoming a surgical assistant 

because he wanted to help people. 

Eric had a history of troubles with the criminal justice system that his mother 

says was closely linked to his mental illness. For years, Eric bounced around in  

the juvenile justice system, but did not receive appropriate mental health 

treatment. At 21, Eric was diagnosed as bipolar, and his doctor prescribed 

antidepressants that Diana says Eric could not stop taking without adverse 

effects, and which required Eric had to have his blood tested every few months 

to monitor the medication’s effects.110 

Eric was the main provider for his girlfriend and her child. In December 

2009, he found himself short on rent, and in a moment of lapsed judgment,  

Eric took a purse sitting on the trunk of a car in a mall parking lot while the owner 

was looking the other way. He did not use force or threaten force during the 

theft. A warrant was issued for his arrest on a robbery charge. Full of remorse,  

Eric turned himself in. 

From January 2010 to March 2011, Eric sat in jail awaiting trial. During these 

fourteen months, he was primarily housed at Hays County Jail, but on occasions 

when that jail became overcrowded, county officials transported him to 

Guadalupe County Jail, where he did not receive his bipolar medication and 

was usually housed in isolation for his own protection. At least twice, Eric filed 

complaints with officials at Guadalupe County Jail because he was not receiving 

his medication.111 

According to Ms. Riley, the officers liked Eric. They referred to him as the  

“Ta-Da guy,” because when they administered his medication he would shout 

out, “Ta-Da!” and open his mouth to show the officers he had actually taken the 

medication. The officers were aware of his mental illness, and when his anxiety 

was high the officers would grant him special privileges to “walk it off” alone in 

the yard.

Eric Dykes was a 25-year-old man who had bipolar disorder.  
He committed suicide by hanging in Hays County Jail in a cell that was not 
suicide-resistant after jail staff ignored his statements that he felt suicidal.
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Eric’s mother visited him almost every week while he was in jail. 

She repeatedly requested that the jail’s medical staff test his 

blood because she noticed marked changes in her son. Eric had 

become anxious and his appearance had become disheveled.  

He had always been proud of his appearance and clean-shaven, 

but in jail he began growing an unkempt beard. His mother saw 

that his mental health was deteriorating.

In the weeks leading up to Eric’s death, Ms. Riley was not able 

to visit her son because she had foot surgery and was unable to 

make the drive. On March 22, 2011, Eric got in a fight and was 

placed in administrative segregation. As officers escorted him 

to his isolation cell, he yelled, “If you put me back in seg, I’ll kill 

myself!” They did not believe him. Officers told Ms. Riley later that 

Eric was the last person they thought would try to kill himself. 

Four days later, Eric used a mesh bag and towel to hang himself in his isolation 

cell. Officers found him unresponsive in his cell at about 4 p.m. They performed 

CPR before transporting him to Seton Medical Center Hays, where doctors 

pronounced him brain-dead and put him on life support. Around 6 p.m. that 

evening, officers from the Sheriff’s office pulled up to Ms. Riley’s home to notify 

her of her son’s condition. She went straight to the hospital, where Eric was still 

in the emergency room. 

On March 28, 2011, after fourteen months of incarceration while awaiting trial, 

Eric Dykes died of cardiac arrest at the age of 25. That same day, a county  

judge dismissed Eric’s case.

In 2013, Ms. Riley filed a wrongful death suit against the Hays County Jail.  

The county settled for $40,000 and agreed to improve its suicide prevention 

plans. The county agreed to reasonably address the existence of ligature points 

or other substantial safety issues in segregation cells and single inmate housing, 

such as the hole in the wall Eric used as a tie-off point. Additionally, the county 

agreed to institute policies that (1) require an inmate placed in segregation 

to be seen by a health care professional within two hours of the placement;  

(2) require inmates transferred to Hays County Jail to be assessed for mental 

health conditions by healthcare professionals within two days of transfer; and 

(3) ensure that all currently employed corrections officers have completed a 

suicide identification, prevention and treatment course.

Ms. Riley hopes that Hays County has followed through on its promises to train 

officers and improve its processes, “so that other parents won’t have to go 

through the sadness and loss of a child.” 
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Over Labor Day weekend in 2014, Victoria 

Gray was arrested for violating her probation 

by running off and quitting her medications.112 

Eighteen-year-old Victoria, who was diagnosed 

as bipolar and schizophrenic, was found dead on 

her third day in Brazoria County Jail, hanging by 

her bedding in her cell.113

Victoria’s father describes her as a loving 

individual who cared about everyone else above 

herself. Her passions were singing and writing. 

She was her own toughest critic. According to  

her father, John Gray, there was no doubt that Victoria suffered from mental 

illness. At 13 years old, Victoria was diagnosed as schizophrenic and bipolar.114 

From then, Victoria cycled in and out of juvenile detention centers, state hospitals, 

group homes, mental institutions, and eventually, jail. 

A few months before her death, Victoria spent several months in a state 

hospital after being convicted of arson for setting her father’s house on fire.115  

“[She said] the walls told her to do it,” John said. She had been transferred to 

the state hospital after attempting suicide in Brazoria County Jail. In August 

2014, she was on probation, with conditions that included following a curfew  

and taking her medication.116

On August 29, Victoria was arrested because she stopped taking her  

antipsychotic medication.117 The jail screened her for mental health conditions, 

and because she gave them information indicating that she was suicidal,118  

jail staff placed her in a single-person cell. Although state law requires jails 

to notify a magistrate judge within 72 hours of receiving an inmate believed  

to be mentally ill, nobody from Brazoria County Jail tried to notify the magistrate 

judge about Victoria until after she died.119 

Further, Victoria should have been identified as a heightened suicide risk under 

Brazoria County’s suicide prevention plan because she had indicated that she 

was suicidal—and because she had attempted suicide in the jail once already. 

Under the suicide prevention plan, jail staff would have checked on her at least 

every fifteen minutes.120 Instead, she was classified as a low-risk inmate and 

ordered to be checked every thirty minutes. Even then, the guards failed to  

check on Victoria every thirty minutes, at times being as late as a full hour.121 

Victoria Gray was an 18-year-old young woman who had bipolar disorder 
and schizophrenia. She committed suicide by hanging in Brazoria County Jail 
after jail staff failed to notify a magistrate about her.

Credit: ThinkProgress.org | John Gray
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Jail staff found Victoria hanging from her bedding tied to a small bookshelf in  

her cell.122 They had checked on her 25 minutes earlier—within the state’s 

minimum standards.123

John Gray first learned that his daughter was in jail on September 3rd, when a 

constable arrived at John Gray’s home at 4 a.m. and told him that his daughter 

had died. John had been searching for his daughter, but the county had not 

attempted to contact him about her arrest. 

John has since filed several open record reports for information pertaining to 

his daughter, most of which were denied—including the request for the names 

of the officers on duty at the time of Victoria’s death. John has been left to piece 

together the story of his daughter’s from information he gathered from other  

jail inmates who later reached out to him.

John has struggled to move on from his daughter’s untimely death. He questions 

how “putting suicidal inmates in a segregated cell makes any sense,” and echoes 

what many studies show: “Suicidal individuals need support.” John continues 

to search for answers about his daughter’s death, and to call attention to the 

inadequate mental health care available to jail inmates and to jails’ lack of 

compliance with state law and policies. John is determined that his daughter be 

heard: “I am her voice now,” he states.

Credit: Houston Chronicle, Mayra Beltran
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Jesse Jacobs, Jr. entered Galveston County Jail on March 6, 2015, 

expecting to serve twelve to fifteen days on a DUI sentence.124 Jesse, 

who had never served time in jail before, recognized he had made  

a mistake, and was ready to serve the sentence and put the charge behind him. 

Five days later, after the jail had failed to give him his prescribed anti-anxiety 

medication, he was found unresponsive on the floor of his isolation cell and 

transported to the hospital where, despite attempts to revive him, he died on 

March 14, 2015.125

Jesse was the only child of Jesse Jacobs, Sr. and Diane Jacobs, with whom he 

was very close. After graduating early from high school, Jesse began college but 

ultimately quit to work in real estate and later for home health care companies. 

After a few years of working and living in the Houston area, Jesse went back 

to college at the University of Houston, while continuing to work full-time.  

He completed his bachelor’s degree in 2012, making his parents very proud.  

“He was the light of our lives,” says Diane.

He spent time with his parents at their Houston-area homes on weekends and 

holidays, and he was also close with a small group of loyal friends. Jesse was 

also a weather enthusiast who loved to watch the storms come in and analyze 

weather patterns.

In his late teens, Jesse began experiencing severe digestive pain and discomfort. 

After a battery of tests, a doctor diagnosed him with Crohn’s disease, a chronic 

inflammation of the gastrointestinal tract. He responded well to medication, and 

the disease went into remission. Around the same time, Jesse was diagnosed 

with ADHD and later, with anxiety disorder and manic depression. After trying 

a few medications, his psychiatrist prescribed him Xanax, which helped Jesse 

effectively manage his illness for ten years.126 According to his mother Diane, 

Jesse was very disciplined about taking all of his medications.

Before he entered jail in March 2015, Jesse called the jail to find out how to make 

sure they gave him his medications.127 Jail personnel advised him to bring his 

prescriptions with him, along with a letter from his psychiatrist.128 He complied, 

giving them copies of all his prescriptions for Crohn’s disease, high blood 

pressure, and Xanax, along with his psychiatrist’s letter, at intake.

Jesse’s parents say that according to jail medical records, the jail never gave him 

his Xanax.129 Although they gave him other medications for blood pressure and 

Jesse C. Jacobs was a 32-year-old man who 
suffered from anxiety. He died in Galveston County Jail 
after several seizures caused by unsupported withdrawal 
from his prescription anti-anxiety medication, which the 
jail denied him.
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Crohn’s, they did not even have a mental health professional talk with Jesse.130

Jesse’s parents talked with Jesse on the first night of his incarceration. He said 

that he had not yet seen a physician or been given any of his medications. Three 

days later, Diane went to visit Jesse at the jail. During the video visitation, he told 

his mom that his heart was racing, he had not received his Xanax, and he was not 

feeling well. The next day, Diane talked to Jesse over the phone, and he repeated 

that he was not doing well.

Jesse’s parents say that jail medical records show that Jesse suffered a seizure, 

which is a symptom of unsupported Xanax withdrawal, on the fourth day of his 

incarceration.131 According to his family and his doctor, it was the first seizure he 

had suffered in his life.

In response, the jail put him in an isolation cell. He suffered at least three more 

seizures in the next three days, but jail officials did not take him to a hospital 

or move him to a medical unit at the jail. After one seizure, they gave him only 

ammonia caps to inhale, Gatorade, and water.132

On the eighth day of his sentence, Jesse’s parents drove together to the jail early 

in the morning to visit him. When they got there, Diane received a phone call 

from jail officials on her cell, telling her that Jesse had been found unresponsive 

in his cell, and had been taken to the UTMB hospital in Galveston. His parents 

immediately drove to the hospital.

They found Jesse in the emergency room, hooked up to a ventilator. “I knew in 

the E.R. that he wasn’t there anymore,” says Diane. Despite the best efforts of 

hospital personnel, Jesse had suffered multiple organ failure, and he passed 

away the next afternoon.

During the ordeal at the hospital, Jesse’s dad went to the jail to find out what had 

happened. He spoke to a jail official who said only that all medical care at the 

jail was handled by a third party medical provider. “To this day, nobody from the 

Sheriff’s Department, from Galveston County, or from the third party provider 

has ever contacted us to express any condolences, or any 

compassion,” says Jesse Sr.

The loss has been excruciating for Jesse’s parents.  

His parents express shock that the jail “cold turkeyed” 

Jesse from Xanax even though the dangers of doing so are 

well-known, and even though he gave thorough medical 

documentation to the jail. “He had so many aspirations.  

Now there’s nothing,” says Diane.

Credit: Houston Chronicle, Gary Coronado
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Robert Montano was taken to jail by police on October 7, 2011, 

after a neighbor called to say that he was on the street outside 

his home, acting erratically and yelling incoherently. Although Montano had  

a long history of psychiatric illness, police took him to jail instead of to a hospital. 

He was charged with “public intoxication” on suspicion of taking a street drug 

known as “bath salts,” even though he had not in fact taken any drugs. 

At booking, jail staff were unable to complete their paperwork because Robert 

was paranoid, delusional, and incoherent; he could not answer their questions.133 

Jail staff knew that he had previously obtained mental health care through the 

county mental health system and had been on anti-psychotic medications.  

In addition, a magistrate judge who would see Robert the next day concluded 

that Robert was too incoherent to be arraigned. Despite all this, jail staff never 

contacted a mental health professional to evaluate Robert.

Instead, jail staff stripped him of his clothes and placed Robert in an isolation 

cell with two glass walls through which they observed him. He continued to 

be incoherent and paranoid. Over the next few days, they heard Robert yell 

and scream nonstop, say that someone was trying to kill him, and voice other 

delusions. They saw Robert throw away his water repeatedly because he believed 

it was poisoned, and crawl around on the floor. 

Through all of this, jail staff did not contact the jail doctor, who only came to 

the jail once a week, or contact a county mental health professional, or even a 

family member. They incorrectly believed that he was detoxing from “bath salts” 

despite knowing of his psychiatric history. Even so, they did not respond to his 

consistently erratic and delusional behavior by seeking any medical attention.

On the fifth day, early in the morning, a jail nurse noticed that Robert was 

lying motionless on his mat. After checking, she discovered that he was not 

breathing. Although jail staff applied CPR, they could not resuscitate him. Robert 

was pronounced dead shortly thereafter, after being taken to the hospital by 

ambulance. He had died of renal failure as a result of not drinking enough water. 

When his body was found, his legs were purple as a result of the kidney failure— 

a symptom likely to have preceded death by several hours. Tests showed he had 

no illegal drugs in his body. 

When Robert’s family received word of his death, they were shocked. His son 

Josh, who had just finished boot camp with the U.S. Marines, says, “I love my dad 

and I miss him. Nothing will ever compare to him.” 

Robert Montano was a 41-year-old father with a 
known history of psychiatric illness. He died in Orange 
County Jail after five days of isolation without any 
mental health assessment or treatment.
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Robert is survived by four adult children, including Josh, who is 23. 

When his kids were growing up, Robert spent time with them 

by showing them how to fix things around the house and yard.  

Josh remembers that his dad was also his confidant and friend.  

“I could talk to him about anything. I miss being able to tell somebody 

anything that is on my mind. I miss him,” says Josh. 

Robert’s family remembers him fondly as a person with a heart of 

gold who was devoted to his children, and who would help others at 

the drop of a hat. Robert grew up as one of eight siblings in Groves, 

Texas. After high school, he worked as a longshoreman, and he also 

did odd jobs. His older brother Tony recalls that Robert was a family 

man. “He loved his kids and he was a great dad. His kids came 

before anybody. He was always working in the yard and teaching 

his kids how to fix things.” 

According to Tony, Robert made it a priority to treat his schizophrenia with the 

right medication. “He was really normal when he had the right medications. 

When he had the wrong medication, he would say, ‘I have to go back to the doctor 

and try something different.’” Tony remembers taking Robert to see his doctor a 

number of times. Tony says that Robert always took excellent care of his children, 

and he had no serious criminal history. 

In 2013, Robert’s estate and family filed a wrongful death suit against Orange 

County Jail and its employees, alleging that jail staff had been deliberately 

indifferent to his medical needs, and that the County’s de facto policy of holding 

incoherent inmates without contacting a doctor was constitutionally deficient. 

In 2015, after trial and a jury verdict, the judge ultimately entered a judgment of 

over $1.5 million for Robert’s family. 

For Tony, his brother’s death was entirely preventable. “Robert was ill and needed 

medical attention. He didn’t get it, and it cost him his life, and it caused such 

sorrow and pain for our family. You would never want this to happen to anybody’s 

family. People should have their medication. Everyone in jail is somebody’s mom, 

or dad, or son or daughter.” 
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Robert Rowan was arrested on October 24, 2014 for failure to 

pay child support, and three days later he began his 180-day 

sentence at Smith County Jail. Although Robert entered jail  

as a healthy 27-year-old man, he died less than two weeks later 

in a solitary confinement cell of heart failure that his family 

believes was associated with untreated drug withdrawal and 

physical abuse he received in jail.

Robert’s family describes him as an outgoing man who 

spent most of his free time outdoors, on a boat, riding 

four-wheelers, or hanging out with his friends. He took pride in his car,  

but he was most proud of his family. “He would always stand up for his family,”  

says his mother Gloria Hudson. “Robert often would spin around the corner to  

check on me.” 

He had strong relationships with his extended family. Before his arrest, Robert 

worked with his uncle Bill and cousin William at a flooring and tile business. 

He was close with his stepfather Danny, who taught him how to work on cars. 

“Robert always had a grin on his face,” William says. “You can see that grin on his 

daughter.” Robert’s daughter Brielle is nine years old. She smiles readily 

whenever someone mentions the similarity to her father. 

At the time of his arrest, Robert was living with his father to help take care 

of his siblings after the recent death of his stepmother. Despite being 

a loving family member, Robert didn’t always have the financial means 

to support his own two children. A judge ordered Robert to pay all of his 

income to child support, regardless of his other financial obligations. The 

burden weighed heavily on Robert. He relied on Xanax and Vicodin on a 

daily basis, though he did not have prescriptions for them. 

As soon as she learned of Robert’s arrest, Gloria called the jail repeatedly 

to make sure jail officials knew of his psychiatric and medical needs. 

Gloria spoke with a sergeant and urged him to put Robert on anything to help 

prevent the difficult and potentially dangerous detox. They reassured her that 

Robert would be taken care of, but Gloria was persistent, convinced they were 

not following through on their promises. Gloria went twice to the jail to see her 

son, but because Robert did not submit his visitation list on time, Gloria was not 

allowed to speak to him.

