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This Special Commission to Investigate Suicide in 
Municipal Detention Centers was established under the 
following line item in Chapter 289 of the Acts of 1983. 

0185-7824 To provide for an investigation and study by a 
special commission relative to municipal detention areas in 
order to determine the level of care for detainees and to 
prevent suicide by such detainees. Said commission shall 
consist of three members of the Senate, five members of the 
House, the Commissioner of Corrections, the president of the 
Municipal Police Chiefs Association, the Sheriff of Suffolk 
County, the Commissioner of the Department of Social Service 
and eight persons to be appointed by the Governor. 

We, the undersigned, submit the following report on 
the results of our investigation and study as the final 
report of the Special Commission to Investigate Suicide in 
Municipal Detention Centers. 

RICHARD A. KRAUS 
Senate Chairman 

NICHOLAS J. BUGLIONE 
House Chairman 
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INTRODUCTION 

During the last five years, an increasing number of 

ominous newspaper reports have been claiming the attention 

of an alarmed public. Reports of jail cell suicides have 

been spreading throughout the Commonwealth. On December 8, 

1979, the Boston Globe described an alarming urash of Boston 

police cell hangings, five since August and four in the past 

two weeks.u This rash of suicides began spreading beyond 

the city jail cells and into the suburbs. On December 22, 

1982 the Lynn Daily Evening Item reported that, in the last 

five months, six people had committed suicide in jails on 

the North Shore. These articles were echoed in papers 

across the state. 

Tragically, the usual victim in these cases was a young 

man without a significant criminal record, who seemed to 

have everything to live for. In most cases he had shown no 

of the terrible despair he must have felt in the hour 

death. Yet he hanged himself with his shirt in a 
sign 

of his 

police lockup while waiting to come before the court on some 

minor charge. There is a sad irony in the fact that many of 

these suicides were in uprotective custody.u 

The public has not always shown much concern for 

detainees who commit suicide, but the recent media coverage 

aroused fears that these tragedies were happening much more 

frequently than in the past, and were taking the lives of 

uordinaryU people. The reports suggested that the next 

victim could be anyone's son or daughter. 

What is more, these suicide victims had an advocate in 

their parents who protested loudly and persistently about 

the fate of their children. By the middle of 1983, 

sufficient concern had been generated in Massachusetts to 
establish and fund the Special Commission to Investigate 

Suicide in Municipal Detention Centers. 
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The Commission's ultimate goal is to stop the 

occurrence of these tragedies. Its mandate was to 

investigate the incidence of suicide in lockups, discern its 

causes, and prepare the way to implement measures that might 

prevent further tragedy. 

The Commission has found that there is no simple 

explanation for suicide. Indeed, writers have variously 

characterised the act of taking one's own life as heroic, 

immoral, rational, insane or simply foolish. Each one of 

these descriptions represents a different attempt to come to 

terms with something which raises disturbing questions about 

our society and the environment we have created. Not 

surprisingly, strong taboos still adhere to suicide, and 

accurate information about it is hard to find. Each time 

someone commits suicide, it is a shocking reminder of how 

little we really understand about the problem. 

During the last 25 years, however, the problem of 

suicide has become the subject of a vast literature. 

Philosophers, sociologists, psychologists and many others 

have advanced theories about the causes of the problem, and 

how it may be prevented. Much progress has been made in our 

understanding of the complex phenomenon of suicide. 

Yet there are still many popular misconceptions about 

suicide which hinder efforts to prevent it. The belief that 

the person who talks about The most prevalent, and 

dangerous, of these misconceptions is the belief that the 

person who talks about suicide or who nmere1yn attempts it 

has no intention of actually committing it. 

Another fallacy is that everyone who commits suicide is 

mentally ill. In the past our society condemned suicides as 
wicked. Yet to describe them all as nsick n is equally 

unjust, and even more coldly dismissive. This perception of 

suicide can lead to a disturbing fatalism, which not only 

hinders efforts to prevent it but denies that these efforts 

are worthwhile. The ndisease n of self destruction, it is 

often said, cannot be cured. If suicidal persons suffer 
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from an incurable disease, we need look no 
cause of their despair, and we may 

failure to save their lives. 

further for the 

be excused for our 

The Commission rejects the idea that we can excuse the 

occurrence of suicide in local lockups. It is our belief 

that, while a person is in a public facility and under the 

care of public officials, the public has a duty towards that 

person. 

lockup 

We can no more stand by and allow a detainee in a 

to commit suicide than to die of a heart attack. 

Moreoever, our obligation towards these detainees is 

strengthened by the fact that the major cause of suicide in 

lockups may be the lockup environment itself. We cannot 

therefore assume that a detainee who is prevented from 

committing suicide in jail will only keep trying and 

eventually succeed after release. The experience of being 

locked up may instead precipitate a temporary crisis, which 

can be averted by removing its causes as far as possible. 

This kind of crisis is very different from a serious and 

lasting mental illness. 

For similar reasons, the Commission rejects the idea 

that that a detainee may chose suicide as a legitimate moral 

option. If suicide is ever a true nchoice,n that choice is 

least likely to be rationally made during the trauma of 

imprisonment. 

Finally, the Commission believes we can prevent suicide 

in lockups even if we cannot find all its causes. Since a 

jail is a controlled environment, it is possible, at least 

in theory, to prevent every suicide within it. A detainee 

who is stripped, placed in a padded cell and watched 

constantly, will not succeed in committing suicide. Of 

course there are many reasons why precautions of this kind 

are unacceptable, but there is little doubt that we can 

prevent suicide in jails much more 

prevent it in the community at large. 

are confident that many of the suicides 

easily than we can 

For these reasons, we 

presented in this 
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report could have been prevented, and that most in the 

future can be prevented. 

This report is the result of seven months of 

investigation and study. It is the hope of the Commission 

that it will be of sufficient interest to encourage further 

research into the problem of lockup suicides, not only 

within Massachusetts, but throughout the United states. The 

Commission formulated the accompanying recommendations after 
much debate as to the most effective and practical methods 

of preventing suicide in local lockups. For the sake of 

anyone unfortunate enough to be put behind bars in a local 

jail, we hope that these recommendations will be implemented 

soon. 

Elizabeth Armao 

Executive Director 

Daniel Yaeger 

Assistant Director 
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I. MUNICIPAL DETENTION CENTERS 

The Commission's investigation is confined to municipal 

detention centers, hereafter referred to as local lockups. 

According to the M.G.L. chapter 40 s. 34, "each town 

containing more than three thousand inhabitants shall, and 

any town may, maintain a secure and convenient lock-up to 
which persons arrested without a warrant may be committed." 

There are 351 cities and towns in Massachusetts, 

approximately two-thirds of which have a lockup. 

Local lockups must be distinguished from longer-term 

correctional facilities, including jails and houses of 

correction. These lockups are temporary holding facilities 

only, and contain no convicted or sentenced offenders. The 

police use them to hold detainees who have just been 

arrested (or who are held under protective custody) and who 

are unable to make bail (or who cannot be taken to a 
detoxification center or released to a relative or friend). 

Arrested detainees must be brought before the court as soon 

as possible*. 

Detainees held in local lockups are therefore a 

transient population. The police only hold those who are 

arrested when the court is not in session and who cannot 

make bail. Usually these detainees spend one night in the 

cells, but if they are arrested on a Friday night and cannot 

make bai 1, they may remain there un ti 1 Monday morning. If 

Monday is a holiday, they may spend a total of four nights 

in the cells. 

* See e.g. Com. v. Baruchi (1957) 141 N.E.2d 835, 335 
Mass. 649, Com. v. Dubois (1967) 230 N.E.2d 906, 353 Mass. 
223. 
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Lockups are regulated by few state statutes. Although 

these lockups could be included under the definition of 
"correctional facility" in M.G.L. chapter 1 s. 125, the 

Department of Corrections does not promulgate regulations 

for lockups. Under the M.G.L. chapter 111 s. 21, the 

Department of Public Health does make rules for lockups (see 

Appendix 1), but Public Health officials make few 

inspections to ensure compliance with these rules. 

Apart from the DPH regulations and a few statutory 

requirements**, local lockups are almost entirely within the 

jurisdiction of each local police department. The local 

police chiefs establish the policies and procedures in each 

lockup. Hence these policies and procedures may vary from 
one police department to another. 

The Commission confined its investigation to local 

lockups for several reasons. First, the public outcry which 

helped to establish the Commission focused particularly upon 

suicides in local lockups which had occurred before the 

victim appeared in court. In some cases these victims 

committed suicide within hours and even minutes of arrest. 
Second, although these suicides were obviously a 

serious problem in Massachusetts, no one knew how often or 
why they were occurring. There are no clear reporting 

procedures for lockup suicides. Indeed, the apparent 

increase in lockup suicides may have only reflected an 

increased awareness of these deaths on the part of the 

media. The problem of lockup suicide could not be solved 

without an investigation into its scope and causes. 

** Police must allow detainees to make a phone call, 
(M.G.L. chapter 276 s. 33A), and must examine them and keep 
a record of any bruises, cuts or other injuries, (M.G.L. 
chapter 276 s. 33). Police must inform a juvenile's parents 
o f hi s 0 r her a r res t , ( M. G . L. c hap t e r 119 s . 67 ) , mu s t 
notify a detoxification center when someone is brought in 
under protective custody, and must inform that person of his 
or her right to a breathalyzer test. (M.G.L. chapter 1118 
s. 7). 
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Third, the problem of suicide in local lockups had 

never before received exclusive attention. Studies of jail 

suicides either excluded these temporary holding facilities, 

or included but failed to distinguish them from other 

facilities. As pointed out above, there are some very 

significant differences between the conditions and problems 

in local lockups and in those in longer-term facilities. 

Finally, the Commission intended to produce some 
specific, practical recommendations. This was only possible 

by narrowing the focus to one type of facility and studying 

it in depth. Just as lockups and longer-term facilities 

differ, suicide prevention for lockups must be approached 

with a unique set of recommendations. 
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II. METHODOLOGY 

The Commission used five survey instruments to conduct 

its investigation: a questionnaire, oral and written 

testimony submitted to the Commission, media reports 

collected from local newspapers, observation of a selection 

of lockups, and other studies collected from a variety of 

sources in this and other states. 

Questionnaire 

A sub-committee of the full Commission designed the 

questionnaire which is reproduced in full in Appendix 2. 

The Commission used this questionnaire as the primary source 

of information about the conditions and procedures in local 

lockups, and about the nature and scope of the problem of 

suicide within them. 

Part 1 of the questionnaire asked for general 

information about the lockup, including the number, size and 

capacity of the cells, the method of surveillance of 

detainees, booking procedures, procedures for spotting and 

handling suicidal detainees, and the total number of 

suicides and attempted suicides which had occurred at the 

lockup since 1973. Suicide was defined as a death caused by 

deliberate self-injury, and all deaths which occurred at the 

lock-up or subsequent to removal to another facility were 

included in this definition. Attempted suicide was defined 

as any act of deliberate self-injury which does not end in 

death, and suicidal gestures without significant physical 

injury were included in this definition. 

Part 2 of the questionnaire asked for details about all 

these cases of suicide and attempted suicide. These details 

included the age, sex, race, and marital status of the 
detainee, the charge or reason for detention, whether the 

detainee had previous arrests, was drunk, sober or drugged, 

the method and instrument of suicide or attempted suicide, 
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and the procedures taken by the police after the suicide or 
attempted suicide occurred. 

Since there is no comprehensive list of local lockups 

in Massachusetts, the Commission sent the questionnaire to 

every local police department and to the commander of every 

substation of the State Police. Most of these substations 

have temporary holding facilities which are similar in all 

relevant respects to local lockups. The total number of 

questionnaires sent out was 386, 27 to state police 

barracks and 359 to local police departments. From the 

responses to the questionnaire, and from follow-up calls to 

police departments who did not respond, the Commission 

discovered that 129 local police departments do not have 

lockups. Hence the total number of local police departments 

and state police barracks with lockups is 257. 

The questionnaire was mailed on 15 December 1983. The 

Commission asked police departments to respond by 31 January 

1984, but continued to accept questionnaires until the end 

of February. A total of 153 police departments with lockups 

returned the questionnaire, representing a response rate of 

59.5%. 

Although this is a high rate of response, few police 

departments supplied all the details sought by the 

questionnaire. 

far back as 

Many were unable to check their records as 

1973, and hence could only make an educated 

guess about the number of suicides, and particularly the 

number of attempted suicides, which had occurred during this 

time. Still more police departments could not supply any 

details about particular cases of suicide and attempted 

suicide. Only 44% of these cases recorded in Part 1 of the 

questionnaire were also detailed in Part 2. 

Public Hearings 

The Commission held three public hearings, in 

Worcester, Springfield and Boston. The Commission also 
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heard oral testimony at its monthly meetings, and received 

written testimony at various times during the seven months 

of the investigation. 

A variety of people, including police, probation 

officers, academics, former lockup detainees and relatives 

of jail suicide victims, testified to the Commission. The 

subjects covered included the nature of suicide and its 

causes, the effects of incarceration, and the best methods 

of prevention. Some of the testimony included information 

about actual suicides which had occurred in Massachusetts. 

The Boston Police Department gave information to the 

Commission about the number of suicides recorded at that 

department from 1979 through 1983, and a student from 

Brandeis University also offered information about suicides 

in municipal detention centers recorded in official state 

death certificates from 1969 through 1979. 

Representatives of particular agencies such as the 

Department of Public Health, the Department of Corrections 

the Department of Mental Health and the Department of Public 

Safety also testified to the Commission. These 

representatives assisted the Commission in formulating its 

final recommendations. 

The public hearings were recorded, and the tapes are 

available to the public. 

Media Reports 

The Commission collected media reports of suicides 

during the last five years to supplement information from 

the questionnaire. These reports often contained detailed 

information about the victims and circumstances of lockup 

suicides which the Commission compared with similar 

information documented by the questionnaire. 

The returned questionnaires did not record all the 

cases of suicide reported in the media. By comparing the 
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dates of these suicides and the suicides documented in 

testimony to the Commission with the suicides recorded and 

dated by the questionnaire, the Commission discovered that 

the questionnaire contained no record of 47 known suicides. 

Some of these 47 suicides could have been cases recorded 

without dates on the returned questionnaires. However, 

since there were only 19 undated cases on the questionnaire, 

28 cases of suicide remain unaccounted for. 

Observation of lockups 

Although Part 1 of the questionnaire was designed to 

produce information about lockup and cell design and 

conditions, such information is no substitute for 

observation. On January 16 and 17, 1984, the Commission 

visited 7 different lockups, chosen for their contrasting 

locations and facilities. (See Appendix 3 for a brief 

description of each lockup). At each lockup, Commission 

members and staff talked to the police about their 

perceptions of the problem of suicide, and visited the cell 

blocks, observing the cells from inside and out. 

other Studies 

The Commission collected other studies of jail suicide 

throughout the United States, and investigated methods of 

suicide prevention already in use in other states. A survey 

of previous studies is presented in the following section. 
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III. REVIEW OF THE LITERATURE 

To date, there have been few in-depth studies of 
suicide in correctional facilities undertaken in the U.s. 

In-depth studies of suicide in the municipal lockup setting 

specifically are even more rare. In fact, this study is to 
our knowledge the first in the U.s. that scrutinizes only 

local lockups which detain individuals normally for less 

than forty-eight hours. Most other previous studies have 

treated such facilities only in conjunction with county 

jails or other longer-term holding facilities, if they have 

considered them at all. 

This cursory treatment of suicide in local lockups, 

however, is perhaps understandable. Local lockups, while 

being more numerous than any other type of detention 

facility, are the most difficult to catalogue. In all but 

six states, lockups are administered on the local level 

(ACIR, 1983); the state, including that of Massachusetts, 

has little statutory power over lockups and hence has no 

real mechanism by which to take account of them. Any 

comprehensive survey of lockup suicide in the U.S., or for 
/ 

that matter in any given state, is hampered to begin with by 

a lack of data on the lockups to be surveyed. 

Second, perhaps because of the lack of existing data on 

lockups, suicide and death within lockups has often been 

less publicized than death within longer-term facilities. 

Although the death in the lockup is frequently of much 

concern within the municipality, news of the death rarely 

seems to spread very far beyond the city or town line. In 

Massachusets, for example, death within the local lockup is 

reported only to the District Attorney and to the local 

Medical Examiner, not to any central state authority. This 

practice tends to contain news of lockup suicide and death 

to a particular region. Because a lockup death is not 
statewide news, public concern for the death is limited, as 
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is access to information about the death. These obstacles 
are immense to anyone endeavoring to study the incidence of 
suicide or death in lockups. 

Information on suicide and death within longer-term 

holding facilities is much more easily obtained, and most 

studies of suicide in correctional facilities have 

concentrated primarily on these statistics. Most previous 

studies also share two other characteristics: they are 
generally organized around the demographic analysis of 
particular suicide cases, usually sculpting from that 

analysis a "profile" of the typical suicide victim, and they 

emphasize the "profile" as the basis of their 

recommendations for preventing suicide within the facility. 

The National study of Jail Suicides, conducted by the 

National Center on Institutions and Alternatives in 1981, 

falls within this pattern. That study, the only in-depth 

study to date that has considered statistics for temporary 

holding facilities at all, undertook the herculean task of 
identifying all the jails within the U.S., and of 
documenting all suicides occuring within the facilities in 

1979. The majority of facilities surveyed in that study 

(13,566 of 16,909) were local jails holding detainees for 

less than forty-eight hours. However, the survey included 

longer-term county facilities as well, and the survey 

results do not distinguish between the two. 

Like the studies which preceded it, the National 

Study gathered demographic data on the suicide cases for 
1979, a total of 419 nation-wide, and came up with a profile 

based on that data of the typical suicide victim: male, 

single, White, 22 years old, arrested for public 

intoxication, committing suicide by hanging with his bedding 

material within three hours of incarceration on a September 

Saturday between midnight and 1:00 a.m. in an urban county 

jail. 

The National Study made great strides toward 

identifying the overall problem of suicide in the local 
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lockup. However, it combined data from local lockups and 

from county facilities. This, we believe, is potentially 

misleading. As seen in the section above, the two types of 

facilities, and the situations confronting individuals 

detained in each, are quite different. Because of this 

disparity, it is a grave mistake to consider a suicide in a 

county jail to be of the same type as a suicide in a lockup. 

The profile of the suicide victim sketched in the 

National Study is therefore not truly the profile of a 

lockup suicide victim. In the National Study, county 

facilities accounted for over 70% of the reported suicides. 

Its profile of the victim thus corresponds more closely with 

the individual detained within the longer-term facility 

rather than in the lockup. Proper ly speaking, then, the 

profile in the National Study is not descriptive of the 

lockup suicide, nor should it be used as prescriptive for 

preventive measures within temporary holding facilities such 

as municipal lockups. 

