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Fishel Downey Albrecht & Riepenhoff LLP (FDAR) is a mid-sized Columbus, Ohio, based law 

firm with a statewide practice. Today, FDAR represents hundreds of clients, with facilities in nearly 

three-fourths of Ohio’s 88 counties, as well as out-of-state and international clients with an Ohio 

presence.  

 

Our Clients 

Our client base includes publicly traded and privately held companies, and public-sector clients, in 

a variety of industries including but not limited to: Manufacturing; Food Processing and Distribution; 

Shipping; Hotel; Janitorial; Finance; Development; Milling; Sales; the State of Ohio; Counties; 

Cities; Townships; Government Districts, etc. We represent hundreds of employers in Ohio, whether 

private or public sector. 

 

Our Purpose 

FDAR’s purpose is to provide high-quality, affordable legal services. Our focus is meeting our 

clients’ needs with respect to litigation, employment and labor, government liability, business 

disputes and contracts. FDAR began with a pro-management philosophy decades ago; that same 

philosophy  

remains. Our continuous growth is reflected in our ability to remain on the cutting edge of our areas 

of practice. We promote the development of systems and human resource management to control 

risk, but are experienced and ready to litigate disputed matters through trial and appeal.  

 

Our Strengths and Diversity 

The firm’s strength and diversity stems from, and is maintained by, our staff. Our attorneys hail from 

a wide variety of backgrounds, from rural farm communities to large cities. Our perspectives and 

ideology are similarly varied.  
 

This diversity is perhaps best reflected in our community involvement. FDAR attorneys serve 

leadership roles in, and are active members of, their churches and temples. They volunteer in a 

wide variety of community activities including school programs, Children’s Hospital, assisted living  

communities, numerous youth activities, humane societies, museums, art galleries, and community 

centers. This diversity allows us to successfully interact with a wide range of individuals as well as 

analyze and address legal issues and problems from many perspectives.  

 

Our Standards 

FDAR has been recognized once again, for 2019 U.S. News-Best Lawyers® in areas of Employment 

Law-Management, Labor Law-Management and Litigation-Labor & Employment. Additionally, 

several attorneys in the firm have been recognized by their peers as Best Lawyers®, Super 

Lawyers® and Rising Stars® or their outstanding work in areas of Employment and Labor Law and 

Litigation.   
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Daniel T. Downey is a Partner with Fishel Downey Albrecht & Riepenhoff 

LLP. Daniel received his law degree, from The Ohio State University, Moritz 

College of Law, and a Bachelor of Arts degree, magna cum laude, from 

Youngstown State University.   

 

Daniel enhances the litigation and law enforcement liability sections of  

the firm. Daniel focuses his practice on civil rights litigation with an emphasis  

on governmental liability and immunities. He is also experienced in employment and civil rights 

litigation, law enforcement liability, administrative matters, arbitrations, civil service law and 

collective bargaining, as well as representing insurance companies and their insureds in a wide variety 

of litigation matters.  

 

Daniel frequently presents seminars and training in a variety of fields including discrimination and 

harassment, hiring practices, and law enforcement liability. Daniel has also presented to the Buckeye 

State Sheriff’s Association and the Ohio Jail Advisory Board. Daniel is a member of the Federal and 

Ohio State Bar Associations, Columbus Bar Association, the Defense Research Institute, and a 

member of Claims and Litigation Management Alliance, as well as Public Risk Management 

Association.   

 

Daniel was named to the 2013-2019 Super Lawyers® listing and the 2015-2019 Best Lawyers® listing, 

recognized for his outstanding work in the area of Civil Litigation Defense.   In 2019, Daniel was 

awarded the Lawyer of the Year distinction by Best Lawyers® for his work in Litigation – Insurance. 

 

Contact  

(614) 453-7301  Direct 

DDowney@FishelDowney.com 

 

Daniel T. Downey 
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JAIL LIABILITY RELATED TO MEDICAL CARE 

 

 PRISONER INJURY CLAIMS: MUNICIPAL AND INDIVIDUAL LIABILITY 

 

A. 42 U.S.C. § 1983  “Every person who, under color of any statute, ordinance, 

regulation, custom, or usage, of any State or territory or the District of Columbia, 

subjects, or causes to be subjected, any citizen of the United States or other person 

within the jurisdiction thereof to the deprivation of any rights, privileges, or 

immunities secured by the Constitution and law, shall be liable to the party injured 

in an action at law, suit in equity, or other proper proceeding for redress.” 42 U.S.C. 

§1983.  

 

1. The purpose of 42 U.S.C. § 1983 is to provide a federal remedy to redress 

deprivations of constitutional rights committed by “persons” acting under 

color of state law.  

 

B. Municipal Liability 

 

1. Liability can be based on a municipal policy or custom. Monell v. New York 

City Dept. of Social Services, 436 U.S. 658 (1978). Plaintiffs must identify 

the policy or custom, connect the policy or custom to the government entity 

itself, and show that the particular injury was incurred because of the 

execution of that policy.  

 

a. Policy: A municipal policy includes a “policy statement, ordinance, 

regulation, or decision adopted and promulgated.” Powers v. 

Hamilton County Pub. Defender Comm’n, 501 F.3d 592, 607 (6th 

Cir. 2007). 

 

b. Custom: “An ‘actionable custom’ ‘has not received formal approval 

through…official decision-making channels.’ A §1983 plaintiff 

may establish the existence of a custom by showing that 

policymaking officials knew about and acquiesced in the practice at 

issue.” Powers v. Hamilton County Pub. Defender Comm’n, 501 

F.3d 592, 607 (6th Cir. 2007) (quoting Monell, 436 U.S. at 690-91).  

 

c. Practice: A reasonable jury could find a municipality liable under 

Monell due to officers’ practice of “commonly” violating 

constitutional rights. Jackson v. City of Cleveland, 2019 U.S. App. 

LEXIS 14809 (6th Cir. 2019).  
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d. Act: A single act, when committed by a person in charge of 

policymaking in that part of the government can be a source of 

municipal liability under § 1983. Meyers v. City of Cincinnati, 14 

F.3d 1115 (6th Cir. 1994).  

 

C. Basis for § 1983 Individual Liability 

 

1. A person:  State/local officials sued in their official and/or individual 

capacities or persons who act under “color of law.” 

 

a. Deliberate indifference claims may proceed whether the 

indifference is manifested by prison doctors in their response to the 

prisoner’s needs or by prison guards in intentionally denying or 

delaying access to medical care or intentionally interfering with the 

treatment once prescribed.  Estelle v. Gamble, 429 U.S. 97 (1976). 

 

2. Acting under color of law. 

 

a. Physicians and nurses.  A private physician under contract to 

provide medical services to jail inmates acts under color of law and 

is subject to suit under § 1983. See Harrison v. Ash, 539 F.3d 510, 

521 (6th Cir. 2008); West v. Atkins, 487 U.S. 42 (1988).  However, 

see e.g. Hix v. Tennessee Dept. of Corrections, 196 F. Appx. 350 

(6th Cir., 2006) (claims against unnamed, unidentified “private 

doctors” dismissed as not acting under color of law). 

 

3. Deprived Plaintiff of a federal right, privilege, or immunity secured by the 

Constitution or laws of the United States.  

 

 § 1983 CLAIMS AND JAIL OBLIGATIONS 

 

A. Eighth Amendment Prohibits Cruel and Unusual Punishment.  

 

1. The treatment a prisoner receives in prison and the conditions under which 

he or she is confined are subject to scrutiny under the Eighth Amendment. 