Robert’s intake form indicates that he answered “No” to questions about current 

medications and concerns about withdrawal.134 His uncle Bill is skeptical, 

Robert Rowan was a 27-year-old man who died in an isolation cell 
in Smith County Jail from complications stemming from unsupported 
withdrawal from anti-anxiety medication after jail staff failed to properly 
monitor him.

Preventable Tragedies: How to Reduce Mental Health-Related Deaths in Texas Jails  27



however: “It’s hard to believe Robert wouldn’t admit to his drug use. He’s been 

through a bad detox experience once, so he would know what it would mean to 

not tell the officers he was on those medications.” 

One of Robert’s friends was able to pay him a visit. She reported to Gloria that 

Robert was not doing well. He was hallucinating, thinking that he was in a Walmart 

parking lot. By the second day in jail, Robert began screaming for his girlfriend 

and his son Jaden. That night, he began complaining of chest pains. 

One of Robert’s cellmates told the family he saw Robert hallucinate, and had 

witnessed guards repeatedly pull him from his bunk and beat him. The cellmate 

also reported that guards did nothing for Robert as he experienced seizures, 

foamed at the mouth, and urinated on himself. 

After Robert was beaten by other inmates, jail officials moved Robert to a single-

person medical cell, where jail staff was required to perform visual checks every 

30 minutes.135 

Robert was discovered unresponsive in his isolation cell at 5:30 p.m. on 

November 3rd. Jail staff reported that they had checked on him four times 

between 4:30 p.m. and 5:30.136 However, according to the Texas Rangers report, 

video surveillance footage shows that the officers who signed the observation 

sheet during that interval did not actually observe Robert.137 In addition, the 

man in the cell next to Robert’s said that he told jail staff that he heard Robert 

breathing erratically and asking for help that afternoon, but they ignored him.138

The autopsy ruled Robert’s death a result of irregular heart complications—

heart failure in an otherwise physically healthy 27-year-old man. “There is no 

way Robert died of natural causes,” says his uncle Bill. Robert had no history 

of heart complications. The autopsy also reports “no evidence of significant 

injuries” despite a photo showing bruising on Robert’s face and what looks like a 

missing piece of his ear.139 Robert’s family is still struggling to obtain answers to 

the questions surrounding his death.
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Carl Chadwick Snell—he went by Chad—was arrested in Denton 

County on December 12, 2014. He sat in jail until he was indicted three 

months later on March 6, 2015. The next day, Chad was found dead  

in his cell, having hung himself with a piece of his mattress cover.  

In his cell were five handwritten suicide notes and his indictment, 

across which he had scrawled, “You win!”

Chad had a long history of mental health problems. He was diagnosed with 

bipolar disorder at age 20 while serving time in a Washington State prison.  

He also had a history of methamphetamine use, but had been sober for two 

years by late 2014. When he sought help from the Denton County Mental Health 

and Mental Retardation (MHMR) Center in August 2014, he was also diagnosed 

with major depression and post-traumatic stress disorder. He was living out of 

his car at the time.

By late 2014, Chad had been making progress. Despite the felony conviction on 

his record, he was working and had rented a small apartment. To comply with 

a Washington State court order requiring him to seek regular drug rehab and 

mental health counseling, he had been attending AA meetings, staying sober, 

and taking medication to treat his bipolar disorder. His son was eight years old.

Chad was arrested on a Friday following an altercation with his girlfriend.  

The following Tuesday, the arresting officer called his mother, Connie Griffin,  

to discuss Chad’s situation. Connie told the officer that Chad has “got to be 

seeing somebody, he’s got to, because his reality is not real.” Connie said that 

she had “a lengthy conversation” with the arresting officer about Chad’s mental 

health history and that the officer was aware of Chad’s mental health needs. 

Connie was even hopeful that while in custody, Chad might get the help that  

he needed.

The reality turned out to be quite different. While Chad was in jail, “he never 

saw anyone,” Connie says. Although Chad did see a doctor on three different 

occasions in the jail, he was treated only for an eye problem and a heart-attack 

scare. None of those visits addressed Chad’s mental health needs. 

Of course, the jailors were aware that Chad had mental health needs. In addition 

to the conversation that Connie had with the arresting officer and the Washington 

State court order, the jail had run its routine Continuity of Care Query (CCQ) 

check when Chad was booked and saw that he had recently been receiving care 

from the Denton County MHMR. 

Carl Chadwick Snell was a 39-year-old father who 
suffered from bipolar disorder. He committed suicide by 
hanging in Denton County Jail after the magistrate took 
no action following notification.
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When a CCQ check indicates that the inmate may have mental illness, the jail 

is required to notify a magistrate within 72 hours. The jail did so, in an email 

stating simply: “Inmate Snell, Carl W/M DOB: 6/28/75 has received prior MHMR 

services.”140 

When a magistrate learns about an inmate’s mental illness, she must collect 

and review a written assessment within a month.141 In Chad’s case, however, the 

magistrate took no action following the email from the jail. In an article in the 

Denton newspaper, the judge was quoted as saying that the “jail staff send him 

four or five mental health email alerts each day” and “it doesn’t mean that [the 

inmates] are suffering from mental illness now.”142 

In his three months in Denton County Jail, Chad never saw a mental health 

professional or received mental health treatment, despite having 74 pages of 

MHMR records indicating his treatment and medication needs.

Chad was found dead at 3:51 in the morning on March 7, 2015. Several hours 

earlier, at 11:30 on March 6, the jail’s report indicates that an officer had spoken 

to Chad about the indictment he had just received and noted that Chad had been 

“writing a lot of personal letters.” Those letters turned out to be suicide notes. 

To Connie, her son Chad’s death resulted from indifference. “When somebody’s 

doing something out of the ordinary, [jail staff] have an obligation to go check it 

out,” Connie said. “They should act on it when something weird is happening—

one letter would have showed him. They did not care. If he had a counselor he 

was seeing, after he got handed that indictment he would have said, ‘I want to 

talk to my psych.’ He would not have backed off if he had someone to talk to.” 

Connie still lives in Denton, where she is raising her grandson.
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The Tip of the Iceberg
The tragic stories of the ten women and men featured in this report are calls to 

action which ought to inspire Texans to demand better from their jails on their 

own. But they, along with Sandra Bland, are just the tip of the iceberg. Over 100 

women and men—daughters and sons, mothers and fathers—die every year 

in Texas jails. i Many of them, like the people in this report, suffer from mental 

illnesses that contributed to their deaths. 

With more time and more space, this report could have told the stories of many 

more people with mental illness who died unnecessarily in Texas jails. For example, 

below are three tragic stories that cry out for justice and reform just as loudly as the 

stories featured in this report. There are, sadly, many more. Some make the news; 

most go untold, felt only by the family, friends, and loved ones that are left behind. 

Michael Angelo Martinez hung himself in his cell in November 2015, three 

months after being arrested for unlawful gun and drug possession.ii Although 

Martinez was being housed in a cell that required him to be checked every 

30 minutes, nobody actually checked on him for hours before he was found 

unresponsive in his cell.iii Three officers were ultimately indicted for failing to 

do their required observations and then later falsifying the observation logs.iv 

Martinez was 25.v

Robert Rodriguez committed suicide in Bexar County Jail just days after 

being arrested on misdemeanor drug and trespass charges.vi Rodriguez sought 

transfer to protective custody because he suffered from major anxiety disorder 

and was not receiving his prescribed doses of Xanax to treat his anxiety.vii The day 

after his transfer was approved, Rodriguez cried on the way to his cell, saying,  

“I need help. The past is haunting me.”viii Thirty minutes later, he stabbed a plastic 

spoon into his dialysis shunt and bled to death.ix He was 29.x

Wendell Carl Simmons died in the hospital from injuries sustained in Randall 

County Jail.xi In June 2014, Simmons was arrested for lacking a driver’s license and 

insurance and failure to vaccinate and leash his pets.xii Although Simmons suffered 

from seizures, he was never given medication to treat his seizures.xiii Within a few 

days, Simmons was talking to imaginary people; not long afterward, he fell in his cell 

and hit his head.xiv

Simmons was taken to the hospital, where  he spent weeks being treated for a 

brain injury.xv He died in April 2016 from the head injury without regaining his 

ability to walk or “participate in any meaningful activity.”xvi A judge ordered him 

released from jail just as he was admitted to the hospital, letting Randall County 

off the hook for his medical bills.xvii 
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Increasing Transparency After a Jail Death  

If a person dies in custody in a Texas county jail, state law requires the sheriff 

to investigate the death and file a written report on the cause of death to the 

attorney general’s office within thirty days.xviii In addition, state regulations 

require county jails to notify the Texas Commission on Jail Standards of every 

death in custody within 24 hours, and to forward the report of investigation of the 

death by a law enforcement agency within ten days of completion.xix 

Most family members do not know that these reports, as well as the autopsy of 

the deceased family member, are available to them. Many families are unable 

to make written requests under the Public Information Act because they are 

grieving, and others who make such requests are deterred by the delays and  

costs involved. Yet families uniformly express a deep desire to know what 

happened to their loved one who died in custody. 

To increase transparency after a jail death, counties should inform 

the families of loved ones in writing that they are entitled to these reports, and 

make them available to them without requiring a written request. 

Ensuring Independent Investigations of  
Deaths in Custody 

State law requires the operator of a county jail, typically the Sheriff, to investigate 

every death in custody and file a report with TCJS and with the state Attorney 

General.xx Some Sheriffs use their own officers to conduct the investigation, 

while others request the Texas Rangers, a division of the Texas Department of 

Public Safety, to do so. 

Death-in-custody investigations are more likely to suffer from bias – whether 

overt or sub-conscious – when the investigators know the jail staff involved or 

work for the jail operator. That bias can lead investigators to take short-cuts, 

neglect to gather relevant evidence, or fail to challenge factual assertions made 

by their colleagues. 

To promote thorough and reliable investigations of deaths in  
custody, the state should ensure that investigations are done by a law 

enforcement agency and investigators who do not have connections to the jail 

or jail staff.   
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Q: What’s a common complaint that you hear from 

families who have a loved one in jail, where that 

person has a mental illness?

DC: The most common complaint is that a loved one is not 

receiving psychiatric medications that were prescribed in the 

free world. Or the loved one is in a mental health crisis but has 

not been seen by a psychiatrist or any doctor since being booked, 

for weeks or months. Sometimes we hear these complaints 

together. Since most jails won’t accept medicines from the free 

world, the person is untreated and goes into crisis. Often the jail 

doesn’t have a psychiatrist available, treatment is delayed, and 

the person’s condition worsens.

Q: What happens when people in jail don’t get the 

mental health treatment they need? 

DC: An untreated person with mental illness in a high stress 

and sometimes hostile environment like jail can deteriorate 

badly, especially if threatened with punishment. Officers with 

little training will try to enforce rules with threats or violence, 

and this can cause the inmate to act out or suffer injuries from 

other inmates or staff. Solitary confinement is used to punish 

inmates, and that can further damage mental health. When 

inmates are held in seclusion, they are not able to communicate 

with their families. Families become frantic to get the loved one 

out and into treatment, but they often cannot afford bail. 

Q: Do jails have officers who will talk to the family 

members of inmates?

DC: Most don’t, although it would be very helpful if they did. 

Families want to provide the jail with information on the person’s 

medical and mental health history and prescriptions, and to 

make sure a doctor sees them. Families can ask to speak to the 

jail administrator, the commanding officer on duty, or the medical 

officers, but the requests are often ignored. Some jails have good 

information on their websites or phone lines, or a chaplain who 

will help, and others have nothing. 

Q: What happens if the family can’t communicate 

with their loved one? 

DC: When people are held in seclusion – whether for punishment 

or their own protection – they are told they cannot call out or 

receive visitors. When that happens, the person may feel more 

isolated, and the chances of the person attempting suicide 

increase. It’s very scary for families when they lose contact. 

Q: What’s the lesson you draw from these advocacy 

experiences?

DC: Jail is no place for a person with mental health needs.  

Despite this, county jails are being tasked with holding people 

with mental illness, without the training or resources to safely 

support them. However, the public and policy makers are paying 

more attention, and working on how to get more people with 

mental illness out of jail and into treatment. Meanwhile, county 

jails need to evolve their culture and training to understand and 

address mental illness more effectively, and prevent people from 

deteriorating or even dying.

Advocating for Inmates Across Texas: The Texas Jail Project

Diana Claitor is the Executive Director of the Texas Jail Project (TJP). TJP helps families advocate 

for their loved ones in county jails across Texas, through communication with the Texas Commission 

on Jail Standards, sheriffs’ offices, local mental health providers, civil rights attorneys, non-profit 

legal and mental health organizations, and the media. TJP also provides resources for families and 

inmate stories on its website. 

In March 2016, TJP launched a website of first-person and family accounts and interviews of pretrial 

detainees in Texas county jails, called Jailhouse Stories—Voices of Pretrial Detention in Texas. Stories 

of Texans who languished or died in jail as a result of inadequate mental health care were featured.  

An Interview with Diana Claitor
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Sheriff Dennis Wilson
Photo credit: Sheriffs  
Association of Texas

“As the Sheriffs’ Association of Texas… we want to make a difference in 

people’s lives. I’m gonna tell you, a person in a mental health crisis is just like 

you and I. He’s a human being created by God and he deserves every bit of 

care that we can give him, bar none. I don’t care what economical level he’s 

on. If he or she is in a mental health crisis, we should do everything that we 

can do to get them services. Beyond anything else that we do, that human 

being comes first.”

     – Limestone County Sheriff Dennis Wilson, testifying before the Texas     

       Senate Criminal Justice Committee, March 30, 2016

The Texas sheriffs who run our county jails are tasked with the challenge of caring for people 

with mental illness on a daily basis. They understand the challenges of responding people in 

crisis and treating people’s mental health symptoms in a correctional setting. 

Many Texas county jails—especially small jails in rural counties—lack the resources to 

provide adequate mental health treatment. Accordingly, many Texas sheriffs have become 

vocal advocates for diverting people with mental illness out of jail and devoting more 

resources to improving jail mental health care and staff training. 

For example, the Sheriffs’ Association of Texas stated in its 2015 legislative platform that: 

“Texas Sheriffs believe that the county jail is not the appropriate place to hold a patient in 

mental crisis.”xxi For the 2017 legislative session, the Association supports increased state 

funding for local mental health authorities that provide community mental health services, 

as well as pre- and post-arrest diversion for people with mental illness.xxii

Sheriffs in other counties also support moving more people with mental illness out of jail 

and into community-based treatment:

“There is a problem across this state where people in mental health crisis don’t have 

the alternatives they need for treatment in the communities and across the state…. 

These people in mental crisis, the last place they need to be is in a jail.”   

– Brazos County Sheriff Christopher Kirkxxiii

“It’s crucial to reduce the number of nonviolent defendants who are mentally ill and 

waiting in jails and prisons while their charges are pending.” 

– Bexar County Sheriff Susan Pamerlauxxiv

Texas Sheriffs Support Mental Health Reforms
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Advancing Wellness: Perspectives from Mental Health Advocates
Each year, mental illness plays an outsize role in deaths in Texas jails. Reducing the number of deaths in Texas jails 

will require input from and collaboration with the mental health community. Below, three mental health advocates 

share their thoughts for advancing wellness and recovery for Texans with mental illness.

Dr. Lynda Frost

Director of Planning and Programs, Hogg Foundation for Mental Health

For all the welcome talk of improving mental health screening in jails and diverting people with mental 

health conditions, it’s worth remembering that for most people, it’s a traumatic experience to be put in jail. 

Jails are punitive settings and we can never know who will respond poorly to such a stressful experience, 

so it is crucial to be sure that anyone sent to jail needs to be there. Jail stays – especially in solitary 

confinement – can create or exacerbate psychological vulnerabilities in all of us. 

Eliminating confinement for minor offenses and using risk-based bail procedures rather than focusing 

on money bail can go far toward averting tragic outcomes in our jails. 

Greg Hansch
Public Policy Director, National Alliance on Mental Illness (NAMI) Texas

The Texas mental health system faces chronic underfunding, a severe workforce shortage,  

and a lack of coordinated, integrated care. It is for reasons like these that Texas ranks in the 

bottom 20% of the states for access to mental health treatment and has so many individuals with  

mental illness in the criminal justice system, in emergency rooms, and on the street. 

For far too many people in our state, treatment is only accessed through the criminal justice 

system, which is far from being the setting that is most conducive to recovery and can easily be 

counterproductive and unsafe. The criminalization of mental illness is a serious issue in Texas that 

needs to be addressed.

Kathryn Lewis
Attorney, Disability Rights Texas 

Jail detainees have a constitutional right to adequate medical and mental health care. When this right is  

not upheld, individuals and families suffer needlessly and counties face costly litigation. No one wins.  

Most Texas jails are ill-equipped to handle the complex needs of persons with disabilities. 

Behavior related to an individual’s mental illness is too often criminalized – not because these individuals 

pose a greater risk to society (research consistently refutes this) – but because the individual’s behavior 

heightens their visibility and risk of interaction with law enforcement. Examining the biases and policies 

that lead to the criminalization of disability-related behavior is key to reducing the number of people 

with serious mental illness in Texas jails. 

When diversion into treatment is not an option, jails must adopt proven strategies to reduce  

suicide. For example, every Texas jail should be required to have at least one suicide cell to house 

detainees at risk of self-harm. Straight forward and cost-effective strategies such as this will help 

save lives.
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PREVENTABLE 
 TRAGEDIES –
PATHWAYS TO REFORM

Investigations, lawsuits, and legislative hearings have each revealed that jails can 

do more to prevent the untimely deaths of inmates with mental health needs.  

Below, we outline some of these critical life-saving measures. 

County law enforcement and courts should work together with local mental 

health providers to divert low-risk arrestees who need mental health 

treatment out of jail and into treatment. 

County jails should implement measures to prevent suicide and self-harm, 

including stronger screening, safer housing, effective observation, and 

referral to treatment. 

Jails and local mental health authorities should work together to ensure 

inmates’ access to previously prescribed or needed medications, develop 

detox protocols, and implement peer support programs—these are 

essential components of effective behavioral health treatment. 

