
March 6, 2003 

Mr. Jack Sullivan 
County Commission Chairman 
102 Grant Avenue 
Santa Fe, NM 87501 

Re: 	 Santa Fe County Adult Detention Center 
(Formerly the Santa Fe County Correctional Facility) 

Dear Mr. Sullivan:

 We write to report the findings of our investigation of 
conditions at the Santa Fe County Adult Detention Center 
("Detention Center," formerly the Santa Fe County Correctional 
Facility). On March 20, 2002, we notified you of our intent to 
investigate the Detention Center pursuant to the Civil Rights of 
Institutionalized Persons Act ("CRIPA"), 42 U.S.C. § 1997. 

On May 7-10 and 29-31, 2002, we conducted on-site 
inspections of the facility with expert consultants in 
corrections, medical care, mental health care, and sexual 
misconduct/gender issues. While at the Detention Center, we 
interviewed correctional and administrative staff, inmates, 
medical and mental health care providers, and programming, 
training, safety, food service and sanitation personnel. Before, 
during and after our visit we reviewed an extensive number of 
documents, including policies and procedures, incident reports, 
medical and mental health records, inmate grievances, use of 
force records, and investigative reports. 

We commend the staff of the facility and the County for 
their helpful and professional conduct throughout the course of 
the investigation. The staff have cooperated fully with our 
investigation and have provided us with substantial assistance. 

Consistent with the statutory requirements of CRIPA, we 
write to advise you of the results of this investigation. As 
described more fully below, we conclude that certain conditions 
at the Detention Center violate the constitutional rights of 
inmates. We find that persons confined suffer harm or the risk 
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of serious harm from deficiencies in the facility’s provision of 
medical and mental health care, suicide prevention, protection of 
inmates from harm, fire safety, and sanitation. In addition, the 
facility fails to provide inmates sufficient access to the courts 
and opportunity to seek redress of grievances. 

I. BACKGROUND 

A. FACILITY DESCRIPTION 

Santa Fe County opened the Detention Center in 1998. 
Management and Training Corporation (“MTC”), a private 
corporation, has managed and operated the facility by contract 
with the County since October 2001. The facility has a housing 
capacity of approximately 672 inmates. On the first day of our 
visits to the facility, the total inmate population was 598. 
There were 532 adult male and 66 adult female inmates. At the 
time of our visits, the Detention Center housed inmates from 
nineteen jurisdictions, including federal inmates by agreement 
with the Bureau of Indian Affairs and the United States Marshals 
Service. Since that time, the facility has entered into a 
contract to house a large number of inmates from the State of New 
Mexico Department of Corrections, as well. 

Inmate housing includes double cells and dormitories. Some 
inmates are singly housed in double cells. Housing is divided 
into four housing unit pods of six areas each, centrally managed 
by a unit control center. The Detention Center also has 
administrative areas, classrooms, a booking and intake area, four 
outdoor recreation yards, food service, laundry and medical 
facilities. Physicians Network Associates (“PNA”) provides the 
medical care at the facility by subcontract with MTC. 

B. LEGAL BACKGROUND 

CRIPA gives the Department of Justice authority to 
investigate and take appropriate action to enforce the 
constitutional rights of inmates in jails and prisons. 42 U.S.C. 
§ 1997. 

With regard to sentenced inmates, the Eighth Amendment’s ban 
on cruel and unusual punishment "imposes duties on [prison] 
officials, who must provide humane conditions of confinement; 
prison officials must ensure that inmates receive adequate food, 
clothing, shelter, and medical care." Farmer v. Brennan, 511 
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U.S. 825, 832 (1994). Prison officials have a further duty "to 
protect prisoners from violence at the hands of other prisoners." 
Id. at 833. The Eighth Amendment protects prisoners not only 

from present and continuing harm, but from the possibility of 
future harm as well. Helling v. McKinney, 509 U.S. 25, 33 
(1993). It also forbids excessive physical force against 
prisoners. Hudson v. McMillian, 503 U.S. 1 (1992). Medical 
needs which must be met include not only physical health needs, 
but mental health needs as well. Bowring v. Godwin, 551 F.2d 
44, 47 (4th Cir. 1977); Young v. City of Augusta ex rel Devaney, 
59 F.3d 1160 (11th Cir. 1995). 