Helling v. McKinney, 509 U.S. 25 (1993). 

 

2. Deliberate indifference claims of pretrial detainees are cognizable under the 

Fourteenth Amendment. City of Revere v. Mass. Gen. Hosp., 463 U.S. 239, 

244 (1983).  
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B. Deliberate Indifference  

 

1. Eighth Amendment and Fourteenth Amendment claims may be premised 

on deliberate indifference to the medical needs of prisoners and pretrial 

detainees, respectively.  Deliberate indifference on the part of jail staff to 

the serious medical needs of inmates can constitute cruel and unusual 

punishment. North v. Cuyahoga Cty., 754 Fed. Appx. 380, 384-85 (6th Cir. 

2018).  

 

2. Deliberate indifference defined - A jail official cannot be found liable under 

the Eighth Amendment for denying an inmate humane conditions of 

confinement unless the official knows of and disregards an excessive risk 

to inmate health or safety; the official must both be aware of facts from 

which the inference could be drawn that a substantial risk of serious harm 

exists, and he must also draw the inference. Brennan v. Farmer, 511 U.S. 

825, 834 (1994).  

 

3. Serious medical needs - Medical needs do not have to be life-threatening. 

Rather, the standard requires the plaintiff to show that he or she “is 

incarcerated under conditions imposing a substantial risk of serious harm.”  

Grabow v. County of Macomb, 580 Fed. Appx. 300, 307 (6th Cir. 2014), 

citing Miller v. Calhoun County, 408 F.3d 803, 812 (6th Cir. 2005). 

 

a. A medical need is “serious” if it has been diagnosed by a physician 

as requiring treatment or is so obvious that a lay person would easily 

recognize the necessity for a doctor’s attention.  

 

b. A serious ailment requires immediate attention or is potentially life-

threatening. A serious medical need exists if the failure to treat a 

prisoner’s condition could result in further significant injury or the 

unnecessary and wanton infliction of pain. 

 

c. "A prisoner who suffers pain needlessly when relief is readily 

available has a cause of action against those whose deliberate 

indifference is the cause of his suffering." Berryman v. Rieger, 150 

F.3d 561, 566 (6th Cir. 1998), citing Boretti v. Wiscomb, 930 F.2d 

1150, 1154-55 (6th Cir. 1991). 

 

4. Eighth and Fourteenth Amendment claims have both an objective and 

subjective component. Brennan v. Farmer, 511 U.S. 825, 834 (1994).  
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a. Objective component - Requires plaintiff to show a sufficiently 

serious deprivation of a constitutional right (again, usually using the 

Eighth Amendment prohibition against cruel and unusual 

punishment).  

 

i. The objective prong of the deliberate indifference standard 

requires the medical need to be serious or one that has been 

diagnosed by a physician as mandating treatment or one that 

is so obvious that even a lay person would easily recognize 

the necessity for a doctor’s attention.  

 

b. Subjective component – Requires plaintiff to show a sufficiently 

culpable state of mind – one of deliberate indifference.  

 

i. Sanderfer v. Nichols, 62 F.3d 151 (6th Cir. 1995) - 

Deliberate indifference is the equivalent of “criminal 

recklessness, which requires a subjective showing that the 

defendant was aware of the risk of harm.” 

 

ii. Gibson v. Folz, 963 F.2d 851 (6th Cir. 1992) - “[o]bduracy 

or wantonness, not inadvertence or good faith error, 

characterizes deliberate indifference”). Accordingly, even 

“gross negligence” by prison officials is insufficient to 

support a deliberate indifference claim. 

 

iii. Terrance v. Northville Reg’l Psychiatric Hosp., 286 F.3d 834 

(6th Cir. 2002). Plaintiff does not need to show that his or 

her medical needs were literally ignored.  

 

c. Case example - Blankenship v. Bollinger, 2011 U.S. Dist. LEXIS 

69206 (S.D. Ohio June 2, 2011).  Plaintiff injured his leg during 

work detail at a county jail.  Plaintiff asked the supervising Deputy 

to take him to the hospital.  The Deputy contacted a jail nurse.  The 

jail nurse stated emergency room treatment was not necessary and 

advised Plaintiff to “walk it off.”  The Deputy had Plaintiff sit-out 

the rest of the work detail and wait for transport back to the jail.  

Upon returning to the jail, a second nurse assessed Plaintiff and 

agreed further treatment was not required.  The next day Plaintiff 

was x-rayed and examined by a doctor.  The doctor determined 

Plaintiff’s leg was fractured. Plaintiff brought a deliberate 

indifference claim against the Deputy based on his alleged denial of 

medical treatment.  The District Court held that the Deputy was 
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entitled to qualified immunity because he did not violate a clearly 

established right – the right to medical treatment of a certain type 

against the analysis of on-scene medical professionals. It did not 

constitute deliberate indifference for the Deputy to rely on the 

opinion of the nurses that Plaintiff did not need emergency medical 

treatment. 

 

5. Adequacy of medical treatment - Where a prisoner has received some 

medical attention and the dispute is over the adequacy of the treatment, 

federal courts are generally reluctant to second guess medical judgments 

and to constitutionalize claims which sound in state tort law.  Alspaugh v. 

McConnell, 643 F.3d 162, 169 (6th Cir. 2011).  However, medical treatment 

that is so grossly incompetent, inadequate, or excessive as to shock the 

conscience or to be intolerable to fundamental fairness violates the Eighth 

Amendment.  Rhinehart v. Scutt, 894 F.3d 721, 737 (6th Cir. 2018). 

 

a. Delay in access to medical attention can violate the Eighth 

Amendment when it is “tantamount to unnecessary and wanton 

infliction of pain.”  Hill v. Dekalb Regional Youth Detention Center, 

40 F.3d 1176 (6th Cir. 1994).  

 

b. Minor delays in providing treatment that do not result in substantial 

further injury are not a source of liability.  See Mitchell v. Hininger, 

553 Fed. Appx. 602 (6th Cir. 2014). 
 

c. Withholding medication for a serious medical condition, including 

pain medication could be actionable under § 1983. See Johnson v. 

Hardin County, 908 F.2d 1280 (6th Cir. 1990). 

 

6. Diagnosis of condition - A prisoner does not state a claim merely by 

pleading that he or she disagrees with the diagnosis or treatment. Baldwin 

v. Cain, 2011 WL 839262 (S.D. Ohio Mar. 7, 2011), citing Brennan v. 

Farmer, 511 U.S. 825, 834 (1994). 

 

7. Medical malpractice - A claim of medical malpractice is not cognizable 

under 42 U.S.C. § 1983.  Terrance v. Northville Reg. Pysch. Hosp., 286 

F.3d 834 (6th Cir. 2002).  

 

8. Alcohol Withdrawal: Case Example: Stefan v. Olson, 2011 U.S. Dist. 

LEXIS 71761 (N.D. Ohio); Stefan v. Olson, 497 Fed. Appx. 568 (6th Cir. 

2012): 
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a. The decedent, Michael Reid, had a long history of alcohol related 

arrests.  Reid violated his parole and as a result was arrested and 

brought to the County Jail.  The parole officers who made the arrest 

informed the corrections officers that Reid had a BAC of .349 and 

had a history of severe medical problems while 

detoxing/withdrawing from alcohol, including seizures.  The third-

shift Jail nurse initially decided the Jail should not admit Reid and 

he should instead be transported to the hospital.  However, the third 

shift nurse then decided this was unnecessary after taking Reid’s 

vitals and deeming them to be in the normal range.  She then left the 

admittance decision up to the Lieutenant on duty.  The third shift 

nurse noted, “if we keep him, he will go through withdrawal.”  

