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“[a]lternatives to the use of physical or deadly force.”80 State law should be changed to require 
similar training for all jail staff.

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

Inadequate staffi ng is a perennial problem facing jails short on resources. Shortages of security, 
medical, and mental health staff lead to myriad problems, including the neglect of detainees, too 
frequent use of solitary confi nement, and poor medical and mental health care. A number of the 
deaths studied indicated that had more staff been available to provide appropriate supervision for 
people who were threatening 
self-harm, deaths would have 
been avoided. Other deaths we 
reviewed demonstrate a lack 
of appropriate attention from 
medical or mental health care 
professionals, either because 
they were not actually present 
in the jail at relevant periods or 
because they were inattentive 
because of the sheer number of 
other demands on their time.

Both the inability to provide 
full medical, mental health or 
substance abuse evaluations 
for all admitted detainees 
within a few days and a jail’s 
failure to provide medically 
appropriate supervision of people suffering from withdrawal are the product of too many detainees 
and too few resources. Jails could provide the appropriate level of care set out in national standards 
promulgated by organizations like the NCCHC.81 However, policy makers and the public have 
required them to house too many people and yet neglected to provide them the resources suffi cient 
to do so. To the extent that society has forced jails to meet the needs of people combatting mental 
illness, traumatic brain injuries, or substance abuse, we must give them the resources necessary to 
provide that care in an adequate, safe, humane, and respectful manner. To continue to do less is to 
ensure that more people will needlessly die behind bars.

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

The NCCHC standards require that “[a]ll deaths are reviewed to determine the appropriateness of 
clinical care; to ascertain whether changes to policies, procedures, or practices are warranted; and 
to identify issues that require further study.”82 These reviews should include three components:
an administrative review, a clinical mortality review, and a psychological autopsy that examines the 
individual’s life “with an emphasis on factors that led up to and may have contributed to the
individual’s death.”83 The review’s result should be summarized in a written report that lays out 
the cause of death, any precipitating factors, and recommendations regarding changes to policy, 
training, physical structures, medical and mental health services, or other operational practices.84 

Best practice is to do a review after every serious incident, even incidents that do not result in 
death.

Many jails appear to engage in some level of review following deaths. However, a number either do 
nothing, or their reviews are insufficient to identify causes and changes in policy and practice that 
may be required. Such reviews should be mandated following every serious incident and relevant 
information made available to appropriate state agencies and the public generally.85

This report details deaths that occurred within Washington jails from January 2005 through June 
2016. However, people continue to die in Washington’s jails. Eight people have died in the Spokane 
County Jail alone since June 2016 from a variety of different causes.86 In Snohomish County, 
another man died as a result of a use of force while in the custody of the jail, and a young woman 
died from meningitis after suffering terribly for days while locked away there.87 None of these ten 
deaths are included in those discussed in this report, but they indicate that serious problems 
continue.

Without sufficient community-based services and alternative housing options, jails have become the 
primary medical, mental health, and substance use treatment providers for thousands of people in 
Washington. The lack of other adequate treatment and housing options means that people fighting 
mental health and substance use disorders cycle in and out of jails. These realities stress the 
systems and the people who live and work within them. People die as a result.

However, as detailed in this report, there are many actions that can be taken to reduce the number 
of deaths inside Washington’s jails. Reducing the jail population, increasing the availability of 
community-based treatment and housing, requiring greater transparency, and giving jails the 
resources they need in order to properly care for our friends and family members, are absolutely 
essential steps that should be taken. Anything less will condemn other men and women to needless 
injury and death behind bars.

Every jail should be required to engage in a full serious indident 
administrative review and provide that report to appropriate third 
parties.
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Appendix

Percentage 
of Total Bed 

Space

Percentage 
of Total Bed 

Usage
Total 

Deaths
Total 

Suicides

Percentage 
of Total 
Deaths

Percentage 
of Suicides

Adams 0.20% 0.24% 0 0 0.00% 0.00%
Asotin 0.16% 0.57% 1 0 0.48% 0.00%
Benton 5.28% 4.95% 13 4 6.19% 4.49%
Chelan 2.74% 2.49% 3 2 1.43% 2.25%
Clallam 0.86% 1.01% 1 1 0.48% 1.12%
Clark 5.86% 6.52% 22 16 10.48% 17.98%
Columbia 0.06% 0.05% 0 0 0.00% 0.00%
Cowlitz 2.55% 2.33% 7 2 3.33% 2.25%
Enumclaw 0.17% 0.17% 1 0 0.48% 0.00%
Ferry 0.32% 0.23% 0 0 0.00% 0.00%
Fife 0.24% 0.20% 1 0 0.48% 0.00%
Franklin 1.64% 1.69% 4 1 1.90% 1.12%
Garfield 0.11% 0.06% 0 0 0.00% 0.00%
Grant 1.32% 1.57% 1 1 0.48% 1.12%
Grays Harbor 0.59% 1.33% 1 0 0.48% 0.00%
Island 0.41% 0.47% 2 0 0.95% 0.00%
Jefferson 0.35% 0.35% 0 0 0.00% 0.00%
Kent 0.84% 1.04% 2 1 0.95% 1.12%
King 18.54% 17.73% 33 9 15.71% 10.11%
Kirkland 0.42% 0.30% 2 1 0.95% 1.12%
Kitsap 3.65% 3.42% 5 4 2.38% 4.49%
Kittitas 1.64% 0.78% 3 1 1.43% 1.12%
Klickitat 0.35% 0.40% 2 2 0.95% 2.25%
Lewis 2.47% 1.59% 3 3 1.43% 3.37%
Lincoln 0.18% 0.21% 0 0 0.00% 0.00%
Mason 0.74% 1.12% 2 2 0.95% 2.25%
Nisqually 0.02% 0.02% 1 0 0.48% 0.00%
Okanogan 1.31% 1.53% 4 2 1.90% 2.25%
Other city jails 3.95% 4.45% 0 0 0.00% 0.00%
Pacific 0.21% 0.35% 0 0 0.00% 0.00%
Pend Oreille 0.27% 0.20% 0 0 0.00% 0.00%
Pierce 12.88% 9.89% 22 9 10.48% 10.11%
San Juan 0.03% 0.02% 0 0 0.00% 0.00%
SCORE 5.74% 5.15% 5 0 2.38% 0.00%
Skagit 0.59% 1.82% 5 3 2.38% 3.37%
Skamania 0.34% 0.24% 0 0 0.00% 0.00%
Snohomish 8.82% 8.60% 15 5 7.14% 5.62%
Spokane 4.81% 7.84% 20 5 9.52% 5.62%
Stevens 0.29% 0.37% 1 0 0.48% 0.00%
Thurston 3.51% 3.78% 3 3 1.43% 3.37%
Wahkiakum 0.10% 0.09% 0 0 0.00% 0.00%
Walla Walla 0.82% 0.62% 2 0 0.95% 0.00%
Whatcom 2.13% 3.18% 7 4 3.33% 4.49%
Whitman 0.24% 0.32% 1 1 0.48% 1.12%
Yakima 7.88% 6.90% 15 7 7.14% 7.87%
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