However, we are skeptical of the use of ~ profile 

as prescriptive for suicide prevention measures, primarily 

because such a profile is contingent on demographic data 

which vary considerably from study to study. For example, a 
study of suicide in the Wayne County (Mich.) Jail from 

1967-1970 revealed the following victim profile: male, 

single, Black, 30 years old, committing suicide by hanging 

after two and a half months of incarceration between the 

hours of 6 a.m. and noon (Danto, 1973). 

conducted by the Michigan Department 

However, a study 

of Corrections on 

suicides within its correctional facilities for 1980-1983 

revealed the victim profile as male, White, 20-23 years old, 

arrested for driving under the influence of liquor, 

committing suicide by hanging on a January Friday between 6 

p.m. and 6 a.m. after being incarcerated for less than 

twelve hours (Mich. DoC, 1983). A study of Los Angeles 

County jails for 1964 revealed a profile of the victim to be 

male, married, White, 33 years old, committing suicide by 
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hanging within twenty-four hours of incarceration (Heilig, 

1973). Finally, a study of the Cook County (Ill.) Jail for 

suicides between 3/69 and 4/71 revealed a profile of the 

victim to be male, White, 33 years old, sentenced for 

homicide, committing suicide by hanging within one week of 

incarceration (Fawcett and Marrs, 1973). 

Disparities appear between 

much of the demographic data 

any such profile because 

is relative to the actual 

institutions being surveyed, and to the time period under 

scrutiny. Thus, we believe that a profile of the suicide 

victim within any facility is useful primarily as a 

descriptive instrument. Extreme caution must be exercised 

when using profiles to support 

preventive measures. 

any prescription for 

Previous studies, however, have not always exercized 

such caution to a very great degree. In fact, most studies 

have accepted wholesale the validity of using a suicide 

victim profile as the very basis of their recommendations. 

The most popular recommendation to date is for police 

personnel to watch for detainees fitting the profile of 

whatever study is making the recommendation and to classify 

this detainee as a potential high risk. Danto (1973), for 

example, suggests that police must especially "learn to 
recognize the relationship between suicide, length of time 

in jail and isolation at night", and must be especially wary 

of the possibility of suicide attempts in the early morning 

hours. This, of course, accords with the findings of his 

study. Likewise, Fawcett and Marrs (1973) believe that the 

"systematic clinical attention and observation of these two 

risk groups [found from demographic data in the survey] for 

suicide ... cou1d probably substantially diminish the 

incidence of suicide in jails." The National Study also 

emphasizes its profile, suggesting that jailers be 

"particularly alert for those who fall within the victim 

profile detailed [in the study]". 
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The problem with these proposals is that they strongly 

suggest that one particular group is especially susceptible 

to suicide while other groups are not. Recommending that 

police be especially wary of one particular group can be 

interpreted as license to ignore all individuals falling 

outside the profile. As we have already noted, though, the 

suicide victim profile varys, sometimes greatly, with the 

study performing the profile. This suggests that indeed no 

one "type" of detainee can be legitimately pinpointed as a 

suicide risk on the basis of strictly demographic 

characteristics. 

For this reason, our present study of suicide in 

Massachusetts lockups has operated under a set of 

assumptions rather different than previous studies. We 

recognize the discrepency between profiles of other surveys, 

recogize the essential contingencies of time period and 

locale relative to suicide, and we conclude that no one 

special demographic group can be called categorically a 

"high risk". In fact, we assume, by the very traumatic 

nature of the incarceration experience, that anyone and 

everyone detained within a lockup is a suicide risk. Our 

recommendations, detailed in a later section of this report, 

reflect these basic premises. We emphasize, thus, that our 

demographic profile is to be interpreted only descriptively 

and that our results as a whole must be used only 

tentatively as a basis for recommending preventive measures. 
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IV. DATA ANALYSIS 

Out of 387 questionnaires sent to the chiefs of all 

municipal police departments and to the commanders of state 

police barracks, the Special Commission documented 

statistics from 153. (129 Police Departments reported 

having no lockup facility.) Of the 153 lockups responding 

to the questionnaire, 91 reported having at least one 

suicide and/or attempted suicide in the last ten years, 

accounting for a total of 69 suicides and 542 attempts 

reported to the Commission. From these lockups, the 

Commission collected data on 266 specific cases, 54 of which 

were actual suicides. 

PART ONE: LOCKUP STATISTICS 

Since police procedures and the characteristics of the 

lockup play a large role in both the precipitation and 

prevention of suicide, the Commission has devoted a good 

deal of effort to obtaining detailed information about the 

lockup facility itself, in addition to data on suicides and 

attempted suicides occurring within the facility. The 

Commission believes that achieving a better understanding of 

the conditions the detainee faces is fundamental to any 

effort to prevent detainee suicide. 

Part One begins with a statistical "profile" of the 

typical Massachusetts lockup, based on the data which appear 

in the sections following. Since it is an abstract from 

specific data which the Commission received, the profile is 

contingent on that data. The Commission received data from 

only half of the lockups in the Commonwealth; therefore, the 

profile is representative of those lockups only. 

l)Profile of the Lockup 

The typical Massachusetts lockup facility was built or 

last renovated between 1950 and 1975. It has between six 
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and ten cells, each with an area of less than 48 square 

fee t , and each normally hol ding on ly one de t ainee. It 

contains one cell specifically for juveniles, and that cell 

meets up to standards promulgated by the Department of Youth 

Services. It has one cell specifically for female 

detainees, and that cell is moni tored by a matron. The 

lockup normally has one to three officers on duty at any 

gi ven time. 

Each adult male cell has within it a bed with a frame, 

bedding material such as a blanket, a sink, and a toilet. 

Each cell is well-lighted with an artificial light source 

outside the cell; there are no windows in the cell. The 

cells are painted white, beige, or yellow. Detainees in the 

cells are monitored electronically, with video monitors or 

audio equipment, and also by duty officers every 16-30 

minutes. 

When a detainee enters the lockup, the officers 

confiscate his or her wallet and money, jewelry, keys, 

eyeglasses, bel t, tie, and shoelaces. They in form the 

detainee of the possibility of using the telephone, of 

speaking to a lawyer, and of setting bail, and 

the detainee that his or her belongings will 

and that he or she will be detained only 

necessary. 

they assure 

be kept safe 

as long as 

All officers within the lockup have basic lifesaving 

training such as First Responder or EMT, but none have 

specific training for handling suicidal crises. 

Additionally, the lockup has no specific procedures for 

handling a suicide or an attempted suicide, and it has no 

working arrangement with backup facilities such as crisis 

intervention centers, mental health professionals, or 

hospitals. 



2)Age of the Lockup 

TABLE 1 
Year Built 
1850-1900 
1900-1925 
1925-1950 
1950-1975 
1975-1980 
1980+ 

(Unknown = 2) 
or Renovated 

19 

% 
2.0 
2.0 
16.5 
50.3 
17.2 
12.0 

N 
3 
3 
25 
76 
26 
18 

As seen in Table One, a majority of the Massachusetts 

lockups surveyed (96%) were either constructed or given major 

renovation since 1925. Over half were built or renovated 

since 1950, and nearly 30% as recently as 1975. 

Interest in detainee care has increased over the years; 

thus, a newer lockup may reflect more concern for detainee 

safety (and hence for suicide prevention) than an older 

facility. Indeed, according to Appendix 4, 79.5% of the 

lockups reportedly built since 1975 have adopted one or more 

suicide 

a suicide 

facility, 

risk of 

prevention measures. Some new lockups, built after 

or attempt in a police department's previous 

have been designed specifically to eliminate the 

detainee death and injury. The lockup in the 

Braintree 

tendency. 

police department is an excellent example of this 

(See Appendix 3) 

3) Number and Size of Cells and Detainees per Cell 

TABLE 2 (Unknown = 0) 
Number of Cells % N 
1 0.6 I 
2 13.1 20 
3 10.5 16 
4 14.4 22 
5 16.3 25 
6-10 27.5 42 
11-15 7.1 11 
16+ 10.5 16 

TABLE 3 (Unknown = 2) 
Size of Cells % N 
Less than 48 sguare feet 48.7 73 
48-56 sguare feet 21. 3 32 
More than 56 sguare feet 30.0 45 



TABLE 4 (Unknown = 5) 
Detainees per Cell 
1 
More than 1 

20 

% 
73.6 
26.4 

N 
109 
39 

Most experts on the subject of inmate suicide agree 

that placing the detainee in isolation greatly increases the 

chances of him or her committing or attempting suicide. As 

the National study indicates, "isolation can pose a 

special threat to inmates who have limited abilities to cope 

with frustration." (NCIA, 1982) Almost 70% of the suicides 

the National study documented were committed in isolation. 

Isolation is often used to punish, or at least to 

tranquilize, the particularly violent detainee. 

However, it appears that many detainees are placed in 

isolation unintentionally: in many cases, they happen to be 

the only one in the detention area. Or, even if there is 

more than one detainee in the cell area, detainees are kept 

in virtual isolation merely by the design of the cell area. 

The Commission observed that, especially in smaller lockups 

with less than five cells, the cells tend to be built 

adjacent to one another along one wall. Incarcerated 

detainees are thus left out of visual contact with one 

another. This accomplishes two things: the detainee is 

denied human contact, which could intensify an already 

traumatic situation and hence lead to a suicidal crisis, and 

it prohibits other detainees from witnessing a suicide 

attempt and possibly alerting duty officers. According to 

our figures in Table 2, 38.6% of the lockups surveyed have 

four or fewer cells, and it is highly probably that these 

cells were built adjacent to one another. 

Moreover, 70.4% of the lockups surveyed have rather 

small cells, under 56 square feet, and almost half have 

cells smaller than 48 square feet (Table 3). These figures 

indicate that a majority of lockups almost certainly place 

only one detainee in each cell, since more than this would 

be a physical impossibility. This is confirmed by Table 4, 

which shows a vast majority of lockups reporting to use 
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one-detainee-per-cell arrangements. According to our 

survey, these lockups account for 72.5% of the reported 

suicides and 80.1% of the attempts. (Appendix 5) 

The use of one-per-cell arrangements, though, is a 
rather controversial issue. While placing only one person 

in a cell, out of visual range of other detainees, does 

nothing to prevent suicide and may in fact lead to it, many 

jailers do so deliberately for security and privacy reasons. 
However, judging from our figures, the suicide attempt rate 

in a lockup would probably be reduced greatly were police to 
place two detainees in one cell whenever appropriate, or if 

they were to place them across from one another in the cell 

area. 

4) Juvenile/Female/Padded Cells 

TABLE 5 
Number of 
o 
1 
2 
3 
4 or more 

TABLE 6 
Number of 
o 
1 
2 
3 
4 or more 

(Unknown = 0) 
Juvenile Cells 

(Unknown = 0) 
Female Cells 

TABLE 7 (Unknown = 0) 
Number of Padded Cells 
o 
1 
2 

% 
24.2 
49.0 
21.5 
3.3 
2.0 

% 
23.0 
36.6 
28.7 
6.5 
5.2 

% 
88.2 
10.5 
1.3 

N 
37 
75 
33 
5 
3 

N 
35 
56 
44 
10 
8 

N 
135 
16 
2 

According to 
generally contain 
( 75.8% and 77% 

Tables 5 and 6, Massachusetts lockups 

separate cells for juveniles and females 
respecti vely). Since the General Laws 

indicate that juveniles and females, if detained, are to be 

segregated from adult male detainees (M.G.L. chapter 127, 
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s.22), it is fairly safe to assume that the lockups 

without special cells for either population regularly 

transfer those populations to other facilities. 

It is interesting to find that almost 12% of the 

lockups surveyed contain padded cells (Table 7). Most of 

these lockups are located in larger cities (of over 25,000 

people), and all are located in municipalities with a 

population of over 10,000. However, we found that of the 18 

lockups with padded cells, ten (55.5%) have experienced at 
least one suicide (25 total suicides), and 11 (61.1%) have 

had at least one attempt (92 total attempts). This 

indicates that 36.2% of the total 69 suicides documented in 

this survey were committed within lockups containing padded 

cells (see Appendix 6). The questionnaire, however, does 

not indicate when the padded cells were installed. They 

could, in fact, have been installed in response to a suicide 

or an attempt. 

However, our survey shows that in two-thirds of the 

lockups currently with padded cells the officers do not have 

suicide training and cannot spot potentially suicidal 

detainees. Thus, we must conclude that padded cells, as 

they are being used, are ineffective in preventing suicide 

because the duty officers generally lack training on how to 
use them. Detainees might die in lockups while the padded 

cell remains vacant. 

5) Staff on Duty 

TABLE 8 (Unknown = 0) 
Number of Staff on Duty 
1 
1-3 
2-4 
3-5 
5 or more 

% 
14.0 
27.0 
23.0 
22.0 
14.0 

N 
21 
41 
35 
33 
21 

It is reasonable to suppose that most suicides occur in 

lockups employing smaller on-duty staffs: with fewer 

personnel available to monitor detainees or handle crises, 

the risk of suicide increases. 
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Our figures in Table B support such a presupposition. 
Most (64%) of the lockups surveyed have rather small on-duty 

staffs of 2-4 or less, and those lockups account for 65.B% of 

lockups reporting suicide (Appendix 7). However, of greater 
significance is the fact but 54.3% (according to Table 2) 

have a relatively large number (five or more) cells. Lockups 

with five or more cells account for 7B.9% of the lockups 

reporting suicide in our study (Appendix B). These figures 
indicate that most suicides occur in larger lockups that tend 

to be understaffed; our numbers indicate there might be quite 
a few lockups in such a situation. Indeed, many police 

officials we have spoken with have reported staff reductiuons 

in the past few years. The effects of Proposition 2 112 are 

cited most frequently as the cause of these reductions. 

6) Cell Characteristics 

TABLE 9 (Unknown = 0) 
Type 0 f Bed 
Bed with Frame 
Bed with Frame and Bedding 
Mattress 
Mattress with Bedding 
Cement or Wooden Slab 
Slab with Bedding 
No Bed 

TABLE 10 

Plumbing 
Toilet 

(Unknown = 5) 

Sink and Toilet 
Exposed Pipes and Toilet 
Exposed Pipes and Sink 
and Toilet 

TABLE 11 (Unknown = 17) 
Lighting 
Well Lighted 
Dimly Lighted 
Unlighted 

% 
J.O 
40.0 
1.3 
1.3 
12.4 
2B.0 
14.0 

% 
54.0 

43.2 
1.4 

1.4 

% 
79.4 
19.1 
1.5 

N 
"4 
62 
2 
2 
19 
43 
21 

N 
80 

64 
2 

2 

N 
TOB 
26 
2 
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TABLE 12 (Unknown = 17) 
T~e.e of lighting % N 
Direct l with Exe.osed Fixtures 8.0 11 
Indirect, wi th Fixtures 7.3 10 
Direct, wi thou t Fixtures 21. 2 29 
Indirect, without Fixtures 58.4 80 
Direct and Indirect, 
wi th Fixtures 2.9 4 
Direct and Indirect, 
without Fixtures 2.2 3 

TABLE 13 (Unknown = 3) 
Heating % N 
Heated 94.0 141 
Partly Heated 6.0 9 

TABLE 14 (Unknown = 1 ) 
Window % N 
None 81.6 124 
Wi th Bars 13.8 21 
Without Bars 4.6 7 

In light of the fact that lockups are required to 
comply with very few state-imposed regulations, it is perhaps 

surprising to see how consistent Massachusetts cell 

conditions appear. At present, lockups are required only to 
supply blankets, towels, and drinking cups to the detainee, 

and the cells must only have nadequate n ventilation and 

lighting (Department of Public Health guidelines pursuant to 
M.G.l. chapter 111, Section 21, see Appendix 1). 

Technically, lockups are required neither to supply a bed nor 

a toilet for each cell. 

Apparently police maintain reasonable cell conditions 

despite the absence of a statutory mandate. According to 
Table 9, 83.4% of the lockups surveyed provide some form of 
bed for each cell, and 68% provide bedding material such as 
sheets and blankets. All lockups surveyed reported having 

toilets in each cell, and 44.6% supply a sink as well (Table 

10). Table 11 shows that cells are on the whole 

well-lighted, and Table 12 indicates that all cells are 
heated. 

However, the information about cell conditions from the 

questionnaire is limited. The questionnaire results give no 
clue to the general standards of cleanliness and state of 
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repair in the cells. The Commission in fact has seen, and 

heard reports of, lockups which are virtually uninhabitable. 

There is no doubt that the cell environment is most important 

to suicide prevention. 

maintaining a clean cell and 

for human habitation will 

According to many experts, 

providing the basic amenities 

go far to assuage the feeling of 
alienation and degradation that could provoke the detainee to 
suicide. 

On the other hand, providing too many amenities, or the 

wrong type, could possibly increase the possibility of 
suicide in a cell. The bed, for example, could have loose 

parts with which the detainee could inflict self-harm. 

Exposed light fixtures could provide a means of 
electrocution, and plumbing fixtures with exposed pipes 

provide a possible means of hanging. Moreover, windows 

within a cell are a possible means of hanging, if covered 

with bars, and a possible means of cutting in any case. 
However, Table 14 indicates that most cells in Massachusetts 
do not contain windows, and Tables 10 and 12 indicate that 

most cells do not have exposed plumbing pipes or electrical 

fixtures. 

7) Booking Procedures 

A) Confiscation 

TABLE 15 (Unknown = 0) 
Belt Removed % N 
Yes 100 153 
No a a 

TABLE 16 (Unknown = 0) 
Necktie Removed % N 
Yes 99.3 152 
No O. 7 1 

TABLE 17 (Unknown = 0) 
Shoelaces Removed % N 
Yes 94.1 144 
No 4.6 7 
Sometimes 1.3 2 
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TABLE 18 (Unknown = 0) 
Wallet Removed % N 
Yes 92.0 140 
No 8.0 2 

TABLE 19 (Unknown = 0) 
Watch and/or Jewelry' Removed % N 

94.0 144 Yes 
No 6.0 9 

TABLE 20 (Unknown = 0) 
Key's Removed % N 
Yes 98.7 151 
No 1.3 2 

TABLE 21 (Unknown = 0) 
Ey'eglasses Removed % N 
Yes 69.3 106 
No 26.1 40 
Sometimes 4.6 7 

TABLE 22 (Unknown = 2) 
Other Clothing Removed % N 
Yes 5.3 "8 
No 80.1 121 
Sometimes 14.6 22 

Again, considering the lack of uniform standards, it is 

perhaps surprising to note how consistently lockups remove 

certain potentially harmful objects from the detainee. 

However, given the increasing number of liability suits 

against police departments for detainee injury, perhaps it is 

a matter of prudence for police to confiscate certain items. 

Most police departments, of course, confiscate these items 

simply for humanitarian reasons. 

As will be seen in a later section, almost all lockup 

suicides are committed by hanging. In response to this 

phenomenon, almost all potential nooses are regularly removed 

from the detainee before he or she is placed in a cell. All 

lockups surveyed remove the detainee's belt (Table 15), and 

virtually all remove the necktie (Table 16). A vast majority 

of the lockups surveyed remove shoelaces (Table 17). Other, 

less "lethal" objects 

wallets (Table 18), watches 

are also generally confiscated: 

and jewelry (Table 19), keys 
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(Table 20), and eyeglasses (Table 

imply that police are generally 

21). These figures all 

cautious about placing a 

detainee in a cell with potential instruments for suicide. 