With regard to pre-trial detainees, the Fourteenth Amendment 
prohibits imposing conditions or practices on detainees not 
reasonably related to the legitimate governmental objectives of 
safety, order, and security. Bell v. Wolfish, 441 U.S. 520 
(1979). The Fourteenth Amendment also requires that inmates have 
access to the courts, sufficient to challenge their sentences and 
the conditions of their confinement. Bounds v. Smith, 430 U.S. 
817 (1977); Lewis v. Casey, 518 U.S. 343 (1996). 

II. FINDINGS 

A. MEDICAL CARE 

The Detention Center provides medical services through a 
subcontract between MTC and Physicians Network Associates 
(“PNA”). The Detention Center, through PNA, provides inadequate 
medical services in the following areas: intake, screening, and 
referral; acute care; emergent care; chronic and prenatal care; 
and medication administration and management. As a result, 
inmates at the Detention Center with serious medical needs are at 
risk for harm. 

1. Intake, Screening, and Referral

 PNA’s intake medical screening, assessment, and referral 
process is insufficient to ensure that inmates receive necessary 
medical care during their incarceration. 

According to PNA policy and in keeping with the standard of 
care in jails, all arrestees should receive an initial health 
screening at the time of booking. At the Detention Center, 
screenings are completed by a Licensed Practical Nurse (“LPN”) 
following a three-page form, and include a physical, mental, and 
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dental health screen. The intake process is intended to ensure 
that inmates who suffer from chronic conditions or otherwise need 
prompt medical attention are referred to the Health Services Unit 
for needed follow-up care and given appropriate housing. 

Review of a random sample of medical records of inmates 
admitted during the month of April 2002, revealed that 20 percent 
did not have the documented initial health screening described 
above. Without this screening, incoming inmates suffering from 
chronic and/or contagious disease may not be referred for follow-
up care, which heightens the risk that their illnesses will 
continue and their conditions will deteriorate. Furthermore, 
incoming inmates whose illnesses go undiscovered and untreated 
may be housed with the general population, placing other inmates 
and staff at risk for disease. 

Moreover, even when PNA staff identify inmates with serious 
medical needs during the intake process, they fail to refer them 
for appropriate care. Chart review revealed that of those 
inmates in our sample who did receive the initial health 
screening, none were referred to the Health Services Unit for the 
medical attention they needed. For example, inmates reporting 
histories of hypertension and depression who claimed to be on 
prescription medication at the time of their incarceration should 
have been promptly referred to the Health Services Unit for 
assessment, decisions about continuity of medication(s), and 
appropriate medical care. Interruption of hypertension 
medication can lead to heart ailments and strokes, and 
interruption of antidepressant medication can lead to mental 
health crisis as well as resulting in physical withdrawal 
symptoms such as headache, disturbed sleep and loss of appetite. 
Failure to refer for medical follow-up inmates who have chronic 
or acute conditions may result in the interruption of treatment 
and medication, which may in turn lead to deterioration or loss 
of function. 

Subject to reasonable security needs, screening interviews 
must be conducted privately, to ensure that the inmate feels 
comfortable enough to disclose any physical or mental health 
problems she or he may be experiencing. During our visit, we 
observed breaches of confidentiality of inmate medical and mental 
health information. Two different male corrections officers, on 
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separate occasions, entered the room where a newly admitted 
female inmate was completing the initial health screening and 
observed parts of the process. One of the male officers 
handcuffed the inmate. The officers’ presence and the imposition 
of unneeded restraints on a cooperating inmate decreases the 
likelihood that the inmate will provide reliable information 
during the screening. Accurate medical history is critical to 
the provision of appropriate care and protection of other 
residents and staff from communicable diseases. 

To provide for inmates' serious medical needs, facilities 
must identify inmates with chronic, acute or contagious 
conditions or other serious needs so that appropriate care may be 
provided. Accordingly, inmates who stay more than a few days at 
a facility must have a detailed assessment of their health 
histories and current conditions beyond the limited information 
provided in the intake health screening. Such steps are 
necessary so that plans for inmates' ongoing care may be 
established. The facility fails to conduct timely histories and 
physicals to ensure that medical providers have adequate 
information to meet inmates' serious medical needs.

 Our review indicated that only 37 percent of the inmates 
received a full health appraisal within 14 days of arrival at the 
facility. Only 50 percent of the records in our sample contained 
documentation that the health appraisal or the skin test for 
tuberculosis were completed within 18 days of admission. In some 
files in which a health appraisal was recorded, documentation was 
incomplete, and failed to include information on the inmate’s 
history, a review of symptoms and/or a record of the physical 
examination. In some cases we reviewed, PNA staff failed to 
respond appropriately to information received from inmates during 
the 14-day evaluation, including information which indicated a 
serious medical need. The nurses conducting these examinations 
have no formal training in physical assessment.