Jails should work to prevent excessive uses of force, seclusion, and restraint 

against inmates with mental illness.

Much work remains to be done. When jails fail to assess, treat, support 

and properly observe persons with mental illness or disability, people can die.  

With a sustained commitment to improving jail conditions and access to treatment 

for inmates with mental health needs—through training, data collection, and 

oversight—jail and other local officials can prevent deaths and promote treatment. 

1

2

3

4
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As state and local stakeholders develop pretrial diversion programs, they 
should ensure that mental illness is factored in, and not as a barrier to 
pretrial release. In addition, the Legislature and counties should find 
new ways to reduce warrants and arrests for low-level misdemeanors,  
to prevent the use of jails for low-risk arrestees. 

Assessing the Problem
Thousands of low-risk defendants like Jesse Jacobs and Amy Lynn Cowling are 

booked into jails across Texas for minor or nonviolent offenses and kept locked 

up for weeks or months awaiting trial. People with serious mental illness typically 

do not find the treatment they need in jail. Adequate treatment, which may involve 

psychiatric medication and cognitive-behavioral or skill-building interventions, are 

expensive and require the involvement of qualified mental health professionals.143

With almost three quarters of people with mental illness in jails also suffering 

from substance use disorders, mental health treatment must be integrated 

with substance use services in order to be more effective in paving the road to 

recovery.144 Too often, county jails cannot afford to provide the best medication, 

much less integrated services, to inmates with serious mental illness. Even so, 

county jails spend significantly more on inmates with mental illness. 

 RECOMMENDATION NO. 1

INCREASE JAIL DIVERSION FOR LOW-RISK PEOPLE WITH 
MENTAL HEALTH NEEDS. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Psychotic Disorder Symptoms 24%

Mania Disorder Symptoms 51%

Any Mental Health Problem 64%

Major Depressive Disorder Symptoms 30%

Source: Bureau of Justice Statistics, Mental Health Problems of Prison and Jail Inmates (2006).

Percentage of Jail Inmates with Mental Health Problems
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People with serious mental illness can experience significant trauma in the jail 

setting because they have reduced privacy and are exposed to threats to personal 

safety and high-intensity interactions. They tend to stay longer in jail than other 

inmates and are less likely to be placed on parole or probation, even if they pose 

little risk when properly treated. When they are released, they experience greater 

challenges upon reentry to find adequate housing, employment, and treatment. 

Jailing inmates with mental illness, when they pose little flight risk or danger, 

results in greater costs for the county jail as well as reduced chances of recovery or 

successful reentry for the individual. 

Keeping people with unmet mental health needs in jail undermines and delays 

their treatment and recovery, costs counties significantly more in medical bills and,  

in the most tragic cases, results in deaths and expensive jury verdicts and 

settlements. Diverting low-risk people with mental health needs from jail to 

community-based treatment is critical to avoiding these negative outcomes. 

Standards and Best Practices
Pretrial jail diversion is a critical strategy to reduce the number of people with 

serious mental illness in jail and to refer them to community-based treatment.  

The most widely used model for designing systems of collaboration between mental 

health and criminal justice systems in order to facilitate jail diversion and promote 

treatment and recovery is the Sequential Intercept Model (SIM) developed by 

SAMHSA’s GAINS Center for Behavioral Health and Justice Transformation.146 

SIM enables local jurisdictions to coordinate their criminal justice, mental health, 

and substance use systems to develop integrated plans to reduce criminal justice 

involvement for persons with mental illness and co-occurring substance use 

disorders. The GAINS Center has identified five different moments, or “intercepts,” 

where local actors can divert people with mental health needs into treatment and 

out of the criminal justice system, if appropriate. These include: 

a. Training law enforcement on mental health to enable them to direct 

people with acute mental health crises into treatment rather than jail; 

b. Screening inmates for mental illness and substance use disorders 

during their initial detention and using pretrial diversion processes at 

their first appearance in court to get people released to treatment when 

appropriate; 

c. Using specialized treatment courts to divert and refer people to 

treatment, as well as jail-based interventions to link incarcerated people to 

mental health treatment services; 

d. Focusing on reentry by assessing needs and making plans for inmates with 

mental illness to access treatment and supportive services when they are 

released and reenter the community; and 

e. Screening and crafting a supervision strategy for parole or probation 

that enables access to treatment and ensures appropriate conditions while 

in the community. 
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The GAINS Center emphasizes that localities must map out these processes based 

on their local needs and resources, although GAINS provides training and technical 

assistance.147

Despite having no state-based pretrial services agency and no mandated local 

pretrial services programs, some local jurisdictions in Texas have made important 

strides in pretrial diversion. San Antonio has implemented numerous pretrial 

diversion strategies, with components at every stage of the sequential intercept 

model, including mental health and substance use treatment services and 

supportive housing to address housing insecurity.148 Houston has invested in Crisis 

Intervention Training for law enforcement officers, and indeed has trained officers 

across the state, with resulting reductions in the use of jail bookings for people 

with mental illness in acute crisis.149 These and other strategies are promising, and 

warrant further study, replication, and state financial support.150 

In addition, Texas law requires the thirty-nine Local Mental Health Authorities 

(LMHAs) across the state to incorporate jail diversion strategies into their plans for 

managing adults with common mental illnesses such as schizophrenia and bipolar 

disorder, to reduce their involvement in the criminal justice system.151 LMHAs 

allocate, coordinate, and develop resources to provide mental health services in 

their local service areas. As part of their mission, LMHAs develop and submit these 

plans to the Department of State Health Services (DSHS), the state agency charged 

with oversight and provision of mental health and substance abuse services. 

LMHAs vary widely, however, in the resources they devote 

to jail diversion, perhaps due to resource constraints. 

State law does not require LMHAs to post personnel in 

jails for screening, assessment, or to coordinate treatment 

services. State law also does not require LMHAs to report 

on the number of people in the criminal justice system 

actually diverted through LMHA intervention. Likewise, 

DSHS does not track LMHA performance measures 

relating to people already in jail or facing charges. 

Additional opportunities exist to increase and systematize 

pretrial diversion for all Texans, including those with 

mental health needs. 

First, the Legislature should expand the list of misdemeanors for which law 

enforcement agencies may issue citations and summonses and release persons 

instead of booking them into jail. Currently, state law only allows citation and 

summons for seven such misdemeanors.152 In many counties, the process remains 

under-utilized. The Legislature should study how the process has worked in 

counties where it is used, and expand the list of misdemeanors as appropriate.153 

Second, the Legislature should limit the authority of law enforcement to make 

arrests for some or all Class C misdemeanors, the vast majority of which are traffic 

“The majority of law 

enforcement encounters 

with people with mental 

illnesses are individuals 

suspected of committing 

low-level, misdemeanor 

crimes or who are exhibiting 

nuisance behavior.” 

– Council for State Governments

Law Enforcement Responses to 

People with Mental Illness (2009)
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offenses.154 Arrest warrants across the state for these low-level misdemeanors  

easily surpass a million annually, dwarfing warrants for more serious  

misdemeanors.155  Class C arrests result in the use of jail for offenses the Legislature 

has deemed punishable by fine only. 

Although neither of these changes would aim squarely at people with mental illness, 

they would undoubtedly benefit that population because they are more likely to 

encounter police.156  

Third, the Legislature, counties, and other stakeholders can ensure that the current 

proposals to develop pretrial release systems incorporate methods for releasing 

people with mental health needs, and that mental illness does not serve as an 

impediment to pretrial release.157 Stakeholders across the state are undertaking 

efforts to develop evidence-based risk assessment tools for magistrates to use, 

with the goals of sharply increasing the use of personal bond for low-risk and 

medium-risk people facing criminal charges.158 

Nationally, the use of an evidence-based risk assessment, combined with a policy 

favoring release of low-risk individuals, is an emerging best practice that is slowly 

replacing the old system of money bail, which leaves low-income people in jail not 

because of danger but because of a lack of money.159 In Texas, local jurisdictions 

are also developing the infrastructure, often through their community supervision 

or probation departments, to coordinate the risk assessment process and assist 

magistrates to set appropriate conditions when necessary.160 

As state and local stakeholders develop these processes, it is imperative that they 

analyze mental health and include the perspectives of mental health advocates.  

A majority of people with mental illness can be released safely into the community 

without posing a danger to others. Mental illness is not a marker of greater or 

different danger.161 Rather, people with mental illness have a more urgent need for 

release and referral to community-based treatment.

Recommendations   
Counties should:  
Use Sequential Intercept Mapping to develop and implement jail diversion  

strategies to the fullest extent possible. Counties should nurture cross-

collaboration between law enforcement, courts, and mental health providers to plan, 

develop and expand opportunities for jail diversion. 

Replace arrests with citations and summonses for Class C misdemeanors. 

Use the citation and summons law wherever possible to replace warrant and arrest 

policies, including arrests aimed at the lowest-level (Class C) misdemeanors. 

Use mental health professionals and advocates to plan pretrial diversion 

programs. Use mental health professionals’ expertise to ensure that mental illness 

does not pose an obstacle to pretrial release. 
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Target LMHA jail diversion efforts on people already in jail or facing charges. 

In addition to pre-booking diversion, counties should create and promote diversion 

strategies for low-risk individuals with behavioral health needs who have been 

charged or are in jail pretrial.

The Texas Legislature should:

Amend the Code of Criminal Procedure to permit law enforcement agencies to 

issue citations and summonses for more misdemeanors.

Amend the Code of Criminal Procedure to reduce the number of warrants and 

arrests for some or all Class C misdemeanor offenses, such as traffic violations. 

Require DSHS to track and assess jail diversion programs used by LMHAs to 

focus on people who are in jail, have open warrants, and have a history or high risk 

of law enforcement involvement. 

Increase funding for DSHS and LMHAs to target pre-arraignment jail diversion 

aimed at people already in the criminal justice system. 

As counties implement the revised mental health screening instrument, 
they should train correctional officers to recognize signs of mental 
illness and suicide risk, and explore partnerships with their local mental 
health authority (LMHA) to have mental health professionals from the 
LMHA assist with intake screening.

Assessing the Problem
To improve the detection of mental illness and referral to magistrates under Texas 

Code of Criminal Procedure § 16.22, the Texas Commission on Jail Standards (TCJS) 

recently introduced a new screening tool that Texas county jails must use.162 

County jails were required to begin using the new form on December 1, 2015.163  

The new form gives specific guidance about when jail staff must notify a magistrate, 

supervisor, and mental health professional.164 The new form also asks about substance 

abuse, recognizing that substance use disorders often co-occur with mental illness.165 

TCJS has provided counties with instructions and training on the new form.166

The new screening tool represents a substantial development for screening 

practices, and understanding current challenges to effective screening and referral 

will require a study of how well the new tool is working.

As for training on this issue, TCOLE (Texas Commission on Law Enforcement)

provides an eight-hour training for jailers on suicide prevention and detection which  

is different from the required basic jailer training. This training is not required for 
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every jailer who books in inmates. A national suicide expert who reviewed Harris 

County Jail’s suicide prevention practices recommended that the jail require this 

training for all new employees.167 State regulations also do not require annual 

or frequent refresher training on suicide detection and prevention for jailers 

conducting bookings. 

In addition, jails are not required to conduct any audit or internal review of their 

suicide screening process at booking. The same national suicide expert’s report on 

Harris County Jail recommended a “quality assurance audit” of the intake screening 

process to ensure that all questions required by the state screening instrument are 

in fact asked, with appropriate follow-up.168

Finally, effective screening must be followed by assessment and treatment planning, 

if applicable.169 Currently, no data is being collected or analyzed to determine 

whether and how jails take these additional critical steps. 

 

Standards and Best Practices
Studies show that within justice settings, suicide attempts are five times more 

likely among people who have mental disorders.170 The Substance Abuse and 

Mental Health Services Administration (SAMHSA) has noted that in light of the 

high prevalence of mental disorders with co-occurring substance use disorders, 

inmates should be screened for both during intake.171 Integrated screening—for 

mental and substance use disorders—is associated with more favorable outcomes 

and will better locate appropriate treatment resources. Screening should also 

include questions relating to trauma and post-traumatic stress disorder (PTSD) 

because of the high prevalence of these conditions in inmates with mental 

disorders.172 Inadequate staff training on the goals and methods of screening can 

lead to the under-identification of co-occurring mental or substance use disorders, 

and of suicide risk.173

For inmates identified as having some suicide risk, timely assessment by mental 

health professionals is critical.174 Assessment will connect the inmate to counseling, 

medication or other treatment as necessary, and will result in stabilization and 

reduction of the suicide risk. 

Recommendations
Counties should:
Ensure that all correctional staff who are booking inmates have been trained 

in suicide detection and prevention. As the NIC guidelines recommend, jailers 

should have initial training and annual refresher training in mental illness and 

suicide detection and prevention to ensure the effectiveness of screening.

ASSESSMENT TREATMENTSCREENING

The University of Texas at Austin Civil Rights Clinic 42



Collaborate with their area LMHA to have a licensed mental health 

professional conduct intake screening. Like Lubbock County, counties should 

explore partnerships with their area LMHA to have trained mental health 

professionals assist with screenings, either in person or through telepsychiatry  

if appropriate.

The Texas Commission for Jail Standards should:
Publish a study of the new screening tool. TCJS should collect data on 

implementation and outcomes under the new screening tool, including mental 

health assessment and treatment and magistrate referrals under § 16.22, and 

publish a study with recommendations based on review of the data.

The Texas Legislature should:
Provide funding to LMHAs for placing staff in county jails to assist with 

intake screenings. LMHAs are resource-strapped, but the state can promote 

better screening by funding LMHAs to add capacity for staff that will be placed 

in county jails in the LMHA’s service area. Additional staff can assist with intake 

screening, perform post-screening assessments, coordinate care for inmates 

who were receiving LMHA services prior to booking, and provide other supportive 

services. LMHAs can also collect data and report on outcomes. 

The legislature should clarify the law to increase compliance with the 
requirement that magistrates be notified of an arrestee’s mental illness 
or suicide risk, so as to enable pretrial diversion into mental health 
treatment when appropriate. Counties should implement the law’s 
requirements, using partnerships with LMHAs if needed.

Assessing the Problem
Texas law requires jails to identify mental illness or suicide risk and notify magistrates 

of that information, so that magistrates may order the person’s pretrial release 

into treatment when appropriate.175 This law ensures that courts can promptly 

and appropriately divert low-risk arrestees from jail into treatment and promote 

recovery.176 Due to lack of training and oversight, compliance with the law is lacking 

across the state. As a result, low-risk persons who should be in treatment remain 

in jail inappropriately. 

1. How the Process Should Work

Section 16.22 of the Code of Criminal Procedure requires jail officials to notify a 

magistrate within 72 hours of receiving information to support a reasonable belief 
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that an inmate has a mental illness.177 Jail officials can obtain this information 

through observation of an inmate, or by running the required Continuity of Care 

Query (CCQ) database check during intake, which reveals whether the inmate has 

received state mental health services.178

If the magistrate determines there is reasonable cause to believe that the inmate 

has a mental illness, the magistrate must order the local mental health authority 

(LMHA) or other qualified expert to collect information regarding whether the 

inmate has a mental illness and to provide the magistrate a written assessment.179 

The assessment must include findings pertaining to whether the inmate has 

a mental illness, evidence of incompetence to stand trial, and recommended 

treatment.180 The assessment must be provided within 10 to 30 days, after which 

time the trial court may initial competency proceedings if needed.181 

Additionally, Section 17.032 states that a magistrate judge must release a defendant 

on personal bond—unless good cause shows otherwise—if the defendant (1) has 

not be previously convicted of a violent offense; (2) has been examined by an 

LMHA or another mental health expert under § 16.22; (3) the written assessment 

under §16.22 concludes that the defendant has a mental illness and recommends 

treatment; and (4) the magistrate determines with the LMHA that mental health 

services would be available to the defendant.182 

2. How the Process Routinely Breaks Down

The § 16.22 process should be common practice in every jail. More than 40 percent 

of all bookings into Texas jails are for defendants with an “exact” or “probable” CCQ 

match, which should result in notification to a magistrate.183 National Bureau of 

Justice Statistics data on jail populations show that 64 percent of jail inmates have 

a mental health issue.184 Fifteen to 20 percent of jail inmates have a mental health 

problem characterized as “serious.”185 Texas incarcerates people with serious 

mental illness at higher rates than most other states, with 7.8 people suffering from 

serious mental illness incarcerated for every one person suffering from serious 

mental illness in a hospital.186 

Despite jails’ extensive experience with inmates with mental illness, there are still 

routine failures all along the process: (1) Jails fail to notify magistrates of inmates 

suffering from mental illness; (2) magistrates fail to respond to jails or order mental 

health assessments; and (3) magistrates fail to release qualifying defendants for 

lack of treatment options within the community.

First, even when an individual with a mental illness is properly identified, jail staff 

often fail to notify magistrates. TCJS recently testified that jail staff frequently 

reported in custodial death investigations that they had not notified magistrates of 

inmates who had indicated a mental illness on the screening form.187 Prior to recent 

training efforts,188 just 34 percent of counties responding to a 2015 Texas Public 

Policy Foundation survey indicated that they notify magistrates of an inmate’s 

mental health problems.189 
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Failure to notify magistrates under § 16.22 is a common reason that 

jails are found noncompliant by TCJS.190 One survey of 244 Texas 

judges found that most did not find out about the defendant’s mental 

health status until arraignment or during trial, a delay that leads to 

inmates being held for longer periods of time than necessary.191

Second, delays sometimes occur because magistrates are not 

aware of their responsibilities under § 16.22 and § 17.032. In 2015, 

TCJS testified that “[c]ounty jails often receive resistance from 

magistrates regarding [16.22] referrals because magistrates are unsure of their 

role and responsibilities.”192 

Third, magistrates fail to release defendants with mental release pretrial,  

even when they qualify for referral to treatment, for at least two reasons.  