However, confiscation is also a controversial practice 
in terms of suicide prevention. Certainly, removing from the 

detainee potentially harmful objects will reduce the chances 

of a suicide attempt, but it may on the other hand exacerbate 

the detainee's feeling of alienation and degradation, and 

hence the detainee's suicidal impulses. Police thus face a 
dilemma every time they confiscate a detainee's belongings. 

Nowhere does this dilemma show up more clearly than in 

Table 22. Most lockups surveyed do not remove the 

detainee's "other clothing", meaning shirts, pants, socks, 

and so on. To do so, to strip the detainee, would be quite 

humiliating and dehumanizing. Yet, as will be seen later, 

the detainee's clothing is overwhelmingly the most popular 

instrument for suicides and attempts (Table 66). 
B) Assurances 

TABLE 23 (Unknown = 0) 
Telee.hone % N 
Yes 99.3 152 
No O. 7 1 

TABLE 24 (Unkno wn = 1 ) 
Lawler % N 
Yes 99.3 151 
No 0.7 1 

TABLE 25 (Unknown = 1 ) 
Bail % N 
Yes 93.4 142 
No 5.9 9 
Sometimes O. 7 1 

TABLE 26 (Unknown = 1 ) 
Length of Stal % N 
Yes 84.9 129 
No 15.1 23 
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TABLE 27 (Unknown = 1 ) 
Belong.inQs 
Yes 

% N 
94.1 143 

No 5.9 9 

TABLE 28 (Unknown = 1 ) 
Professional Contact % N 
Yes 49.3 75 
No 50.0 76 
Sometimes o. 7 1 

TABLE 29 (Unknown = 1 ) 
Information about Case % N 
Yes 44.1 67 
No 54.6 83 
Sometimes 1.3 2 

Anything that can be done to reduce the detainee's 

anxiety about his or her situation will help reduce the 

chances of a suicide attempt. The overall appearance of the 

lockup can do much to reduce anxiety, but by far the most 

important factor is the officer's treatment of the detainee. 

The officer, by making the attempt to assuage the detainee's 

trauma, can make the difference in a case of potential 

suicide. 

For this reason, the Commission surveyed police about 

how they reassure detainees, and our results show that they 

generally do so fairly well. Virtually all lockups surveyed 

assure the detainee of the right to use the telephone (Table 

23), the right to see a lawyer (Table 24), and the right to 

be eligible for bail (Table 25), probably because these 

assurances are prescribed by law. What is somewhat 

surprising, because they are not required by law, is the high 

percentage of police surveyed that assure detainees that they 

will be held only as long as is absolutely necessary (Table 

26), and that their confiscated belongings will be kept safe 

(Table 27). Also surprising is that almost half the lockups 

surveyed inform detainees regularly that they may speak with 

a probation officer or social worker (Table 28), and over 40% 

assure detainees that they will be kept informed about their 

cases (Table 29). 
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C) Informing Family 

TABLE 30 (Unknown = 2) 
Family Informed 
Yes 
No 
Juveniles Only 
Sometimes 

% 
21.9 
38.4 
33.1 
6.6 

N 
}3 
58 
50 
10 

At the public hearings, many relatives of jail suicide 

victims told the Commission that they wished police had only 

let them know that their relative was being detained. They 

testified that had they known, the detainee could have been 

released to them and the suicide could have been averted. 

The major problem with the police calling a detainee's 

relatives is that the law gives them no authority to do so 
without the detainee's consent for detainees over 17 years of 
age. Even so, it appears from Table 30 that a significant 

number of lockups (21.9%) do indeed take responsibility for 
contacting detainees' relatives whenever possible. It is 

impossible to tell from our survey whether the lockups are 

doing this illegally, against the detainee's wishes, or with 

the detainee's consent only. 

However, contrary to testimony the Commission heard, 

the survey results indicate that the detainee's contact with 

family does not effectively prevent suicide. As will be seen 

in detail in a later section, almost three-quarters of both 

suicide and attempt cases reported had contact with the 

family or friends before the incident occured (see Table 59). 

D) Suicide Questioning 

TABLE 31 (Unknown = 10) 
Detainee Asked About Suicide 
Yes 
No 
Sometimes 

% 
6.3 
88.8 
4.9 

N 
9 
127 
10 
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One of the more obvious ways to prevent suicide is to 
pre-empt it. Lockup suicides would certainly decline were 

police able to spot symptoms of suicidal behavior in 

detainees at booking and take precautions necessary to avert 

an attempt. 

One of the most certain methods, according to experts, 

to determine whether an individual is suicidal is to ask if 

he or she has ever considered suicide or had suicidal 

feelings. Most "suicidologists" agree that the 

individual indeed desires to communicate his 

suicidal 

or her 
intentions, 

you wan t to 
and that a positive answer to the question, 

kill yourself?", is generally indicative 
"Do 

of 
suicidal intentions. 

Table 31, however, indicates that almost no lockups ask 

detainees about suicide. Some lockups, in responding to the 

questionnaire, reported having the fear that asking about 

suicide may "put the idea into their heads". If this fear is 

as prevalent as Table 31 suggests, it will be the primary 

obstacle to overcome in training police how to spot the 

suicidal detainee. 

E) Juveniles and Females 

TABLE 32 (Unknown = 15) 
Juvenile Procedures 

Same Procedures 
Inform Parents 
DYS-approved Cells 
Matron or Other Monitoring 
Informing Parents, Cells, 
and Matron 
Informing Parents and Cells 
Informing Parents and Matron 
Cells and Matron 
Other 
Not Applicable 

TABLE 33 (Unknown = 8) 
Female Procedures 
Same Procedures 
Matron 
Other 
Not Applicable 

% 

22.5 
8. 7 
23.2 
14.5 

O. 7 
2.9 
1.4 
2.2 
2.2 
21. 7 

% 
23.5 
53.8 
4.1 
18.6 

N 

31 
12 
32 
20 

1 
4 
2 
3 
3 
31 

N 
34 
78 
6 
27 
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Juveniles and females are generally segregated from 

adult male detainees, principally so that these two groups 

are not subject to potential humiliation and psychological 

abuse. We could speculate that, were they not segregated, 

the humiliation and abuse to which juveniles and females 

might be subject could be factors leading to suicide. 

Tables 32 and 33 indicate that most Massachusetts 

lockups do indeed practice segregation. However, almost a 
quarter of the lockups surveyed report having the same 

procedures for juveniles and 

These lockups could have meant 

females as for adult males. 

that they follow the same 

taking 

( i . e. 

do for 

and 33 

could mean that some lockups do not segregate juveniles and 

booking procedures ( i. e. giving Miranda warnings, 

fingerprints) and the same professional courtesies 

assuring detainees about their belongings) as they 

men. On the other hand, the figures in Tables 32 

females from adult males. In one particular case of juvenile 

suicide reported to the Commission, the lockup in which the 

incident occured reported not having a juvenile cell. Since 

the suicide was by hanging, it is logical to surmise that the 

juvenile was placed in an adult male cell. Unfortunately, it 

is impossible to judge on the basis of the survey whether any 

adult males were in the cell area at the same time, nor 

whether this is generally the case with other lockups. If it 

is the case, though, lockups that do not segregate 

juveniles and females are perhaps increasing the chances of 
suicide among these two groups. 



8) Surveillance 

A) Type of Surveillance 

TABLE 34 (Unknown = 0) 
Type of Surveillance 
Electronic Surveillance 

32 

Periodic Checks by Officer 
Reliance on Other Detainees 
Electronic, Officer Checks, 
and Detainees 
Officer Checks and Detainees 
Electronic and Detainees 
Electronic and Officer Checks 

% 
10.5 
39.2 
o 

3.9 
5.2 
1.3 
39.4 

N 
16 
60 
o 

6 
8 
2 
61 

As evidenced in Table 34, electronic surveillance is 

being installed in increasing numbers of lockups. Over half 

of the lockups surveyed, 55.1%, reported using electronic 

surveillance equipment to monitor detainees in their cells. 

One electronics consultant who installs such equipment 

estimates that most of the surveillance equipment in the 

Commonwealth has been installed in the last ten years, much 

of it in the last five. 

Although the questionnaire did not differentiate, 

"electronic surveillance" is either video or audio monitoring 

equipment or a combination of both. Video systems include a 
closed-circuit television camera focused on one or more 

cells, and a television monitor usually placed near the duty 

desk. Audio systems can be one-way, with a microphone in or 
near the cell and a loudspeaker at the duty desk, or two-way, 

with microphone and speaker at both ends so that the officer 

may communicate with the detainee. Most lockups the 

Commission has visited or heard from have video systems. 

The effectiveness of this equipment in preventing 

suicide is difficult to assess on the basis of the 

questionnaire, mainly because the questionnaire did not 

ascertain when the equipment was installed. The 

Commission's figures indicate that 30 lockups reporting to 
use electronic surveillance have also experienced at least 

one suicide, accounting for a striking 78.9% of the lockups 

surveyed reporting suicide (Appendix 9). This figure, 
though, could be quite misleading because, like any other 
preventive measure, the electronic surveillance equipment 
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could have been installed as a response to suicide or suicide 

attempts within the lockups. 

However, one thing is certain from the figures: 

lockups are installing electronic equipment even without 

having experienced a suicide or an attempt. According to 
Appendix 9, 31.8% of the lockups reporting to use electronic 

surveillance have had neither a suicide nor an attempt in 

their cells. This indicates that many lockups are perhaps 

responding to the general threat of suicide facing lockups 

today. Police are beginning to see electronic surveillance 

systems as perhaps the most critical factor in preventing 

suicide. 

Certainly electronic equipment would aid in spotting a 

suicide attempt in progress and would hence increase the 

chances of saving the detainee's life. However, electronic 

systems are no panacea to the problem: they are no 

substitute for visits to the cell area by the duty officer. 

Electronic equipmen t, be it video or audio, is only as 
effecti ve as the officer monitoring the equipment. The 

officer could not conceivably watch the video monitor 

constantly for his entire shift; similarly, he or she may not 

always listen to the audio system. The Commission has heard 

reports that audio systems are often turned off when the cell 

area becomes noisy. In light of this, it is disturbing to 
see almost 20% of the lockups using electronic equipment 

relying completely on that equipment to monitor the 

detainee in the cell (Table 34). 

On the other hand, Table 34 reveals that almost 80% of 
lockups with electronic surveillance equipment 

that equipment with periodic checks of the cell area 

supplement 

by du ty 

officers. In the Commission's opinion, this 

electronic equipment must be used if suicide is 

is 

to 
how 

be 

prevented. Electronic systems can never replace human 

contact with the detainee. 
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B) Frequency of Cell Check 

TABLE 35 (Unknown = 0) 
Frequency of Cell Check 
Constant Monitoring 
Every 5 Minutes 
Every 10 Minutes 
Every 15 Minutes 
Every 16-30 Minutes 
Every 31-45 Minutes 
Every 46-60 Minutes 
Less Than Once per Hour 
No Set Schedule 

% 
9.2 
0.6 
2.0 
17.0 
43.1 
11.1 
3.3 
1.3 
12.4 

N 
16 
1 
3 
26 
66 
17 
5 
2 
19 

It takes only seconds for a detainee to attempt suicide 

by hanging, and that attempt can end in death within 4 

minu tes. There fore, 

frequent checks of 
detainee would be 

opportunity to make 

it is crucial for officers to make 

the detainee in the cell. Ideally, the 

checked constantly, never having the 

an attempt. It is largely because 

matrons monitor female detainees constantly that only 3.8% of 
the suicides reported to the Commission were female. 

Table 35 indicates that 9.2% of the lockups surveyed 

monitor detaines on a constant basis, but that figure is 

suspiciously in accord with the finding in Table 34 that 

10.5% rely completely on electronic surveillance. We may 

therefore assume that lockups here interpreted "constant 

monitoring" to mean "electronic monitoring". This type of 
"constant monitoring", of course, is subject to the 

liabilities discussed in the preceding section. 

A vast majority of police departments surveyed (88.2%) 

reported making cell checks no more frequently than every 15 

minutes, assuming that those checking without a "set 

schedule" do so on an infrequent basis. Considering the fact 

that a detainee may die of strangulation within 4 minutes, 

Massachusetts police do not check cells frequently enough to 
be effective in stopping a suicide. 
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9) Suicide Procedures, Backup, and Training 

A) Procedures and Backup 

TABLE 36 (Unknown = 0) 
Type of Procedure 
Spotting Suicidal Detainees 
Increased Surveillance 
and/or Restraint 
Notifying Others 
and/or Evacuating Detainee 
Spotting, Surveillance, 
and Evacuating 
Spotting and Surveillance 
Surveillance and Evacuation 
Spotting and Evacuation 
Other 
No Procedures 

TABLE 37 (Unknown = 1) 
Type 0 f Backup 
None 
Mental Health 
Doctors, Hospital, Ambulance 
Crisis Center 
Mental Health, Hospital, 
Crisis Center 
Mental Health and Hospital 
Mental Health and Crisis 
Hospital and Crisis 
Other 

.%' 
3.9 

5.2 

21. 6 

9.2 
o 
13.0 
8.5 
1.3 
36.6 

.%' 
35.5 
18.0 
17.0 
10.5 

1.0 
9.0 
4.0 
2.0 
3.0 

N 
"6 

8 

33 

14 
o 
22 
13 
2 
56 

N 
54 
27 
26 
16 

2 
14 
6 
3 
4 

The Commission believes that it is important for police 

to spot the suicidal detainee before he or she is locked up 

and subsequently to take adequate precautions so that an 

attempt might be avoided. 

Both facets of this prescription are equally important. 

If the officer cannot spot a suicidal detainee, no amount of 

professional backup will do any good; likewise, if the lockup 

has no 

officer's 

detainee. 

procedures 

eye will 

for seeking 

be of little 

professional 

he lp to the 

help, the 

suicidal 

The lockups surveyed seem to be deficient on both 

counts. In Table 36, 36.6.%' reported having no procedures 

whatsoever in the event of suicide or attempted suicide. 

Only 21.6.%' reported having procedures for 

potentially suicidal detainees, but the Commission 
(because of the wording of the question) that many 

spotting 
suspects 
of these 
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meant that they monitor the incarcerated detainee such that 

an attempt may be spotted. The percentage of those that 

actually look for suicide symptoms when booking the detainees 

is probably much lower. 

The percentage of lockups with procedures for 

evacuating the suicidal detainee is a little higher. In 

Table 36, 44.5% reported having procedures for notifying 

professionals and/or the family of a suicidal detainee and 

for evacuating the detainee promptly from the lockup. In 

Table 37, 60.5% reported having a working arrangement with 

backup professionals such as mental health workers, 

hospitals, or crisis centers, but 35.5% reported having no 

such arrangement. 

However, only 17.7% (Table 36) reported having 

procedures for both spotting the potentially suicidal 

detainee and evacuating that detainee. A majority of lockups 

thus do not have the combination of procedures essential for 

suicide prevention. 

B) Training 

TABLE 38 
Suicide 
Yes 
No 

(Unknown = 2) 
Training 

TABLE 39 (Unknown = 1) 
Lifesaving Training 
Yes 
No 
Some Officers 

% 
24.5 
75.5 

% 
97.4 
1.3 
1.3 

N 
37 
114 

N 
148 
2 
2 

Police training for suicide prevention is a relatively 

new concept: the Massachusetts Criminal Justice Training 

Council has held seminars on the subject only since 1980. 

Essential as this training is to suicide prevention, it is 

not required of all lockup personnel, and it is not a regular 

part of basic police recruit training. Despite this, though, 
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AlMost a quarter of the lockups surveyed report that their 

officers indeed have such training (Table 38) . 

As seen in Table 39, almost all police officers have 
some form of li fesaving training. The Commission is 
convinced that this required training is precisely the reason 
why the lives of many would-be suicide victims are saved each 

year in Massachusetts. If all police officers were also 

trained in suicide prevention, still more lives would be 

saved and more self-inflicted injuries avoided. 
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PART TWO: SUICIDE AND ATTEMPT STATISTICS 

Introduction 

For each 

suicides and 

believes that 

of the following sections, data for both 

attempted suicides are given. The Commission 

data for attempts are as helpful as those for 
suicides in identifying the characteristics of the overall 

problem. Using data for attempts, however, calls for a 
warning: an "attempt" can be a real attempt to end life, or 
it can be a "gesture" which the detainee might use 

manipulatively, as an attention-getting measure or to receive 

special treatment. Police, in completing the questionnaire, 

were required to use their judgment as to whether a case was 

a gesture or an actual attempt. Over 60% of the suicide 

attempt cases were judged to be suicidal gestures, but these 

cases were not separated from the rest of the data on 

suicide attempts. The Commission feels that, despite the 

fact that they were used possibly for manipulative purposes, 

suicidal gestures should be taken as seriously as any other 

attempt and should be treated accordingly. 

Another problem with documenting attempt cases, as will 

be seen throughout the following sections, is the rather 

sizable lacuna in information for many cases. In some of the 

tables below, information for almost half of the 212 total 

attempt cases is missing. This, though, is because most 

lockups simply have no standard reporting mechanism for 
suicide attempts. In most lockups, such information is 

buried deep in the police logs; it would take an inordinate 

amount of time to extract the information successfully. Many 

of the reported attempts, then, are reconstructed partially 

or purely from the officer's memory. Therefore, the 

"scientific" validity of the attempt data presented herein 
might be called into question, but the Commission feels that 

it provides a good sketch, albeit a tentative one, of the 

most common crisis within the lockup. 
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As in Part One, Part Two begins with a profile, this 

time of the suicide victim and of the attempt victim, which 

is an abstract of the data which follows in the remainder of 
Part Two. The Commission again wants to emphasize that these 

profiles, and the raw data that follows them, are contingent 

on the lockups surveyed and are therefore valid primarily as 

descriptive devices. Any prescriptions made from them must 

be done so only provisionally. 

1) Profiles of Suicides and Attempts 

The typical Massachusetts lockup suicide victim for the 

last ten years was 32 years of age, male, white, single, 

unemployed, with a record of previous arrests. He was a 
community native, brought into the lockup for protective 

custody. He was drunk when brought in. He was calm, and was 

not particularly disoriented or depressed. He was neat in 

appearance, and was not feeling ill at the time of his 

arrival. He was cooperative with police when booked, and he 

used the telephone to contact his family or friends. 

The attempt victim, on the other hand, was only 28 

years of age, but he too was male, white, single, unemployed, 

and with a record of previous arrests. He too was a 
community native, brought in for protective custody, and he 

too was drunk when brought in. The attempt victim was also 

calm and not disoriented nor ill, but he was unkempt in 

appearance. Moreover, he was uncooperative and even hostile 

towards the police. However, he too used the phone to 
contact family or friends. 