Based on the third shift nurse’s assessment, the Jail admitted Reid 

around 8 PM.   

 

Reid was placed in a concrete cell with video surveillance and 

placed on 30-minute checks.  Reid informed the medical staff 

multiple times that he would have seizures during withdrawal.  The 

Jail nurse who examined Reid during booking examined him at 10 

PM before leaving for the night.  The corrections officers checked 

on Reid throughout the night.  The checks consisted of looking 

through the cell window or viewing the surveillance camera.  The 

corrections officers would later state they had not received training 

on alcohol withdrawal or recognizing the signs and symptoms of 

such.  The first shift nurse arrived around 5:15 AM.  She reviewed 

Reid’s medical records and noted he had been placed on the 

withdrawal protocol during prior incarcerations.  The first shift 

nurse did not examine Reid and did not enter his cell because he was 

sleeping. 

 

Around 8:30 the morning following his booking, Reid requested 

assistance in his cell, but before officers could respond he suffered 

a severe seizure and hit his head against the concrete bed, causing 

injuries which resulted in his death days later. 

 

Reid’s estate filed suit against the corrections officers and nurses 

involved, as well as the Sheriff, County and others, alleging § 1983 

claims of deliberate indifference and failure to train, along with state 

law claims.  The district court granted summary judgment on behalf 

of all of the individual defendants except the third shift nurse who 

originally evaluated Reid during the booking process.  The court 

held that, in light of all of the information the third shift nurse knew 
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about Reid at the time of his booking and her subsequent 

interactions with him, a reasonable jury could conclude that her 

actions support a finding of deliberate indifference.  The County’s 

motion for summary judgment was granted on the Monell claim but 

denied on the failure to train claim because the Sheriff’s Office had 

not trained its corrections officers on how to deal with intoxicated 

inmates or the withdrawal process.  

 

b. Compare to Meier v. County of Presque Isle, 376 Fed. Appx. 524 

(6th Cir. 2010): In Meier, a police officer picked up a drunk driver, 

Paul Meier (“Meier”) after he drove his car into a ditch, through a 

fence and fled the scene. Meier was taken to the County jail, where 

his BAC was measured at 0.31. A County Jail policy required 

arrestees with a BAC above 0.30 to be transported to a medical 

facility; however, Meier was not taken to a medical facility.  The 

only information the corrections officers had about Meier when he 

came to the jail was that he was drunk and that he experienced 

"slight shaking" when he stopped drinking.  The booking officer 

checked with the Jail doctor due to the high BAC. The doctor 

advised medical care was not required because Meier was coherent, 

but the corrections staff should “keep an eye” on him.  The 

corrections staff checked on Meier routinely throughout the next 

day.  Twenty-two hours after he was booked in to the Jail he was 

found unconscious.  Meier had suffered a seizure and a head injury.  

Meier remained in a coma for six months and died from his injuries. 

 

Meier’s estate filed suit under § 1983 bringing deliberate 

indifference claims against the County and County employees.  The 

Sixth Circuit ultimately upheld the district court’s grant of summary 

judgment for the defendants.  The court held that the estate did not 

satisfy the subjective prong of the deliberate indifference analysis.  

There was no proof the defendants acted recklessly in dealing with 

Meier.  The defendants were only aware of his high BAC and self-

reported slight shaking.  Importantly, the court noted while the 

defendants could have taken more preferable actions, that alone did 

not satisfy the subjective standard. 
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9. Use of Prescription Medication:  

 

a. Standard: In cases of drug-overdose deaths while in custody, the 

Sixth Circuit has found that the fact that officers should have known 

that a detainee ingested drugs is not enough to establish deliberate 

indifference. See Watkins v. City of Battle Creek, 273 F.3d 682 (6th 

Cir. 2001). 

 

However, correctional officers will be held liable where they refused 

to verify underlying facts that they strongly suspected to be true, or 

declined to confirm inferences of risk that they strongly suspected 

to exist. Border v. Trumbull Cty. Bd. of Comm'rs, 414 F. App'x 831, 

838 (6th Cir. 2011). 

 

b. Case Example: Smith v. Erie County Sheriff's Dep't, 603 Fed. Appx. 

414 (6th Cir. 2015): 

 

i. In Smith, officers arrested an intoxicated woman for 

disorderly conduct.  During booking at the Jail, the woman 

walked, appeared alert, and stated that she was not suicidal.  

During the search of her belongings, corrections officers 

found two prescription pill bottles.  Jail policy did not allow 

them to open the bottles or check their contents.  Four hours 

after the initial arrest, the woman was found dead in her cell 

from an overdose on prescription medication. 

 

ii. The woman’s estate filed suit, alleging deliberate 

indifference to the woman’s medical need.  The estate 

alleged that the officers, who had dealt with the woman 

previously for a similar intoxication arrest, should have 

known she was not merely intoxicated, but had taken a lethal 

dose of prescription drugs.  However, the district court 

disagreed, finding that the officers’ actions were reasonable.  

The woman did not exhibit signs of an overdose during 

booking, she walked and followed commands.  Further, the 

officers completed checks of the woman every 25 minutes.  

The estate appealed.  The Sixth Circuit agreed with the 

district court and upheld the district court’s grant of 

summary judgment in favor of defendants. 
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c. Case Example: Hinneburg v. Miron, 676 Fed. Appx. 483 (6th Cir. 

2017): 

 

i. Ashlee Hinneburg (“Hinneburg”) pled guilty to a probation 

violation and was waiting to be processed into the Jail.  After 

her death, inmates informed jail staff that they had observed 

Hinneburg taking pills she had hidden on her person.  This 

occurred at some point during her transportation to the jail 

or the booking process.  Testimony varied as to whether 

Hinneburg was in an intoxicated state or not.  Hinneburg was 

booked in the jail on a probation violation.  During the initial 

medical screening the nurse did not see any signs of 

intoxication.  Hinneburg was placed in a holding cell and 

began acting strangely, causing the corrections officers to 

place her in a detoxification cell.  The officers recalled this 

was not because they noticed any signs of intoxication, but 

to keep her away from the other inmates.  Hinneburg was 

ultimately found 4 hours later unresponsive and died from a 

hydrocodone overdose. 

 

ii. Hinneburg’s estate filed suit, claiming deliberate 

indifference to her serious medical need.  However, the Sixth 

Circuit held that the corrections officers and nurse had no 

way of knowing Hinneburg had ingested prescription drugs, 

and at most would have thought she was simply intoxicated.  

The estate did not provide sufficient evidence that the 

defendants had personal knowledge of the intoxication, and 

the court refused to attribute the estate’s alleged observations 

to the defendants when there was no proof these 

observations were actually made by the defendants.  Thus, 

the Sixth Circuit upheld the lower court’s grant of the 

defendants’ motion for summary judgment. 

 

C. Jail’s Obligation(s) For Pre-existing Conditions  

 

1. Deliberate indifference - Claims for denial of treatment or care for 

conditions that pre-dated incarceration are viewed under the deliberate 

indifference standard. 
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2. Nature of care required - Prisoners have a constitutional right to receive 

necessary medical care while in custody. City of Revere v. Massachusetts 

General Hospital, 463 U.S. 239 (1983). 