First, magistrates conduct bail hearings within 48 hours of arrest, pursuant to state 

law.193 Magistrates often do not receive notification from jails of signs of mental 

illness or suicide risk within that time. Moreover, they almost never receive any 

assessment by an LMHA or mental health professional regarding eligibility for 

release and treatment within that time. As a result, magistrates lack the necessary 

information to grant pretrial release. 

For example, over a recent twelve-month period, Bexar County booked 7,216 people 

with mental illnesses who were eligible for release under § 17.032, yet only 2,170 

received mental health assessments, and only 125 were released to treatment.194 

The Council of State Governments expects that referrals to the LMHA would 

increase to 2,164 using new, faster assessment processes.195 

Second, magistrate judges sometimes fail to release defendants to treatment 

because of a real or perceived lack of local treatment options. In a 2008 survey, 

1 out of 7 judges surveyed responded that they had “Few or No Options; Funding 

and Other Resources Needed” when asked what options they had to address 

the mental health needs of defendants who come before them.196 Almost every 

judge was aware of § 17.032 (83 percent), but one-third of respondents said that 

“Treatment Service Availability Poses Problems.”197

3. The Consequences of Failure

When Carl Chadwick Snell—Chad—was booked into Denton County Jail in 

December 2014, the jail ran a CCQ check and saw that he had recently been 

receiving care from the Denton County LMHA.198 The jail notified the magistrate 

with an email stating simply: “Inmate Snell, Carl W/M DOB: 6/28/75 has received 

prior MHMR services.” 199

The magistrate took no action following the jail’s email. In an article in the Denton 

newspaper, the judge was quoted as saying that the “jail staff send him four or five 

mental health email alerts each day” and “it doesn’t mean that [the inmates] are 

suffering from mental illness now.”200 

Only 34% 
of counties  
notify 

magistrates 

when an inmate  

has a mental  

health problem
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In his three months in the Denton County Jail, Chad Snell never saw a mental 

health professional or received mental health treatment, despite having 74 pages 

of MHMR records indicating his treatment and medication needs. In March 2015, 

he hanged himself in his cell.

Recommendations
Counties should:
Ensure that jail staff timely notify magistrates of every inmate with a possible 

mental illness or suicide risk. Sheriffs should monitor their jail staff’s compliance 

with the deadlines in § 16.22 to ensure timely notification to magistrates. 

The Texas Commission for Jail Standards should:
Develop specific standards to help counties comply with § 16.22. TCJS, which 

is required by statute to monitor compliance with § 16.22, should provide technical 

assistance and best practices information to counties, and collect and review data 

to monitor compliance with § 16.22 notification requirements.201 

The Texas Legislature should:
Amend the law to require assessments by mental health professionals to  

be provided to magistrates prior to § 15.17 bail hearings. Magistrates need 

mental health assessment and treatment plan information at the Texas Code Crim. 

P. § 15.17 bail hearing in order to order pretrial release and referral to treatment. 

Require training for jail staff and magistrates on §§ 16.22 and 17.032. TCJS 

recently recommended that jail staff and magistrates receive mandatory mental 

health training with an emphasis on § 16.22 and 17.032.202 In 2015, the legislature 
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required the Texas Department of State Health Services (DSHS) to develop training 

for judges on competency restoration;203 DSHS should be required to expand that 

training to include § 16.22 and 17.032. 

Fund additional community-based treatment options for low-risk arrestees. 

A recent survey of judges indicated overwhelmingly that LMHAs were the primary 

resource for providing mental illness treatment, that limited treatment options 

were the biggest barrier to releasing defendants pretrial, and that expanding 

treatment services would greatly enable judges to release individuals and refer 

them to mental health treatment.204

Require mental health professionals to assess inmates within eight hours of 

intake and provide information to magistrates. Currently, inmates with mental 

illness who do not appear to be in crisis at booking may wait days to be assessed 

by a qualified mental health professional.205 TCJS recently recommended that jails 

be required to have a mental health professional assess any inmate suspected of 

having a mental illness within eight hours of intake.206 The legislature should require 

a mental health professional to provide this early assessment to a magistrate.

Provide funding for magistrate-ordered assessments under § 16.22. TCJS 

recently recommended that the state contribute to the cost of the LMHA 

assessments ordered by magistrates, which are currently borne by counties and 

LMHAs.207 Funding the assessments will increase capacity and reduce delays.

Counties should make their suicide prevention plans more effective by: 
(1) increasing training and promoting culture change; (2) providing for 
ongoing suicide risk assessment throughout an inmate’s stay in the jail; 
(3) avoiding housing at-risk inmates alone; (4) designating suicide- 
resistant cells; and (5) having mental health professionals assist with 
the assessment of suicide risk.

Assessing the Problem
Suicide is the second leading cause of death in Texas jails,208 which have seen 

over 140 suicides since 2009.209 Forty-two percent of suicides occur within a 

week of confinement; eighteen percent occur within a day.210 Inmate suicides are 

significantly more likely to happen in single cells,211 and by hanging.212 

Although Texas law requires sheriffs to develop and implement a mental disabilities/

suicide prevention plan that is shared with the Texas Commission on Jail Standards 

(TCJS),213 suicides often follow jails’ failures to comply with their own plans.  

Victoria Gray’s story is one such example. Admitted to Brazoria County Jail just  

before Labor Day in 2014, Victoria indicated at intake that she was suicidal, and 
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had previously attempted suicide in the jail.214 Jail staff nevertheless placed her in 

a cell by herself and classified her as a low suicide risk.215 Brazoria County’s suicide 

prevention plan required staff to perform visual observations every 30 minutes216—

had she been classified as a higher risk, the plan would have required staff to 

observe her every 15 minutes, and to temporarily replace her clothing and bedding 

with a suicide blanket until she could be stabilized.217 On Victoria’s third day in jail, 

Victoria used her bedding to commit suicide.218 

Texas regulations require jails to develop suicide prevention plans that address 

training, identification, communication, housing, supervision, intervention and 

emergency treatment, reporting, and follow-up review.219 State regulations also 

require jails to screen newly admitted inmates through a Department of State 

Health Services database,220 and to notify a magistrate of newly admitted inmates 

with mental illness.221 In 1991, TCJS published a Guide for Development of Suicide 

Prevention Plans to help counties develop a successful plan.222 

Despite these regulations, the number of suicides in Texas jails is not much different 

today than it was in the late 1980s and early 1990s, before the current regulations 

were in place.223 Two problems contribute to the lack of improvement: (1) many 

counties’ suicide prevention plans are minimal—an expert described Waller 

County’s plan as “bare-bones” after Sandra Bland’s death224—and (2) county jails 

sometimes fail to comply even with their minimal plans.225 Lacy Cuccaro is just 

one tragic example of the consequences of failing to comply with the 30-minute 

observation requirement.226 

People in jail face an increased risk of suicide. National data show that the rate of 

suicide in jails is roughly three times higher than among the general public.227 

Moreover, a disproportionate number of suicide attempts in jails involve inmates 

with mental illness.228 A 2002 study in Washington State found that 77 percent of 

people who attempted suicide in jail were mentally ill,229 and experts have estimated 

that, nationally, more than half the jail inmates who commit suicide suffer from 

mental illness.230 
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This risk is even more troubling given that over 60 percent of 

people held Texas county jails are pretrial detainees who have 

not been convicted of a crime.231 Male pretrial detainees attempt 

suicide at a rate 7.5 times higher than males in the general 

population.232

Standards and Best Practices
Experts and national standards point to several things that Texas 

jails can do to improve compliance with their suicide prevention plans, and to 

improve the plans themselves: (1) increase training and change staff culture; (2) 

provide for ongoing suicide risk assessment throughout an inmate’s stay in the jail; 

(3) avoid housing at-risk inmates alone; (4) modify watch cells to be more more 

suicide-resistant; and (5) have mental health professionals, not jail staff, assess 

suicide risk.

1. Increase Training and Change Staff Culture 

The National Commission on Correctional Health Care’s (NCCHC) Standards for Health 

Services in Jail state that correctional officers should receive health-related training 

every two years that includes training on “procedures for suicide prevention.”233 

Because correctional officers are often the first to discover a suicide attempt, 

experts recommend that training for all staff should include “mock drills” to ensure 

an effective emergency response to suicide attempts.234 The Federal Bureau 

of Prisons (BOP) recommends suicide emergency drills to help “identif[y] and 

correc[t] systemic flaws in [the existing] suicide prevention plan.”235

The BOP also recommends that correctional facilities “create a culture of suicide 

prevention.”236 Because correctional officers are often the only staff available 24 

hours a day, they form the first line of defense in preventing suicides. The BOP 

recommends that sheriffs model interest in the topic of suicide prevention, make 

it a common practice to discuss suicide prevention with mid-level supervisors, 

and encourage staff to know the inmates and make referrals of inmates at risk 

of suicide.237 Effective suicide prevention requires jail staff to create supportive 

relationships with inmates and increase trust between inmates and staff.238  

Jail leadership is critical to enacting culture change.

Texas lawmakers acknowledge the importance of culture change. In a 2015 hearing, 

Texas Senator John Whitmire observed, with regard to suicide prevention, that  

“[w]e can change all the forms we want, and we can pass all the new laws we want, 

but if we don’t change the attitude and culture of the jail system, then we will still 

have the same problem.”239

2. Provide Ongoing Suicide Risk Assessment

A recent national study of jail suicides by the National Institute of Corrections 

found that suicides did not all occur in the first few days of confinement, but rather 

were fairly evenly distributed across the term of confinement; over 40 percent 

Suicide has been the 

leading cause 
of death 
in U.S. jails every 

year since 2000.

– Bureau of Justice Statistics
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occurred more than two weeks after booking.240 The same study found that 80 

percent of suicides occurred within two days of a court hearing241—as in the case of  

Eric Dykes.242

Accordingly, experts recommend that screening for suicide risk “should not be a 

single event” at intake, “but a continuing process because inmates can become 

suicidal at any point.”243 Experts recommend key points for assessment, such as 

after returning from court, after receiving bad news, during solitary confinement, 

or after a prolonged period in jail.244 Our review of a number of county jail suicide 

prevention plans revealed that counties typically make no provision for formal 

assessment at any point after initial screening.245

3. Avoid Housing At-Risk Inmates Alone

A recent national study of jail suicides found that 38 percent of inmates who commit 

suicide do so in an isolation cell.246 The BOP notes that “single-cell status is one of 

the strongest correlates with suicide.”247 Accordingly, the BOP recommends that 

jails “should double cell all inmates in locked cells [as] a general practice, except 

when there is a compelling reason not to do so.”248 The American Public Health 

Association states that “[i]solation may increase the chance that a prisoner will 

commit suicide and must not be used as a substitute for continuity of contact with 

staff and appropriate supervision.”249

4. Modify Watch Cells to Be More Suicide-Resistant

Studies find that up to 93 percent of jail suicides are committed by hanging.250 

Of the 102 suicides that occurred in Texas jails between 2005 and 2009, over 87 

percent were committed by hanging or strangulation.251 A national study found that 

over 80 percent of inmates used their bedding or clothing,252 and over 70 percent 

tied the strangulation device to their bunk, cell bars, or ventilation grate.253
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According to the BOP, “research has demonstrated… [that] removing 

the chosen method or the most obvious methods of death can delay 

suicide until the crisis passes.”254 Accordingly, the BOP recommends 

that in areas where high-risk offenders are housed, jails should make 

every effort to make cells more suicide-resistant, such as covering 

vents and modifying sprinkler heads so that they cannot be used as 

tie-off points.255 Cameras should be able to view the entire cell and display a feed 

adequate for staff to observe self-harm behaviors.256 Our review of county jails’ 

suicide prevention plans indicates that many require the removal of bedding and 

clothing from cells housing high-risk inmates, but do not require the additional 

steps recommended by the BOP.257

5. Have Mental Health Professionals Help Assess Suicide Risk

A recent national study found that the majority of people who committed suicide in 

jail were not seen by a qualified mental health professional prior to their death.258

The NCCHC’s Standards for Health Services in Jail state that screening should 

be done by “qualified health care professionals or health-trained personnel,”259 

and that inmates with positive screens be given a mental health evaluation 

by “qualified mental health professionals or mental health staff.”260 Additionally,  

the BOP states that inmates “should be reassessed by a mental health clinician 

every time they present with risk for suicide.”261 In other words, anything beyond 

simply screening for suicide risk should be done not by ordinary staff, but by  

mental health professionals.

Experts acknowledge that “[v]ery few suicides are actually prevented by mental 

health [staff]” because suicides often happen at times when only correctional staff 

are on duty.262 The reality is that mental health professionals will not be on hand  

to assess every suicide risk, and that properly training correctional staff to assess 

risk is essential.263 

Nonetheless, correctional staff should treat suicide threats seriously— 

especially from inmates with mental health illness—until a mental 

health professional can review the staff’s assessment. Eric Dykes’ 

story illustrates the problem. Eric, diagnosed as bipolar, told 

Hays County Jail officers that he would kill himself if placed 

in isolation.264 Nevertheless, jail staff placed Eric in an isolation cell, 

where he hanged himself. The officer who had checked on Eric the hour 

before he died reported that Eric “seemed fine.”265  

Recommendations
Counties should:
Train correctional staff on suicide prevention. Training should be mandatory 

and should recur annually. Training should be live and interactive, rather than 

simply reviewing written procedures or watching a video.

38%
of people who 

commit suicide  

in jail are alone  

in their cell

93%
of jail suicides 

are committed 

by hanging
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Update their suicide prevention plans to provide for ongoing assessment. 

The plan should specifically provide for suicide-risk assessment by mental health 

professionals at certain discrete points after intake, such as several days before 

and after a court hearing or at regular intervals during solitary confinement.

Avoid housing at-risk inmates alone and use suicide-resistant cells for high-

risk inmates. County jails’ suicide prevention plans should state that (1) whenever 

possible, inmates at risk for suicide should be housed with other inmates; and  

(2) that designated cells for high-risk inmates should use adequate video 

surveillance and have modified physical features to prevent hanging.

Require mental health professionals to evaluate at-risk inmates. Jail suicide 

prevention plans should require prompt evaluation by a mental health professional 

of any inmate who presents even a low suicide risk, and correctional staff should be 

trained to liberally refer inmates to qualified professionals for evaluation.

The Texas Commission for Jail Standards should:
Publish an updated guide and provide technical assistance to counties on 

suicide prevention. TCJS published a useful guide in 1991 to advise counties 

on developing a suicide prevention plan.266 TCJS should publish a new guide that 

accounts for more current standards and practices, and draws on lessons from 

successful Texas counties. TCJS should also collect and review data to periodically 

provide technical assistance and best practices information on suicide prevention. 

Require jails to send people at high risk of suicide to a mental health facility 

for emergency treatment and stabilization. TCJS should require jails to take 

immediate steps to treat and stabilize those who are at high risk of suicide by 

transporting them to mental health facilities if needed. 

The Texas Legislature should:
Require mandatory suicide prevention training for jail staff. In 2015, the 

Texas Legislature required that public school teachers receive suicide prevention 

training.267 The Legislature should pass the same requirement for jail staff, both 

when they are hired and on an annual basis thereafter, and provide TCJS with the 

financial resources to provide that training on an annual basis.

Require each county jail to have at least one suicide-resistant cell. Hanging 

is the most common form of suicide in county jails. The Legislature should require 

each jail to have at least one available cell at all times that meets national standards 

for suicide resistance. 

Require LMHAs to provide resources for suicide prevention to county jails. 

LMHAs have suicide prevention expertise that can help county jails evaluate and 

improve their suicide prevention protocols on an annual basis. 

Provide additional resources to TCJS to enable the agency provide technical 

assistance on suicide prevention. TCJS is already required to approve county 
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jails’ suicide prevention plans;268 an additional staff member with mental health 

expertise would allow TCJS to provide jails with technical assistance for improving 

suicide prevention measures. Recent TCJS appropriations requests suggest that 

hiring a program specialist to provide technical assistance would cost about 

$50,000 to $60,000 per year.269 This specialist could also provide technical 

assistance for the other mental-health-related programs recommended elsewhere 

in this report.

County jails should form broad—and preferably formal—partnerships 
with their area LMHAs, and work to place LMHA staff in the jail full-
time. The Legislature should fund LMHAs to add capacity to provide 
more services in jails.

Assessing the Problem
In Texas, there are 39 publicly funded community health care centers, called Local 

Mental Health Authorities (LMHAs), that contract with the Texas Department of 

State Health Services (DSHS) to provide mental health care to all of Texas.270 Each 

LMHA serves a county or set of counties.271 Each LMHA’s services vary, but they 

typically include crisis services, veterans’ services, housing programs, substance 

abuse programs, peer support, and more.272 

LMHAs and jails treat many of the same people. A national study found that 64 

percent of people in local jails reported a mental health issue.273 Many people 

suffering from serious mental illness can become stuck in “a chronic cycle” between 

jail and the community.274 At least 40 percent of people booked into Texas jails have 

received mental health services through the state.275 

Texas law already requires some interaction between jails and LMHAs. DSHS 

requires LMHAs to input patient information into a statewide database, which 

jails then query in order to help identify inmates with mental illness at booking.276 

Judges can order LMHAs to provide assessments of inmates identified as mentally 

ill.277 LMHAs are required to assess inmates experiencing a crisis within one hour.278 

LMHAs must incorporate jail diversion strategies into their disease management 

practices.279 In addition, LMHAs may make recommendations relating to “the most 

appropriate and available treatment alternatives” for individuals who are in local 

jails and in need of mental health services.280

Nevertheless, the level of collaboration between jails and LMHAs can vary widely. 

Some LMHAs provide very little or no mental health services to individuals in 

jails.281 This lack of collaboration may result from a lack of resources or capacity, 

as compared to the community need; differences between county jail leadership 

 RECOMMENDATION NO. 5

COLLABORATE WITH LOCAL MENTAL HEALTH AUTHORITIES.
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and LMHAs over how best to achieve public safety and mental health recovery 

objectives; or lack of perceived criminal justice expertise by LMHA personnel. 