The suicide victim was incarcerated between one and two 

hours before he committed the act between 6:00 p.m. and 

midnight on a Saturday in May of 1981. He hanged himself 

from some part of his cell with the clothes he was wearing. 

At that time, there were three staff officers on duty in the 

lockup, who checked on the victim between 16-30 minutes 

before he was discovered dead in his cell. He was evacuated 
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to the hospital in an ambulance within 10 minutes of his 

discovery, and he received emergency medical attention from 
the officers, but he was pronounced dead on arrival at the 

hospital. Police did not notify the family of the victim's 
death. 

The attempt victim was also incarcerated between one 
and two hours before making the attempt between midnight and 

6:00 a.m. on a Saturday in December of 1983. He made the 
attempt by hanging with the clothes he was wearing. Again, 

there were three officers on duty at the time, who checked on 
the detainee just five minutes before they discovered the 
detainee's attempted suicide. He was evacuated from the cell 
and was watched closely or restrained so that another attempt 

could not be made. He needed no medical attention because 
his was a suicidal gesture without significant injury. 
Again, the family was not notified of the attempt. 

2) Victim Demographics 

A) ~ 

TABLE 40 
Suicides Age Group Attempts 
.% N .% N 
4.3 "2 17 and Under 6.6 12 
10.9 5 18-22 26.6 49 
23.9 11 23-27 23.9 44 
30.4 14 28-32 19.0 35 
10.9 5 33-37 9.8 18 
4.3 2 39-42 J.3 6 
2.2 1 43-47 4.3 8 
2.2 1 48-53 4.3 8 
10.9 5 54 and Over 2.2 4 

Unknown = 8 Unkno wn = 28 
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Mnst previous studies have highlighted age as a major 

set aside one to the suicidal detainee. Most have 

particular age group as being an especially high risk. 
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~owever, age varies frequently from study to study. Oanto's 

mean age for suicide, for example, was 30.5. Esparza's was 
28.8, and the National Study's was 28. The mean age from 

Table 40 is 32.4 for suicides and 28.2 for attempts. 

Table 40 and the accompanying graph shows that the 

incidence of suicide is greatest in two age groups, 23-27 and 

28-32, and that it declines for the next three age groups. 

Thus, it appears that younger age groups are most prone to 
lockup suicide, but these results must be interpreted 

carefully. The majority of the lockup population in general 

is most likely from these age groups in the first place. 

Furthermore, Table 40 indicates that three age groups, 18-22, 

33-37, and 54 and over actually have an equal incidence of 
suicide and together account for a third of all reported 

suicides. 

For these reasons, it is ill-advised for any booking 

officer to use age as a guide for judging the detainee's 

proclivity towards suicide. The statistics on the ages of 
those who attempt suicide confirm this opinion. A third of 
the attempts reported occurred among detainees 22 and under, 

whereas this same age group committed only 15.2% of the 

suicides. Further, the 28-32 year-old group, that with the 

highest percentage of suicides in Table 40, made only 19% of 
the attempts. It appears that the younger age groups, 

attempting suicide more and actually committing it less, 
perhaps use the suicide attempt for manipulative, 

attention-getting purposes. Appendix 10 shows that the 

attempts of detainees age 22 and under were described as 
gestures in 63.6% of the cases. However, as expressed above, 

even such manipulative suicidal gestures are to be taken 

seriously. 50 interpreted, the figures in Table 40 tend to 
thwart any attempt to pinpoint anyone age group as being 

particularly suicidal. 
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B) Sex 

TABLE 41 
Suicides Sex Attempts 
.% N .% N 
96.2 51 Male 86.5 180 
3.8 2 Female 13.5 28 

Unknown = 1 Unkno wn = 4 

Table 41 shows that males committed almost all of the 

reported suicides. The percentage figures accord generally 

with those found in other studies: Oanto found 90.% to be 
male, the National Study found 96.5.% and Heilig found 

94.1,%. Males have a much higher lockup suicide rate than 

women for two reasons: they comprise the vast majority of 
the lockup population, and they do not have matrons 

monitoring them in their cells. Matrons seem to be the most 

effective weapon against suicide. The two female suicides 

the Commission heard of were committed only when the matron 

took a brief break from her post. 

It is rather interesting to note that the percentage of 
female attempts is markedly greater than that for suicides. 

This correlates with the statistic that women in the general 

population attempt suicide more than men, while men commit 

suicide more often. As in the case of the younger age 

groups, females may use a suicide attempt more often as a 

means of attracting attention and of manipulation. From 

Appendix 11, it appears indeed a majority of these attempts 

(60.9.%) were judged to be suicidal gestures. 

C) Race 

TABLE 42 
Suicide Race Attempt 
.% N .% N 
98.1 52 White 84.1 159 
0 0 Black 5.8 11 
1.9 1 Spanish Origin 8.0 15 
0 0 Asian 2.1 4 

Unknown = 1 Unkno wn = 23 
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Almost all detainees committing suicide were White, 

according to Table 42. Most other studies agree that a 
majority of jail suicide victims are White, but almost every 

study before has found at least some Blacks among the 

victims. Our present survey records no Blacks and only one 

Hispanic as a suicide victim. Whites, of course, comprise 

92.3% of the Commonwealth's total population (1980 Federal 

Census}, so their presence 

suicide rate will naturally be 

in the lockup and hence their 

greater. What is unusual, 

though, is that detainees of Spanish origin committed and 

attempted suicide more often than Blacks, even though there 

is a higher percentage of Blacks in the total population 

(3.7% to 2.5%). This implies one of two things: either 

Hispanics proportionately commit suicide in lockups more 

often than Blacks, or Hispanics account for a much greater 
proportion of the lockup population. The issue cannot be 

resolved from the results of the questionnaire. 

D} Marital Status 

Suicides 
% N 
55.6 25 
22.2 10 
8.9 4 
8.9 4 
o 0 
4.4 2 

Unknown = 9 

TABLE 43 
Marital Status 

Single 
Married 
Divorced 
Separated 
Widowed 
Common-Law 

Attempts 
% N 
58.3 95 
27.6 45 
6.1 10 
3.1 5 
3.1 5 
1.8 3 

Unknown = 49 

According to Table 43, single detainees committed over 

half of the reported suicides. This group also accounted for 
over half of the reported attempts. Only 22.2% of the 

suicides and only 27.6% of the attempts were married. The 

figures for suicide are fairly close to those in the 

National Study, which shows 53.5% single and 28.5% married. 

However, our figures are quite different from other studies. 
Danto reported 40% of his suicides to be married, 50% single, 
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-~d Heilig wrote that 57.1% of his suicide cases were known 

to be married, with only 14.3% known to be single. The 

Massachusetts figures could be explained because most of the 

lockup population is single. This, though, is uncertain 

because no definitive statistics are kept on this population. 

Among the general population, divorcees and widowed 

individuals are thought to have a proportionately higher 

suicide rate than married and single individuals. The loss 

of a "significant other", it is theorized, is a leading cause 
of suicidal crisis. This marital trauma could be intensified 

within the lockup environment, but there is no evidence for 

this Table 43. The survey reported no widows or widowers to 
have committed suicide, and only 3.1% made an attempt. 

Moreover, separated and divorced detainees each accounted for 

less than 10% of the reported suicides and attempts. 

E) Occupation 

Suicides 
% N 
50.0 20 
40.0 16 
5.0 2 
5.0 2 

Unknown = 14 

TABLE 44 
Occupation 

Unemployed 
Blue Collar 
Student 
White Collar 

Attempts 
% N 
53.7 73 
31. 6 43 
8.1 11 
6.6 9 

Unknown = 76 

According to Table 44, half of the suicide victims and 

53.7% of the attempt cases were unemployed. Blue collar 

workers reportedly accounted for 40% of the suicides and 

31.6% of the attempts. These figures are not so significant 

in light of the fact that these two classes are most likely 

the predominant demographic groups in the lockup. 



F) Prior Record 

Suicides 
% N 
97.1 34 
o 0 
o 0 
2.9 1 

Unknown = 19 

TABLE 45 
Record 
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Previous Arrests 
First Offense 
On Probation 
Other 

Attempts 
% N 
78.9 116 
15.0 22 
4.1 6 
2.0 3 

Unknown = 65 

Table 45 presents yet another surprising figure: none 

of the reported suicide victims were first offenders; 

virtually all had previous arrest records. This finding 

contradicts almost everything the Commission had heard on 

this point. The National Study had indicated that almost 

half (47.2%) of the lockup suicide victims had no prior 

records. Moreover, the Commission recei ved testimony on 

several suicide cases in which the victim committed suicide 

because he was severely traumatized by his first experience 

in jail. Many nsuicidologistsn classify first offenders as a 
high risk group. 

Of course, Table 45 does not refute categorically the 

idea that first offenders are risks. There is a high number 

of unknown for this table, and many of those could have been 

first offenders. 
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G) Reason for Detention 

TABLE 46 
Suicides Charge Atteme.ts 
% N % N 
J8.9 21 Protective Custod;t. 45.4 88 
20.4 11 DULL 16.5 32 
9.3 5 Disorderl;t. Conduct 8.2 16 
5.6 3 Breaking, and Entering, 3.6 7 
a a Robber;t. 3.1 6 
a a Armed Robber;t. 0.5 1 
1.8 1 Resisting, Arrest 1.0 2 
9.3 5 Larcen;t. 4.1 8 
3. 7 2 Assault 6.2 12 
a a Rae.e 2.1 4 
a a Suse.icion of Crime 2.1 4 

11.1 6 Other 7.2 14 

Unknown = a Unkno wn = 18 

A significant majority of suicidal detainees were first 

brought into the lockup on alcohol-related charges. In Table 

46, 59.3% of the reported suicides were in protective custody 

or charged with driving under the influence. The suicide 

rate of alcohol-related charges rises to 68.6% if one counts 

in the usually alcohol-related charge of disorderly conduct. 

For attempts, 61.9% involved alcohol-related charges, 70.1% 

if disorderly conduct is included. 

Protective custody accounts for the highest percentage 

of both suicides and attempts. This fact is especially 

poignant in light of the intent behind the Protective Custody 

Law. In 1973, the Massachusetts Legislature decriminalized 

public drunkenness by enacting M.G.L. chapter lllb, s. 8, the 

Protective Custody Law. The law reflects a changing view of 
drunkenness and alcoholism as treatable physiological 

problems rather than culpable offenses. The law's intent was 

to remove the public inebriate from the jail, where the 

problem could not be cured, to alcohol treatment facilities 

where more appropriate care might be given. Under the 

Protective Custody Law, the inebriate is not formally charged 

with a crime. Rather, the law gives police authority to 
remove the inebriate from the streets and seek "appropriate" 
shelter for that individual. The optimal shelter was to be 
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either the individual's home or the nearest detoxification 

facility. 

Since the law's inception, several factors have 

vitiated its intent. The Department of Public Health, which 

has authority over detoxification centers, has contracts with 

only 22 throughout the State, and only four west of the 

Worcester area. The police report great difficulty in 

finding available beds for detainees at these centers. 

Furthermore, intoxicated detainees may refuse to allow police 

to notify their families, their families may refuse to accept 

them at home until they are sober, or they may be very far 

from their homes when detained. Consequently, a great many 

public inebriates remain incarcerated without being charged 

with a crime, and the results, as seen in Table 46, are 

devastating. 

Driving Under the Influence accounts for 20.4% of the 

reported suicides and 16.5% of the reported attempts. In 

response to public pressure, the Legislature in 1982 enacted 

a tough drunk driving law that imposes mandatory jail 

sentences on second offenders and mandatory alcohol 

rehabilitation programs for all offenders. Moreover, 

Governor Dukakis has taken measures to remove the drunk 

driver from the road before an accident occurs: State Police 

roadblocks set up occasionally on major highways have 

resulted in a dramatic increase in drunk driving arrests. 

While these measures have made the roads much safer, it 

appears that they have contributed to the lockup suicide 

problem. According to the chart in Appendix 12, there is a 

direct correlation between the advent of the tougher drunk 

driving measures and the incidence of lockup suicides and 

attempts. The years 1982 and 1983 account for 30% of the 

known drunk driving-related suicides in the previous ten 

years, and these years account for a large majority (59.3%) 

of the drunk driving-related attempts for that same ten-year 

period. The greater number of drunk driving arrests, and the 
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greater psychological trauma the pending heavy penalties may 

induce, are the probable explanations for these percentages. 

The low percentages for non-alcohol-related charges are 

as significant as the high percentages for alcohol-related 

charges. Several writers on jail suicide have drawn a 
correlation between violent crimes, especially the so-called 

crimes of passion (e.g. murder and rape), and jail suicide. 

Detainees charged with such crimes, it is contended, may turn 

this violence against themselves in a moment of remorse. 

Danto's study, for instance, indicated that 60% of the 

suicide victims were charged with a violent crime. The 

National Study found over 

had been so charged. Table 

violent crime perpetrators 

a quarter (26.4%) of the victims 

46, however, shows that for 

(violent crime being armed 

robbery, assault, murder, and rape), only two detainees 

charged with violent crime reportedly committed suicide. 

Only 8.8% of the reported attempts involved detainees charged 

with violent crime. 

H) Residency of Detainee/Familiarity with Police 

TABLE 47 
Suicides Community Native Atteme.ts 
% N % N 
66.7 18 Yes 70.6 77 
33.3 9 No 29.4 32 

Unknown = 27 Unknown = 103 

TABLE 48 
Suicides Known to Police Atteme.ts 
% N % N 
50.0 21 Yes 55.4 93 
50.0 21 No 44.6 75 

Unknown = 12 Unknown = 44 

Table 47 shows that a majority of suicide victims and a 
majority of attempt victims were known to reside in the 

community in which the lockup was located. More 



50 

significantly, Table 48 indicates that half of the suicide 

victims and over half of the attempt victims were known to 
the lockup officials. It is probable that most of these were 

Nknown N to lockup officials through previous detention in 

that lockup. This sort of familiarity could have been 

helpful to the officer in the endeavor to prevent suicides. 

Through prior contact with the suicidal detainee, the police 

had an opportunity to record that detainee's prior suicide 

attempts in the lockup and perhaps to gain knowledge of the 

detainee's suicidal tendencies. This information, if it 

existed, could have been used to alert the police of the 

detainee's propensity toward suicide before the attempt 

occurred, and the police could have sought appropriate backup 

assistance. It is unfortunate, of course, that this was not 

done in the cases reported in Tables 47 and 48. 

I) Behavior and Appearance Upon Incarceration 

a) Sobriety 

TABLE 49 
Suicides State on Arrival Attempts 
% N % N 
73.6 39 Drunk 72.0 136 
26.4 14 Sober 22.8 43 
o 0 Drugged 4.2 8 

Unknown = 1 Unknown = 23 

Many studies have cited the correlation between 

drunkenness and jail suicide. An inebriated detainee is a 

virtual high risk for suicide just because of his or her 

state. As a depressant, alcohol makes the already-traumatic 

lockup experience even more excrutiating. This, coupled with 

the estimate that almost half of the lockup population is 

under the influence of alcohol, makes it no surprise that 

almost three-quarters of the suicides and attempts reported 

in Table 49 were drunk at the time of their arrival at the 

lockup. 
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Moreover, alcohol appears to be a very significant 

causal factor in the suicidality of first offenders. Of the 

22 cases of attempted suicide for first offenders, 19 (86.4%) 

were under the influence of alcohol (Appendix 13). This 

could be the case because most first offenders are 

generally incarcerated on alcohol-related charges, but it 

also could be that the new experience of being locked up 

while being drunk is lethal for many individuals. However, 

even if it is not the individual's first experience of 

incarceration, Table 49 indicates that the presence of 

alcohol makes that experience potentially lethal all the 

same. 

Because of this lethality, many writers emphasize that 

removing inebriates from lockups is of primary importance to 

the prevention of suicidal behavior. The national Advisory 

Commission on Intergovernmental Relations wrote that "public 

inebriates ... make up a significant portion of the population 

of jails. But the problems of these individuals are poorly 

served by jails. Indeed, these detainees often pose real 

risks to themselves in such a setting." (ACIR, 1983) Of 

course, some delicate security issues would arise if police 

were to transfer all inebriated detainees to alternative 

facilities, although this would be the ideal were suicide 

prevention to be of top priority. Moreover, with roughly 

half of the total lockup population consisting of inebriates, 

it would require an entirely new battery of statewide 

institutions to handle that population. On the other hand, 

it might be possible, fiscally and physically, to divert 

the population of detainees in Protective Custody to 

detoxification facilities. According to Tables 46 and 49, 

that might help reduce a great proportion of lockup suicides. 

However, under existing circumstances even that alternative 

is an impossible one. As stated above, detoxification 

centers are faced with severe overcrowding even without 

police admissions. At present, each of the 22 detoxification 

facilities has an average of no less than 13 lockups vying 
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for its available bed space. Detoxificaton 

western part of the state force an 

centers in the 

even greater 
competitiveness among police departments for bed space. In 

addition, the questionnaire results indicate that the average 
distance between lockups with alcohol-related suicides and 

attempts and the nearest detoxification facility is almost 

ten miles. For several of these lockups the distance is 
almost 20 miles, and for one it is roughly 60 miles to the 

nearest facility. Such distances almost certainly preclude 

the transfer of the inebriate to a more appropriate facility; 

as a result, police are forced to handle a detainee with an 

automatic high risk of suicidal behavior. The results were 

indeed tragic in the above cases. 

The Governor's Anti-Crime Council is proposing three 

new state-run facilities especially for the detention of 
drunk driving offenders. Such facilities would go far in 

preventing many suicides if the offenders were to be placed 

there immediately upon booking. 

b) Mental State 

TABLE 50 
Suicides Mood Atteme.ts 
% N % N 
75.0 12 Calm 72.7 24 
25.0 4 Anxious 27.3 9 

Unkno wn = 38 Unknown = 179 
TABLE 51 

Suicides Anger or Excitement Atteme.ts 
% N % N 
61. 4 27 No 58.1 100 
38.6 17 Yes 41. 9 72 

Unknown = 10 Unknown = 40 



Suicides 
% N 
76.9 30 
23.1 9 

Unknown = 15 

Suicides 
% N 
76.9 30 
23.1 9 

Unknown = 15 

TABLE 52 
Con fusion 

No 
Yes 

TABLE 53 
Depression 

No 
Yes 

53 

Attempts 
% N 
79.6 133 
20.4 34 

Unknown = 45 

Attempts 
% N 
65.7 109 
34.3 57 

Unknown = 46 

An individual's mental state can be a direct clue to 
his or her suicidal intentions. According to an article 

appearing in Corrections magazine, uusually, be fore an 

inmate tries to kill himself, there are signs: he doesn't 

eat, he gives his belongings away, he is depressed. If these 

symptoms can be spotted, it can mean the difference between 

li fe and deathu (Char le, 1981). Often included in this list 

of symptoms are also the individual's anxiety, excitability, 

and confusion. Many experts maintain that all these 

ostensive clues to the individual's mental state can be used 

to predict the individual's propensity to suicidal behavior. 