 

3. Who pays for the care? As long as the governmental entity ensures that the 

medical care needed is in fact provided, the Constitution does not dictate 

how the cost of that care should be allocated as between the entity and the 

provider of the care. That is a matter of state law.  City of Revere v. 

Massachusetts General Hospital, 463 U.S. 239 (1983) (“If, of course, the 

governmental entity can obtain the medical care needed for a detainee only 

by paying for it, then it must pay.”) 

 

4. Examples: 

 

a. Injuries sustained during arrest - The Due Process Clause, however, 

does require the responsible government or governmental agency to 

provide medical care to persons who have been injured while being 

apprehended by the police. City of Revere v. Massachusetts General 

Hospital, 463 U.S. 239 (1983). 

 

b. Pre-existing sensitivities – To prevail on a 1983 claim relating to an 

inmate’s pre-existing sensitivities, “he must show that he faced a 

sufficiently serious risk to his health or safety and the defendant 

acted with deliberate indifference.”  Hardy v. Ingham Cty. Jail, 2019 

U.S. App. LEXIS 9360 *8 (6th Cir. 2019).  “A prisoner's ‘exposure 

to [the complained-of conditions] must cause more than 'mere 

discomfort or inconvenience.'" Id., citing Talal v. White, 403 F.3d 

423, 426 (6th Cir. 2005). 

 

c. Medical restrictions - See Reeves v. Wallington, E.D. Mich. No. 06-

10326, 2007 WL 1016979 (Mar. 29, 2007) (denying summary 

judgment where inmate had a “medical detail”-an order that he be 

removed prior to the use of chemical agents-and the prison officials 

failed to check with health officials and did not remove inmate prior 

to using the chemical agent). 

 

d. Delays in treatment – A delay in treatment or surgery, without 

medical evidence showing the delay caused serious injury, does not 

support liability.  See Napier v. Madison County, 238 F.3d 739, 742-

43 (6th Cir. 2001).  

 

D. Jail’s Obligation(s) For Injuries Sustained During Confinement 
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1. Eighth Amendment - Claims regarding injuries sustained during 

incarceration, and conditions of confinement that led to those injuries, are 

analyzed under the Eighth/Fourteenth Amendment framework discussed 

above. 

 

2. Burden of proof - The prisoner must still meet the objective and subjective 

standard requirements discussed above. Blankenship v. Bollinger, 2011 

U.S. Dist. LEXIS 69206 (S.D. Ohio June 2, 2011).   

 

3. Future injuries - A prisoner must show defendants had knowledge of a 

future health risk to the prisoner to claim deliberate indifference to future 

health problems. See Brown v. Bargery, 207 F.3d 863 (6th Cir. 2000). 

 

4. Corporal punishment - The prisoner need not suffer serious harm to have a 

colorable claim against the jail however the extent of the harm is relevant 

in the liability analysis. Hudson v. McMillian, 503 U.S. 1 (1992). According 

to Hudson, harm sufficient to state a claim under the Eighth Amendment 

will be analyzed on a case-by-case basis.  

 

5. Courts will inquire as to the seriousness of the injury sustained by the 

prisoner when analyzing during-confinement injury claims because the 

extent of injury suffered is one factor that may suggest whether the use of 

force could plausibly have been thought necessary in a particular situation. 

Wilkins v. Gaddy, 2010 WL 596513 (U.S. 2010). 

 

6. Prescribing different medication or a different course of treatment than that 

requested by a prisoner is not in itself a basis for liability.  See Comstock v. 

McCrary, 273 F.3d 693 (6th Cir. 2001); Richmond v. Huq, 885 F.3d 928 

(6th Cir. 2018). 

 

E. Failure to Protect Inmates 

 

1. “To establish an Eighth Amendment failure-to-protect claim, an inmate 

must show that prison officials acted with deliberate indifference to a 

substantial risk of serious harm.”  Powell v. Woodard, 2018 U.S. App. 

LEXIS 13239 **7-8 (6th Cir. 2018).  A plaintiff must show an objective, 

sufficiently serious risk, deliberate indifference on the officer’s part, and an 

actual injury resulting from the failure to protect.  Id.   

 

2. Comingling inmates - Prison officials can be found deliberately indifferent 

to risks of allowing inmates of different security levels to comingle.  
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a. The mere housing of violent inmates or convicted felons with other 

inmates or pretrial detainees will not establish an Eighth Amendment 

violation. See Marsh v. Arn, 937 F.2d 1056 (6th Cir. 1991).  Brodak v. 

Nichols, 1998 U.S. App. LEXIS 20535 (6th Cir. 1998). 

 

b. Courts will ask if the risk of inmate attacks/violence was “longstanding, 

pervasive, well-documented or expressly noted by prison officials in the 

past.” Hester v. Morgan, 52 F.Appx. 220 (6th Cir. 2002).  

 

3. Case example: 

 

a. Over several months, an inmate, Rita Marsh (“Marsh”), requested to be 

reassigned to another cell and allegedly informed numerous corrections 

officers and other Jail staff about concerns with another inmate in her 

cell.  The other inmate had twice previously fought with fellow inmates 

but had not unilaterally attacked another inmate.  The inmate eventually 

assaulted Marsh with a metal lock, causing a concussion and skull 

fractures.  Marsh brought suit against numerous officers, alleging 

deliberate indifference to Marsh’s risk of harm from the other inmate. 

The Sixth Circuit upheld the district’s court finding in favor of the 

defendants, holding that general knowledge of an inmate’s past violence 

and general issues between inmates, absent other evidence, did not 

constitute deliberate indifference.  Marsh v. Arn, 937 F.2d 1056 (6th 

Cir. 1991). 

 

4. Personal hygiene - Prisoners must allege some injury resulting from poor 

hygienic conditions. See Gordon v. Osborne, 2010 U.S. Dist. LEXIS 

112445 (W.D. Ky. Oct. 21, 2010) (Dismissing Plaintiff’s claims related to 

the alleged denial of soap and ointment because Plaintiff failed to allege he 

suffered any cognizable injury resulting from the alleged denial). 

Temporary inconveniences, i.e., deprivation of a working toilet or toiletries, 

are not actionable. Dellis v. Corr. Corp. of Am., 257 F.3d 508, 511 (6th Cir. 

2001).  

 

F. Jail Suicides and Suicide Threats 

 

1. Psychological needs are serious medical needs. If there is a strong 

likelihood of suicide and the jail fails to take action, such inaction 

constitutes deliberate indifference. Gray v. City of Detroit, 399 F.3d 612 

(6th Cir. 2005).  However, there is no generalized right to a suicide 

screening and no generalized right to prevent individuals from committing 
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suicide. Id. The Sixth Circuit will inquire “whether the decedent showed a 

strong likelihood that he would attempt to take his own life in such a manner 

that failure to take adequate precautions amounted to deliberate indifference 

to the decedent's serious medical needs.”  Id. at 616. 

 

2. Case law.  

 

a. The Sixth Circuit denied qualified immunity to a prison 

psychologist sued under § 1983 for deliberate indifference to a 

prisoner’s risk of suicide.  The Court held the psychologist had both 

objective and subjective knowledge of the prisoner’s risk of suicide.  

Plaintiff’s claim that defendants were deliberately indifferent to the 

inmate’s psychological needs, i.e., suicidal tendencies, “easily” 

satisfied the objective component of the test.  The fact that the 

psychologist placed the prisoner on close observational status the 

day before the suicide and was aware that the prisoner was having 

problems with other inmates, which was at least one source of the 

prisoner’s suicidal urges, satisfied the subjective component.  The 

Court ultimately held that proof of the psychologist’s knowledge 

was enough to overcome summary judgment. Comstock v. 