Some LMHAs and county jails may simply have failed to consider the full extent of 

their possible collaboration.

There is an opportunity for LMHAs to help jails treat inmates with mental illness.  

A 2004 study found that only eleven percent of jails had a mental health 

professional on staff.282 According to LBJ School of Public Affairs Professor Michele 

Deitch, “there is a real need for jails to have clearly written arrangements with local 

mental health facilities to provide emergency mental health care as well as routine 

treatment services.”283

Standards and Best Practices
A number of LMHAs have established close relationships with the local jails in 

their service area—for example, by providing services in the jails284 or maintaining 

a continuous presence in the jails.285 For example, MHMR Tarrant County has an 

office at the jail and is present there 24 hours a day, seven days a week.286 

Bluebonnet Trails Community Services (BTCS) serves eight central Texas counties 

surrounding Austin and is able to place a full-time representative in each of its 

county jails.287 According to BTCS staff, full-time staff are in each jail daily, providing 

formal training to correctional officers and offering real-time informal advice on 

how to handle inmates’ mental health needs.288 This continuous presence allows 

correctional officers to build trusting relationships with the BTCS staff, thereby 
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improving treatment.289 For example, the BTCS staff that work in jails report that 

they advise magistrates on diverting people with mental illness into treatment, tell 

the jail what medication new inmates were receiving in the community, and provide 

feedback on the jail’s suicide prevention protocols.290

Another example of an LMHA that maintains a continuous presence in its area jails 

is Border Region Behavioral Health Center (BRBHC), which serves four south Texas 

counties.291 BRBHC has a jail diversion plan that includes in-jail services in which 

inmates with mental health needs are assigned a qualified mental health professional 

charged with trying to reduce or drop the charges against the defendant.292  

The BRBHC staff member makes arrangements with the court, district attorney, 

public defender’s office, and sheriff’s department to gain the defendant’s release 

to the community or to a state hospital for treatment.293 

LMHAs that are unable to physically place staff in a jail can use telemedicine as 

an alternative to provide mental health services to inmates. For example, Texas 

Panhandle Centers serves 21 rural Texas counties and uses telemedicine to provide 

mental health services to inmates across its expansive service area.294 

Collaboration can be formalized by a contract or memorandum of understanding 

(MOU), or it can be informal. Our small survey of several LMHAs found that most 

had some form of contract or MOU with area jails.295 Staff from the MHMR Authority 

of Brazos Valley (MABV) report that MABV has strong informal relationships with 

some of its seven east Texas county jails, but does not have formal contracts or 

MOUs with them for services.296

MOUs can take various forms. For example, in its MOU with Bastrop County Jail, 

Bluebonnet Trails Community Services agrees to provide psychiatric services at 

the jail by a licensed psychiatrist, including psychiatric evaluation, pharmacological 

reviews, and malpractice insurance.297 The MOU also provides for crisis and 

emergency screening services to inmates in psychiatric emergencies in need of 

immediate evaluation.298 

Gulf Coast Centers (GCC) has an MOU with the Galveston County Jail—and a 

contract with the jail’s private health services contractor—to provide psychiatric 

care by a medical doctor, nurse practitioner, or physician assistant responsible 

for screening, assessment, crisis intervention, patient education, and psychiatric 

consultation of those individuals in the jail.299 

Texas Panhandle Centers (TPC) entered into MOUs with the many rural counties 

it serves for the provision of telemedicine video equipment.300 TPC provides and 

installs the video equipment, outlines procedures for use, and trains staff on using 

the equipment.301 
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Recommendations
Counties should:
Forge a broad—and preferably formal—partnership with their area LMHA. 

Every county jail should forge a partnership with its area LMHA to allow the LMHA 

to help fill mental health service needs at the jail. The partnership can include: 

assessment (at intake and ongoing) for treatment diversion, crisis response, 

mental health care policy review, or psychiatric services by LMHA staff in the jail. 

Preferably, the partnership should be formalized by an MOU or contract. 

Work with their area LMHA to have LMHA staff visit or work in the jail regularly. 

County sheriffs should ask the LMHA to have LMHA staff work in the jail every week, 

as Bluebonnet Trails Community Centers does for the central Texas county jails 

it serves. On-site LMHA staff can provide real-time advice about inmates’ mental 

health needs, help review mental health and suicide prevention protocols, and train 

staff in skills to help manage inmates with mental illness. 

Work with their area LMHA to explore alternative funding sources. Asking 

LMHAs to provide additional services may require additional resources that the 

LMHA does not have. Local funds account for only thirteen percent of LMHA 

funding;302 much of the rest comes from the state, which has a limited budget for 

mental health care.303 Nevertheless, there are numerous other potential sources for 

funding.304 Counties should work with their LMHA to apply for additional funding to 

increase capacity for jail mental health services. 

The Texas Commission on Jail Standards should:
Promote partnerships between county jails and LMHAs through technical 

assistance. TCJS should assist counties with forming deepened partnerships with 

LMHAs, and publicize the existing LMHA-jail programs and services that promote 

mental health recovery and treatment, so that they can be replicated as appropriate.

The Texas Legislature should:
Allocate funding to LMHAs for placing full-time staff in jails. In the 2012-

13 session, the legislature made a number of new investments into community 

mental health through budget riders for a jail-diversion pilot program in Harris 

County, to reduce waitlists at LMHAs, and more.305 The legislature should build on 

that commitment by providing funding to LMHAs to place full-time staff in jails to 

provide training, technical assistance, and treatment services.
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County jails should promote continuity of mental health care by  
(1) including in their formulary the medications listed in the local 
mental health authority’s formulary and (2) contracting with outside 
providers to quickly acquire any medication not kept in stock.

Assessing the Problem
Abruptly taking an inmate off of her mental health medications can be fatal.  

In some cases, inmates are denied access to prescribed medications because the 

jail does not include that medication in its formulary, which is a list of pre-approved 

drugs that the jail keeps in stock in its pharmacy. When an 

inmate needs a drug that is not on the jail’s formulary, she can 

face long delays or an outright denial of life-saving medicine. 

County jails’ formularies should include the mental health 

medications listed in the standard state formulary that local 

mental health authorities (LMHAs) use, and counties should 

contract with outside providers to quickly acquire non-

formulary medication. 

In our research, we requested the formularies from fifteen Texas jails of varied sizes. 

We also requested from a number of LMHAs any contracts, MOUs, or policies for 

the provision of services to county jails. The formularies, contracts, and policies we 

received reveal several things. 

First, county jails’ formularies vary widely from one another. Some jails—particularly 

those whose medical care was provided by a local public hospital—have detailed 

formularies as long as 72 pages.306 Other jails have simple formularies running only 

six pages that list only a handful of mental health medications.307 And still other 

jails—not necessarily the smallest jails—have no formulary at all.308 Although 

many Texas counties rely on private contractors to provide health care services,  

our research indicated that private providers did not use more robust formularies, 

and in some cases did not even use formularies.309 

Second, almost every county jail’s formulary was missing many of the mental health 

drugs listed in the standard Department of State Health Services (DSHS) formulary 

that every LHMA uses.310 For example, the DSHS formulary’s list of psychotropic 

medications—medicine that affects the mind, emotions, and behavior—is eleven 

pages long on its own, and indicates not just preferred drugs, but also recommends 

dosages and intervals for administration.311 The DSHS formulary also provides a 

procedure by which a clinician may prescribe non-formulary drugs if needed.312 

Third, counties and LMHAs do not consistently have arrangements—contractual, 

policy-based, or even informal—for the coordinated provision of mental health 

services or medication in county jails.313 County jails are not required to coordinate 

 RECOMMENDATION NO. 6

BOLSTER FORMULARIES.

In a small sample of 

records requests to 15 

 counties, two county 

jails responded that they 

did not have a 
formulary.
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care with their area LMHA. Nor are they required to enter into a contract or MOU 

with the LMHA to ensure that inmates receive necessary mental health medication 

that the jail may be unable to provide. Accordingly, counties and LMHAs often fail 

to develop relationships to coordinate care for inmates who may frequently cycle 

from community care to the jail and back.

When the county jail’s mental health formulary differs from the LMHA’s formulary,  

a person might be receiving a medication in the community that the jail doesn’t have, 

which means the person’s treatment may be abruptly disrupted when he arrives  

at the jail. The seriousness of such a disruption will vary according to each patient, 

but generally can lead to negative health outcomes as well as jail management 

problems. According to one study, changing a person’s medication when he 

enters a secure facility “contribute[s] to poor relationships with prison health staff, 

disrupts established self-medication practices, discourages patients from taking 

greater responsibility for their own conditions, and detrimentally affects the mental 

health of many prisoners at a time when they are most vulnerable.”314

Standards and Best Practices
According to the National Commission on Correctional Health Care’s standards,  

a jail should maintain a formulary for clinicians and a procedure for timely 

acquisition of pharmaceuticals.319 The formulary should be developed by the mental 

health authority and one of the jail’s clinicians, with the assistance of a consulting 

pharmacy.320 The jail should also have a procedure for the use of non-formulary 

medications, and should allow non-formulary medication prescribed by outside 

providers if approved by a jail physician.321 Small facilities should use the current 

American Society of Health-System Pharmacists drug formulary for reference.322 

Even small and medium-sized counties can and should maintain a formulary with 

an appropriate set of mental health medications. For example, the Brazoria county 

jail lists many of the drugs that appear in the DSHS formulary.323 

To the extent that a jail is unable to stock a full range of standard mental health 

medications, it should partner with its local LMHA to promptly acquire such 

medication on an as-needed basis. For example, Lubbock County has contracted 

with the Lubbock Regional MHMR Center to provide services to inmates 

with serious mental illness.324 Among other things, the contract provided for 

provision of psychotropic medications not listed on the jail’s formulary.325  

As another example, the Brazoria County Jail currently has a policy for acquiring 

and maintaining medications supplied by its LMHA, the Gulf Coast Centers.326

At the very least, jails and LMHAs should be aware of one another’s formularies  

so that they can better stabilize treatment as people transition from the community 

to jail and back. The Texas Commission on Jail Standards has recommended  

that the state compile and publish the mental health formulary of every criminal 

justice and mental health entity to promote continuity of care.327

The Commission also has advised jails to take advantage of the state’s 46B 

program, administered through TCOOMMI. This program provides for 76 days of 
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state reimbursement for medication provided to an inmate who is returning to the 

jail from a state hospital after a forensic or 46B commitment.328 

Recommendations
Counties should:
Develop procedures related to the jail’s formulary. In accordance with national 

standards, county jails should develop, update, and strengthen their formularies to 

address mental health needs, and should develop procedures for prescribing and 

quickly acquiring non-formulary medication. 

Review their jail formularies with their area LMHAs to ensure that jail 

formularies include necessary mental health medications. At the very least, 

jails and LMHAs should be aware of each other’s formularies to better stabilize 

medication as inmates transition between the community and jail.329 Even better, 

jails should include as many core mental health medications as the area LMHA 

recommends.

Contract with the nearby LMHA to provide non-formulary medications. Like 

Lubbock and Brazoria Counties, counties should work with their nearby LMHA to 

update and strengthen their formularies and to promptly acquire any medications 

not on the jail’s formulary. 

The Texas Commission on Jail Standards should:
Provide technical assistance to county jails regarding best practices on 

mental health medications. TCJS should, in coordination with DSHS and LMHAs, 

assist counties to ensure that county jails stock the most commonly prescribed 

mental health medications, including medications most commonly prescribed by 

LMHAs, for purposes of adequacy and continuity of care. 

Require counties to report to TCJS on medication gaps. TCJS should be aware 

of all medications, including non-formulary medications, that inmates need but county 

jails are not able to obtain. TCJS should collect and review this data and, in coordination 

with DSHS and LMHAs, develop strategies for filling these medication gaps. 

The Texas Legislature should:
Require every county jail to create a formulary and related procedures. At 

a minimum, every county jail should have a written formulary. In accordance 

with national standards, county jails should also have procedures for updating 

their formulary and for prescribing and acquiring non-formulary medication. The 

Legislature should require county jails to adopt the mental health portion of the 

DSHS formulary.

Provide additional resources to TCJS so that it can review jails’ formularies 

and provide technical assistance. The legislature should require TCJS to audit 

every Texas jail’s formulary and to publish a best-practices resource that identifies 

essential mental health medications. To allow ongoing oversight and technical 
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assistance on mental health care protocols, TCJS should receive funding to hire 

an inspector with mental health care experience. Recent TCJS appropriations 

requests suggest that hiring an inspector or a program specialist to provide 

technical assistance would cost about $50,000 to $60,000 per year.330

Provide additional resources to LMHAs. To take a more active role in filling 

service gaps in county jails, LMHAs will need additional funding from the state. The 

state should provide funds to LMHAs that provide medication and other services 

to jail inmates.

Expand the existing TCOOMMI 46B program on reimbursement of 

medications. The state should expand the 46B program to cover all mental health 

medications that an inmate was prescribed by an LHMA, in addition to medications 

prescribed by state hospitals following commitments.

Require county jails to adopt the mental health portion of the DSHS 

formulary. The best way to ensure that people who cycle between the community 

and jail have continuity of care is to require county jails to provide all of the same 

mental health medications that an LMHA provides. 

County jails should promote continuity of care by allowing inmates to 
continue taking prescribed medication that the inmate had been taking 
prior to booking, after taking certain precautions. Specifically, county 
jails should replace policies of denying access to prescribed medications 
with more flexible alternatives.

Assessing the Problem
Withdrawal from prescribed medications—including psychotropic and narcotic 

medications—can be fatal. In some cases, withdrawal occurs when a patient 

is booked into a jail that will not allow the inmate to continue taking currently 

prescribed medications or of refusing access to certain psychotropic or narcotic 

medications. County jails need to have policies and procedures for verifying 

inmates’ prescriptions at intake and ensuring that the inmate continues take her 

prescribed medications without delay or disruption. 

In December 2010, 33-year-old Amy Lynn Cowling died in Gregg County Jail from 

seizures caused by prescription drug withdrawal because jail officials refused 

to give her the medicine that sat in her purse in the jail’s storage room for five 

days.331 Cowling had been receiving methadone treatment for a decade, and was 

taking Xanax and Seroquel to treat her bipolar disorder and anxiety. She told 

jail officials about her prescriptions and her poor health when they booked her 

 RECOMMENDATION NO. 7

PROMOTE MEDICATION CONTINUITY. 
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for outstanding misdemeanor warrants.332 

Nonetheless, the jail’s officials refused to let 

her continue taking her medication because 

her medications were banned as a policy of 

the doctor contracted by the county.333   

In March 2015, 32-year-old Jesse Jacobs died 

in Galveston County Jail from seizures caused 

by prescription drug withdrawal because jail 

officials refused to allow him to take his 

medications.334 Jacobs’ psychiatrist of over a 

decade had long been prescribing Xanax to 

help him cope with his mental health 

disorders, and the doctor had written a 

letter to the jail about Jacobs’ medical needs 

before Jacobs was booked into jail to serve  

a two-week sentence for DWI.335 Nonetheless, the jail’s officials refused to let  

Jacobs take his medication because Xanax is a narcotic, and Jacobs died six days 

later from a seizure—the first of his life—that his doctor believes was caused by  

acute drug withdrawal.336 

Although opiate withdrawal is not typically fatal, the stress of acute drug  

withdrawal may also increase suicide risk for jail inmates,337 for whom such risk 

is already three times higher than it is generally in the U.S.338 Additionally, severe 

withdrawal can increase the mortality risk from co-occurring conditions,339 as was 

the case for Amy Lynn Cowling. 

Likewise, abrupt discontinuation of psychotropic medication can have serious,  

and sometimes fatal, consequences. Discontinuing antidepressants increases 

suicide risk.340 Abruptly discontinuing benzodiazepines (a class of psychiatric 

medications that includes Xanax) can cause seizures that in serious cases can 

be fatal, as it was for Jesse Jacobs.341 Discontinuing antipsychotic medication can 

provoke dangerous psychotic episodes.342

The Galveston and Gregg County policies that led to the deaths of Amy Lynn Cowling 

and Jesse Jacobs are not unusual. In our research, we found that jails’ policies 

typically either (1) state that only medications prescribed by the jail’s doctor are 

allowed,343 or (2) go further to specify certain drugs or classes of drugs that will 

never be allowed.344 These inflexible policies do not make any exception for 

current, verifiable prescriptions made by doctors outside the jail.

These policies have dire consequences. Although there are no data tallying the 

number of withdrawal-related deaths in U.S. jails, news reports demonstrate that 

Amy Lynn Cowling and Jesse Jacobs are only two of many who die in jail each year 

following abrupt discontinuation of prescribed medication.345

Gregg County’s medication policy in 2010, when Amy Lynn Cowling died.

Source: Gregg County Jail’s Drug Policy Explained, KYTX-Longview (Jun. 8, 2011).
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No state regulation guides jails’ policies for prescription medications.346  

Accordingly, each jail may draw up its own policy, and many have no formal written 

policy at all.347

Standards and Best Practices
Sheriffs should do everything they can to avoid the serious—and at times, fatal—

consequences of abruptly taking inmates off of their prescribed medication. 

Sheriffs may be concerned either that (1) certain drugs must be restricted 

because their potential for abuse makes jail management more difficult, or (2) that 

medications brought to the jail cannot be distributed because the jail would expose 

itself to legal liability by allowing an inmate to take a medication that the jail did not 

itself prescribe and procure. 

However, national standards and best practices suggest that flexible policies can 

account for both concerns. Policies promoting continuity of care are consistent 

with a growing body of evidence showing that taking inmates off of their prescribed 

medication does not improve jail management or reduce legal liability.

