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Purpose of the Study 

Suicide is the leading cause of death for people incarcerated in jail in the United States, 

accounting for more than 30 percent of deaths.1 In 2014, the rate of suicide in local jails (50 per 

100,000) was the highest observed since 2000 and remained more than three times higher than 

rates of suicide in either prison (16 per 100,000) or in the community (13 per 100,000).2 Despite 

the fact that jail suicide is increasingly recognized as a serious public health problem, the 

relatively stable rate of jail deaths by suicide across the last 20 years suggests that progress in jail 

suicide prevention has stalled.3 The majority of jails in the United States (63 percent) do not 

conduct mortality reviews following a jail suicide.4 Further, review processes in the criminal 

justice system traditionally have been adversarial, driven by an approach that assumes a “bad 

apple” operator is responsible for error and responds by ascribing blame rather than seeking out 

the underlying system weaknesses that may more accurately be responsible for the bad 

outcome.5 The lack of a system-wide approach inhibits an honest assessment of what happened 

in these cases and, in turn forecloses opportunities for staff and corrections leaders to learn from 

mistakes and prevent future incidents of suicide and self-harm. 

 Since 2016, the Vera Institute of Justice (Vera) has been studying the potential for 

addressing the problem of jail suicide—as well as the problem of serious self-harm in 

detention—through “Sentinel Event Reviews.”6 Recognizing that jail suicide and self-harm is 

rarely cause by a single event or the actions of an individual person, Vera has been exploring 

what might be gained by understanding jail suicide as a sentinel event: a significant negative 

outcome that signals underlying system weaknesses, is likely the result of compound errors, and 

may provide, if properly analyzed and addressed, important keys to strengthening the system and 

preventing future adverse outcomes.7 Many high-risk fields like aviation and medicine have long 



2014-IJ-CX-0030 SUMMARY REPORT 

2 

responded to known errors by implementing review processes characterized by an all-

stakeholder, non-blaming, and forward-looking examination of the error. These sentinel event 

reviews move away from a view of error as solely the product of individual negligence and 

instead encourage an institutionalized approach that identifies root causes and underlying 

systems failures.8  

 The current study draws on research in four county jail systems to answer the following 

research questions: (1) How do the selected jail systems currently review incidents of suicide and 

self-harm? (2) What challenges and successes have they experienced in developing multi-

stakeholder reviews and corrective action plans in response to incidents of suicide and self-

harm? And (3) How does the legal and policy landscape in each jurisdiction impact the 

feasibility of conducting sentinel event reviews in response to incidents of suicide and self-harm? 

The findings presented below build the evidence base for the feasibility of sentinel event reviews 

in the criminal justice system and also provide rich data on both why the problem of jail suicide 

remains so intractable and how some jurisdictions are trying to innovate their responses.  

Methodology 

Vera’s study included four jail systems: the Middlesex Office of Adult Corrections and Youth 

Services (MCDOC) in Middlesex County, New Jersey; the Middlesex Sheriff’s Office (MSO) in 

Middlesex County, Massachusetts; the Pinellas County Sheriff’s Office (PCSO) in Pinellas 

County, Florida; and Spokane County Detention Services (SCDS) in Spokane County, 

Washington. For each system, Vera researchers reviewed administrative documents and policies, 

conducted site visits and interviews with jail and health leadership and staff, and analyzed the 

legal landscape for jails and sentinel event reviews. 

Study Sites 
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Vera selected the four jail systems after outreach to 16 sites about the study and 

conversations with six sites. The four systems were selected due to their diversity in geographic 

location, size, and model of healthcare delivery (see Table 1). Each of the jails had had at least 

one suicide in custody in the two years leading up to the study and two of the jails experienced a 

suicide during the study period.  

Table 1. Characteristics of Sentinel Event Study Sites 

Site Region 2015 Jail 
Population 

 

2015 Jail 
Admissions 

2015 County Incarceration 
Rate (per 100,000) 

MCDOC Mid-Atlantic 803 7,933 141 
MSO Northeast 1,183 5,634 109 
PCSO South 2,528 37,931 427 
SCDS Northwest 834 19,521 259 

Source: Vera Institute of Justice, “Incarceration Trends,” http://trends.vera.org/incarceration-rates?data=pretrial 
(accessed March 12, 2019). 