 For example, one inmate reported during his 14-day physical 
that he had tested positive for glaucoma at the facility from 
which he was being transferred. Although a note was placed in 
his chart to procure the records of this test, PNA failed to 
follow through and staff never obtained the records. The inmate 
complained about his condition again nearly two months later, but 
still did not receive an eye examination. Another four months 
passed between the inmate’s second request and our site visit to 
the Detention Center, at which point our expert reviewed this 
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inmate’s medical record and reported his concern to the staff. 
Nearly one month after our visit, the patient finally received an 
eye examination. However, there was still no report of an ocular 
pressure determination or any other test to detect glaucoma. If 
this inmate has glaucoma, he may become blind unless he receives 
treatment. As of our last review of his chart, it had been eight 
months since he originally reported this condition during the 
initial health screening, and his record still did not reflect an 
appropriate assessment to determine what care he needed. 

PNA does not test for sexually transmitted diseases 
(“STDs”). STDs are prevalent in jail populations. Left 
untreated, STDs can cause brain and organ damage and damage to 
fetuses. PNA’s failure to screen for STDs places the inmates and 
the community at risk. 

2. Acute Care

 PNA fails to provide timely access to appropriate medical 
care for inmates when they develop acute medical needs. Medical 
care is unreasonably and unnecessarily delayed and, even when 
provided, often inadequate. 

Inmates access medical care by completing sick call forms, 
which are filed in boxes on the housing pods. A designated 
member of the Health Services Unit staff retrieves the sick call 
forms daily. PNA policy provides that the requests will be 
“triaged,” and inmates will receive medical care according to the 
urgency of their medical needs. The Health Services Unit calls 
for the inmate if a visit to the Unit is deemed necessary. 

Our review of inmate sick call requests revealed that 
inmates experience delays in responses to their requests for 
care, putting them at risk for worsening conditions. For 
example, one inmate filed a sick call request stating that he was 
suffering from alcohol and narcotic withdrawal symptoms, 
including cold sweats and vomiting. PNA policy states that an 
inmate exhibiting symptoms of withdrawal such as sweating and 
vomiting will be evaluated by a Health Services staff person as 
soon as possible. This inmate was not seen for four days, even 
though withdrawal from alcohol can be life-threatening. 

Even once inmates succeed in getting to the Health Services 
Unit, they frequently receive substandard care. We reviewed the 
medical records of ten inmates seen for primary care by the nurse 
practitioner within a one-month period. Six of the ten inmates 
received substandard care. For example, two inmates had abnormal 
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skin tests for tuberculosis, one of whom was recently infected, 
but neither was offered treatment. The consequences of failing 
to treat new latent tuberculosis infection can be severe, as 
recently infected individuals are at a high risk of developing 
contagious tuberculosis. This risk can be significantly reduced 
with prophylactic treatment. The nurse failed to recognize 
abnormal heart rhythm in one inmate, and in a second inmate, 
identified abnormal heart rhythm but failed to refer that inmate 
to a specialist for appropriate examination. 

Additional chart reviews confirmed PNA’s failure to respond 
to inmates’ acute medical needs. For example, one inmate 
reported breast lumps and lumps in her armpit, chest pain, and 
swelling in her legs and feet. Although a mammogram was ordered 
in October 2001, it had not been done by the time of our visit to 
the Detention Center seven months later. In addition, by that 

time the swelling in this inmate’s legs was so severe that when 
pressed, her tissue stayed depressed, resembling “silly putty.” 
This condition is known as “pitting edema” and, as our expert 
reported to the PNA staff, requires urgent medical care. 
Pursuant to our recommendation, this inmate was subsequently seen 
by a physician. However, the physician did an incomplete 
evaluation of her swollen legs and did not document whether he 
conducted an evaluation of her breast or armpit lumps. 