The figures in Tables 50-53, though, do not support 

these contentions. According to Table 50, virtually 

three-quarters of the reported suicide and attempt victims 

appeared calm to the police. Table 51 shows a majority of 
the victimss were reportedly not angry or excited, and Table 

52 indicates that most were not confused. Table 53 indicates 

that a majority were not depressed. 

However, the tables could be misleading. For example, 

a majority of the lockups surveyed did not supply data for 

Table 50. That 75% of the suicide victims were calm must 

thus be interpreted provisionally. Likewise, the other three 

tables have a high unknown factor and must be interpreted in 

a like manner. This is not to say, though, that the results 

her e mu s t bed is co u n ted a 1 tog e the r • Rat her , the res u 1 t s 
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support the Commission's belief that every detainee is to be 

considered a suicide risk, regardless of whether the detainee 

exhibits the ostensive symptoms of suicide. 

c) Physical state 

TABLE 54 
Suicides Illness Atteme.ts 
% N or Loss of Ae.e.etite % N 
97.4 37 No 96.4 159 
2.6 1 Yes 3.6 6 

Unkno wn = 16 Unknown = 47 

TABLE 55 
Suicides Ae.e.earance Atteme.ts 
% N % N 
56.4 22 Neat 26.3 41 
28.2 11 Unkeme.t 48.7 76 
12.8 5 Dirty 19.2 30 
a a Beaten Ue. 2.6 4 
2.6 1 Other 3.2 5 

Unkno wn = 15 Unkno wn = 56 

An individual's physical state can also be a clue to 

his or her suicidality. As stated above, loss of appetite, 

and complaints of illness, can be signs of suicidal feelings. 

Also, the individual's overall appearance may reveal some 

general facts about the individual's circumstances that could 

point to suicidality. A detainee that appears to be neat 

would seem to have a sense of self-respect. Conversely, an 

unkempt detainee might not have that self-respect, or might 

be in rather dire financial straights that might undermine 

his feelings of self-worth. Either way, it would seem 

probable that the unkempt detainee would be the higher risk. 

Again, Tables 54 and 55 contradict these assumptions. 

Table 54 indicates that most detainees were reportedly not 

feeling ill nor did they have a lack of appetite. Table 55 

shows that over half of the reported suicide victims appeared 

neat to the police, although almost half of the reported 

attempts appeared to be unkempt. These conflicting results 
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again support the Commission's precept that all detainees are 
to be considered risks. 

d) Actions of Detainee 

Suicides 
% N 
51. 2 22 
48.8 21 

Unknown = 11 

Suicides 
% N 
89.5 34 
10.5 4 

Unknown = 16 

Suicides 
% N 
92.1 35 
7.9 3 

Unknown = 16 

Suicides 
% N 
72.7 16 
13.6 3 
4.5 1 
4.5 1 
o 0 
4.5 1 

Unknown = 32 

TABLE 56 
Interaction 

Cooperation 
Hostile 

TABLE 57 
Suicidal Talk 

No 
Yes 

TABLE 58 
Refused Telephone 

No 
Yes 

TABLE 59 
Contact 

Family or Friends 
Attorney 
Doctor 
Bail Bondsman 
Social Worker 
other 

Attempts 
% N 
27.3 9 
79.4 112 

Unknown = 71 

Attempts 
% N 
79.5 132 
20.5 34 

Unknown = 46 

Attempts 
% N 
87.3 145 
12.7 21 

Unknown = 46 

Attempts 
% N 
73.7 70 
1.1 1 
9.5 9 
o 0 
7.3 7 
8.4 8 

Unknown = 117 

Consistent with the finding above (Table 50) that most 

of the reported suicide victims were calm, Table 56 indicates 

that most were cooperative with police. However, a 
significant majority of reported attempts were uncooperative 

and hostile to police. 
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A~cording to Table 57, most suicidal detainees 

reportedly did not talk of suicide, nor did police receive 

warnings that these detainees were suicidal. This 

contradicts the established belief that suicidal individuals 

communicate their intentions before they carry them out. 

However, it must be recalled that very few of the lockups 

surveyed ask directly whether the detainee has considered 

suicide (Table 31) and very few have suicide training (Table 

38). Table 57 should be discounted accordingly. 

Table 58 indicates that the great majority of reported 

suicides and attempts did indeed use the telephone. Table 59 

shows that most of these detainees contacted either friends 

or members of their family. As stated in Part One (Section 

7C), the Commission heard a good deal of testimony regarding 

the importance of informing family or other concerned parties 

whenever an individual is detained in a lockup. According to 

Tables 58 and 59, this practice has little effect on averting 

suicides and attempts. 

3) Incident Statistics 

A ) Time 

a) Length of Incarceration 

TABLE 60 
Suicides Length of Attemets 
% N Incarceration % N 
7.0 } Half an Hour 19.6 22 
9.3 4 Half to an Hour 17.8 20 
37.2 16 1-2 Hours 31. 2 35 
30.2 13 2-4 Hours 17.0 19 
9.3 4 4-6 Hours 2.7 3 
0 0 6-8 Hours 3.6 4 
0 0 8-10 Hours 1.8 2 
2.3 1 10-12 Hours 1.8 2 
4. 7 2 12-24 Hours 3.6 4 
0 0 24-36 Hours 0.9 1 

Unknown = 11 Unknown = 100 
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The National Study claimed that one of its most 

"alarming findings" was that over 50% of its recorded suicide 

victims were dead within 24 hours of being locked up, and 27% 

were dead within the first three hours. These findings were 

indeed alarming compared with those from some previous 

studies. Danto found that only 10% of his suicides occurred 

within 48 hours of incarceration, and the average time was 
78.6 days (Danto, 1973). Esparza found an 83-day average for 
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the time of incarceration (Esparza, 1973). Danto and 

Esparza, though, found rather high averages because their 

studies focused solely on longer-term facilities. The 

National study was really the first to include short-term 

facilities in a study, and its results gave a hint as to how 

quickly detainees in those facilities commit suicide after 

incarceration. 

However, since it included within its survey data from 
longer-term facilities, the National Study documented an 

average length of incarceration of 19-24 hours. The average 

length of incarceration in Table 60 is 2-4 hours. The 

information in Table 

truly revealing of 
astounding 83.7% of 

60, 

the 

the 

the Commission believes, is more 

problem as it exists in lockups. An 

reported suicides occurred within 

four hours of incarceration, with 16.3% occurring within one 

hour. For attempts, 85.6% occurred within four hours, and 

37.4% happened within one hour. All of the reported suicides 

occurred within 24 hours, and only one reported attempt 

occurred past 24 hours of incarceration. 

Drunk detainees appear to be especially 

committing or attempting suicide soon 

incarcerated. The National Study found 

susceptible 

after they 

that 55.7% 

to 
are 

of 
suicide victims charged with alcohol-related offenses died 

within three hours, but the Commission's figures are even 

more dramatic. According to Appendix 14, 53.1% of the 

reported alcohol-related suicides were committed within two 

hours of confinement, and 87.4% were committed within four 

hours. For alcohol-related attempts, almost 20% were 

committed within a half an hour, 38% within an hour, 70.4% 

within two hours, and 90.1% within four hours. 

These figures, from Table 60 and from Appendix 14, 

strongly suggest that the suicidal detainee reacts to his 

new, confined environment, that the lockup setting literally 

provokes the incident. The detainee's reaction is apparently 

even quicker when he or she is drunk: the figures accord 

with the notion that the detainee "coming down" from a bout 
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of drunkenness is in especial danger of suicidal behavior. 

most experts agree that the "coming down" period usually 

occurs within the first few hours of incarceration. 

b) Time of Day 

TABLE 61 
Suicides Time of Dal Attemets 
% N % N 
8.2% 4 6 AM - Noon 7.1 11 
12.2 6 Noon - 6 PM 12.8 20 
42.9 21 6 PM - Midnight 36.5 57 
36.7 18 Midnight - 6 AM 43.6 68 

Unknown = 5 Unknown = 56 

Most writers contend that suicides and attempts in 

lockups generally occur at night, when the lockup usually has 

fewer staff on duty, when it has a greater number of 

inebriated detainees, and when detainees run a greater chance 

of severe loneliness and depression. The National Studl 

recorded 34.8% of its suicides as occurring between midnight 

and 6 AM, and 62.4% as occurring between 6 PM and 6 AM. The 

findings in Table 61 accord with these figures: 36.7% of the 

reported suicides occurred between midnight and 6 AM, and 

79.8% occurred between 6 PM and 6 AM. An even greater 

percentage of reported attempts occurred at night: 43.6% 

between midnight and 6 AM and 80.1% between 6 PM and 6 AM. 

Clearly, the statistics indicate that most incidents 

will occur at night, but it would be incorrect to say that 

the daytime is generally free from suicidal behavior. Danto, 

in fact, found in his study that 60% occurred during daytime 

hours between 6 AM and 6 PM (Danto, 1973). Table 61 shows 

that 20.4% of our reported suicides and 19.9% of our reported 

attempts occurred during daytime hours. It would be unwise, 

therefore, for police to concentrate their detainee 

monitoring efforts only at night to the neglect of detainees 

in the daytime. Just as no one type of person should be 
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above suspicion of suicidal behavior, so should no one time 

of day be considered a "safe" period. 

c) Day of Week 

Suicides 
% N 
14.6 '7 
14.6 7 
4.2 2 
4.2 2 
14.6 7 
27.0 13 
20.8 10 

Unknown = 6 

TABLE 62 
Day of Week 

Monday 
Tuesday 
Wednesday 
Thursday 
Friday 
Saturday 
Sunday 

Attempts 
% N 
11. 0 19 
14.6 25 
15. 7 27 
12.8 22 
12.2 21 
18.0 31 
15. 7 27 

Unknown = 40 

Table 62 indicates that the greatest percentage of 
suicides and attempts occurred on Saturday. Further, a 

majority of the reported suicides (62.4%) occurred on Friday, 

Saturday, and Sunday and 45.9% of the reported attempts 

occurred on these days. This concentration is explained by 

the fact that lockup populations generally rise on weekends, 

and that detainees may be held for the entire weekend pending 

the next court session. However, no one day stands out in 

Table 62 as being particularly connected to suicidal 

behavior. 

d) Month 

TABLE 63 

Suicides Month Attempts 
% N % N 
9.8 "5 January 11.9 21 
11. 8 6 February 11. 9 21 
11. 8 6 March 11. 3 20 
7.8 4 April 6.3 11 
13. 7 7 May 5. 7 10 
3.9 2 June 7.4 13 
7.8 4 July 9. 7 17 
11. 8 6 August 5. 7 10 
0 0 September 3.4 6 
5.9 3 October 7.4 13 
9.8 5 November 6.8 12 
5.9 3 December 12.5 22 

Unknown = 3 Unknown = 36 
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The month of the year is 

factor relative to suicidal 

an apparently 

behavior. In 

insignificant 

Table 63, the 

highest percentage of reported suicides, 13.7%, occured in 

May, and the highest percentage of the reported attempts, 

12.5%, occured in December. No one month, however, stands 

out very far from the others. The same is true for the 

seasons. The Spring months of March, April, 

accounted for a third of the reported suicides, 

occurred in Winter, 23.5% occurred in Summer, and 

and May 

but 27.5% 

15.7% in 

Fall. For attempts, 36 .3% reportedly occurred in Winter, 

but 23.3% occurred in Spring, 22.8% in Summer, and 17.6% in 

Fall. 
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Suicides 
.% N 
2. a T 
11. 8 16 
15. 7 8 
17.6 9 
15.7 8 
11. 8 6 
5.9 3 
7.8 4 
3.9 2 
3.9 2 
3.9 2 
a a 

Unkno wn 

65 

60 

55 

50 

45 

.10 
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Year 

= 3 
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TABLE 64 
Year 

1984 ( Januar l) 
1983 
1982 
1981 
1980 
1979 
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1975 
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1973 
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Attempts 
% N 
5.2 To 
36.3 70 
18.6 36 
14.0 27 
7.3 14 
12.9 25 
2.1 4 
1.0 2 
2.1 4 
0.5 1 
a a 
a a 

Unknown 
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According to Table 64, suicidal behavior in lockups has 

been increasing during the last five years: 72.6% of the 

reported suicides occurred in the 1979-1983 period, and 89.1% 

of the reported attempts occurred in the same period. 

Remarkably, 2% of the reported suicides and 5.2% of the 

reported attempts occurred in 1984 before January 31. 

However, these figures for the last five years must be 

interpreted in light of the fact that many lockups have 

either no records 

be fore 1979. The 

lockup suicide has 

awareness of it. 

or poor records of 

Commission believes 

not escalated so 

incidents occuring 

that the problem of 

much as has public 

Even with this caveat, the vast increase in attempts 

between 1982 and 1983 is interesting. Despite the fact that 

suicides fell by 25% for these years, attempts rose by 94.4%. 

This dramatic increase correlates with the statistics in 

Appendix 12, which marks a 175% increase in drunk 

driving-related suicide attempts between 1982 and 1983. 
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B) Action Surrounding Incident 

a) Method of Suicide or Attempt 

Suicides 
% N 
96.2 52 
1. 9 1 
1. 9 1 
a a 
a a 
a a 

Unknown = a 

TABLE 65 
Method 

Hanging 
Overdose 
Cutting 
Injestion of Object 
Jumping 
Other 

Attempts 
% N 
87.8 173 
1. a 2 
6.5 13 
1.0 2 
0.5 1 
3.0 6 

Unknown = 15 

Table 65 shows that hanging is by far the most popular 

method of committing and attempting suicide within a lockup: 

96.2% of the reported suicides and 87.8% of the attempts were 

hangings. This information is in accord with virtually all 

previous studies. 

However, since the lockup is an extremely controlled 

environment, hanging may be the only method available to the 

detainee. As seen in Part One, police generally confiscate 

from the detainee most items with which the detainee might 

harm him or herself. Moreover, police generally monitor the 

incarcerated detainee often enough to prevent suicide by 

overdose, cutting, jumping, and so on. A hanging, by 

contrast, can be performed with relative expediency and with 

a great variety of instruments. 

Since the detainee has few options about the method of 

suicide, suicide prevention within the lockup should be 

relatively easy. Were police to remove the means of hanging 

within the cell, 96.2% of the suicides and 87.8% of the 

attempts (according to Table 65) could perhaps be eliminated. 

It is an open question, though, as to whether in practice 

police could remove completely the means of suicide from the 

cells. 
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b) Instrument of Suicide or Attempt 

Suicides 
.%' N 
J.8 "2 
7.5 4 
77.4 41 
7.5 4 
1. 9 1 
o 0 
o 0 
o 0 
1. 9 1 

Unknown = 1 

TABLE 66 
Ins trumen t 

Shoelace 
Belt 
Clothing 
Bedding 
Drugs 
Razor Blade 
Towel 
Rope 
other 

Attempts 
.%' N 
8.9 17 
1.6 3 
68.9 131 
7.9 15 
1.1 2 
1.1 2 
1.1 2 
0.5 1 
8.9 17 

Unknown = 22 

Table 66 shows why in practice police would never be 

able to remove from the cell all means of suicide. Although 

the cell may be purged of its bars, its gratings, and other 

objects to which a noose may be attached, Table 66 shows that 

the most popular instrument of suicide is the detainee's own 

clothing. As stated in Part One, removal of the detainee's 

clothing, even were it not adjudged an unconstitutional 

procedure, would probably only heighten the detainee's sense 

of alienation and degradation and hence his or her suicidal 

impulses. 

The detainee will probably always have within his or 
her grasp materials with which a noose could be made. 

However, since the lockup setting is a controlled 

environment, much may be done to that environment to lessen 

the danger of suicide. Retrofitting the cell to make it as 
far as possible suicide-proof, removing from the detainee as 
many instruments of suicide as possible, monitoring the 

detainee's actions closely, and evacuating the positively 

identified suicidal detainee, ware some of the measures which 

could be taken. A detainee might still !£l to use his or 
her clothing to commit suicide, but adequate monitoring and 

the lack of an object to which to tie the clothing would go 
far to prevent him or her from actually completing the act. 
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c) Last Cell Check Before Discovery 

TABLE 67 
Suicides Last Check Atteme.ts 
% N % N 
6.1 3 5 Minutes 36.2 68 
14.3 7 10 Minutes 19.1 36 
28.6 14 15 Minutes 12.8 24 
40.8 20 16-30 Minutes 23.9 45 
6.1 3 31-45 Minutes 5.3 10 
0 0 46-60 Minutes 2. 7 5 
4.1 2 1-2 Hours 0 0 

Unknown = 5 Unkno wn = 24 

In the discussion of Table 35 it was noted that 

Massachusetts police departments on the whole do not make 

cell checks frequently enough to stop a suicide by hanging: 

88.2% of the lockups surveyed monitor cells no more 

frequently than every 15 minutes. The results of these 

practices of infrequent monitoring appear in Table 67, which 

shows that in 79.6% of the reported suicide cases, officers 

did not discover the victim until 15 or more minutes after 

the last cell check. Only a fifth of the reported victims 

died within 15 minutes of the last cell check. 

In contrast, 68.1% of the reported attempt victims were 

discovered in 15 minutes or less, and 55.3% were discovered 

within ten minutes of the last cell check. While we have 

noted that a majority of attempts were judged to be suicidal 

"gestures", the data in Table 67 nonetheless points to the 

conclusion that more frequent cell checks probably save a 

great deal of attempts from ending in death. As seen in 

Table 39 above, almost all officers within the lockups 

surveyed have lifesaving training and are thus capable of 
administering aid to detainees in life-threatening 

situations. It is apparent, then, that the key to saving a 

suicidal detainee from death is to discover the detainee 

before the attempt progresses too far. 
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d) Number of Staff on Duty 

Suicides 
% N 
11.4 "5 
18.2 8 
31. 8 14 
18.2 8 
o 0 
20.4 9 

Unknown = 10 

TABLE 68 
Number of Staff 

1 
2 
3 
4 
5 
More than 5 

Attempts 
% N 
21. 2 35 
17.6 29 
30.9 51 
10.9 18 
0.6 1 
18. 8 31 

Unknown = 47 

In Part One (Section 5), we advanced the theory that 

lockups with smaller on-duty staffs probably account for a 

majority of the suicides. Table 68 confirms that theory: 

79.6% of the reported suicides occurred with four or fewer 

officers on duty, as did 80.6% of the reported attempts. 

However, the questionnaire merely asked how many 

staffpersons were on duty; many of the lockups surveyed could 

have interpreted this to include officers on patrol as well 

as officers in the police station. Thus, it is probable that 

for many of these cases there were even fewer officers on 

duty at the lockup than reported. 