McCrary, 273 F.3d 693 (6th Cir. 2001).  

 

b. In a suit against jail officials, jail intake officers were not 

deliberately indifferent to the risk of prisoner suicide even where the 

jail had no policy regarding suicide prevention.  The prisoner made 

a number of contradictory and ambiguous remarks during booking 

and the county jail was in compliance with the State’s minimum 

standards for suicide prevention by jails. Boncher v. Brown County, 

272 F.3d 484 (7th Cir. 2001).  

 

G. Preservation of Evidence 

 

1. In § 1983 cases, the proper preservation of evidence is of paramount 

importance, and the failure to do so can have significant consequences.  

Whether intentional or not, the failure to follow the Sheriff’s Office and/or 

County’s records and video retention policies and schedule may result in a 

spoliation claim during litigation, as well as create issues in the court of 

public opinion.  For example, a plaintiff who believes evidence was 

improperly destroyed can ask for sanctions, including an adverse inference 

instruction against the defendant(s) concluding that the evidence was not 

produced because it was unfavorable to the defendant(s).  However, even if 

an explicit adverse instruction is not granted, plaintiff’s counsel can still 
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draw attention to the missing piece of evidence and suggest what the jury 

should infer from the missing evidence.  Further, intentional or negligent 

spoliation of evidence could lead to additional civil and criminal liability. 

 

2. A party seeking an adverse inference instruction based on the destruction of 

evidence must establish:  

 

a. That the party having control over the evidence had an obligation to 

preserve it at the time it was destroyed;  

 

b. That the records were destroyed with a culpable state of mind; and, 

 

c. That the destroyed evidence was relevant to the party's claim or 

defense such that a reasonable trier of fact could find that it would 

support that claim or defense.  Flagg v. City of Detroit, 715 F.3d 

165, 177 (6th Cir. 2013). 

 

3. The Sixth Circuit has upheld the denial of an adverse inference instruction 

in a § 1983 case when a recording of a jail phone call was erased pursuant 

to the Jail’s telephone provider’s record retention policy before litigation 

had been filed.  Marcum v. Scioto County, 2014 U.S. Dist. LEXIS 112100 

*43 (S.D. Ohio).   

 

H. How to Avoid/Minimize Lawsuits Related to Jail Medical Care 

 

Sheriff’s Offices can take the following steps to avoid and/or minimize § 1983 

lawsuits related to Jail medical care: 

1. Provide all corrections staff with the Office’s medical policies and 

procedures; 

2. Train all corrections staff on the Office’s medical policies and procedures; 

3. Revisit medical policies and procedures annually to ensure they are current 

and revise as necessary; 

4. Provide all corrections staff training related to an inmate/pretrial detainee 

who may be under the influence of drugs or alcohol, including: 

a. Recognizing signs of drug or alcohol use/intoxication; 

 

b. Recognizing signs and symptoms of withdrawal;  
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c. When to notify medical staff regarding an inmate/pretrial detainee’s 

possible withdrawal; and, 

 

d. The Office’s withdrawal protocol. 
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Alcohol and Drug 
Withdrawal

Is Substance Abuse and Withdrawal a Problem?
• Approximately 65% of all inmates met criteria for substance abuse or addiction (Center on Addiction, 

2010)

• Out of the 35% of inmates that did not meet addiction/ abuse criteria: approximately 20% have a history 
of substance abuse or were under the influence during their crime (Center on Addiction, 2010)

• 85% of all inmates have some sort of substance involvement

• All inmates must be screened on intake

page 2

This Photo by Unknown Author is licensed under CC BY-ND
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Addiction
“Addiction is a chronic disease 
characterized by drug seeking and 
use that is compulsive, or difficult to 
control, despite harmful 
consequences.” (NIH, 2018)

Image retrieved from NIH, 2018
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What Factors Lead to a 
Substance Becoming a 
Drug of Abuse: 
How the Drugs Work: interact with 
Neurochemistry:

RESULTS:
• Feel Good- Euphoria/Reward
• Feel Better- Reduce Negative Feelings
• Functional-purposeful-enhance 

performance
• Initiation of use starts through:

• Experimentation
• Peer Pressure

This Photo by Unknown Author is licensed under CC BY-NC-ND

Overdose

The ingestion or application of a drug or 
other substance in quantities greater than 
are recommended or generally practiced. An 
overdose may result in a toxic state or death

This Photo by Unknown Author is licensed under CC BY-NC-ND

Opioid Overdose

page 6

67% of overdose deaths are caused 
by opioids (CDC, 2018)

Signs and symptoms of overdose: 
pinpoint pupils, slowed breathing, 
pale face, clammy skin, body goes 
limp, blue color around mouth or 
fingernails, unable to wake up

This Photo by Unknown Author is licensed under CC BY-SA
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Management of 
Overdose-Opiates
Naloxone (Narcan)

No specific contraindications. Can put 
individual into acute withdrawal. 

Works rapidly (2-8 min). Wears off in 20-90 
mins

Need to continue to monitor after 
administration- if took long acting opiate, 
can fall back into overdose after Naloxone 
wears off 

This Photo by Unknown Author is licensed under CC BY-SA-NC

Withdrawal

page 8

Alcohol and Opioid Withdrawal 

page 9

Alcohol withdrawal tends 
to be the most dangerous

Withdrawal from any 
substance may require 
hospital admission

MUST identify those 
individuals who are at high 
risk for withdrawing from 
any type of substance

Severe withdrawal is just 
as critical as a stroke or 
heart attack 
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General Consideration of 
Drug Use and 
Withdrawal

• What ever drugs do in active 
use, the withdrawal 
symptoms will be the 
opposite

page 11

Benzodiazepine 
Commonly prescribed for anxiety, sleep and as 
muscle relaxant often drugs of abuse (Xanax aka 
zannies)

Central Nervous System (CNS) depressants: 
slow the brain down lead to calm, sleep, 
sedation

Withdrawal symptoms opposite of drug 
function: seizures, anxiety, insomnia, 
restlessness, agitation can also cause nausea/ 
vomiting/ diarrhea (fluid loss)

Hallucinogen
Illegal substances that lead to an altered sense 
of reality (magic mushrooms, LSD)

Withdrawal symptoms: agitation, confusion, 
lack of coordination, rigidity, dilated pupils, 
fever, sweating

page 12

Opioid Withdrawal

Signs and symptoms: 

Restlessness

Muscle/ bone pain

Insomnia 

Diarrhea

Vomiting

Cold flashes

Restless legs

(NIH, 2018)

This Photo by Unknown Author is licensed under CC BY-SA
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Alcohol Withdrawal

page 14

• Hallucinations (Visual, 
Auditory, Tactile)

• Agitation

• Tremor

• Elevated Pulse

• Sweating

• Insomnia

• Nausea and vomiting

• Seizures

page 15

Withdrawal 
Management of Alcohol
Medications are administered based on 
standing orders from nursing assessments.

Longer acting Benzodiazepines such as  
chlordiazepoxide (Librium) or diazepam 
(Valium) are generally preferred 

Longer lasting medications help with a 
smoother withdrawal
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Identify Identify inmates at high risk for withdrawal

Initiate Initiate prescribed medical treatment

Complete Complete ongoing and frequent assessments

Discuss Discuss potential symptoms with all 
corrections staff

Escalate Escalate care as appropriate

page 17

The Situation Can 
Deteriorate Quickly…
Inmate received appropriate intake screening on 
arrival.