 
Study Activities 

All research procedures were approved by Vera’s Institutional Review Board and NIJ’s 

Human Subjects Protection Office. Researchers obtained informed consent from all interview 

participants. Study activities included the following: 

Administrative Document and Policy Review: Researchers requested and reviewed a 

variety of administrative documents from each site, including: policies related to suicide 

prevention and response, staff training, staff support, and review processes; training materials; 

and anonymized investigative reports and mortality and morbidity reports for the most recent 

suicide in custody. In total, Vera reviewed 85 documents. Policies were compared to review 

process standards recommended by the American Correctional Association and the National 

Commission on Correctional Healthcare.9 

Qualitative Data Collection and Analysis: Between April and June 2018, Vera visited 

each study site and conducted 42 interviews with 56 individuals, including leadership (n = 32) 

http://trends.vera.org/incarceration-rates?data=pretrial
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and staff from health (n = 26) and corrections (n = 20), legal counsel (n = 3), and internal affairs 

and investigation team members (n = 7) (see Appendix A). Interview recruitment and scheduling 

was facilitated by corrections leadership at each jail. Interviews were conducted by one or two 

Vera researchers, using a semi-structured interview guide with questions exploring the issue of 

suicide and self-harm at the jail, the types of review processes currently in place to respond to 

suicide and self-harm, staff training, relationships between corrections and healthcare staff, staff 

support, and perspectives on the feasibility of implementing sentinel event reviews. 

Interviews were audio-recorded and transcribed verbatim for analysis, with the exception 

of one participant who did not wish to be audio-recorded but agreed to have detailed notes taken. 

A team of four Vera researchers used Dedoose, an application that allows researchers to 

organize, analyze, and identify major themes from qualitative data.10 The team reviewed 

interview transcripts and defined codes capturing themes through an iterative process during 

regular team meetings. Once a complete code list was developed, researchers coded all 

interviews, with 10 percent of interviews independently coded by two researchers to ensure 

reliability. Coding discrepancies were subsequently resolved through consensus discussions. 

Researchers then reviewed code reports to develop consensus around the primary themes and 

findings from the interview data.     

Legal Landscape Analysis: With pro-bono assistance from attorneys at the law firm 

Clifford Chance, Vera researchers conducted a legal review of the four study jurisdictions and 

potential facilitators or barriers for conducting sentinel event reviews. Specifically, Vera 

researchers analyzed the legal landscape of liability, discovery, public record requests, and 

confidentiality in each jurisdiction. 

Creating the Conditions for Sentinel Event Reviews 
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At the time of this study, all four jails were already taking important steps to prevent suicide and 

self-harm and to respond comprehensively when an incident did occur. Each jail had a Suicide 

Prevention Plan in place, for example, and three of the four jails were accredited by the National 

Commission on Correctional Health Care and/or the American Correctional Association, 

demonstrating that their Suicide Prevention Plans met criteria for these accrediting bodies. 

However, current review processes did not always involve stakeholders across all levels of 

corrections and health staff and leadership struggled to effectively communicate the outcomes of 

reviews to line staff. Also, most reviews focused on incidents of suicide, and sometimes suicide 

attempts, with less clear criteria on when cases of self-harm warrant a review. Overall, Vera’s 

analysis identified variability across the sites in terms of readiness to mobilize the “routine, 

culture-changing practice” that is at the heart of the sentinel event review process and  several 

key themes emerged as being critical to the success of a future sentinel event review around jail 

suicide and self-harm: (1) the model of healthcare delivery; (2) the nature of collaboration and 

communication; (3) the organizational culture; and (4) the legal landscape.11  

Healthcare Delivery Model 

An increasing number of jails contract with vendors to provide at least some healthcare 

services.12 Private vendors can provide access to greater expertise, allow for greater budget 

predictability and financial risk sharing, and free up jail administrators from the routine activities 

of running a health system. However, private vendors can also add complexity for sentinel event 

reviews that intend to bring together a range of stakeholders.  

The jails in this study have a variety of organizational models to deliver healthcare to 

people in custody (see Appendix B). Three of the four jails had gone through a recent transition. 

One site returned to providing services through the sheriff’s office (having had a private vendor 
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for several years), a second changed private vendors, and a third entered into a private contract 

for the first time. Three of the jails managed relationships with outside organizations and the 

integration of employees with different management structures. This introduced different 

systems of accountability, different training requirements, and different review processes—all of 

which complicated the possibilities for a robust review process after incidents of suicide. 