Another inmate who had heart disease and a history of 
positive skin testing for tuberculosis complained of chest pain. 
The nurse practitioner treated him with nitroglycerin. After two 
months, the inmate was sent to the emergency room, where the 
physician recommended a chest x-ray, a stress test, and treatment 
with long-acting pain medication, none of which the inmate 
received. Three months later, the inmate developed fever, chills 
and an elevated respiratory rate. The nurse practitioner did not 
examine the inmate or order a chest x-ray, which would be the 
standard of care for a patient with a positive skin test for 
tuberculosis complaining of these symptoms. Instead, the nurse 
practitioner diagnosed the inmate with pneumonia and prescribed 
antibiotics through a telephone call with health services staff, 
which is inconsistent with accepted standards of care. She did 
not see the inmate until three days later. The failure to 
diagnose and treat this inmate in an appropriate manner on a 
timely basis, despite the fact that he could have had 
tuberculosis, placed the inmate at serious risk. Furthermore, 
the failure to place this inmate in respiratory isolation based 
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on the possibility that he was infected with tuberculosis placed 
the inmates and staff at risk for contracting the disease. 

The grievance system does not provide an avenue for 
resolving problems of access to health services. The grievances 
we reviewed included a complaint from one inmate who was supposed 
to have an x-ray, but had received no response from the Health 
Services Unit despite having filed two grievances in three weeks. 
This complaint was not reviewed for eight days after it was 
filed, and no resolution to the grievance is documented. Another 
inmate filed a grievance complaining that he had not received his 
medication and that his condition was worsening. According to 
the response record, the matter was not resolved for eight days. 

The nurse practitioner’s personnel file included a memo from 
the Vice President of Operations of PNA instructing her to see 
one patient for each five minutes of scheduled clinical time. 
Many inmates, particularly those with acute or chronic 
conditions, require significantly more clinical attention to 
ensure that their needs are adequately addressed. This arbitrary 

time limit places extreme pressure on the nurse practitioner and 
necessarily affects the care she is able to provide. It also 
increases the likelihood that the nurse practitioner will fail to 
diagnose, will incorrectly diagnose, and/or will fail to provide 
appropriate treatment and prescribe correct medications to 
inmates with medical needs. 

At the time of our visit, the only physician providing 
supervision or care at the Detention Center was the doctor who is 
the Chief Executive Officer (CEO) of PNA and is based in Lubbock, 
Texas. As the CEO of PNA, this doctor has numerous 
responsibilities, including supervising the medical care at each 
of the facilities at which PNA provides care throughout the south 
and southwestern United States. This physician was visiting the 
Detention Center an average of once every six weeks, and saw only 
a few patients during each visit. While he is available by 
telephone for consultation, he does not visit the Detention 
Center frequently enough to provide adequate supervision. Given 
the deficiencies in care and other problems identified in this 
letter, additional physician supervision at the Detention Center 
is necessary. 

3. Emergent Care 

PNA fails to provide appropriate and timely care to inmates 
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3) Revise and implement policy, procedures and practices to 
ensure that inmates reporting or exhibiting possible 
signs of serious medical or mental health needs at 
booking are referred promptly to the Health Services Unit 
and receive appropriate follow-up care. 

4) Revise and implement policy, procedures and practices to 
ensure that inmates receive a comprehensive medical 
history and physical examination, performed by 
appropriately trained, licensed and, if appropriate, 
supervised personnel, within 14 days of their arrival at 
the facility. 

5) Screen all incoming inmates for syphilis. Assess inmate 
risk for other sexually transmitted diseases, such as 
chlamydia and gonorrhea, and screen high risk inmates 
using modern laboratory methods. 

6) Revise and implement policy, procedures and practices for 
addressing drug and alcohol withdrawal to ensure that all 
inmates are screened and/or treated appropriately if they 
report or exhibit signs of drug or alcohol withdrawal. 

7) Develop and implement policy, procedures and practices to 
ensure timely referral for evaluation and treatment of 
inmates who exhibit signs and symptoms of mental illness. 

8) Develop and implement policy, procedures and practices 
for validating and continuing, if appropriate, current 
prescriptions for medications of incoming inmates. 

9) Ensure appropriate staffing for the Health Services Unit 
by retaining intermediate and advanced practitioners who 
are able to provide adequate treatment and monitoring of 
inmates with serious medical needs, in a timely fashion, 
without practicing beyond the scope of their licensure. 

10) Establish policy, procedures and practices for evaluating 
and improving responsiveness to inmate sick call 
requests. 

11) Establish a chronic care system that includes gathering 
information and establishing medication upon intake into 
the facility, establishing a system of care of inmates 
with chronic diseases at established intervals, 
standardizing the information gathered at treatment 
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visits, devoting sufficient attention to inmates whose 
uncontrolled conditions must be stabilized, and ensuring 
that inmates with chronic medications have access to 
those medications when appropriate. 