Inmate stated they drink 6 beers daily.

Placed on medical protocol for withdrawal.

Within 12 hours of arrival the inmate started 
having tremors, anxiety, a headache and nausea.

At 48 hours, the inmate was found unresponsive, 
not breathing and with no pulse,  resuscitative 
efforts were not successful.

This Photo by Unknown Author is licensed under CC BY

Treatment Measures

Interdisciplinary team

Assessments

Observations

Safety

Identify medical emergencies
This Photo by Unknown Author is licensed under CC BY-SA-NC
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Goals of Treatment

page 19

Safety
Decrease 

withdrawal 
symptoms

Prevent long-
term/ life-

threatening 
complications

page 20

Questions???
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Managing Mental 
Health Issues

Mental Health and Prisoners

page 2

Inmates with serious mental 
health conditions (NAMI, 2019)

~ 15% of men

~ 20% of women

Up to 40% of all inmates have previously been diagnosed with 
a mental health condition (Herman, C., 2019)

page 3

Mental Disorders in 
Prisons
Bias against those with mental health 
disorders

Intolerance of behaviors

Failure to promote treatment

Lack of access to care

(WHO, 2005)

This Photo by Unknown Author is licensed under CC BY-NC-ND
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Exacerbation of Mental Health Issues in Prison/ Jails

• Overcrowding

• Violence
• Seclusion

• Lack of privacy
• Lack of meaningful activity
• Insecurity about future

• Limited mental health resources

(WHO, 2005)

page 4

General Considerations
• Psychiatric symptoms could be from a mental health issue or similar symptoms may be caused by 

another medical illness or injury
• Fever
• Infection
• Withdrawal
• Dementia
• Medication reactions
• Liver disease

• Understand the onset or the symptom history

page 5

Delirium

page 6

• Acute

• Decreased ability to focus attention

• Confusion
• Memory, disoriented, language abilities

• Caused by medical condition, intoxication (drugs 
or alcohol), withdrawal or medication

• Often an early sign of acute illness – further 
investigation by medical staff is needed

(Francis, G. & Young, G. B., 2019)

This Photo by Unknown Author is licensed under CC BY-SA-NC
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Psychosis

page 7

• Hallucinations
• Seen
• Heard
• Smelled

• Document the inmate description of the 
hallucinations

• Thought disturbances
• Flight of ideas
• Repetition of thoughts or ideas
• Word salad

(Schoenly, L. & Knox, C. M., 2013)

• Treatment
• Antipsychotic medications

This Photo by Unknown Author is licensed under CC BY-NC-ND

Mood Disorders

page 8

• Bipolar 
• Episodes of mania and depression
• May include symptoms of psychosis such as 

hallucinations and delusions

• Lithium is a common treatment
• Toxicity 

• Depression

This Photo by Unknown Author is licensed under CC BY-NC-ND

Suicide Prevention
• Depression – suicide

• 24-48 hours of incarceration is a high risk period (Schoenly, L & Knox, C. M., 2013)

• Jails have greater suicide rates than prisons 

• All staff should be aware of signs
• Any verbal statements related to harming self should be reported to healthcare staff immediately
• Intake screenings should be completed
• Consider external factors – news from home, news regarding sentence, conflict with other inmates etc.…

• Asking about suicide does not increase the likelihood of suicide

page 9
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Suicide Prevent (Con’t)

page 10

Complete routine security checks

Have conversations with inmates especially around stressful periods

Encourage family to notify staff of suicidal intent

Cultivate a supportive relationship between corrections staff and inmates

(Conrad, N., Anasseril, E. D., Daigle, M. S., & Dear, G. E., 2007)

Interventions

page 11

Complete thorough intake 
screening

Identify inmates that are 
exhibiting unusual behavior

Watch inmates take their 
medications Have patience

Consider the risk that 
disciplinary actions have on 
exacerbation of symptoms

Teamwork

page 12

This Photo by 
Unknown Author is 
licensed under CC BY-
NC-ND
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Treatment Benefits

• Inmate assimilation into society once released

• Decreased demands on prison staff
• Fewer disciplinary problems
• Fewer rule violations
• Fewer physical assaults

(Reingle Gonzalez & Connell, 2014)

page 13

This Photo by Unknown Author is 
licensed under CC BY-SA
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Case Study
A newly incarcerated inmate, with a history of 
alcoholism and depression was admitted to 
the local jail. 

The inmate was a high risk for suicide but was 
not placed on suicide prevention. After being 
incarcerated for approximately 3 days, the 
inmate was found to have hanged himself with 
the bedsheet.

What protocols could have been instituted to 
prevent this?

This Photo by Unknown Author is licensed under CC BY-SA-NC

Case Study

page 15

Female inmate was being transferred to jail by officers

Officers witnessed inmate wrapping a seatbelt around her 
neck, and threatening that she would take her own life

Upon arrival to the jail, this incident was not reported

A few days later she was found dead after hanging herself 
in her cell

Conn v. City of Reno, #07-15572, 2010 U.S. App. Lexis 729 (9th Cir.)
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Questions???
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Infectious Diseases

Prevalence of Infectious Diseases in Correctional Facilities 

• Correctional facilities have been termed “reservoirs” and even “breeding grounds” for 
communicable and infectious diseases (Schoenly & Knox, p. 179)
• 12-35% incarcerated populations affected
• 50% chronic disease
• 14-21% acute disease

• Responsibility to the inmate and the community
• Screening
• Education and counseling
• Immunization
• Treatment compliance
• Symptom management

• When to escalate care! 

page 2

Mode of Transmission for Infectious Diseases 

page 3

Type of 
transmission

Description Examples

Airborne Very small droplets that are aerosolized when 
sneezing or coughing and then inhaled by another

Influenza, tuberculosis (TB)

Droplet Larger droplets created when talking, coughing, or 
sneezing and then inhaled or absorbed

Common cold, meningitis, pertussis 
(whooping cough), pneumonia

Bloodborne Infected blood or blood-containing fluid is 
introduced into the blood of another (needlesticks, 
splashes to mucous membranes)

HIV, hep B and C

Vector-borne Organism transmitted through another source (ticks, 
mosquitoes) 

West Nile virus, Lyme disease

Sexual transmission Sexual contact with infected person HPV, herpes, chlamydia, gonorrhea

Casual contact Close body-to-body contact; contact with linens or 
other items in the environment

Conjunctivitis, impetigo, pediculosis 
(lice)
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Challenges of Infection Control in Correctional Facilities 
• Challenges to the implementation of standard and transmission-based precautions in jails and 

prisons
• Hand hygiene
• PPE
• Sharps
• Patient care equipment
• Housing
• Patient hygiene
• Laundry
• Housekeeping and sanitation
• Patient transportation
• Access to medical care

page 4

Types of Infectious Diseases in Correctional Facilities 

• Hepatitis

• Influenza

• Norovirus

• Methicillin-resistant Staphylococcus aureus (MRSA)

• Osteomyelitis 

• Sexually transmitted infections (STIs)

• Tuberculosis (TB)

• Varicella

• Ectoparasites

• Human immunodeficiency virus (HIV)

page 5

When to Escalate Care (General Information) 

• Fever with:

• Neurological
• Severe headache, unusual sensitivity to bright light
• Unusual skin rash, especially if the rash rapidly worsens
• Stiff neck and pain when moving head
• Mental confusion, seizures 
• Changes in gait, decreased abilities or movement 