Collaboration and Communication 

Strong collaboration and effective communication are vital for creating conditions that 

prevent incidents of suicide and self-harm and can also foster space for sentinel event reviews 

and corrective action when an event occurs.13 However, collaboration and communication within 

a jail are not easily written as policy directives. Two themes emerged as key in this regard: the 

relationship between corrections staff and health staff and the extent to which information is 

communicated across disciplines as well as both up and down the chain of command.  

There was consistency across sites in highlighting the importance of the relationship 

between corrections and health staff. Healthcare staff and leadership at each of the jails described 

being reliant on corrections staff for suicide prevention, given that corrections officers are in 

most regular contact with incarcerated people. The necessary collaboration across corrections 

and health does not mean that such collaboration is always easy. Corrections and health staff 

were cognizant they had different roles, different training, and different professional cultures that 

sometimes put them at odds with each other. Even so, staff largely described a relationship of 

respect, recognizing their interdependence as they work across the treatment and custody divide.  

The nature and extent of communication across disciplines and within the hierarchy of 

the jail emerged as a key theme in considering the necessary conditions for a non-blaming, all 

stakeholder review process. The jails use a wide range of approaches to communicate 
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information in verbal or written from, including through informal conversations, roll calls, shift 

reports, regular team meetings, and formal review processes. This range of strategies is necessary 

given the practicalities of working in a jail, including shiftwork and the lack of electronic 

communication for corrections officers in many jails. For the most part, the strategies being used 

are effective and are in line with the spirit of collaboration discussed above.  At the same time, 

the default to a top-down communication style presents particular challenges in the context of 

more formal, critical incident review processes. The primary theme reflected across sites when 

discussing existing review processes was that line staff are generally not included in the reviews 

and that there are few or no mechanisms for communicating the outcomes of reviews or plans for 

corrective action. In particular, jails had difficulty balancing sharing and protecting information 

and discussed having room for improvement around developing truly collaborative reviews.  

Organizational Culture 

At their core, sentinel event reviews are mechanisms for cultivating a culture of safety, 

committed to addressing system weaknesses to prevent future adverse outcomes, instead of a 

culture of blame, fixated on identifying bad apples. The organizational culture of the jail itself 

also plays a critical role in the feasibility and success of sentinel event reviews. Three aspects of 

organizational culture emerged as particularly relevant to creating the conditions for sentinel 

event reviews of jail suicide and self-harm: the way blame operates, openness or resistance to 

change, and attitudes around mental health and suicide prevention efforts. 

In the four jails Vera studied, many staff described a culture of passing around and 

placing blame on individuals. This culture of blame could be compounded by a resistance to 

change among many staff, although some were able to cite a few specific examples of tangible 

changes that had been made prevent suicide and self-harm in their jails. Finally, staff reflected on 
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the significant ways that beliefs and attitudes about mental health have changed in the 

corrections field over time—both in terms of increased recognition about the extent of mental 

illness among people in jail and efforts to increase access to and quality of care. All of these 

aspects of organizational culture were seen as being tied to the success of suicide prevention 

efforts as well as the feasibility of all-stakeholder, non-blaming, forward-looking reviews. 

Legal Landscape 

Beyond the local jail and its institutional arrangements, the feasibility of conducting 

sentinel event reviews also depends on the complex legal landscape in each jurisdiction. Vera’s 

analysis focused on liability, discovery, public records requests, and confidentiality.14  

Liability: Incidents of suicide and serious self-harm may give rise to legal liability for 

jails, based on deprivation of individuals’ constitutional or statutory rights or the failure of the 

jail to act with reasonable care towards the individuals in their custody.15 Conducting a sentinel 

event review does not give rise to additional liability itself, but the review process could increase 

litigation exposure by aggregating details about the incident into documents that could ultimately 

be obtained by either plaintiffs, through discovery during litigation, or the public, through 

freedom of information requests. This fear of liability and litigation was intense for many 

leadership and line staff, and emerged as a potential barrier for robust review processes. 