The American Bar Association’s Standards on Treatment of Prisoners state that 

“prisoners who are determined to be lawfully taking prescription drugs… when they 

enter a correctional facility… should be maintained on that course of medication.”348 

The National Commission on Correctional Health Care (NCCHC) recommends that 

jails adopt one of several policy options for previously prescribed medications: (1) 

contact the on-call physician for a verbal order after health staff have verified the 

prescription with the pharmacy or prescribing physician; (2) authorize nurses to 

dispense the medication based on the community clinician’s verified order until the 

jail’s physician can see the inmate; or (3) allow use for any verified medication that 

is properly packaged and labeled.349

The NCCHC’s recommended policies are more flexible than the standard policy 

of many Texas counties, which simply provides that inmates can take only those 

medications prescribed by the jail’s doctor.350 

Several Texas counties already take the NCCHC’s flexible approach. For example, 

see McLennan County’s policy in the spotlight box below.351

Spotlight: McLennan County’s Medication Continuity Policy
McLennan County allows inmates to bring medication into the jail “for reference purposes only 

unless otherwise ordered by a physician.” The jail holds the medication as the inmate’s property, 

and a nurse verifies the prescription and orders the medication through the jail pharmacy.  

If needed, the jail can dispense the held medication until the pharmacy’s order arrives.
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Ector County takes a similar approach. Its Health Services Plan provides that an 

inmate’s family may bring prescription medications to the jail, and that the jail will 

dispense those medications if in the original container, with an intact label showing 

a current prescription date.352

As for commonly banned medications such as methadone, national standards do 

not recommend the blanket prohibition of particular medications. For example, 

the NCCHC’s Standards recommend that a jail allow inmates taking “methadone 

or similar substances” to “have their therapy continued.”353 Federal regulations 

require that any provider who dispenses narcotic drugs to patients for maintenance 

or detox be registered, and a jail’s doctor(s) should do so.354 If registration is not 

possible, jails should consider releasing people receiving narcotic treatment 

pretrial, or adopting a policy similar to Dallas County’s, which takes advantage of 

an exception in federal law that allows for short-term distribution.355

Some counties have already demonstrated that it is unnecessary to create a health 

risk by denying access to prescribed narcotic medication. McLennan County 

does not prohibit narcotic medication, but simply uses extra protocols to 

safeguard against abuse.356 Harris County Jail provides methadone treatment to 

pregnant women to prevent miscarriages.357 The Metropolitan Detention Center 

in Albuquerque has distributed methadone to opioid addicts for almost a decade;  

not only has the program reduced recidivism,358 but it also “helped create a more 

stable inmate population,” according to the former vice president of the NCCHC.359 

These examples demonstrate that prescribed narcotics can be consistent with  

jail safety.

Sheriffs’ concerns about legal liability arising from allowing inmates to continue 

taking prescribed medication brought with them to jail must also account for 

the liability arising from death or injury resulting from denying access to such 

medication. That liability can be very high; Amy Cowling’s family settled with Gregg 

County for $1.9 million in the lawsuit following her death.360 A county would best 

limit its liability by adopting a flexible policy that allows for verification and control 

by the jail—avoiding the twin pitfalls of either allowing unverified medications 

into the jail on the one hand, or of dangerously discontinuing inmates’ prescribed 

medications as a matter of practice on the other.

Recommendations
Counties should:
Amend inflexible policies that ban certain prescribed medications under any 

circumstances. Instead of outright bans on certain medications, counties should 

promote continuity of care. One method is to allow inmates to bring in previously 

prescribed medications, have a nurse promptly verify the prescription and order the 

necessary dosage through the jail’s pharmacy, and dispense the inmate’s personal 

medication as needed until the pharmacy order arrives. Determinations about the 

clinical appropriateness of the prescribed medication should be made promptly 
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by a clinician with mental health treatment qualifications—not by custodial or 

administrative staff. Jails should order the prescribed medication themselves, and 

use medication brought to jail by the inmate or inmate’s family only as a stopgap 

until the jail’s order arrives.

Take necessary steps to provide continuity of prescribed medications for 

inmates. Counties should use the TCOOMMI 46B program, or other avenues 

through their LMHAs, to ensure that every inmate has access to his or her 

prescribed mental health medications without harmful delays. 

The Texas Commission for Jail Standards should:
Advise counties to develop a policy for handling outside medications. TCJS 

should advise counties to add a policy to their health services plan that provides 

procedures for verifying and providing sealed, prescribed medications that inmates 

or families bring to the jail. TCJS should share with counties the national standards 

and the best local practices of other Texas counties.

Require jails to write and publicize their medication policies. TCJS should 

require county jails to include their policies on outside medications in their health 

services plans. In addition, TCJS should require jails to publicize those policies 

through their website, inmate handbook, and correctional staff who receive phone 

calls from inmates’ family members.

Require any jail in which an inmate dies following the denial of prescribed 

medication to provide a written, specific, and individualized justification 

for the denial. County jails must notify TCJS of every death in custody within 

24 hours, and must forward the report of investigation of the death by a law 

enforcement agency within 10 days of completion.361 For each death where denial 

or discontinuation of previously prescribed medication was involved, TCJS should 

require counties to explain their reasons for the denial in writing, within 10 days.

The Texas Legislature should:
Provide additional resources to TCJS to help the agency provide technical 

assistance on mental health care and substance dependence. Because 

jails are required to care for so many people suffering from mental illness and 

substance dependence, TCJS should be given sufficient funding to provide jails 

with technical assistance for providing adequate mental health care in jails. Recent 

TCJS appropriations requests suggest that hiring a program specialist to provide 

technical assistance would cost about $50,000 to $60,000 per year.362
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Each county jail’s health service plan should include a detoxification 
protocol for supporting withdrawal from alcohol, opioids, 
benzodiazepines, and other commonly used substances, in conformance 
with current national standards.

Assessing the Problem
Terry Borum was an alcoholic, and the jail staff in Swisher County knew it even 

before they booked him.363 During his three days in the jail, Terry began hallucinating 

and suffering from delirium tremens, a severe form of alcohol withdrawal.364  

The jail’s only attempt to treat Mr. Borum’s severe withdrawal was to give him  

orange juice and honey, which jail staff later admitted was inappropriate,365  

but which was nevertheless the jail’s standard method of treating alcohol 

withdrawal.366 Eventually, jail officials put Terry in a detox cell, where he spent the 

night screaming, talking to invisible friends, and trying to pull an imaginary person 

out of the toilet.367 At 8 a.m. on February 1, 2013, Terry collapsed, struck his head, 

and fell unconscious.368 He died later that day from internal bleeding around  

his brain.369

Sheriffs know that they will have to frequently deal with drug and alcohol withdrawal. 

By any measure, drug or alcohol use is implicated in a high percentage of crimes,370 

and studies tend to find that the majority of jail inmates regularly used or abused 

drugs or alcohol before imprisonment.371 

In addition to being common, withdrawal from alcohol and drugs is a serious  

medical issue. “Although some people experience relatively mild withdrawal 

symptoms,” wrote a group of doctors in one peer-reviewed article, “AW [alcohol 

withdrawal] can cause significant illness and death.”372 Acute alcohol withdrawal can 

result in severe seizures and delirium tremens (DTs),373 as it did for Terry Borum. 

The mortality rate among patients experiencing DTs is 5 to 25 percent.374 

The symptoms and risks of drug withdrawal vary, but the withdrawal symptoms 

for common drugs can, in serious cases, be fatal. For example, the Federal Bureau 

of Prisons’ (BOP) treatment guidelines state that untreated withdrawal from 

benzodiazepines (a class of drugs that includes Xanax) can result in hallucinations, 

seizures, and death.375 The BOP guidelines note a similar mortality risk level for 

barbiturate withdrawal,376 and that opiate withdrawal can be dangerous for 

“medically debilitated” and pregnant inmates.377 Although there are no data tallying 

the number of withdrawal-related deaths in U.S. jails, news reports demonstrate 

that inmates regularly die during alcohol or drug withdrawal.378

Although alcohol and drug withdrawal is a serious medical issue, state laws and 

county jail policies do not treat it that way. State regulations require every jail 

 RECOMMENDATION NO. 8

DEVELOP AND UPDATE DETOX PROTOCOLS. 
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to draw up a health services plan,379 and they identify particular categories for 

which particular procedures are required—such as dental services, medication 

distribution, or pregnant inmates.380 

However, there is no requirement that county jails have any protocol in place for 

detoxification. In the absence of any regulation, county jails often fail to develop 

any detox procedure for treating inmates experiencing withdrawal.381 With no 

procedures in place, jails end up simply throwing very sick people in detox cells 

with no treatment, and sometimes with deadly consequences.

Standards and Best Practices
National standards recommend that jails develop detox protocols. The National 

Commission on Correctional Health Care’s (NCCHC) Standards for Health Services 

in Jails lays out a straightforward detox procedure, which includes assessment, 

monitoring by health care professionals, and the transfer of severe cases to 

a licensed acute care facility.382 The NCCHC standards require that the detox 

protocols are approved by a physician, and are consistent with current nationally 

accepted treatment guidelines.383

The BOP recently published a set of guidelines for detoxifying chemically dependent 

inmates.384 The BOP guidelines can be used by any county jail; they lay out the 

common symptoms of alcohol and drug withdrawal and describe recommended 

treatment that is not only consistent with the national standard of care but 

appropriate within the correctional setting.

Adequate detox protocols do not need to be expensive. For example, the core 

components of the BOP’s recommended alcohol treatment plan, thiamine (B1 

vitamin) and lorazepam,385 are widely available and inexpensive. And whatever the 

costs of a detox program, they must be measured against the million-dollar lawsuits 

that a jail is exposed to when a person dies because of inadequate treatment.386

Dallas County, for example, has established a specific “Intoxication and Withdrawal” 

protocol based in part on the NCCHC standards.387 The protocol doesn’t spell 

out specific courses of treatment, but does provide general guidelines about 

assessment, housing, and monitoring, and requires that detox is done under the 

supervision of a physician.388

Questions remain afte
r Bexar County Jail 

detox death.

Nueces County Jail inmate dies from 
heroin withdrawals.

Source: Greg Harman, San 

Antonio Current, Jan. 25, 2010. 

Source: Justin Fira, KZTV10-Corpus Christi, June 21, 2016.
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Another way to avoid the difficulties and costs of treating alcohol- and drug-

dependent inmates is to divert them away from jail, either before or after booking. 

Since the late 2000s, San Antonio has been diverting arrested people with 

mental illness and/or substance abuse issues to a treatment center that provides 

psychiatric services, detox, and more.389 City officials say that the diversion 

program has saved San Antonio over $10 million per year.390  

Recommendations
Counties should:
Develop protocols for alcohol and drug detox. For counties whose health 

services plans don’t even mention detox, simply creating detox protocols is an 

important first step.

Conform detox protocols to the NCCHC or BOP standards. Counties should 

treat alcohol or drug detox like any other medical issue and conform their treatment 

to the national standard of care in correctional settings.

Improve efforts to divert, or release pretrial, people with serious substance 

abuse problems. Counties should avoid the liability and difficulty of managing 

people with substance abuse problems by expanding efforts to either refer them to 

a treatment facility or release them pretrial. 

The Texas Commission on Jail Standards should:
Train county officials on best-practice detox protocols. TCJS should train 

leadership at county jails on the best current models for providing detox treatment 

in jail. Training should include recognizing that withdrawal is a serious medical 

issue and that substance use disorder often co-occurs with mental illness.

The Texas Legislature should:
Require the Texas Commission on Jail Standards to establish minimum 

standards for county jails’ detox protocols. As it did for pregnant inmates, 

the legislature should amend Tex. Gov. Code § 511.009(a) to require the TCJS to 

establish minimum standards for detox protocols and procedures. Then, as it did 

for pregnant inmates, TCJS could require by regulation that counties establish a 

detox procedure while allowing each county to determine its own procedures.
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County jails should strengthen their mental health care services by  
implementing a forensic peer support program.

Assessing the Problem
Mental health needs often remain unmet in Texas jails. Suicide accounts for  

one-third of the roughly 100 deaths in Texas jails each year,391 due in part to the high 

rate of mental illness among jail inmates. A federal survey found that 64 percent of 

people in local jails reported a mental health issue.392 Mental health treatment is 

essential to reducing deaths in Texas jails. 

Peer support is a mental health treatment program with demonstrated success;393 

in the criminal justice context, the program is called forensic peer support (FPS).394 

FPS specialists are people who have experienced mental illness, substance use 

and/or criminal justice involvement, and who have obtained special training to 

treat others with similar backgrounds. 

In Texas, there is an official certification process for mental health peer providers 

that includes required training and testing to become a Certified Peer Specialist.395 

FPS specialists assist people with similar histories in various ways, such as instilling 

hope; serving as a model of recovery; helping clients engage with treatment and 

support services; guiding clients though the psychological, social, and financial 

challenges of re-entry; and assisting with adherence to conditions of supervision.396 

In a typical FPS program, a team of trained peer support specialists is employed by 

the local mental health authority (LMHA) and works in partnership with the local 

jail. The team spends time regularly in the secure facility, intermingling with the 

inmates in a mixture of unstructured interaction and structured programs such as 

meditation or counseling. Through their interaction with inmates, FPS specialists 

are able to build the relationships and trust that are necessary to serve as role 

models, counsel inmates about transitioning back to the community, and offer 

support and advice for coping with daily life in custody. 

FPS specialists, unlike most staff in Texas jails, often have experience coping 

with mental illness and have faced the challenges of returning to community 

life after contact with the criminal justice system. They have a unique ability to:  

(1) relate positively to inmates who share their life experience; (2) offer personal 

encouragement and model appropriate behaviors; (3) serve as practical guides in 

managing recovery; and (4) offer the day-to-day supports that people with mental 

illnesses need to live successfully, either in the community or in confinement.397

 RECOMMENDATION NO. 9

ADD FORENSIC PEER SUPPORT.
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Standards and Best Practices
Outside of the correctional context, peer support has a history of demonstrated 

success. At least 38 states have established programs to train and certify mental 

health peer specialists, and eight more are in the process of developing or 

implementing a program.398 A ten-year study on peer support by the U.S. Substance 

Abuse and Mental Health Services Administration (SAMHSA) found demonstrable 

increases in well-being and personal empowerment alongside improvements in 

clinical symptoms and reduced hospitalizations.399

Peer support in the correctional context is new, but results are promising.  

Pennsylvania implemented a low-cost FPS program in 2010 called Peerstar that 

dramatically reduced recidivism for high-risk inmates.400 Specifically, a preliminary 

evaluation of Pennsylvania’s program suggested that recidivism rates for  

participating individuals were half that of Pennsylvania’s general incarcerated 

population and one-third that of a similar high-risk population of individuals with 

severe mental illness.401 FPS programs are currently operating in secure facilities in 

at least five states.402

Texas recently joined the handful of states at the head of the FPS curve. In 2015, 

the legislature approved a pilot program to implement FPS programs in Harris, 

Tarrant, Cameron, Willacy, and Hidalgo Counties.403 The pilot program is expected 

to serve over 750 people at a cost of only $1 million to the state and at no cost to 

the counties.404 The programs are joint efforts of the Department of State Health 

Services, which pays for the program; the LMHAs, who train and supervise the peer 

specialists; and the county jails, whose staffs works collaboratively with the peer 

specialists as they do with other health services providers. 

The infrastructure already exists in Texas to expand the pilot program statewide.  

Texas has a Certified Peer Specialist training program offered by Via Hope, which 

Source: Center for Public Policy Priorities, From Recidivism to Recovery: The Case for Peer Support in 

Texas Correctional Facilities (2014).
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has trained peers who are now working in every LMHA in the state.405 As of 2014, 

there were over 500 certified mental health peer specialists operating across the 

state, in all of Texas’ 39 LMHAs.406 

Recommendations
Counties should: 
Reduce employment bars affecting justice-involved peers. A study found that 

county policies barring people with criminal histories from working in jails was the 

most common problem for implementing a FPS program.407 There is no state law 

barring individuals with criminal justice history from working in county jails, and 

sheriffs should adopt flexible policies to allow certified peers with criminal justice 

life experience to provide services in jails. For example, Cameron County made an 

exception to allow peer specialists with a history of criminal justice involvement to 

work in its jail, without any negative jail safety consequences.408

The Texas Commission on Jail Standards should:
Advise county jails on implementing forensic peer support programs. As it has 

done with suicide screening and the 46B program, TCJS should provide technical 

assistance to promote peer support and guide jails in developing effective peer 

support programs.

The Texas Legislature should: 
Expand the forensic peer support pilot program. The program launched 

in 2015 in five counties only cost $1 million.409 In the upcoming session, Texas 

should allocate a similar fund to expand the program to serve more counties and 

significantly more inmates.

Counties should promote more effective monitoring of inmates by:  
(1) requiring jail staff to proactively engage inmates and take action 
during regular observation; (2) increasing the frequency of observation 
for at-risk inmates and setting irregular monitoring intervals;  
(3) ensuring adequate staffing; (4) using technology along with personal 
interaction to make observation more accountable; and (5) using 
technology to alert staff of inmate crises.

Assessing the Problem
For inmates who are suicidal, mentally ill, or sick, monitoring can mean the 

difference between life and death. Because 24-year-old Jasen Mosley indicated he 

“had thought about killing himself today” at intake, state law required Smith County 

 RECOMMENDATION NO. 10

IMPROVE MONITORING.
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Jail officers to observe him every 30 minutes.410 That did not happen; immediately 

following his arrest and booking, Jasen was placed in a holding cell alone.411 He was 

found hanging in his cell 34 minutes later.412 Sandra Bland went visually unobserved 

for 110 minutes until she was discovered asphyxiated by a noose made from a 

plastic bag.413 Alex Guzman went a full 80 minutes before jailers performed cell 

checks to find him hanging by a noose made of bedding.414 

These deaths reveal the importance of complying with state 

regulations. However, national standards suggest that Texas 

county jails should be doing even more than simply complying 

with current state regulations. Monitoring and observation 

should lead to action beyond mere documentation when jail staff 

detect unusual conditions. 