• Abdominal
• Persistent vomiting, abdominal pain or pain when urinating

• Cardiorespiratory
• Difficulty breathing or chest pain

page 6
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Hepatitis

• Inflammation of the liver caused by the hepatitis virus 

• Type, prevalence, transmission
• A – 22-39% inmates with history of HAV; incidence of new infections low 
• Contaminated food or water

• B – 13-47%; 2-6 times greater than the general population
• Exposure to blood or body fluids

• C – 16-41% 
• Exposure to blood or body fluids

• Signs and symptoms
• Same as “the flu”
• Loss of appetite, fatigue, mild fever, muscle or joint pains, nausea and vomiting, abdominal pain

page 7

Hepatitis

• When to escalate care (signs of increasing liver failure):
• Dark, tarry stools; increasingly dark colored urine 
• Confusion, difficulty awakening
• Fever, chills
• Increasing yellowing of eyes and skin
• Increasing abdominal pain 
• Vomiting and inability to keep liquids down

• Ohio Department of Health (ODH) Viral Hepatitis Prevention Initiative 
• Adult Hepatitis Vaccination Project (AHVP) – 2007

• Free Hep A and B vaccine to under-insured adults that engage in high-risk behaviors 

• https://odh.ohio.gov/wps/portal/gov/odh/know-our-programs/Hepatitis-Prevention/hepatitis-prevention

page 8

Influenza

• Contagious viral illness that affects the nose, throat and sometimes lungs
• Affects 8.8% of adults each year
• Exposure to symptoms ~ 2 days

• Sign and symptoms (mild-severe)
• Sudden onset 
• Fever, chills
• Sore throat
• Runny, stuffy nose
• Muscle or body aches
• Headaches
• Fatigue

• Complications
• Pneumonia, ear infection, sinus infection
• Worsening of chronic conditions such as congestive heart failure, asthma, COPD 

page 9
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Influenza
• When to escalate care
• Symptoms appears to get better, then return with fever and worsen cough
• Difficulty breathing or shortness of breath
• Chest pain or abdominal pain
• Sudden dizziness, confusion
• Swelling in mouth or throat

• In the news
• “In January 2018, a prisoner at Oregon’s Coffee Creek Correctional Facility died from complications of the 

flu. The inmate developed a staph infection and pneumonia which killed her due to organ failure. She had 
been sick for nearly two weeks, and was taken to a hospital three days after she reported coughing up 
blood.” (2019)

page 10

Norovirus 
• Extremely contagious virus that causes vomiting and diarrhea
• Direct contact with infected person
• Consuming contaminated food or water
• Touching contaminated surface then putting your unwashed hands in your mouth 

• Signs and symptoms
• Nausea, vomiting, diarrhea
• Stomach pain 
• Severe dehydration

page 11

Norovirus 

• When to escalate care
• Vomiting or diarrhea for more than two days
• Bloody vomit or diarrhea
• High fever
• Inability to keep liquids down
• Severe abdominal pain

• In the news
• “Inmates housed in an Illinois prison received an unwelcome Christmas present in the form of the 

Norovirus. About 140 inmates at the Stateville Correctional Center came down with flu-like symptoms 
beginning Christmas day.” (2013)
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Osteomyelitis 
• Infection in the bone caused by bacteria called Staphylococcus aureus 
• Can be carried by bloodstream to other areas of the body 
• Risk factors include:
• Diabetes, sickle cell disease, HIV, rheumatoid arthritis
• Intravenous (IV) drug use, alcoholism, recent injury 

• Sign and symptoms
• Symptoms develop rapidly over a period of 7-10 days
• Fever, irritability, fatigue
• Nausea
• Tenderness, redness, warmth, swelling in area of infection
• Lost range of motion 

• In the news
• “[A New Mexico legal firm] has filed or will in the near future have 10 or more lawsuits involving prison osteomyelitis 

and/or spinal sepsis.” (2019)
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Methicillin-Resistant Staphylococcus Aureus (MRSA)
• Bacterial infection that is difficult to treat because of resistance to some antibiotics
• Spread by contact with infected individual 

• Signs and symptoms
• Fever
• Bump or infected area of the skin (red, swollen, painful, warm to touch, full of pus) 

• CDC report shows MRSA risk associated with injection drug use
• “Individuals who inject drugs are at an increased risk of developing invasive methicillin-resistant Staphylococcus 

aureus (MRSA). Alarmingly, opioid overdose death rates have increased by over 200% during 1999-2015. Heroin 
overdose death rates increased by about 300% during 2011-2015. Studies have consistently demonstrated the 
increased risk of HIV and hepatitis C infections. Now the CDC study sheds light on the importance of public health 
education and interventions to prevent MRSA infections.” (2018) 

page 14

When is Fever an Emergency?
• Fever by itself is not an illness, but rather a symptom of a range of medical conditions

• When to escalate care
• Fever greater than 103 degrees
• Pain or tenderness in the abdomen, severe nausea and vomiting
• Severe headache, stiff neck that resists movement, light hurts eyes
• Convulsions or seizures
• Difficulty breathing
• Mental status changes, confusion, difficulty waking, extreme sleepiness, strange behaviors, altered speech
• Rash (particularly if it looks like small bleeding spots under the skin)
• Decreased urination 
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Preventing the Transmission of Infections 
• Basic principles

• Hand hygiene and skin care
• Barriers to alcohol-based products 

• Recommendations

• Dispensers should be wall-mounted within treatment rooms/clinics where healthcare is delivered
• Individual staff pocket alcohol gels can be used but liaise with the prison security department as part of the risk assessment 

process
• It is recommended that wall-mounted alcohol dispensers are placed at staff points on prison wings where prisoners are not 

left unsupervised

• Respiratory hygiene and cough etiquette 

• Vaccinations

• Isolated infected individuals

• Disinfect the “hot zone” 

• Don’t share personal items (towels, soap, razors, linens)

page 16

From the Experts…

• “When it comes to the management of infectious diseases, I highly recommend getting to know the staff 
at the Public Health Department in the community. They’re the experts at this important task, and are 
frequently the single best source of information on many of the infectious diseases we encounter in 
corrections. For a relationship with the, and you’ll find their guidance and counsel to be invaluable time 
and again.” (Schoenly & Knox, p. 183)

• Other resources
• Centers for Disease Control and Prevention

• https://www.cdc.gov/correctionalhealth/default.htm

• Federal Bureau of Prisons 
• https://www.bop.gov/resources/health_care_mngmt.jsp

page 17
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Questions???
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Pain Management

Pain Management in Correctional Facilities 

• The Federal Bureau of Prisons (BOP) Clinical Guidance for Pain Management of Inmates provides 
recommendations for the assessment, management, and treatment of pain in Federal inmates. There are 
a variety of pharmacologic and non-pharmacologic approaches to treating pain. However, there are also 
many barriers that can prevent effective pain management such as lack of expertise about pain 
perception and pain management, potential for serious side effects, and fear of addiction and abuse. 
(https://www.bop.gov/resources/pdfs/pain_mgmt_inmates_cpg.pdf)

• Prevalence
• Estimated that up to 43% of the US population is affected by chronic pain

• Studies suggest that health problems generally associated with chronic pain are highly prevalent among prison 
inmates 

• Concern
• “The use of adjunctive medications (such as opiates or GABA analogues) is particularly troublesome 

in the correctional environment because a very high percentage of inmates have a history of 
substance abuse, chemical dependency, and misuse of prescription medications” (NCCHC)

page 2
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ACUTE PAIN CHRONIC PAIN 

Relationship Between Pain and 
Healing 

Decreases or increases in pain can 
indicate improvement or deterioration 
of condition. 