With fewer trained personnel at hand in the lockup to 

to men tion handle routine administrative details, not 

monitoring detainees and averting suicidal crises, it is 

obvious that a greater number of detainees will be offered 

the opportunity to attempt suicide and a greater number will 

indeed succeed. 

e) Evacuation 

TABLE 69 
Suicides Time of Evacuation Attempts 
% N after Discoverx. % N 
77.8 35 0-10 Minutes 45.4 88 
8.9 4 11-20 Minutes 7.2 14 
2.2 1 21-30 Minutes 0 0 
4.4 2 31-45 Minutes 0.5 1 
6. 7 3 46-60 Minutes 1.6 3 
0 0 More than 60 Minutes 0.5 1 
0 0 No Evacuation 44.8 87 

Unknown = 9 Unkno wn = 18 
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TABLE 70 
Suicides Procedures Attemets 
% N % N 
8.9 4" Taken to Hoseital 17.1 26 
84.5 38 Hose ital via Ambulance 38.8 59 
2.2 1 MorQue O. 7 1 
2.2 1 MorQue via Ambulance O. 7 1 
2.2 1 Extra Precautions 42.7 65 

Unkno wn = 9 Unknown = 60 

According to Tables 69 and 70, most suicide victims 

were evacuated to the hospital promptly after they were 

discovered. Table 69 shows that over three-quarters of the 

reported suicide victims were removed from the lockup in ten 

minutes or less. An ambulance was called, according to Table 

70, in most cases, but in 8.9% of the cases police rushed the 

victim to the hospital themselves. 

Although most cases of attempted suicide were reported 

to be suicidal gestures, police reportedly evacuated them to 

the hospital all the same over 55% of the time (Tables 69 and 

70) . 

It is perhaps shocking to see in Table 70 that two 

suicide victims were taken to the morgue. This seems to 

imply that police themselves pronounced the victim dead and 

ceased to administer aid. However, the lockups involved may 

have interpreted this question to mean that the victim was 

taken eventually to the morgue, after he or she was 

pronounced dead by a physician. Indeed, this explanation is 

likely since Table 70 also shows that two attemet victims 

were also taken to the morgue. 
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f) Medical Attention 

TABLE 71 
Suicides Medical Attention Attempts 
% N % N 
42.0 21 From Officer 22.8 44 

From Officer and 
38.0 19 Medical Personnel 12.4 24 
2.0 1 From Medical Personnel 12.4 24 
18.0 9 None 52.3 101 

Unknown = 4 Unknown = 19 

Table 71 shows that 82% of the reported suicide victims 

received emergency medical attention from either lockup 

officials, medical personnel, or both. Surprisingly, 18% of 

the reported victims received no medical attention 

whatsoever. Presumably, police themselves judged that the 

victim was already past the point of help. This certainly 

suggests a lack of standard procedures for handling 

emergencies, suicidal or not, in the lockup. 

g) contacting Family 

TABLE 72 
Suicides Family Contacted Attempts 
.% N % N 
35.3 18 Yes 7.5 15 
64.7 33 No 92.5 184 

Unknown = 3 Unknown = 13 

Just as police currently are not authorized by law to 

contact a detainee's relatives without his or her consent 

when he or she is initially incarcerated, they are not 

authorized legally to contact the family without consent 

after a detainee has attempted suicide. Table 72 reflects 

this situation, showing that police reportedly contacted the 

family in only 7.5% of the attempt cases, presumably with the 

detainee's permission. However, police are not prohibited 

from contacting a suicide victim's family or next of kin, but 

they reportedly did so in less than half of the suicide 

cases. 
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h) Place of Death 

TABLE 73 
Suicides Place of Death 
% N 
43.4 23 D.O.A. at Hospital 
34.0 18 Dead when Discovered 
22.6 12 Died in Hospital 

Unknown = 1 

Table 73 indicates that the suicide victim died either 

en route to the hospital or in the hospital in 66% of the 

reported cases. This again supports the idea that police and 

medical personnel generally do their best to try and revive 

the suicide victim. However, the fact that Table 73 also 

shows that police declared the victim dead when discovered in 

34% of the reported cases supports the conclusion that 

lockups lack standard procedures for this type of emergency. 

In any case, it would be best for police officers not to 

assume the victim is dead; such an assumption may have tragic 

results. 

i) Type of Attempt 

TABLE 74 
Attempts Type of Attempt 
% N 
60.4 108 Suicidal Gesture 
17.3 31 Minor Self-injury 
15.6 28 Severe Self-injury 
6. 7 12 Moderate to Severe Self-injury 

Unknown = 33 

According to Table 74, 60.4% of the reported cases of 

attempted suicide were deemed suicidal gestures. The 

remaining 39.6% of the 

seriousness. However, 

Two, the Commission 

cases were of varying degrees of 
as stated in the introduction to Part 

believes that all suicide attempts, 

gesture or not, should be treated with equal seriousness. 

Although suicidal gestures are not usually motivated not by 
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the desire to die, they can still pose a threat to the 

detainee making the gesture. Moreover, they do point to a 
certain level of suicidality in the detainee in any case. 

Police, though, apparently do treat suicidal gestures 

seriously. Table 69 shows that police did not evacuate 

attempt victims in only 44.8% of the reported cases, implying 

that perhaps they did evacuate detainees making suicidal 

gestures in some cases. Further, Table 71 indicates that 

even if the detainee was not evacuated, police often took 

precautions (i.e. increased surveillance) to prevent any 

additional attempts. 
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v. RECOMMENDATIONS 

Introduction 

The Commission has spent seven months gathering 

information from the questionnaire, the media, and from 

other studies of jail suicide. It has heard testimony from 

a variety of people and has visited a selection of lockups. 

It has identified approximately 100 suicides and 532 

attempted 

ten years. 

documented 

These 

suicides in Massachusetts lockups 

The major findings of the 

in the foregoing sections of this 

findings support two fundamental 

during the last 

Commission are 

report. 

premises. The 

first is that, since a lockup is a controlled environment, 

virtually all suicides within it can be prevented. The 

Commission emphatically rejects the argument, mentioned in 

the introduction to this report, that if a person is 

determined to commit suicide, there is little anyone can do 

to prevent it. While this may be true in the community at 

large, it has little validity in the context of lockups. 

Suicide requires a means, and it requires solitude, or at 

least the absence of any intervention for several minutes. 

It is theoretically possible to remove all possible means of 

suicide from within a cell, and to ensure the constant 

presence of someone who will intervene should a detainee try 

to harm him or herself. The Commission's inquiries suggest 

that it is practically feasible to make enough improvements 

to cell conditions, and to methods of detainee surveillance 

and police training, to prevent almost all suicides. 

The second premise is that every lockup detainee, 

simply by virtue of being incarcerated, is at risk of 

suicide. For many detainees in our study, the experience of 
incarceration involved not only deprivation of freedom but 

also the deprivation of physical comfort and human contact. 

These factors, together with the prospect of facing criminal 

charges and social disgrace, can increase the risk of 
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suicide enormously. Detainees in jail cells are estimated 

to be between three and sixteen times as likely to commit 

suicide as the average person in the community (Danto, 1973; 

NCIA,198l). 

Presuming that every detainee is at risk of suicide has 

some practical consequences. Knowledge of the ntypical 

victim n of jail suicide is not sufficiently advanced for 
police to make accurate predictions about which detainees 

are the highest suicide risks. The profile in the 

Commission's study certainly differs in significant respects 

from other studies. It would be dangerous to assume that 

any detainee who did not fi t this profile is not at risk. 

Furthermore, it is much easier to prevent suicide in a 
lockup than in the community at large because the lockup 

population is both small and captive. 

The Commission's recommendations are based on the two 

fundamental premises. These recommendations emphasize cell 

surveillance, the removal of all possible means of suicide 

from within cells, and the reduction of the trauma of 
imprisonment, precautions against suicide which apply to all 

detainees. The identification of the ntypical victim n is of 
minor importance, although the Commission does recommend 

police training in recognizing and averting suicidal crises. 

These recommendations are discussed and summarized in 

the following sections to this report. The Commission 

believes that the implementation of these recommendations 

will eliminate most suicides. 

A) Surveillance 

Discussion 

The impotance of cell monitoring is uncontroversial. 

Careful monitoring of detainees enables police to frustrate 
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a suicide attempt, and may also allow them to spot the signs 

of a suicidal crisis before an attempt is made. 

No one is better aware to the need to keep a close 

watch on detainees than the police. A majority of police 

departments responding to the questionnaire said they would 

like better methods of surveillance for their cells, and 

more and more local lockups are installing video and audio 

equipment to monitor cells (see Appendix 4). 

At present, most of the police departments responding 

to the questionnaire check their cells periodically in 

person every 16 to 30 minutes. Approximately half use video 

and/or audio equipment, either alone or in combination with 

periodic cell checks by a duty officer (see Tables 34 and 

35) • 

However, the Commission believes that these methods are 

not completely effective in preventing suicide. Brain death 

through strangulation can occur in as little time as four 

minutes. Periodic cell checks, especially if they are the 

only method of surveillance, must be more frequent if 

suicide is to be prevented. 

Furthermore, if video equipment is used, it must be of 

sufficient quality to give police a clear view of detainees, 

and the Commission has found that this is not always the 

case (see Appendix 3). Also, even a clear picture is of 

little use if no one is watching it. The duty officer will 

usually have other tasks to perform besides cell monitoring, 

and these tasks may well absorb his or her attention for 

longer than it takes to commit suicide. 

Finally, audio equipment is sometimes misused. This 

equipment has the advantage that it can alert a police 

officer to unusual sounds or conspicuous absence of sound 

from within a cell whatever he or she is doing. However, 

the duty officer may be inclined to turn the sound down or 

off altogether if there is someone in the cells who is drunk 

or violent and creating a disturbance. 
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Each of these methods of surveillance, then, has 
drawbacks. This is not to say that they are totally 

ineffective in preventing suicide. In fact, a combination 

of frequent cell checks and the use of high quality 

electronic surveillance equipment would indeed prevent the 

majority of suicides. However, the Commission believes that 

the only method of cell surveillance which will ensure the 

safety of detainees is constant monitoring by someone who is 

physically present in the cell area, and whose sole duty is 

to watch detainees. Not only would this virtually guarantee 

the observation of suicide attempts, it would lessen the 

shock of incarceration by providing detainees with constant 

human contact. Many people have testified to the Commission 

that the lack of such contact is the most devastating 

consequence of incarceration. Constant human contact is 

currently provided for female detainees. Present law 

requires that when a female is detained in 

should be placed under the care of a matron 

147 s. 18-20). This usually means that 

opposite or next to the female cell. 

allo wing for the fac t tha t fe wer women 

a lockup, she 

(M.G.L. chapter 

the matron sits 

As a result, even 

than men are 

arrested, the suicide of a female in a lockup is a rare 

event. The Commission's survey identified only two female 

suicides, and in both cases the woman was not under constant 

surveillance by the matron*. 

* Under M.G.L. chapter 40 s. 35, every local lockup 
must have a keeper, who has the Ucare and custody ... of 
persons committed thereto. u This provIsIon may originilly 
have envisaged a similar system of constant supervision for 
male detainees as for female under M.G.L. chapter 47 s. 
18-20. The Commission has heard from at least one lockup 
which employs a keeper whose sole responsibility is to watch 
detainees in the cells. However, in most lockups the 
keeper's duties are usually performed by different police 
officers at different times, and all of these officers also 
have other duties. 
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Recommendations 

The Commission recommends the implementation of a 
system of constant human surveillance for all lockup 

detainees. Under such a system, cell monitors would patrol 

the cells, preferably speaking to detainees or in some way 

establishing contact with them. They would alert police in 

the event of any emergency, and police would then respond 

as usual. Police would maintain communication with the 

monitors, and would supervise them by checking the cell area 

occasionally. Police would also screen cell monitors to 

make certain that they were trustworthy and reliable. Cell 

monitors should have a knowledge of first aid and 

cardio-pulmonary resuscitation. It might also be 

advantageous for attend seminars on 

prevention given 

them to 

by the Massachusetts Criminal 

suicide 

Justice 
Training Council. 

There are two 

system. The first 

ways 

is 

to establish such a monitoring 

to employ and pay cell monitors as 

female monitors are now employed and paid. The cost of this 

would vary according to the size of the lockup and the 

number of hours the cells were occupied. The Commission's 

inquiries suggest that the average lockup has detainees in 

its cells for approximately 42 hours a week. If the police 

departments pay cell monitors $7.00 an hour (the current pay 

for female monitors) the cost to the average lockup would be 

approximately $1,500 a year. Clearly, not all police 

departments could afford this, especially with the effects 

of Proposition 2 112. 

The second way of establishing a system of constant 

human surveillance of detainees would be to find a source of 

unpaid monitors. The following are some suggested sources 

of such monitors: 

a) Volunteers 

A representative of United Way with 

experience in establishing volunteer 
enthusiastice about the idea of voluntary 

considerable 

programs, was 
cell monitors. 
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She suggested senior citizens and church groups as possible 

local sources of volunteers. Others, especially the police, 

were more sceptical about the use of volunteers. Cell 

monitoring would not be a pleasant task, and would require a 

willingness to work odd hours. Initial enthusiasm for such 

work might be very difficult to sustain. Hence it might be 

difficult to recruit and organize volunteers. Furthermore, 

the volunteers would have to be male since they would be 

monitoring male detainees. At present, the vast majority of 
volunteer work in Massachusetts is done by women. 

Several police chiefs suggested that students might be 

a possible source of voluntary cell monitors. While the 

same considerations about long hours and unpleasant 

conditions apply, students might be easier to recruit. 

Local schools could organize them, and perhaps arrange a 

system of credit for a certain number of hours of cell 

monitoring. 

bJ Community Service Offenders 

At the suggestion of a member of the Samaritans, the 

Commission investigated the possibility of recruiting 

convicted offenders as cell monitors. The courts regularly 

order offenders to perform community service or place them 

on probation. Most such offenders are not hardened 

criminals, and at least some of these offenders could 

monitor cells in their local police departments. They would 

be performing a valuable service at no cost to the 

community. They would have an incentive to take the task 

seriously in spite of odd hours and unpleasant conditions, 

because their performance could be reported to the court. 

Furthermore, as a source of cell monitors, these offenders 

are plentiful, and usually male. 

The Commission received a mixed reaction to this 

proposal. Many were enthusiastic that such a program could 

work, citing the success of other community service 

programs. Offenders under community service orders or on 
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probation have painted cells and performed other tasks in 

police departments successfully for many years. Chief 

Justice Hennessey of the Supreme Judicial Court and Judge 

Kramer of the Quincy court both expressed the opinion that, 

with proper screening and supervision, these offenders could 

monitor cells in local lockups. Furthermore, there is 

precedent in longer-term facilities for the monitoring of 
offenders by other offenders. An inmate at Salem jail 

testified to the Commission about the Lifeline program, 

which recruits inmates to befriend and watch other inmates 

with suicidal tendencies. The Lifeline program has been 

very successful in preventing suicides. 

However, police were not enthusiastic about working 

with convicted offenders. A number of police chiefs 

indicated that these offenders might react unpredictably to 
being placed in a cell block and would therefore be 

unreliable as cell monitors. Police were especially 

concerned about how the use of offenders to monitor cells 

would affect their liability for the safety of both 

detainees and monitors. Chief Justice loll of the 

Massachusetts District Court echoed these same concerns in a 

letter to the Commission. He stated that he felt unable to 
support the proposal, although he had no objection to judges 

assigning offenders to this kind of work on an experimental 

basis. 

These objections to the use of offenders as cell 

monitors in fact apply to any system of human surveillance 

of detainees, whether the monitors are paid, voluntary or 
under court order. The police would have to screen all 

monitors very carefully, since these monitors would have to 
be able to respond promptly and calmly to emergencies. They 

would also need to be able to stand up to a certain amount 

of abuse from detainees. Police would also need to commit 

some time to supervision of the monitors. These tasks are 

not easy, but they are certainly not impossible. 
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The problem of police liability is more complicated. 

The safety of detainees is, and that of the monitors would 

be, clearly the responsibility of the police. Hence the 

police could be held liable for any injuries to detainees 

and monitors. As a general rule, they can only be held 

liable for such injuries if it is established that they are 
in breach of their duty towards the injured person and that 

this breach of duty caused the injury. Present law is 

unclear, but the recent case of Slaven v. Salem (1972) 386 

Mass. 885 suggests that police will not be held liable for 
injuries to detainees unless they knew or should have known 

that there was an unreasonable risk of illness or injury. 

In other words, breach of duty can probably not be 

established without proof of a high degree of carelessness 

on the part of the police. 

The use of cell monitors in itself could scarcely be 

considered a breach of duty since it would be a vast 

improvement on current methods of cell surveillance. The 

questions of liability would only arise if monitors were not 

properly screened and were then expected to assume the 

entire responsibility for the safety of detainees without 

po 1 ice t r a i n i n g . H 0 we v e r , the cell mo nit 0 r s ' job , as 

outlined above, requires police to screen and supervise cell 

monitors, to be available to monitors at all times and to 
respond as 

the police 

usual to emergencies. 

will certainly have 

If this is done properly, 

fulfilled their duty to 
detainees. The same procedures would also ensure that they 

are not in breach of their duty to the cell monitors. 

The implementation of a system of constant human 

surveillance of detainees clearly presents many 

difficulties. The cost of paying monitors is high, and the 

recruitment and organization of unpaid monitors is 

problematic. However, the Commission believes that such a 

system could virtually eliminate the problem of suicide in 

lockups. The practical problems it presents are far 
outweighed by its advantages. The Commission strongly 
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recommends that local police departments establish such a 
system, using paid or unpaid monitors, depending upon their 

needs and resources. 

The Commission seriously considered drafting 

legislation requiring the presence of cell monitors in 

lockups. However, without a guarantee that police 

departments could either afford to pay monitors or could 

find a source of unpaid monitors, legislation of this kind 

would be very costly. If the state paid for cell monitors 

in all 257 lockups, it would cost the Commonwealth 

approximately $4,000,000 a year. It was for this reason 

alone that the Commission did not recommend that lockups 

must have cell monitors. However, the Commission's priority 

is the implementation of a system of constant human 

surveillance of detainees. The following proposals are 

recommended as an alternative, but inferior system of cell 

monitoring, to be used only if police departments are unable 

to implement the preferable system. 

If lockups are unable to employ cell monitors, the 

Commisison recommends that they check cells every 15 

minutes. Practically, it would be difficult for duty 

officers to check cells more frequently than every 15 

minutes, although this would be the ideal. In order to 

ensure that these checks are made, each lockup should 

install a checking device which would automatically record 

the time of each cell check, and would signal the time when 

the next cell check is due. The device should be 

tamperproof, and should be positioned so that the duty 

officer can only record a cell check after he or she has 

walked past every cell. 

Lockups should also install audio equipment so that 

each cell is within audible range of the communications 

desk. This system should have automatic gain control so 

that sounds from within cells are relayed to the duty 

officer at a moderate level. 
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This system of cell surveillance combines personal cell 

checks with the use of electronic equipment, and would 

effectively prevent most suicides. 

strongly contingent upon the 

Commission's other recommendations. 