Discovery: Documents produced from a sentinel event review could be obtained by 

plaintiffs during litigation through discovery, unless they are deemed to be privileged.16 These 

privileges vary across states. Two of the four states Vera studied had some protections in place 

for documents produced during formal medical review boards and hospital quality improvement 

committees—spaces and processes similar to sentinel event reviews in jails. It is plausible that 

these privileges could be extended to sentinel event reviews for jail suicide in these states. In one 
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of the other states Vera studied, discoverability was assessed by the courts on a case-by-case 

basis and in the other, medical committee meeting minutes and similar review reports have been 

deemed discoverable. 

Public Records Requests: Freedom of information laws provide citizens access to 

government records and information, which provides an important channel to hold governments 

accountable. These laws are another way that internal documents from a review could be made 

public. At the state level, the provisions of freedom of information laws can vary widely. Many 

states have enacted specific statutory or inter-agency exemptions for their laws to ensure that 

honest and frank communication pertaining to policymaking within the government is not stifled 

by the threat of public disclosure. Such exemptions existed in only two of the four study sites and 

some staff disclosed reluctance to fully document incidents and opportunities for improvement, 

knowing the likelihood of public records requests. Arguably, however, if sentinel event reviews 

take place and documents are made public, the extent to which they demonstrate evidence of a 

thoughtful and regular review process may rebuke accusation of “deliberate indifference” to the 

care of people who are incarcerated. 

Confidentiality: Finally, jails undertaking sentinel event reviews must consider issues that 

arise around sharing and disclosing confidential, personal health information during the review 

process. This is important as sentinel event reviews usually aim to bring together stakeholders of 

different disciplines, and sometimes, different agencies. Depending on how jails administer their 

healthcare and how sentinel event review boards are organized, health information privacy laws 

(e.g. the Health Insurance Portability and Accountability Act of 1996 (HIPAA)) may limit access 

to personal health information pertaining to incidents of suicide and self-harm for some review 

team members.17 However, HIPAA’s Privacy Rule does recognize that correctional facilities 
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have legitimate reasons to use and share personal health information and allows for health 

providers and other covered entities to share personal health information with correctional 

institutions having lawful custody of an inmate if it is necessary for a) the health and safety of 

the individual or other people incarcerated in the or b) the maintenance of safety, security, and 

good order of a facility. In practice, considerations about confidentiality and HIPAA may 

necessitate that not everyone participating in a review have access to personal health 

information, but should not prevent reviews from taking place at all. 

Conclusion  

The success of sentinel event reviews in other industries like medicine and aviation provides 

evidence that it is possible to learn from error and to strengthen overall system reliability by 

understanding the root causes of negative outcomes. Vera’s research demonstrates that it is also 

possible in the criminal justice system, notwithstanding the many implementation challenges 

stakeholders may face. The jails in this study all have review processes in place for critical 

incidents, but were also open to considering how their current processes might be improved 

through expanding the types of staff included, for example, or making review findings and 

recommendations transparent. To be sure, no single sentinel event review process will look the 

same. The results of this study suggest that the design and implementation of any sentinel event 

review process will depend on multiple factors ranging from how healthcare is delivered, to the 

communication processes in place, to the organizational culture of the jail and the legal 

landscape of the state where the jail is located. Thankfully, there is emerging guidance to help 

jurisdictions walk through the myriad factors to consider in designing a sentinel event review and 

implement the steps of a review process.18 A forthcoming Vera report will also provide concrete 

recommendations for jail-based sentinel event reviews of suicide based on the results of this 
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study. Jails that adopt sentinel event reviews will not only demonstrate leadership and 

commitment to advancing the field, but will also help instill a new culture in their facilities that 

helps ensure the safety and well-being of those in their custody and those who work for them. 
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Appendix A: List of Interview Participants 

Site Interview # Leadership Level Role Type Role Description 

MCDOC 33 Leadership Legal Counsel Senior Deputy 
County Counsel 

MCDOC 34 Leadership Health Director of Nursing 

MCDOC 35 Leadership Health Mental Health 
Director 

MCDOC  
36 
 

Line Corrections Officer 

MCDOC Line Corrections Officer 

MCDOC 37 Leadership Health Health Services 
Administrator 

MCDOC  
38 
 

Mid-Level Internal Affairs and 
Investigations 

Chief Investigator, 
Internal Affairs  

MCDOC Mid-Level Internal Affairs and 
Investigations 

Officer/Investigator, 
Internal Affairs 

MCDOC 39 Leadership Corrections Chief of Staff 

MCDOC 40 Leadership Corrections Warden 

MCDOC 41 Line Health Social Worker 

MCDOC 42 Leadership Corrections Operations Captain 

MSO 23 Leadership Corrections Superintendent 

MSO 24 Leadership Legal Counsel Chief Legal 
Counsel 

MSO 25 Leadership Corrections Special Sheriff 

MSO 26 Leadership Health Health Services 
Administrator 

MSO 27 Leadership Corrections 
Assistant Deputy 
Superintendent,  
Policy Advisor 