Currently, only inmates on suicide watch are constantly supervised.415 Due to errors in 

the screening process, many inmates who should be monitored continuously or more 

frequently fall through the cracks. Between 2009 and 2015, screening and observation 

failures played a role in about a third of all jail suicides that occurred in the Houston 

metro area.416 Jail staff must be trained to recognize and intervene in instances of 

emerging mental health issues either missed in (or concealed by an inmate during) the 

initial screening, or that develop after screening as a result of incarceration.417 

State regulations require jailers to observe all inmates face-to-face once an 

hour.418 For inmates who are known to be assaultive, suicidal, have mental health 

needs, or have demonstrated “bizarre behavior,” jailers must conduct face-to-face 

observation at least every 30 minutes.419 

State regulations also require jailers to document supervision at least once every 

60 minutes.420 Jails are required to establish procedures to document these 

observations.421 In some egregious cases where an inmate suffers serious harm 

or death, noncompliant jail staff have forged observational logs to conceal their 

noncompliance.422 

The Texas Administrative Code requires little by way of observation. Visual 

observation and documentation of the fact of observation are required, but 

engagement with inmates is not. Neither is any assessment of the inmate’s 

condition. Jailers also are not required to determine whether an inmate should be 

observed more regularly than in 30-minute or 60-minute intervals. 

Additionally, state regulations require jails to have an appropriate number of 

jailers at the facility 24 hours each day to ensure regular observation of inmates 

by correctional officers,423 and that staffing plans be approved by TCJS.424 Staffing 

in excess of minimum requirements may be required by TCJS “when deemed 

necessary to provide a safe, suitable, and sanitary facility.”425 

Finally, jails are required to have “a two-way voice communication capability 

between inmates and jailers, licensed peace officers, bailiffs, and designated staff 

at all times. Closed circuit television may be used, but not in lieu of the required 

National standards 

state that inmates 

who are suicidal must 

be observed every

15 minutes
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personal observation.”426 State regulations, however, do not require regular 

maintenance or testing of any device used to facilitate the two-way communication. 

Additionally, practical realities may prevent jailers from complying “at all times”— 

if jailers present at the facility are away from a stationary two-way communication 

device (to assist a delivering correctional officer, making required face-to-face 

observation at another housing facility, or tending to personal needs), an emergency 

may not be timely addressed. 

Standards and Best Practices
National best practices point to several opportunities for Texas jails to better monitor 

inmates with mental illness: (1) proactive observation; (2) more frequent and irregular 

observation; (3) more staff; (4) using technology to make observation more efficient 

and accountable; and (5) using technology to alert staff of inmate crises. 

1. Proactive Observation  

a. Observation Should Include Health Screening and Appropriate Action  

Observation of inmates should include regular health screening by a trained 

correctional officer. Experts writing for the National Institute of Corrections (NIC) 

recommend that jailers be trained to identify an inmate’s changing mental health 

needs, and determine appropriate action to meet the inmate’s needs.427   
 

The NIC guide emphasizes that during every observation, jailers 

should determine whether each inmate needs interventional 

action or more frequent monitoring to mitigate any mental 

health issue that may arise, or is arising.428 Jailers should be 

required to learn through effective training to recognize signs of 

serious mental disorders, monitor inmates for signs of emerging 

problems, and distinguish acute and serious conditions from 

less serious ones.429    
 

Additionally, the American Correctional Association’s (ACA) Core Jail Standards 

require that health screens be regularly conducted during observational periods 

for any inmate with a health flag.430 Accordingly, jailers responsible for monitoring 

inmates with health flags should be trained in observation of “behavior, including 

state of consciousness, mental status, appearance, conduct, tremor, or sweating; 

and symptoms of psychosis, depression, anxiety and/or aggression.”431

b. Notify Mental Health Personnel   

The ACA’s Core Jail Standards recommend that jailers refer any person who has 

been observed to be deteriorating in mental health or who demonstrates unusual or 

bizarre behavior to medical personnel, who can determine the level of supervision 

needed and assess mental health needs.432 Even if an individual has never had 

mental health needs or exhibited concerning behavior before, he or she is not 

immune to mental deterioration during incarceration. Thus, the ACA recommends 

that any changes in the behavior or mental health of an inmates that indicates 

elevated risk should automatically trigger action.433 

An actively suicidal 

inmate requires 

constant 
observation, 
according to  

suicide experts.
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2. More Frequent and Irregular Observation  

a. Increase Observation for High-Risk Individuals  

Monitoring rounds for individuals deemed at risk of suicide should be increased  

to every 15 minutes to align with the standard used for patients in inpatient 

psychiatric facilities who are on suicide watch.434 In the American Bar  

Association’s Criminal Justice Standards on the Treatment of Prisoners, the ABA 

also recommends checking on potentially suicidal inmates every 15 minutes.435 

The ACA jail standards require that medical personnel be able to set the 

level of observation needed—which may require much more frequent 

observation than the minimum standards require.436   
 

The Texas Commission on Jail Standards (TCJS) has recommended to jails that 

they observe at-risk inmates more often than the minimum 30-minute interval. 

In a 2014 email to the Brazoria County Jail following an inmate suicide, TCJS 

recommended that the jail require 20–25 minute checks for inmates who are 

“assaultive, potentially suicidal, mentally ill, or who have demonstrated bizarre 

behavior.”437 According to TCJS, “[m]ore and more jails have gone to this way of 

operating and it appears to be working as [at] jails that have implemented this 

policy, fewer custodial deaths have been registered because more frequent checks 

are being conducted.”438

b. Schedule Irregular Monitoring Rounds  

The ACA jail standards recommend that monitoring intervals be irregular439—

that is, if the minimum requirement is to check every 30 minutes, jailers should 

check after 23 minutes, then 28, then 20, and so forth.440 Irregular intervals not 

only reduce time between observational rounds, but also prevent an inmate from 

knowing when he or she would next be observed, which may reduce the chance of 

a planned suicide attempt.441 

3. Adequate Staffing   

The ACA jail standards dictate that sufficient staff, including a designated 

supervisor, should be provided at all times “to perform functions relating to 

the security, custody, and supervision of inmates and as needed to operate 

the facility in conformance with the standards.”442   

4. Use Technology to Make Staff Observation More Efficient and Accountable 

A number of jails around the county have begun using radio-frequency 

identification (RFID) technology to monitor the location of inmates and staff.443 

By outfitting inmates and staff with RFID devices, jails can track in real-time 

where everyone in the jail is, enabling it to better investigate incidents and 

send out alerts when staff are in need of assistance.444   
 

RFID can make monitoring more efficient and accountable. The jail in 

Chattanooga, Tennessee recently installed RFID readers that allow officers to 

log each observation using a handheld device to scan a chip mounted near the 

door of the cell.445 The scan automatically records the time, date and location 

of the check, and then the officer can tap through a short series of options to 
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describe the inmates’ behavior instead of writing by hand.446 The jail’s sheriff says,  

“It validates our checks[.] We are striving for accreditation that [is] standard-based, 

and this helps capture the data that shows we are meeting those standards.”447 

 

Additionally, the Harris County Jail recently debuted an electronic monitoring 

system for its jail staff, which records when jailers check on inmates.448  

5. Use Technology to Alert Staff of Inmate Crises in Real Time  

The National Institute for Justice (NIJ) supports the use of new technology that 

can measure an inmate’s heart rate, breathing rate and body motions from a wall-

mounted range controlled radar (RCR) system that measures subtle motions 

on the body’s surface caused by heart and lung activity.449 The system activates 

an alarm when it detects suspicious changes in heart rate, breathing rate or 

body motion.450 The ACA jail standards emphasize, however, that technological 

advancement should not replace personal contact between staff and inmates.451 

Recommendations
Counties should:
Amend monitoring policies to require proactive observation. Jails should 

amend observation policies to require regular health screens by correctional staff 

that trigger notifications to mental health personnel whenever inmates’ behavior 

raises a health flag. Correctional staff should be trained to recognize warning signs 

of mental health disorders. 

Increase the frequency of observation for high-risk individuals. Counties 

should observe suicidal inmates at least every 15 minutes or more if required by 

medical standards, rather than every 30 minutes.

Schedule irregular observation rounds. As the ACA recommends, jail staff 

should schedule irregular observation rounds to prevent inmates from planning 

their behavior around predictable schedules.

Use technology to increase the efficiency and accountability of staff 

observations. County jails should explore RFID and electronic monitoring for 

staff and inmates, giving particular attention to using those technologies to make 

observation more efficient and reliable, while maintaining personal communication 

and engagement with inmates. 

Use technology to alert staff of inmate crises. County jails should explore 

outfitting cells with radar technology that alerts staff of suspicious changes in 

inmates’ heart rate, breathing, or body motion.

The Texas Commission on Jail Standards should:
Amend the inmate supervision regulations to require more frequent 

observation. Currently, Tex. Admin. Code §275.1 sets minimum intervals at which 

inmates must be observed. TCJS should amend the regulation to require 15-minute 

monitoring for suicidal inmates or more, as required by medical personnel.
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County jails should (1) set an explicit goal to reduce the use of restraint 
and seclusion, with an eye toward eliminating them altogether;  
(2) abolish the most dangerous restraint and seclusion practices; and  
(3) train officers to reduce reliance on restraint and seclusion, and 
collect data to evaluate performance. The Texas Legislature should 
require stricter regulation of seclusion that mirrors its strict regulation 
of restraint.

Assessing the Problem
Restraint and seclusion are often used to control or punish inmates with mental 

illness. These tactics are dangerous, however, and in serious cases can cause death. 

National standards and best practices recommend that jails reduce or eliminate 

the use of restraint and seclusion. Additionally, Texas should regulate seclusion 

more strictly than it currently does.

1. Restraint  

Texas regulations define “restraint” as “[t]he use of any personal restraint or 

mechanical restraint that immobilizes or reduces the ability of the individual to 

move his or her arms, legs, body, or head freely.”452 A common restraint device in 

jails is the restraint chair: Designed for violent inmates who pose an immediate 

threat to themselves or others, a restraint chair usually is equipped with belts 

and cuffs that prevent an individual’s legs, arms, and torso from moving.453  

 

 RECOMMENDATION NO. 11

REDUCE THE USE OF RESTRAINT AND SECLUSION.

The Devil’s Chair: Sgt. James Brown, who suffered from PTSD, died in a restraint chair while 

surrounded by jail officers.

Source: Erika Castillo, KFOX Exclusive: Video Obtained of Ft. Bliss Soldier Shows Moments Before His Death While in 

Custody, KFOX14, May 13, 2015. 
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Use of restraints on inmates—especially inmates with mental illness—is dangerous,  

and can be lethal. Although there are no national data tallying the number 

of deaths caused by restraints each year, some experts estimate that 

it is as high as 150.454   
 

For example, in 1999, Tarrant County Jail inmate James Arthur Livingston was 

pepper-sprayed and placed in a restraint chair, which prevented him from 

cleaning the spray from his mouth, nose, and eyes.455 Twenty minutes later, 

he was dead.456 An officer who entered Livingston’s cell to try to revive him 

had to leave the room to vomit because of the pepper spray.457   
 

Restraint chairs are not the only potentially lethal form of restraint. In November 

2015, a man suffering from mental illness in Tarrant County Jail named Jonathan 

Ryan Paul died from respiratory failure while being restrained.458 During an acute 

psychotic episode in which Paul flooded his cell with toilet water, repeatedly 

undressed, and shouted “I am the Lion King!”, officers pepper-sprayed Paul, 

handcuffed him, and took him to the ground.459 When his handcuffs were 

removed a few minutes later, Paul lay motionless; he died in the hospital soon 

after.460 Paul’s autopsy stated that “his apparent psychosis would most likely 

have been treatable with a medical evaluation and hospital treatment. This 

apparent psychosis left Mr. Paul vulnerable to sudden death during restraint.”461 
 

Because restraints can be so dangerous, Texas law strictly regulates the use of 

restraints in jails.462 Jail staff may only use restraints on inmates who pose a danger 

to themselves or others, and not as a punitive measure.463 Only supervisory or 

medical personnel may make the decision to apply the restraints, jail staff must 

observe the inmate every 15 minutes, and the inmate should receive medical care 

at least every two hours.464 Restraints should restrict the inmate’s movement to 

the minimal degree necessary, padded restraints should be used, and restraints 

must be removed at the earliest possible time—and in no case more than 24 hours 

later.465 These regulations generally track the National Commission on Correctional 

Health Care’s Standards for Health Services in Jails standards for restraints.466 
 

Despite these regulations, incidents like Jonathon Ryan Paul’s death suggest 

that compliance is uneven across Texas counties. In February 2016, for example,  

Ector County Jail was found noncompliant after restraining an inmate for 25 hours, 

failing to observe him every 15 minutes, and failing to provide medical care every 

two hours.467 A 2011 report found that Texas jails continued to place pregnant 

inmates in restraints during labor even after the practice was banned in 2009.468 

2. Seclusion  

Texas regulations define “seclusion” as “[t]he involuntary separation of an 

individual from other individuals for any period of time and or the placement of the 

individual alone in an area from which the individual is prevented from leaving.”469  
 

Clinical experts recognize that seclusion is “not [a] benign intervention, [and that] 

[s]ignificant morbidity and mortality have been associated with [its] use” 
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because “the isolation and lack of sensory stimulation that characterize 23 hours 

a day of seclusion can lead to clinical deterioration, worsening of symptoms, 

and further behavioral outbursts.”470 Seclusion increases the risk of suicide.471 
 

Robert Montano’s story illustrates the dangers of secluding the mentally ill.  

In 2011, Montano died after five days in a medical seclusion cell.472 Montano,  

who suffered from schizophrenia, was placed in the seclusion cell because he 

was behaving erratically.473 Although staff and nurses could observe him through 

glass windows, no one entered his cell for five days.474 Montano ultimately died 

from kidney failure after not eating or drinking for several days.475   
 

Because seclusion is dangerous, Texas law places some limitations on its use. 

Jails must periodically reassess secluded inmates.476 Secluded inmates must 

retain access to services and activities unless doing so would adversely 

affect jail safety.477 Secluded inmates must have access to a day room for 

at least one hour each day.478 Jail staff must monitor inmates in suicide 

cells at least every 15 minutes.479   
 

Nonetheless, jails are largely left to develop their own policies on the use of 

seclusion. Jails’ failures to develop adequate seclusion policies or to comply 

with state regulations can lead to tragedies like the deaths of Robert Montano;  

Lacy Cuccaro, who committed suicide alone in her cell after not being observed 

for an hour;480 Robert Rowan, who died of seizures alone in a cell after not being 

observed for an hour;481 and many others. Although there are no national data 

tallying the number of seclusion-related jail deaths each year, news reports 

demonstrate that it is not uncommon.482

Standards and Best Practices
National standards and best practices suggest several ways Texas counties can 

better comply with state and federal483 regulations of restraint and seclusion:  

(1) set explicit goals to drastically reduce, or to eliminate, the use of restraint and 

seclusion; (2) abolish the most dangerous practices; and (3) train staff to reduce 

reliance on restraint and seclusion and collect data to evaluate performance.  

Finally, national standards suggest the need for stricter regulation of seclusion.

1. Set Explicit Goals to Reduce or Eliminate Restraint and Seclusion of  

the Mentally Ill   

A number of organizations support the total elimination of restraint and 

seclusion for people with mental illness: the Substance Abuse and Mental 

Health Services Administration (SAMHSA),484 American Psychiatric Nurses 

Association,485 Mental Health America,486 and the National Association 

of State Mental Health Program Directors (NASMHPD).487   
 

Professional organizations that do not support eliminating seclusion and restraint 

nonetheless recommend using them only in extreme circumstances. The American 

Psychiatric Association supports using seclusion and restraint only as “an
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emergency measure” to prevent imminent harm to the 

patient or other persons.488 The National Commission on 

Correctional Health Care (NCCHC) Standards for Health  

Care in Jails state that seclusion and restraint are 

appropriate only for “patients exhibiting behavior 

dangerous to self or others.”489  
 

Thus, national standards recommend near- or complete 

elimination. Deliberate efforts by secure facilities to 

eliminate restraint and seclusion have been promising. 

In 1997, Pennsylvania’s state mental hospitals set out 

to eliminate restraint and seclusion; by 2000, time 

spent by patients in restraint or seclusion was down 96 

percent.490 There was no increase in injuries to staff, and 

changes were implemented with no additional funding.491  
 

Four of Texas’ psychiatric hospitals received a federal 

grant from SAMHSA in 2007 to implement a program— 

the STARS project—to reduce the use of restraint and 

seclusion.492 The hospitals reported successful reductions 

in the number of incidents of restraint or seclusion, 

and in the length of time that individuals spent 

in restraint or seclusion.493  
 

NASMHPD has identified specific strategies to reduce the use of restraint 

and seclusion that Texas county jails can use.494 A 2010 SAMHSA evaluation 

of 43 facilities that implemented the NASMHPD strategies found significant 

reductions in the use of seclusion and restraint; for example, facilities  

reduced restraint use by an average of 55 percent.495   
 

A report by the Government Accountability Office found that reducing reliance 

on restraint and seclusion “save[s] money in the long run by creating a safer 

treatment and work environment.”496 SAMHSA’s evaluation found that state 

hospitals that reduce the use of restraint and seclusion saved millions of 

dollars, increased staff satisfaction, and decreased turnover.497  

Moreover, deaths caused by restraint or seclusion are costly. A jury returned 

a verdict of $2.4 million for Robert Montano’s family.498 

2. Abolish the Most Dangerous Practices  

In the absence of totally eliminating seclusion and restraint, counties can limit 

their liability and protect inmates by abolishing the most dangerous restraint 

and seclusion practices. For example, the American Psychiatric Association 

singles out restraint chairs as particularly problematic in a correctional setting.499 
 

Some counties have formally abolished practices like the restraint chair. After 

restraint chairs caused three deaths in ten years, the Maricopa County Jail in  

Organizations supporting 
banning the use of 
restraint and seclusion 
for inmates with  
mental illness: 

• Substance Abuse and 

Mental Health Services 

Administration 

• American Psychiatric  

Nurses Association 

• Mental Health America 

• National Association  

of State Mental Health  

Program Directors
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Arizona replaced them with “safe beds.”500 After several multi-million-dollar 

verdicts against the county, the county hired a consultant, who stated: 

“The best recommendation I can professionally make in respect to the restraint chair 

is to remove it from any use.”501 Sheriff Joe Arpaio agreed, stating that it was 

“time to move in the direction of what many hospitals and psychiatric wards 

do to restrain combative people.”502  
 

Utah has banned the restraint chair entirely, as has Florida’s adult and 

juvenile corrections departments.503   
 

In the absence of abolishing certain dangerous restraints, counties should ensure 

compliance with Texas’ strict regulation of restraint use, which limits the 

time a person can be placed under restraint, requires medical personnel 

to be involved in their application, and requires frequent checks on a 

person’s vital signs and range of motion.  