However, its efficacy is 

implementation of the 

15 minute cell checks 
with audio 

combination 

would make 

equipment can only be really effective in 

with vastly improved cell conditions, which 

it difficult for a detainee to find the means of 

suicide within a cell. Hence the Commission recommends that 

this system be used only in combination with the proposed 

new cell regulations which follow. 

B) Cell Regulation and Inspection 

Discussion 

The experience of being placed in a jail cell will 

always be unpleasant, but it is neither necessary nor 

appropriate for detainees to be subjected to appalling cell 

conditions. While responses to the questionnaire suggest 

that most cells are well furnished, lighted and heated, the 

Commission visited cell blocks which are unsanitary and in a 

state of disrepair. Many police chiefs complained to the 

Commission about their desparate need for new facilities. 

The conditions in many cell blocks in Massachusetts 

lockups are not only uncomfortable and depressing, they are 

dangerous. It is no coincidence that most of the cells in 

the Commonwealth have exposed bars and that hanging is the 

most common method of suicide and attempted suicide within 

cells (see Table 65). 

Police have responded to this problem in a variety of 

ways. The Boston police have covered the bars in their 

lockups with wire mesh (see Appendix J). This mesh prevents 

a detainee from tying a noose to the bars. However, the 

system is not foolproof because the mesh can be tampered 
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with. Other police chiefs have removed the bars altogether, 

replacing them with polycarbonate glazing material such as 

Lexan. The Braintree police department has installed 

udetention doors u with this material. The result is that 

suicide within these cells is a practical impossibility, and 

the cells themselves are far less intimidating and more 

pleasant than similar cells with bars (see Appendix J). 

Cell bars are the most obvious danger to detainees. 

However, if there is anything at all in the cells to which a 
shirt or blanket can be attached, it is a potential means of 
suicide. Exposed pipes or electrical fixtures within cell 

should be eliminated. 

The Department of Public Health is required to 
promulgate regulations for local lockups. Current 

regulations are extremely brief and do not even include a 
clear requirement that there should be a toilet in every 

cell (see Appendix 1). Moreover, the existing regulations 

cannot be properly enforced. The Department lacks the 

manpower to make regular inspections* and cannot force 

compliance with the regulations because there are no 

available sanctions. 

Enforcement of 
particuarly difficult 

M.G.L. chapter 111 s. 22 

the 

when 

the 

Department's regulations is 

a new lockup is built. Under 

Department must approve the 

plans for new lockups before they are built. However, new 

lockups are frequently built without this approval. The 

Department is then powerless to correct any violation of the 

regulations. 

* Local lockups are not one of the Department of Public 
Health's priorities. There is even some controversy about 
whether DPH is obliged to inspect them under the General 
Laws. A DPH official testified to the Commission that these 
inspections are carried out at present under the general 
mandate in M.G.L. chapter 111 s. 5. Strictly speaking the 
definition of ucorrectional institutions" in M.G.L. chapter 
125 s. 1 (d) could include local lockups. However, M.G.L. 
chapter 111 s. 20 mandates inspections of correctional 
institutions twice a year, and this is far more often than 
DPH currently inspects local lockups. 
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Recommendations 

The conditions in many cells throughout Massachusetts 

are deplorable. If these conditions are not improved, many 

more detainees will succeed in committing suicide. The 

Commission proposes to reduce the risk of suicide by 

removing the means of suicide from the cells and alleviating 

the trauma of incarceration within them. 

To remove the physical means of suicide from cells, the 

Commission recommends that all cell bars should be covered 

with high impact, low-abrasion transparent plastic, the cost 

to be covered by the state. This plastic material would 

make it impossible for a detainee to attach anything to the 

bars and hang him/herself. Other recommendations which will 

make suicide much more difficult are the removal of all 

hooks, hinges and catches from the cells, and the covering 

of any ducts or windows with wire mesh. 

In order to reduce the trauma of imprisonment, the 

Commission recommends improvements in the general standards 

of repair, cleanliness, lighting and heating of cells. 

These recommendations are set out in full in the Summary of 
Recommendations. 

The Department of Public Health is now in the process 

of creating new regulations for local lockups, and a member 

of the Commission will be working with DPH officials to 
encourage the adoption of these recommendations. 

The Commission also proposes amending the General Laws 

to make it clear that DPH must inspect local lockups at 
least once a year, and to give the Department the sanction 

of closing a lockup which does not comply with the 

regulations. This power to close a lockup will also apply 

to new lockups which are built in violation of DPH 

regulations. 
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C) Training 

Discussion 

Under present law, all police officers except those 

whose duties are Nprimarily clerical or administrative N must 

be trained in cardio-pulmonary resuscitation (M.G.L. chapter 

111 s. 201). Of the police departments responding to the 

questionnaire, 97.4% said all or some of their officers had 

some form of lifesaving training (see Table 39). Only 24.5% 

said their officers had any training in dealing with 

suicides and suicide attempts (see Table 38). 

The Commission believes that police training in suicide 

prevention is as important as training in lifesaving. Both 

detainees and police would benefit greatly if all officers 

could be fully prepared to handle the risk of suicide in 

lockups and to spot a potentially suicidal detainee before 

that detainee is placed in a cell. 

This assertion requires explanation, especially in 

light of the Commission's premise that all lockup detainees 

should be considered a suicide risk. This premise 

means that the police should take precautions 

certainly 

to make 

suicide as difficult as possible for any detainee. It does 

not mean that these general precautions are the only 

available methods of suicide prevention. 

Most police are now trained to revive a detainee who 

has made a suicide attempt. The Commission believes that 

they can be trained to stop the detainee from making the 

attempt in the first place. With a better understanding of 

the problem, police officers may learn to be on the alert 

for indications that a detainee may be suicidal. Thus they 

may be able to avert suicidal crises. 

There are a number of useful signs indicating that a 

detainee may be at high risk of suicide. In spite of 

popular wisdom to the contrary, experts have testified to 

the Commission that previous suicide attempts, suicide 
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threats or suicidal thoughts are all important indicators to 
be taken seriously. In addition, the Samaritans look for 

the following indicators; a recent major loss, for instance 

a death or suicide in the family, physical or mental 

illness, and changes in behavior which indicate depression. 

Recommendations 

The Commission recommends that training in suicide 

prevention, intervention and detection should be mandatory 

for all police officers. This training would have the 

following advantages:-

a) The police would develop a better understanding of the 

nature of suicide and would learn to recognize some of its 

symptoms. Thus they would be better equipped to avert a 

suicidal crisis. 

b) The police would learn to elicit some of the symptoms 

of suicide from detainees. The Commmission has heard many 

suicide prevention experts testify that asking a detainee if 

he or she has ever thought of suicide is of paramount 

importance in assessing suicide risk. If the detainee 

answers in the affirmative, the police would then be aware 

of the risk. Furthermore, asking the question would show 

concern for the detainee and this may in itself reduce the 

risk that he or she will attempt suicide. The Commission 

proposes that police use a standard intake procedure to be 

included in police training. This procedure would include 

asking detainees if they have ever thought of hurting 

themselves or committing suicide. 

However, many police are afraid that the question 

itself may provoke a suicide attempt by putting the idea 

into the detainee's head. If police are to feel comfortable 

asking the question, they must understand why it is so 
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significant. More important, they will require training in 

how to pose the question and how to interpret the answer. 

c) Training would also improve current practices of 
passing on relevant information about suicidal detainees to 
other officers. The Commission heard testimony from the 

family of a suicide victim who had psychiatric problems. 

Police were warned that the victim might be suicidal, but 

this information was never passed on to other officers 

responsible for booking and monitoring the victim. With 

training, police would recognize the significance of such 

information to suicide prevention. 

d) Training would also ensure that police would take all 

the appropriate precautions to prevent suicide. Virtually 

all police departments remove belts, ties and shoelaces from 

detainees (see Tables 15, 16 and 17), but the importance of 
so doing should nevertheless be emphasized in training. 

Police might also be taught that it may sometimes be 

appropriate to remove other clothing from detainees, but 

that this must be done in the most humane and sensitive 

manner. 

Other appropriate precautions would depend to some 

extent on available lockup facilities and local professional 

support services. Lockups with large enough cells may 

consider putting two detainees in the same cell, or may put 

a detainee who seems particularly likely to harm him/herself 

in a padded cell. Mental health professionals may be called 

in, crisis centers contacted, or the detainee may be put in 

touch with the local Samaritans. Training in suicide 

prevention would enable police to make the best possible use 

of all available resources. 

e) Training would enable police to implement appropriate 

emergency procedures in the event of an attempt. The 

Commission recommends that all police departments should 
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develop written policies and procedures to be followed in 

~ situation which threatens the safety of detainees. 

The Commission has heard of cases of suicide where police 

did not evacuate the victim for some time. Indeed, in 22.2% 

of the cases of suicide in the Commission's study the police 

evacuated the victim 11 or more minutes after discovery, and 

in half of these cases, the victim was evacuated more than 

30 minutes after discovery (see Table 69). Whenever an 

attempt is made, the police should be capable of responding 

as efficiently and professionally as possible. Their 

ability to do so would be much improved with training. 

The Commission recommends that the Massachusetts 

Criminal Justice Training Council should approve this police 

training in suicide prevention. The training should also be 

included in the curriculum of all police academies, 

including the state Police academy. 

The Commission recommends that this training should 

include: 

1) Training in the problem of suicide in general, and in 

the symptoms of suicide. (See Appendix 15 for the 

recommended intake procedure). 

2) Training in how to communicate with suicidal detainees 

and in how to elicit suicide symptoms from them. 

3) Training in appropriate suicide prevention techniques 

and emergency procedures. 

D) Support Services 

Discussion 

The Commission has recommended that police be trained 

to recognize and elicit certain indicators of a high risk of 

suicide. Two of the major indicators of suicide risk are 

drunkenness and mental illness. The questionnaire clearly 

establishes the dangers of suicide when a detainee is drunk 

(see Table 49). The significance of previous or current 
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mental illness to suicide risk has been documented in other 

studies. 

These two indicators of suicide risk illustrate a 
particular problem. Having assessed a detainee as suicidal, 
the police may find they are unable to handle the risk of 
suicide because of the detainee's condition. It is 

extremely difficult for police to provide drunk 

ill detainees with appropriate care without 

other professionals who are trained to do so. 

or mentally 

the help of 

Unfortunately, this help is not always forthcoming. 

The Commission has heard testimony that the available 

professional support services 

facilities or detoxification 

such as mental health 

centers are reluctant to deal 

with anyone who has been arrested or detained by the police. 

Table 37 shows that a great many police department have no 
working arrangement with mental health or crisis centers, in 

case they require professional help with a detainee. 

Many police chiefs responding to the questionnaire also 

said that, although they frequently need assistance with 

mentally ill, disturbed or drunk detainees, they find these 

detainees are often not accepted in mental health facilities 

or detoxification centers. One police officer testified 

about his 

psychiatric 

because he 

experience in dealing with one detainee:- "every 

facility ... refused to take [the detainee] 

had been drinking ... every detox center ... refused 

to take [the detainee] because he had psychiatric problems." 

The Commission has heard Department of Mental Health 

officials testify that many suicidal detainees are not 

mentally ill, but are rather in a state of temporary crisis. 

Although these detainees need help, their condition does not 

necessarily warrant admission to a DMH facility. When 

admission is necessary, the procedure is extremely complex, 

especially if a detainee is in police custody. 

Department of Public Health officials have testified 

that many drunk detainees in police custody are in need of 
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some kind of restraint. The Department's detoxification 

centers are unable to handle such detainees. 

Recommendations 

It is clear that the police often need professional 

assistance in handling suicidal detainees, especially if 

they are suicidal primarily because of mental illness or 

drunkenness. Perhaps the best solution to this problem 

would be a different type of facility specifically for these 

detainees. However, such a proposal would be unrealistic, 

largely because of the expense involved. A separate and 

detailed investigation would also be necessary to establish 

exactly what kind of new facility would be most appropriate. 

The Commission believes that existing resources should 

be used wherever possible. On this basis, the Commission 

recommends that local police, DMH and DPH officials meet 

together periodically to inform police about available 

support services, foster communication between the various 

agencies, and encourage the most efficient use of available 

facilities. 

The content of these meetings would depend upon the 

problems and available services of the particular locality. 

For instance, police departments which are a long way from 

the nearest detoxification center should devise a system of 

transportation for intoxicated detainees. In areas where 

there are independent suicide counseling services such as 

the Samaritans, police could provide detainees with the 

emergency phone number. If there are no available crisis 

centers, DMH officials could provide police with someone to 

call for advice in the event of an emergency. In other 

areas, DMH and/or DPH officials might be able to visit the 

local lockups in the event of a crisis. 

However, the goal of these meetings should be the 

implementation of local programs for handling suicidal 
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detainees in the best possible way. These programs should 

be designed to coordinate local support services and ensure 
that police are able to obtain professional assistance with 

drunk and mentally ill detainees whenever necessary. 

E) Recording 

Discussion 

There is at present no coherent system for recording 

and releasing information about suicide and attempted 

suicide in local lockups. The absence of such a system 

makes it extremely difficult to obtain information about 

lockup suicide and hence to devise appropriate methods of 
suicide prevention for lockups. 

When a detainee commits suicide in a lockup, the police 

are obliged to report the incident to the district attorney 

and to the medical examiner under M.G.L. chapter 38 s. 6. 

This law states that nWhen a person in the commonwealth is 
supposed to have died by violence ... suddenly when not 

disabled by disease ... or when any person is found dead ... any 

person having knowledge of such deathn must notify the 

medical examiner and the district attorney. 

The statute does not provide for the central recording 

of, and easy access to, detailed information about lockup 

suicides. The district attorneys and medical examiners have 

no obligation to collect information about all lockup 

suicides in the state. Nor are they obliged to release 

information about these suicides. Furthermore, the law only 

requires police to notify the district attorney and medical 

examiner; it does not mandate reporting of any particular 

information about the case. 
The Commission's study shows that police records are 

inadequate for purposes of research. Few police departments 

could provide the Commission with accurate records of all 
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suicides and attempted suicides even for the last 5 years. 

Many departments had to rely entirely on the memory of their 

police officers for information about cases of suicide and 

attempted suicide. 

The absence of records of suicide and attempted suicide 

not only hinders research, it hinders efforts to prevent 

suicide in lockups as well. Police departments are 

depriving themselves of the opportunity to learn from past 

mistakes. Moreover, under the 

not capable of passing on 

present system, police are 

information about suicidal 

detainees to one another. Since a detainee is at high risk 

of suicide if he or she has attempted it in the past, the 

police shoudl record any such attempts for the information 

of fellow officers. If the detainee 

rearrested, and Table 45 suggests that 

detainees who commit or attempt suicide 

arrests, the police would then be aware of 

in 

the 

have 

the 

question is 

majority of 
had previous 

risk. The 

Boston police department now keeps a list of persons who 

have attempted suicide within its lockups. Before someone 

is detained in a Boston lockup, his or her name is checked 

against this list. 

This lack of any central records of suicide also causes 

problems for families of suicide victims. The police are 

often reluctant to release information about particular 

cases of suicide in lockups, and the district attorneys 

offices do not always provide the family with easy access to 
their reports. The Commission believes that these families 

should not have to suffer the needless frustration and 

anxiety which results from not being able to find out what 

happened to their deceased relatives. 

Recommendations 

The Commission recommends the following improvements to 
the present system of recording and record keeping:-
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1} Police departments should record information on all 

suicides on standard forms such as the one in Appendix 16. 

2} Police departments should send the recorded information 

about a suicide, with copies of incident reports, to the 

medical examiner within 7 days of the death and retain 

copies of all these reports in police files. 

J} Police departments should record all attempted 

suicides, suicide gestures and threats on the Department of 
Public Safety computer within 24 hours of the attempt, 

gesture or threat. Police officers should check the names 

of incoming detainees against these records. 

4} If a detainee attempts or threatens suicide, or makes a 

suicidal gesture, in one jurisdiction and is then 

transferred to another jurisdiction, the police should 

inform the receiving jurisdiction immediately of the exact 

nature of the attempt, threat or gesture. 

5} The medical examiners should send all information about 

a suicide, including the autopsy and medical examiner's 

reports, to the next of kin within 14 days of the death. 

6} Families of suicide victims should have a right to have 

a physician of their own choice present at an autopsy. 

7} The Chief Medical Examiner should record all lockup 

deaths on the central computer, and should make an annual 

report to the Lockup Suicide Advisory Committee (see below). 

8} Police departments should collect statistical 

information on all suicide attempts, gestures and threats at 

the lockup, and should report this information to the Chief 

Medical Examiner. The Chief Medical Examiner should collect 

this information and make an annual report to the Lockup 

Suicide Advisory Committee. 
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F) Alternatives to Incarceration 

Discussion 

The Commission has given a great deal of thought to 
suitable alternatives to incarceration in local lockups. It 
is clear that these lockups are not designed to hold 

detainees for more than a few hours, and that it is 

relatively rare for an individual to be detained longer than 

that. Yet the majority of suicides take place within the 

first two hours of incarceration (see Table 60). Detainees 

should be bailed or released as soon as possible from the 

lockup. 

The Commission's particular concern for detainees who 

are either drunk or seriously disturbed has been discussed 

above. Table 49 shows that the overwhelming majority of 
suicides and attempted suicides in this study were drunk. 

Local lockups are not appropriate environments for these 

detainees, especially if they are incapacitated. A 

particularly tragic case came to the Commission's attention 

in December 1983. A young man detained in a lockup while 

severely drunk died in the cell after choking on his own 

vomit. 

A very high proportion of detainees who are drunk in 

local lockups are being held under the protective custody 

law (See Table 46). This law allows police to detain "any 

person who is incapacitated," and take them either to their 

home, to a detoxification center or to the local lockup 

(M.G.L. chapter 1118 s. 8). Although this law was designed 

to reduce the number of intoxicated people who must "dry 

out" in lockups, it has not been particularly effective. 

The problems police encounter in trying to admit an 

intoxicated detainee to a detoxification center have already 

been mentioned, as has the opInIon of the Department of 
Public Health that detoxification centers are not equipped 

to handle violent or suicidal detainees. 
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Not only are police often unable to place intoxicated 

detainees in these alternative facilities, they face 

considerable problems in trying to return these detainees to 
their families. According to M.G.L. chapter 119 s.67, the 

police must notify the family if a juvenile is being held in 

protective custody. However, the Commission has heard 

police complain that families frequently refuse to come and 

pick up their son or daughter, perhaps feeling that a short 

stay in a jail cell will do them good. This attitude has 

had tragic results. 

Moreoever, intoxicated adul t detainees frequently 

refuse to allow police to contact their relatives, or else 

they are too drunk to gi ve their assent. At least one 

police chief told the Commission that he would like the 

discretion to call an adult detainee's family and ask them 

to remove their relative from the lockup. Of course, this 

raises serious questions of civil liberty if police are 

allowed to inform a detainee's family against his or her 

express wishes. 