12) Improve morbidity and mortality review process to ensure 
that deaths are thoroughly and effectively evaluated and 
any problems with care or access to care that are 
revealed through that process are resolved. 

13) Revise and implement policies, procedures and practices 
to ensure that diabetics and other inmates who need 
medically appropriate nutrition receive an appropriate 
diet. 

14) Develop and implement policy, procedure and practices to 
ensure that pregnant inmates receive prenatal care from 
appropriately trained and experienced medical 
professionals on a timely basis. 

15) Develop and implement policies, procedures and practices 
to ensure that inmates whose medical needs require 
specialized care are promptly scheduled for and 
transported to outside care appointments. 

16) Develop and implement policies, procedures and practices 
to ensure that the findings and recommendations of 
outside care providers are documented in the medical 
chart of each inmate referred for outside care, and that 
treatment recommendations are followed once the inmate 
returns to the facility. 

17) Eliminate the practice of using protocols with medication 
orders except for life-threatening emergencies. 

18) Develop and implement policy, practices and procedures to 
ensure that inmates are prescribed medications only after 
a physical examination by the prescribing clinician. 

19) Institute a medication management program which ensures 
continuity for ordered medication, and includes a 
requirement that the reason for every missed dosage of 
medication will be documented and a nurse will confer 
with any inmate who misses three or more doses for any 
reason. Revise the formulary to include at least one 
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27) Develop and implement policies, procedures and practices 
to ensure that staff respond to sick call mental health 
requests in a timely manner and provide adequate ongoing 
care to inmates determined to need such care. 

28) Institute a more thorough quality improvement system that 
covers all mental health professionals. 

C. SUICIDE PREVENTION 

29) Develop and implement appropriate suicide prevention 
policies, procedures and practices, including but not 
limited to reducing the threshold required to trigger an 
immediate mental health evaluation. 

30) Develop appropriate housing for inmates on suicide watch, 
and ensure that cells in the booking area are not used 
for this purpose. 

31) Develop and implement policies, procedures and practices 
to ensure that inmates initially placed on suicide watch 
are placed on continuous watch, and that the watch is 
reduced only upon the recommendation of a mental health 
professional following a suicide risk assessment. 

32) Revise and implement effective policy, procedures and 
practices to ensure proper supervision of suicidal 
inmates, logging of supervision, and availability of cut­
down tools for hangings. 

33) Ensure that inmates have means to communicate with staff 
when necessary, through working intercoms or other 
effective means of communication. 

34) Train staff to understand the signs, symptoms and 
appropriate responses to potentially suicidal inmates, 
including when and how to seek mental health follow-up. 

35) Develop and implement policies, procedures and practices 
to ensure that inmates whose level of suicidality cannot 
be properly handled at the facility are promptly 
transferred elsewhere for appropriate care. 

36) Revise and implement policies, procedures and practices 
to ensure that high risk inmates are placed in areas that 
lessen the likelihood of completed suicide, by requiring 
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to ensure that staff conduct adequate fire safety 
inspections. 

45) Revise the emergency key system to ensure that keys are 
readily identifiable and available to those who need 
them. 

46) Develop and implement policy, procedures and practices to 
ensure that the facility’s fire safety systems are 
maintained in order and operable. 

47) Develop and implement policies, procedures and practices 
to ensure that food storage, preparation and service 
systems are maintained in a sanitary manner. 

48) Develop and implement policies, procedures and practices 
to ensure that inmates and staff who work in food service 
are in proper health to do so. 

49) Provide all inmates with properly cleaned and adequate 
bedding and clothing. Ensure access to needed hygiene 
supplies. 

50) Develop and implement policies, procedures and practices 
to ensure that the facility follows nationally accepted 
standards for infection control and hygiene. 

E. ACCESS TO COURTS AND OPPORTUNITY TO REDRESS GRIEVANCES 

51) Develop and implement policies, practices and procedures 
to ensure that inmates have adequate access to the 
courts. 

52) Reform the grievance system so that grievances are 
processed and legitimate grievances addressed and 
remedied in a timely manner, responses are documented and 
communicated to inmates, inmates need not confront staff 
prior to filing grievances about them, inmates may file 
grievances confidentially, and grievance forms are 
available on all units. Ensure that grievance forms are 
available in Spanish. 