Level of pain does not indicate a 
change in condition. 

Outcome of Pain Management Usually resolves with time. Patient may never be pain-free. 

Treatment Focus 
Focus is on treating underlying cause 
through physical therapy, rest, and 
administration of analgesics. 

Focus is on treating underlying cause 
of pain, improving functional ability of 
the patient, and managing pain levels. 

Treatment Approach Both unimodal and multimodal 
approaches are used. 

Multimodal treatment is the norm; 
unimodal is rare. 

Patient Participation 
Patient may be passive, resting to 
allow healing, or active in pain-
reduction treatment (i.e., participating 
in physical therapy). 

Patient plays a key role in reducing 
subjective experience of pain. 

Key Treatment Principle 
Treatment focuses on cure of 
underlying disease or condition (e.g., 
post-op healing, etc.). 

Treatment focuses on rehabilitation 
and reduction of pain in order to 
improve function and quality of life. 

Duration Moments up to three months. Greater than three months. 
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Types of Pain
• Nociceptive pain (acute)

• Stimulation of peripheral nerves (stomach pain, broken bones, wounds, burns)

• Neuropathic pain (acute or chronic)
• Damage to nervous system (diabetic foot pain)

• Psychogenic pain or psychalgia (acute or chronic)
• Prolonged mental, emotional or behavioral factors (headache, back pain, stomach pain)

• Idiopathic pain (acute or chronic)
• Unidentifiable process

• Hyperalgesia (chronic)
• Exaggerated sensitivity to pain – may be caused by damage to nerves 

• Opioid-induced hyperalgesia (chronic)
• Increased pain as a result to sensitivity to exposure to opioids

• “In this situation, the patient receiving opioids for pain relief actually becomes more sensitive to stimuli and may experience a 
reduction in pain when opioids are decreased or discontinued. “ (BOP)
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Definitions
• Definitions

• “An unpleasant sensory and emotional experience associated with actual or potential tissue damage 
or described in terms of such damage” (International Association for the Study of Pain, 2011)

• “A complex condition involving numerous areas of the brain; multiple two-way communication 
pathways in the central nervous system (from the site of pain to the brain and back again); and 
emotional, cognitive and environmental elements – a complete, interconnected apparatus”  (IOM, 
2011)

• “[Pain is] whatever the experiencing person says it is, existing whenever the experiencing person 
says it does” (Pasero & McCaffery, 2011)

• Effects of uncontrolled pain
• Reduced coping ability, sleep disruption, functional decline 
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The Pain Cycle
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Assessment of Pain
• “Pain, the fifth vital sign” 

• Nursing assessment
• Comparing subjective (what the inmate says) and objective (what others observe) data

• Intensity of pain
• Degree of relief with interventions
• Barriers to treatment
• Side effects of medication
• Affect on sleep, mood, activity 

• Discrepancy between subjective and objective information
• Misunderstanding of terminology or lack of knowledge
• Cultural factors
• Secondary gain
• Denial
• Effective use of relaxation or other coping skills 
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Patient-Specific Functional Scale (PSFS) 
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SPAASMS Score Card
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Non-Pharmacological Treatment Plans

page 10

• Physical and occupational therapy
• Manual manipulation
• Therapeutic exercise
• Heat therapy
• Cold therapy
• Stretching 
• Transcutaneous electrical nerve stimulation

• Psychological interventions
• Imagery and distraction
• Relaxation
• Cognitive behavioral therapy
• Acceptance and commitment therapy 
• Biofeedback
• Hypnotic analgesia 

Non-Pharmacological Treatment Plans
• Options that do not require special training or certification

• Diaphragmatic breathing
• Slow inhale/exhale of breath using the diaphragm to extend and slow breathing 

• Relaxed position, eyes closed, length of inhale and exhale the same, goal 6-8 breaths/minute 

• Progressive muscle relaxation
• Slowly tightening and relaxing different muscle groups to reach a state of deep relaxation

• Imagery
• Imagining a pleasant scene diverts attention away from painful stimuli 

• Journaling 
• If privacy or victimization is a concern, have the inmate tear up the entry or mail outside the facility 

• Exercise
• Endurance, strengthening, balance and flexibility 
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Pharmacology 
• “The analgesic efficacy of nonopioid agents is typically underestimated. They generally are 

equivalent or superior to opioids for managing musculoskeletal pain and should not be 
considered solely as adjunctive therapies.”

• Acetaminophen 
• Tylenol

• Use cautiously for patient with liver disease (hepatitis)

• Nonsteroidal anti-inflammatory drugs (NSAIDs) 
• Ibuprofen (Advil, Motrin), Naproxen 

• Monitor for side effects such as stomach pain and bloody vomit or stool 
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Pharmacology
• Opioids

• Reserved for:
• Pain requiring excess dosing of nonopioid analgesics 
• Neuropathic pain unrelieved by other form of medication 
• Structural pathology with/without disability (i.e. recent surgery, fracture)

• Other medications
• Antidepressants
• Anticonvulsants
• Muscle relaxants  
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Pharmacology
• Opioids

• Overmedicated 
• Unusual sleepiness or drowsiness
• Mental confusion, slurred speech, intoxicated behavior
• Slow or shallow breathing
• Pinpoint pupils
• Slow heartbeat, low blood pressure
• Difficulty waking the individual from sleep 

• Other considerations
• Tracking compliance closely
• Crushing medication and mouth checks to prevent hoarding or diversion
• Periodic urine drug screening  

page 14

Pain Threshold and Pain Tolerance 
• Unique to the individual

• Pain threshold – minimum intensity at which a person begins to perceive, or sense, a stimulus as being painful
• Pain tolerance – maximum amount, or level, or pain a person can tolerate or bear

• Factors that affect pain threshold and tolerance 
• Stress – lowers pain tolerance
• Insomnia – diminishes pain tolerance
• Depression – affects pain, but unclear why
• Drugs – may cause pain instead of alleviating it
• Genetics – gene that blocks BH4 (chemical that increases pain sensitivity)
• Gender – females with lower pain threshold than males (fewer beta endorphins)
• Brain wiring – less gray matter linked to higher pain sensitivity
• Exercise levels – higher threshold for pain 
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Pain -When to Escalate Care 
• Increasing or unrelieved pain

• Quick onset of headache (unbearably bad) 

• Numbness, tingling, weakness, paralysis 

• Chest pain
• Radiates to jaw, shoulder, neck

• Dull pain in lower back that gets progressively worse

• Loss of bladder or bowel sensation

• Lower right abdominal pain 

• Achy leg pain with redness, warmth, swelling 
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Tolerance, Physical Dependence, and Addiction
• Tolerance

• Neuroadaptation to the effects of chronically administered medications

• Physical dependence
• Withdrawal symptoms result from an abrupt cessation of medications

• Symptoms include restlessness, abdominal cramping and diarrhea, mood disorders, aberrant psychosocial 
behaviors

• Addiction 
• Persistent pattern of dysfunctional opioid use that may involve any or all of the following:

• The individual cannot control himself or herself from overusing a drug, regardless of the ramifications
• The individual has a preoccupation with obtaining opioids, beyond the need for pain management
• The individual continues use despite adverse physical, psychological or social consequences
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Questions???
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