3. Training and Data Collection  

The APA emphasizes the need for “training and re-training” of health care and 

correctional staff on the procedures for restraint and seclusion.504 Training 

is one of NASMHPD’s core strategies for reducing reliance on restraint 

and seclusion—in particular, training staff to create an “environment that 

is less likely to be coercive or trigger conflicts.”505 SAMHSA has created a 

training manual, available for free online, that jails can consult.506  
 

Data collection is another one of the NASMHPD’s core strategies for reducing 

reliance on restraint and seclusion.507 The NASMHPD recommends that jails record 

data on usage by unit, shift, and day; the staff members involved; characteristics 

of the inmates restrained or secluded; concurrent use of medications; and 

related injuries to staff or inmate.508 Jails should set improvement goals 

based on the data collected and monitor changes over time.509  
 

The APA agrees, recommending that jails keep a detailed “logbook” for the use 

of restraint and seclusion to “facilitate quality improvement reviews.”510   

4. Stricter Regulation of Seclusion  

First, national standards recommend parallel regulation of restraint and seclusion. 

For example, the NCCHC Standards for Health Care in Jails recommend  

regulating restraint and seclusion in the same way, requiring for example 

that orders for either restraint or seclusion are not to exceed 12 hours.511 

Texas, however, regulates the use of restraint without parallel regulation 

of seclusion.512  
 

Second, national standards recommend stricter regulation of 

seclusion than what Texas currently requires. NCCHC standards 

recommend that health-trained personnel check on any inmate 

in seclusion every 15 minutes.513 The APA recommends that a 

physician should assess secluded inmates in person at least 

Unlike national standards, 

Texas regulations place 

no limit  

on the frequency,  

duration, or monitoring  

of inmates in seclusion.
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every 24 hours, that the order to use seclusion should come from qualified 

health personnel, and that inmates with mental illness should not be secluded in 

disciplinary housing units where they are “locked down” for 23 hours per day.514

Recommendations
Counties should:
Set an explicit goal to reduce the use of restraint and seclusion, with an eye 

toward eliminating them altogether. Counties should set up explicit targets 

for reducing the use of restraint and seclusion that work toward full elimination. 

Counties should look to the NASMHPD and SAMHSA guides for strategies to reach 

those targets.

Abolish the most dangerous restraint and seclusion practices. Devices such as 

the restraint chair—often called “the Devil’s chair”515—are clinically inappropriate 

and expose counties to legal liability. Counties should abolish the restraint chair 

and similarly dangerous methods of restraint and seclusion.

Train staff to reduce reliance on restraint and seclusion, and collect data to 

evaluate performance. Counties should consult SAMHSA’s guide for training staff 

to reduce reliance on restraint and seclusion. Counties can also consult the Texas 

psychiatric hospitals involved with the STARS project to learn what practices were 

successful, and then train staff on those practices. Counties should collect detailed 

data on every incident of restraint or seclusion and use that data to track usage and 

give feedback to staff.

The Texas Commission on Jail Standards should:
Train county officials to reduce reliance on restraint and seclusion. TCJS should 

publish guidance for and train leadership at county jails on (a) the best practices 

for drastically reducing reliance on restraint and seclusion for the mentally ill, and 

(b) methods of data collection and review to help reach the stated goals. 

Collect data on the use of restraint and seclusion. TCJS should collect data on 

the use of restraint and seclusion both to identify counties that overuse restraint 

and seclusion and to identify models that effectively minimize the use of restraint 

and seclusion.

The Texas Legislature should:
Require the Texas Commission on Jail Standards to regulate seclusion in 

the same detailed manner that it regulates restraint. The Texas Administrative 

Code contains a detailed regulation on the use of restraint that is consistent with 

national standards,516 but no corresponding regulation on the use of seclusion.517 

The legislature should direct TCJS to regulate seclusion in a similar fashion under 

Title 37, Chapter 273 of the Administrative Code.

Provide additional resources to TCJS so that it can review jails’ restraint 

and seclusion practices and provide technical assistance. The legislature 
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should provide TCJS with funding to publish a best-practices resource on the use 

of restraint and seclusion. To allow ongoing oversight and technical assistance on 

restraint and seclusion protocols, TCJS should receive funding to hire an inspector 

with mental health care experience. Recent TCJS appropriations requests suggest 

that hiring an inspector or a program specialist to provide technical assistance 

would cost about $50,000 to $60,000 per year.518

County jails should strengthen their policies and training on use of force, 
explicitly address use of force against inmates with mental health needs, 
and promote the goals of eliminating excessive use of force and using 
force only as a last resort.

Assessing the Problem  
Inmates suffering from mental illness are more likely if untreated to break rules 

in jail,519 and are more likely to be subject to the use of force.520 For people with 

mental illness, the use of force can pose special dangers. Texas county jails’ use-of-

force (UOF) policies should require officers to use only the minimal force necessary, 

as well as require more careful treatment for people with mental illness. Officers 

should be trained to handle mental health issues, and mental health professionals 

should be involved in planned decisions to use force. Jails should document every 

use of force and sanction officers who use excessive force.

Although there no national or statewide data on deaths resulting from the use 

of force against inmates with mental illness,521 news reports suggest that it is 

not uncommon. In June 2008, for example, Corey Bailey was pepper sprayed by 

Dallas County Jail officers when he became “confrontational” due to his paranoid 

delusions; he suffocated to death after jailers left him shackled hand and foot with 

a mask over his face.522 

Tony Chance Ross was a mentally ill man who died after Hopkins County Jail 

officers stunned him with a Taser for over 30 seconds.523 Ross, who had suffered 

from delusions for fourteen years, was arrested by Sulphur Springs police during 

an episode.524 When Ross—who was handcuffed in a padded cell525—resisted the 

removal of his pants, officers Tasered him repeatedly, leaving 14 burns on his chest, 

neck, and back.526 His death was ultimately ruled a homicide.527

Thirty four-year-old Kenneth Christopher Lucas died in the Harris County Jail 

during a cell extraction in 2014.528 Five officers in riot gear rushed into Lucas’ cell to 

subdue him when he refused to hand a sharpened piece of plastic through his cell 

door.529 Officers removed him from his cell and hogtied him; then a guard sat on his 

back for 20 minutes despite Lucas’ repeated pleas that he could not breathe and 

was going to pass out.530 He died of heart failure.531

 RECOMMENDATION NO. 12

LIMIT THE USE OF FORCE.
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Excessive use of force occurs because of a combination of inadequate policies, 

training, and supervision. 532 However, experts also note that unnecessary use of 

force against inmates with mental illness is more likely in jails that are that are 

overcrowded, understaffed, or lacking programming.533 

State regulations set no minimum standards for county jails’ UOF 

policies,534 so each jail draws up its own policy with little guidance 

or limitation. 

The Texas Commission on Law Enforcement (TCOLE) training for 

officers on the use of force in jails makes little mention of mental 

health or mental illness, except to state that “[t]reatment of violent 

individuals who are diagnosed as mentally/emotionally disturbed 

has limited effect on their violent behavior,” and “[m]ental health 

professionals don’t like treating criminals.”535

Standards and Best Practices
National standards and best practices suggest five things that Texas county jails 

can do to reduce the excessive use of force against inmates with mental illness: 

(1) state in jail policies that force is to be used only as a last resort, and that staff 

should consult a mental health professional before using planned force against 

a person with mental illness; (2) train correctional staff to recognize mental 

illness and respond appropriately; (3) limit cell extractions to emergencies, and 

require medical or mental health staff to be present whenever possible; (4) 

require supervisory authorization before chemical agents can be used outside 

of emergencies, and provide for immediate medical attention; and (5) require 

supervisory authorization before electronic control weapons can be used outside 

of emergencies and use them as a last resort.

1. Use Force as a Last Resort and Consult a Mental Health Professional 

Before Planned Use  

The American Correctional Association’s Core Jail Standards state that the use 

of force must be “restricted to instances of justifiable self-defense, protection of  

others, protection of property, and prevention of escapes, and then only as 

a last resort.”536 The American Bar Association’s (ABA) Standards for Treatment 

of Prisoners state that officers should use force only “to protect and 

ensure the safety of staff, prisoners, and others; to prevent serious property 

damage; or to prevent escape” and “as a last alternative after other 

reasonable efforts to resolve thesituation have failed.”537  
 

Additionally, the ABA’s standards state that “staff should seek intervention 

and advice from a qualified mental health professional prior to a planned or 

predictable use of force against a prisoner who has a history of mental illness 

or who is exhibiting behaviors commonly associated with mental illness.”538 

 

“Texas’ minimum 

jail standards are 

silent on the 

issues of staff use 

of force.”

– Lyndon B. Johnson 

School of Public Affairs 

Professor Michele Deitch
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The Pennsylvania prison system recently revised its UOF policy to state 

that “[i]f an inmate with [mental illness] presents a non-emergency security 

threat, a [mental health professional], a person who is appropriately trained 

in Crisis Intervention, or a member of the Hostage Negotiation Team will be 

notified and that person will attempt to de-escalate the situation so that use 

of force is not necessary and/or to reduce the level of force required.”539  

2. Train Correctional Staff to Recognize Mental Illness and Respond 

Appropriately  

The current state-provided training on use of force in a jail setting does not 

expressly address mental illness.540 Guidelines published by the National 

Institute for Corrections (NIC) emphasize the importance of training correctional 

officers to work with the mentally ill.541 According to the NIC, correctional 

officers need training similar to that given to workers in state psychiatric 

hospitals in order to successfully manage inmates with mental illness.542   
 

A consensus guide published by the Council of State Governments on handling the 

mentally ill in criminal justice settings recommends at least two hours of mental 

health training for law enforcement personnel so that officers will know how  

“to stabilize and de-escalate” situations.543 A law enforcement officer is quoted in 

the Houston Police Department’s guide for responding to the mentally ill as saying,  

“I have had crisis intervention training and whole heartedly endorse it. It has helped 

me verbally de-escalate the vast majority of situations I have encountered involving 

individuals in serious mental health crisis, rather than having to use force.”544   
 

A number of jails around the country have responded to litigation 

by agreeing to train correctional officers to identify signs of 

mental illness, respond effectively to inmates with mental illness, 

and make referrals to mental health staff.545 For example, the Los 

Angeles County Jail agreed to provide “‘custody-specific, scenario-

based, skill development training’ for staff to enable them to 

identify and work with inmates who have a mental illness as well 

as such training in crisis intervention and conflict resolution.”546 

3. Allow Cell Extractions Only in Emergency Situations, and Require 

Medical or Mental Health Staff to be Present Whenever Possible   

Correctional officers may sometimes be required to use force to remove inmates  

from their cells. Forced extractions are often done by tactical teams using 

SWAT gear such as helmets, shields, batons, pepper spray, and electronic 

control weapons.547 The team rushes into the cell, subdues the inmate, 

and places him in restraints or handcuffs.548  

In addition to causing physical harm—in some cases, serious or lethal physical 

harm549—cell extractions can exacerbate the symptoms of a person suffering  

from mental illness. According to a psychiatric expert who spoke to Human 

Rights Watch, trauma from one use of force can aggravate pre-existing conditions, 

trigger a psychotic episode, or deepen depression or mania.550  

Jail officials should 

have at least 
two hours of 

mental health 
training 

each year.

Preventable Tragedies: How to Reduce Mental Health-Related Deaths in Texas Jails  83



Because forced extractions are dangerous, officers should avoid them 

unless there is an emergency, and be trained instead to summon mental 

health staff, talk further with the inmate, and give him time to cool down.551   
 

Medical or mental health staff should be present at every planned 

cell extraction, according to experts.552 The Los Angeles County Jail 

recently revised its cell-extraction policy to require a mental health 

professional to be present to try to resolve the situation before any 

cell extraction.553 Following the death of Kenneth Lucas, the Harris 

County Jail added a medical staffer to the jail’s cell-extraction team.554

4. Require Supervisory Authorization Before Chemical Agents Can Be Used 

Outside of Emergencies, and Provide for Immediate Medical Attention  

Chemical agents such as pepper spray inflict severe pain without employing 

direct physical force.555 Although pepper spray is typically listed on the higher end 

of the use-of-force continuum,556 corrections experts note that pepper spray’s 

ease of use can lead officers to turn to it routinely.557 “[Pepper spray] brings with 

it great danger because it’s so easy,” says one former department of corrections 

director.558 A number of stories like Corey Bailey’s reveal how dangerous pepper 

spray can be when combined with restraints.559  
 

The ACA’s jail standards state that chemical agents may be used only with the 

authorization of a jail administrator.560 The ABA’s Standards for the Treatment of 

Prisoners state that whenever an inmate is subjected to chemical agents, 

he should receive an immediate health care examination and appropriate 

treatment, including decontamination.561  
 

Arizona and California recently revised their use-of-force policies to prohibit the 

use of chemical agents against inmates who have difficulty understanding 

orders absent an emergency or high-level authorization.562  

5. Require Supervisory Authorization Before Electronic Control Weapons 

Can Be Used Outside of Emergencies and Use Them as a Last Resort  

There are significant risks associated with Electronic Control Weapons (“ECWs”), 

such as cardiac capture, where the current sends the detainee’s heart rhythm into 

overdrive.563 Further, repeated application of ECWs can result in cardiac arrest.564  
 

For example, Chad Ross (discussed above) died in Hopkins County Jail as a result 

of excessive tasing.565 Ross had suffered from delusions for fourteen years, and 

his illness was known to police officers.566 Officers nevertheless shocked him 

for a total of 53 seconds over less than 27 minutes, mostly because, while 

handcuffed in a padded cell, he resisted removal of his pants.567 An excessive 

force expert has questioned why officers needed to shock Ross when he was 

secured in a padded cell and posing no danger.568 Highlighting the need for 

better supervision, Police Chief James Sanders defended his officers’ actions by 

claiming it was better than “hitting him with the old-fashioned” baton.569   
 

Medical or mental 

health staff should 

be present during 

every planned cell 
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The ACA’s jail standards state that ECWs may be used only with the authorization 

of a jail administrator.570 A recent guidance manual produced by the Department 

of Justice’s Community Oriented Policing Services stated that ECW policies 

should recognize ECWs as weapons with “the potential to result in a fatal 

outcome even when used in accordance with policy and training,” and therefore 

should be a last-resort option.571 The manual also emphasized that jailers should 

employ non-force options such as communication and de-escalation practices 

before even considering ECWs as an option.572 Even then, officers must consider 

whether the detainee poses such a threat to safety that use of potentially lethal  

force is appropriate.573   

Recommendations 
Counties should:
Have specific use of force policies that explicitly promote the goals of 

eliminating excessive use of force, and using force only as a last resort. 

Counties should adopt and update their use of force policies to ensure that 

officers are aware of the use of force continuum, are equipped with techniques of 

de-escalation and effective communication, and are committed to using force 

as a last resort to promote inmate and officer safety.   

Train correctional officers on the intersections of mental health and use of 

force, and collect data to track incidents. Counties should train jail staff on ways 

to communicate with inmates suffering from mental illness to de-escalate and 

minimize the use of force. Counties should collect detailed data on every incident 

of use of force and use that data to track usage and give feedback to staff.

The Texas Commission on Jail Standards should:
Develop minimum standards for the use force—both generally and against 

the mentally ill. TCJS should publish and distribute information on standards and 

best practices on use of force to counties, including use of force and de-escalation 

techniques relating to inmates with mental illness. 

The Texas Legislature should:
Require mental health training for correctional officers. The Legislature 

should promote inmate and officer safety by requiring mental health and crisis 

intervention training for all correctional officers. Because officers are likely to 

encounter difficult situations requiring determinations of when to use force, often 

involving inmates with mental illness, such training is critical to ensuring that 

officers respond effectively. 
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CONCLUSION
Every family member interviewed for this report echoed a single 
refrain—they hoped that county jails would learn from the deaths 
of their loved ones and take life-saving measures to improve  
jail safety. 

Families and sheriffs both recognize that jails can be traumatic and dangerous 

places for persons with serious mental illness. Diverting people with mental health 

needs to treatment settings when it can be safely done is a critical step to preventing 

jails from becoming de facto mental health facilities. This requires planning and 

ongoing collaboration between local criminal justice and behavioral health entities. 

Equally important is the implementation of policies and practices to strengthen 

jail mental health screening, assessment, and treatment, including continuity of 

care. From suicide prevention to mental health medications, Texas jails should 

strive to meet national standards and best practices. Jail leadership should model 

a commitment to treating mental illness rather than ignoring it. Through improved 

training and oversight, jails should protect inmates from preventable harm and link 

them to necessary treatment. 

Jails in Texas may not become therapeutic environments, but so long as they 

house inmates with mental and behavioral health needs, jails must attend to those 

inmates’ needs and prevent foreseeable harms. 
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gov/disorders (last visited October 26, 2016) (citing Substance Abuse 

and Mental Health Services Administration, Estimation Method-

ology for Adults With Serious Mental Illness, F.R. Doc. 99-15377 
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