MSO 
 

28 
 

Leadership Health Mental Health 
Director 

MSO Leadership Health 
Doctor and CEO of 
Contract Healthcare 

Provider 
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MSO 29 Leadership Internal Affairs and 
Investigations 

Internal 
Investigations Unit 

Director 

MSO  
30 
 

Line Health Medical Clinician 

MSO Line Health Medical Clinician 

MSO  
31 

 

Mid-Level Corrections Lieutenant 

MSO Mid-Level Corrections Sergeant 

PCSO  
1 
 

Leadership Corrections Colonel 

PCSO Leadership Corrections Major 

PCSO 2 Line Health Licensed Mental 
Health Counsellor 

PCSO 3 Line Health Licensed Mental 
Health Counsellor 

PCSO 4 Leadership Health Nursing Director 

PCSO 5 Line Health Charge Nurse 

PCSO 6 Mid-Level Corrections Sergeant 

PCSO 7 Leadership Health Health Services 
Administrator 

PCSO 8 Leadership Health Medical Director 

PCSO 9 Leadership Health Psychiatrist 

PCSO 10 Mid-Level Corrections Shift Commander 

PCSO 11 Leadership Legal Counsel General Counsel 

PCSO  
12 
 

Mid-Level Internal Affairs and 
Investigations 

Corporal, Detention 
Investigation Unit  

PCSO Mid-Level Internal Affairs and 
Investigations 

Sergeant, Detention 
Investigation Unit 

SCDS 13 Leadership Corrections Director of 
Detention Services 

SCDS  
14 
 

Leadership Health Health Services 
Administrator 

SCDS Leadership Health Health Contract 
Administrator 
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SCDS Leadership Health 
Chief Legal Officer 

for Contract 
Healthcare Provider 

SCDS Leadership Health 
Chief of Operations 

for Contract 
Healthcare Provider 

SCDS 

15 

Mid-Level Corrections Sergeant, Training 

SCDS Mid-Level Internal Affairs and 
Investigations 

Sergeant, Internal 
Affairs 

SCDS 
 

16 
 

Leadership Health Mental Health 
Manager 

SCDS Leadership Corrections Lieutenant 

SCDS Leadership Corrections Lieutenant 

SCDS 17 Leadership Internal Affairs and 
Investigations 

Director of Risk 
Management 

SCDS 18 Line Health Psychiatric Nurse 
Practitioner 

SCDS 19 Line Health Physician Assistant 

SCDS 20 Line Corrections Officer 

SCDS 21 Mid-Level Corrections Sergeant 

SCDS  
22 

 

Line Health Mental Health 
Professional 

SCDS Line Health Mental Health 
Professional 

SCDS 32 Leadership Health Medical Director 
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Appendix B. Healthcare Organizational Models 
 

Site Organizational 
Model 

Explanation Recent Transition 

MCDOC Contracted out Jail procures all health 
services (physical and 
mental health) from a 
single, private vendor. 

Changed contracted 
providers (2016) 

MSO Hybrid of in-house 
and contract 
providers 

Jail provides the majority 
of health care services 
through a private vendor. 
However, some mental 
health staff are employed 
through the sheriff’s 
office. 

N/A 

PCSO In-House Jail provides all services 
using staff employed by 
the sheriff’s office. 

Brought services in-house 
after a period of 
contracting them out to a 
private vendor (2014). 

SCDS Hybrid of in-house 
and contract 
providers 

Jail provides physical 
health care through a 
contracted private 
vendor. Mental health 
services are provided 
through a private vendor 
in collaboration with in-
house positions, funded 
by a partnering county 
agency (the regional 
behavioral health 
organization). 

Contracted with a private 
vendor for the first time 
after a history of 
providing services in-
house (2015). 
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