Intoxicated detainees, therefore, continue to be held 

in local lockups. The majority of suicide victims are 

indeed intoxicated, and there is no doubt that some 

alternative provision for these detainees would reduce the 

number of suicides considerably. 

Recommendations 

Local lockups are not intended to hold detainees as 
part of a sentence imposed by the court. The only reason 

for holding someone in a local lockup is to ensure their 

appearance before the court, or to prevent them from being a 
danger to themselves or to others. 

In the case of detainees under arrest, they should be 

released 

Commission 

as ear ly 

recommends 

as possible from the lockup. The 

that courts and local police 
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departments examine their system of bailing detainees. Bail 

commissioners should be readily available to the police 

whenever a detainee is arrested, and the question of bail 

should be dealt with as expeditiously as possible. 

The problem of drunk detainees is rather , intractable. 

Various experts have suggested that the only solution is an 

alternative facility for suicidal detainees, especially for 

drunk detainees. The Commission has also heard testimony 

that the incarceration of drunk detainees should be 

outlawed. While these proposals have merit, the 

Commission's inquiries suggest that they are impractical at 

the present time, and may create as many problems as they 

solve. 

The Commission therefore recommends that:-

a) Apart from contravening a detainee's express wishes, the 

police should make every effort to contact relatives or 

friends of a drunk detainee and have the detainee released 

to them. 

b) In view of the risk of suicide and accidental death, the 

surveillance of drunk detainees should be given the highest 

priority. Drunk detainees should not be left alone for a 

moment. 

c) The Commission's study suggests that the protective 

custody law has increased the rate of suicide in local 

lockups. The purpose, effects and administration of this 

law are beyond the scope of this report, but are worthy of 

further study. It appears that the law is not working as 

well as was intended, and it is creating some disturbing 

side-effects. It may be that the decriminalization of public 

drunkenness has brought an entirely new population into the 

lockups. Detainees in protective custody may be people whom 

the police would not have arrested in the past, and who are 

particularly vulnerable to suicide. On the other hand, 

these detainees may have faced criminal charges under the 
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old law. In either case, detainees in protective custody 

constitute an alarming proportion of lockup suicides. 

The Commission therefore recommends that a study be 

made of the purpose and effects, both direct and indirect, 

of the protective custody law. 

G) Implementation of Recommendations 

Discussion 

The scope of the Commission's recommendations is broad. 

The recommendations include a new system of cell 

surveillance, the promulgation of new cell regulations, the 

implementation of a state-wide police training program and a 

new system of record-keeping. 

Successful implementation of these recommendations 

depends on two thing"s, the passage of legislation and the 

cooperation of various agencies, especially the Department 

of Public Health. The Commission has secured general 

agreement 

affected 

about its 

by them. 

proposals from the agencies most 

However, a member or members of this 

Commission should continue to meet with these agencies 

throughout the implementation process. It is unlikely that 

the mere publication of this report will achieve the goal of 

suicide prevention in local lockups in Massachusetts. 

Recommendations 

The Commission there fore recommends the creation of a 

Lockup Suicide Advisory Committee to oversee the 

implementation of the recommendations. Since the agency 

most affected by the Commission's recommendations is the 
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Department of Public Health, it is appropriate that the 

Committee should report to this Department. 

The Committee should consist of seven members, one 

appointed by the Senate President, one by the House Speaker, 

and five members appointed by the Governor from the current 

members of the Commission. The members of the Committee 

would appoint from their ranks a chairperson, who would call 

periodic meetings of the full Committee. No member would 

receive remuneration for his or her services to the 

Committee. 

The Commission further recommends that the Department 

of Public Health provide for staffing of this Committee. 
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VI. SUMMARY OF RECOMMENDATIONS 

1) Surveillance 

The Commission recommends the following alternative 

However, the Commission systems 

believes 

of cell surveillance. 

that alternative A is preferable and only 

recommends B in recognition of the expense involved in A. 

A. Whenever a detainee is being held in a local lockup, 

whether under the jurisdiction of a local police department, 

the state police or the metropolitan district commission, 

said detainee should be monitored at all times by a cell 

monitor or monitors. The duties of cell monitors should 

include being physically present in the cell block or cell 

area at all times, and alerting the police immediately if a 
detainee tries to harm himself or herself. 

B. If a police department is unable to employ cell 

monitors, a duty officer shall check the cells every 15 

minutes. The police department shall install an electronic 

checking system which records automatically the times of the 

duty officer's cell checks and which signals the time when 

the next cell check is due. This system shall be 

tamperproof, and shall be positioned so that the duty 

officer cannot record a cell check until he or she has 

walked past every cell. 

Every police department which uses alternative B shall 

also cover all cell bars with high impact low-abrasion 

transparent plastic as recommended in the proposed cell 

regulations, and shall install audio equipment in the cells 

such that every cell is within audible range of the 

communcations desk. 
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2) Cell Inspection 

The following legislation would provide for annual 

inspections of local lockups and would establish 

administrative penalties for noncompliance with lockup 

regulations. 

AN ACT to further regulate the Department of Public 

Health 

Section 1: 

Chapter 111 of the General Laws is hereby amended by 

striking out section 22 and inserting in place thereof the 

following section: 

Section 22: 

lockup shall be 

No station house, house of detention or 

built until the department has approved in 

writing the plans for the provisions for lighting, heating, 

ventilation and plumbing, the dimensions and form of 

construction, and the location of the cells. The 

commissioner may cause any facility failing to comply with 

the provisions of this section to close until such a time 

that the department has approved the plans of said facility 

and has inspected the facility in accordance with the 

provisions of section twenty. 

Section 2: 

Said chapter is hereby further amended by striking out 

section 20 and inserting in place thereof the following 

section: 

Section 20: At least twice each year the department 

shall inspect each correctional institution, as defined in 

section one of chapter one hundred twenty-five, and shall at 
least once each year inspect each lockup subject to the 

provisions of section thirty-four of chapter forty, and 
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shall file a report of its findings and recommendations, 

with respect to the compliance of each such facility with 

the rules promulgated under the authority of section 

twenty-one, with the department of correction, the secretary 

of human services, the superintendent or administrator of 
each such facility, and the general court. 

Section 3: 

Section 21 of said chapter is hereby further amended by 

striking out the first two sentences and inserting in place 

thereof the following sentences: 

The department shall make rules and regulations for 
police station houses, lockups, houses of detention, jails, 

houses of correction, prisons and reformatories, regarding 

the care and use of drinking cups and of dishes used for 
food, the care and use of bedding, appropriate clothing for 
detainees, the ventilation of the buildings, the minimum 

plumbing facilities for human habitation, and the general 

health and safety of the detainee. 

Section 4: 

Said section of said chapter is hereby further amended 

by adding the following sentence: 

The commissioner shall, following 

cause any facility failing to comply 

a public hearing, 

with the rules and 

regulations promulgated under the authority of this section 

to close until said facility is found to be in compliance 

and receives written notification from the department to 

that effect. 
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3) Cell Regulations 

The Commission recommends the following additions to 
the Department of Public Health's rules and regulations for 
lockups: 

Definitions: nNew lockupsn = lockups in construction 

after 12/31/84, and in planning after 6/30/84. The term also 

applies to lockups undergoing renovation by these dates. 

1) Each cell shall have a protective covering over all 

bar structures ' accessible to detainees in the cell. 

Protective covering shall consist of high-impact, 

10 w-abr as ion, transparen t plastic of at least 1/4 n 

installed on the interior of thickness. Plastic shall be 

bar structure, and shall be 

in a permanent manner. 

affixed to stationary cell walls 

2) Ducts or windows providing natural or artificial 

ventilation, accessible to detainee in cell, shall be 

covered with double-crimped steel mesh with a minimum of 
sixteen (16) mesh per square inch. Mesh shall be 

tight-fitting and shall be point-welded to duct housing or 
window frame. 

3) No cell shall contain latches, 

pipes, catches, or hinges, nor shall 

accessible to the detainee from inside the 

hooks, 

any of 
cell. 

handles, 

thes e be 

4) Each cell shall be painted in one of the following 

pastel colors: beige, off-white, pink, light blue, yellow, 

or light green. Frontal sections of each cell shall be 

painted in a dark color for proper visibility into the cell. 

Paint shall be maintained in good order. 
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5) Each cell shall have appropriate artificial and 

natural lighting. Appropriate artificial lighting is 

either: 1) direct lighting within the cell with recessed, 

tamperproof fixtures in the ceiling; 2) indirect lighting 

from outside the cell with light focused into the cell. 

Direct and indirect artificial lighting shall provide within 

the area of each cell an average illumination of six (6) 

foot candles at a height of thirty (30) inches above floor 

level. Appropriate natural lighting is defined in section 

502.0 in the state Building Code. 

6) Each cellblock shall have at least one (1) 

functional smoke detector for every five (5) cells, the 

alarm of which shall be audible at the communications desk. 

7) Each cell shall be within audible range of the 

communications desk. Electronic audio systems may be used 

to meet this requirement. The department recommends a one 

way audio system including an automatic gain control. 

8) No electrical sockets shall be located within a 

cell. 

9) All new lockup facilities shall locate their 

cellblocks adjacent to the booking desk and proximate to the 

detainee entrance, separated from all public areas within 

the station house. The department recommends the detainee 

entrance be located within a closed garage (sallyport), 

where the detainee is out of any public view. 

10) All new cells shall have at least forty-eight (48) 

square feet of available floor space. 

11) All new cells shall be at least ten (10) feet high. 
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12) All new lockups shall provide for the monitoring of 

each occupied male cell by video camera. Each camera shall 

monitor one (1) cell only. Television monitors shall be 

located in a prominent place at the communications desk. 

The screen of said monitor shall measure at least twelve 

(12) diagonal inches. 

13) Each cell in a new lockup shall be located directly 

opposite another cell. The department recommends that, 

whenever possible, detainees be placed in view of other 

detainees. 

4) Training and Police Procedures 

A. Members of police departments, members of the police 

force of the metropolitan district commission, and members 

of the uniformed branch of the state police shall be trained 

in the detection, intervention and prevention of suicide. 

This training shall include: 

a) Training in the nature and symptoms of suicide, including 

the use of a standard intake procedure such as the one in 

Appendix 15. 

b) Training in communication with suicidal detainees. 

c) Training in appropriate suicide prevention techniques and 

emergency procedures. 

B. This training shall be approved and coordinated by 

the Massachusetts Criminal Justice Training Council, and 

shall be included in the curriculum of all police training 

schools and academies, including the state Police Academy. 

C. In-service training shall be provided for existing 

police officers, who shall be required to complete it as 

soon as practical, and in no event later than (one year from 

the implementation of this recommendation) for shift 

commanders, and no later than ( 3 years from the 
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implementation of this recommendation) for all other police 

officers. 

D. It shall 

police officer 

be 

that 

a condition 

he or she 

of promotion 

shall first 

for every 

complete a 

provided by refresher seminar in suicide prevention, to 
the Massachusetts Criminal Justice Training 

E. All police officers shall establish 

be 

Council. 

written policies 

and procedures to be followed in any situation which 

threatens the safety of detainees. 

5) Support Services and Alternatives to Incarceration 

A. The Commission recommends that local police, 

Department of Mental Health and Department of Public Health 

officials work together to provide for improved services, 

and more efficient use of existing services, for suicidal 

detainees, especially drunk or mentally ill detainees. 

B. The Commission recommends that every effort is made 

to release detainees on bail at the earliest possible 

moment. 

C. The Commission recommends that the removal of drunk 

detainees from lockups, or their constant surveillance, 

should be of the highest priority for the police. 

D. The Commission recommends that a study of the 

effects of the protective custody law be conducted. 

6) Recording 

A. Whenever a detainee, whether under protective 

custody or under arrest, commits suicide or dies at a local 

lockup, whether under the jurisdiction of a local police 

department, the state police or the metropolitan district 

commission, and whenever a detainee as defined above 

inflicts self-injury at a lockup which results in death 
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elsewhere, the officer in charge of said lockup shall make a 

report of the incident, identifying the deceased and 

describing the circumstances surrounding the death. A copy 

of this report shall be retained in the lockup files and a 
copy shall be sent within 7 days of the death, together with 

copies of any incident reports, to the medical examiner's 

office. This shall be in addition to the requirement of 
notification in the Massachusetts General Laws Chapter 38 

section 6. 

B. These reports should be made on standard forms such 

as the one in Appendix 16. 

C. The medical examiner's office shall send all the 

reports received from the police department, 

and medical examiner's reports to the next of 
than 14 days after the death. 

D. When an autopsy is performed in any 

cases of suicide which require police to 
medical examiner, the next of kin shall have 

and any autopsy 

kin not later 

of the above 

report to the 

the right to 
have a physician of his or her own choosing at the autopsy. 

The next of kin may waive this right in a signed writing, 

or, if he or she fails to designate a physician within 48 

hours of the suicide victim's death, the right shall be 

considered waived. 

E. Whenever a detainee as defined above, attempts or 
threatens suicide, or makes a suicidal gesture while in 

police custody, regardless of the apparent motive for so 
doing, the officer in charge shall, within 24 hours of the 

incident, record the following information on the Department 

of Public Safety computer; the name, address and age of the 

detainee, the charge or reason for detention, and the nature 

and date of the incident. 

F. Whenever a person in police custody attempts or 
threatens suicide, or makes a suicidal gesture, and is then 

transferred to another jurisdiction, the officer in charge 

shall notify the receiving jurisdiction immediately of the 

exact nature of the attempt, threat or gesture. 
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G. The Chief Medical Examiner shall report all cases of 
lockup suicide to the Lockup Suicide Advisory Committee 

annually. 

H. Police departments shall collect statistical 

information on all suicide attempts, threats or gestures 

occurring at their lockups and shall report the information 

to the Chief Medical Examiner. The Chief Medical Examiner 

shall then make an annual report of all this information to 
the Lockup Suicide Advisory Committee. 

7) Lockup Suicide Advisory Committee 

A. A Lockup Suicide Advisory Committee shall be 

established to oversee implementation of the recommendations 

of the Special Commission to Investigate Suicide in 

Municipal Detention Centers. 

B. This Committee shall consist of seven members, one 

to be appointed by the Senate President, one by the House 

Speaker, and five by the Governor from the members of the 

Special Commission to Investigate Suicide in Municipal 

Detention Centers. 

C. The members of the Lockup Suicide Advisory Committee 

shall appoint from their ranks a chairperson, who shall call 

periodic meetings of the full Committee. No member shall 

receive remuneration for his or her services to the 

Committee. The Committee shall report periodically to the 

Commissioner of Public Health on the progress of the 

implementation of the recommendations. 

D. The Department of Public Health shall provide for a 
staffperson for this Committee. The duties of this 

staffperson shall include:-

a) Assisting in the passage of legislation recommended 

by this Commission by testifying at legislative Committee 

hearings and lobbying legislators. 
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b) Advising and assisting police, the Departments of 

Public Health, Mental Health, the Massachusetts Criminal 

Justice Training Council and the medical examiners in 

implementing the Commission's recommendations. 

c) Coordinating publicity for the Advisory Committee. 

d) Conducting a study into the effects of the 

protective custody law. 

e) Reporting periodically to the Advisory Committee on 

the progress of the recommendations. 



108 

VII. COST OF RECOMMENDATIONS 

Recommendation 

1. Surveillance 

A. The cost to the average lockup of 
ce11monitors for male detainees is approximately 
$1~000 a year. The cost to the state of employing 

cell monitors for all lockups is approximately 

$4,000,000 a year. 

employing 

B. The cost to the state of the alternative system of 
surveillance, including the installation of a device to 
record cell checks, audio equipment and bar coverings in 

every lockup, would be approximately $1,100.000. 

2. Cell Inspection 

The cost to the state of employing one more lockup 

inspector at the Deparment of Public Health would be $19,000 

a year. 

3. Cell Regulations 

The cost of installing high 

transparent plastic in every cell 
$636,000. 

impact low-abrasion, 

would be approximately 

The cost of installing a system of video equipment in a 
new lockup with five cells would be approximately $2,000. 

4. Training 

The cost of the proposed training would be 
approximately $5,000 a year. 

7. Lockup Suicide Advisory Committee 
The cost of staffing the Committee would be 

approximately $20,000. 



APPENDIX 1 

GENERAL RULES FOR POLICE STATION HOUSES, LOCK-UPS, 

HOUSES OF DETENTION, JAILS, HOUSES OF CORRECTION, 

PRISONS AND REFORMATORIES 
(GENERAL LAWS, CHAPTER 111, SEC. 21) 

1. Care and Use of Bedding 
Each prisoner shall be supplied with such number of 
blankets as is necessary to keep warm. All blankets 
shall be washed when they become soiled. They shall 
be aired, and if practicable, sunned daily while in use. 
Clean sheets shall be kept on hand at all times. 
Where sheets are supplied, they shall be changed for 
each new occupant. When in constant use by the same 
person, at least one sheet shall be changed each week. 
Where mattresses are supplied they shall be renovated 
or replaced whenever they become grossly soiled. 

2. Cl eanl ines s 
Quaters shall be kept clean and free from refuse and 
litter. 

3. Drinking Cups 
Individual cups shall be provided for each person. 
The common drinking cup is prohibited (Sec. 8, Chap. 111, 
G. L. ) 

4. Dishes Used for Food 
All dishes and eating utensils used shall be cleansed 
and effectively subjected to an approved bactericidal 
process after each usage. 

5. Plumbing 
All plumbing shall be maintained in good order. 

6. Towels 
Individual towels shall be provided for each person. 
The common towel is prohibited (Sec. 8, Chap. 111, G.L.) 

7. Ventilation and Lighting 
All cells and rooms used by inmates shall be adequately 
ventilated and lighted. 

8. A copy of these rules shall be posted in every Police Station 
House, Lock-up, House of Detention, Jail, House of 
Correction, Prison and Reformatory. 

Note: All plans for construction must be approved by the 
Department (Section 22, Chap. 111, G.L.) 

June, 1948 



PART 1 

Name of your police department: 

APPENDIX 2 

QUESTIONNAIRE 

Address ot your police departme~n~t~:---------------------------------------------------
·street 

Name ot the lock-up you use: 
city/town ZlP 

Address of the lock-up you use: 
-------s-t~r-e-e~t-------------c~i~t-y-J~t-o-w-n---------z~i-p--------

Lock- up phone: ---------------------------
Compl eted by: Your 

Your name(s) t i tl e (s) : 

Year 
lock-up 
bu il t: 

Numbe r 

Year(s) of 
renovation, 
if any: 

of cells: 
Average Slze 
of cells: square feet 

-----------~ 

Adult How many cells 
for following: Male ----

Juvenile 
Male 
Female Female 

Number of staff on duty at: 1st shift ----
2nd shift 
3 rd sh 1 t t -'-------

Time of: 

Date 
completed: 

Attached to 
police station? 
a)Yes b)No 

Total detainee 
capacity: 

How many padded 
cells? 

1st shift 
2nd Shlft 
3rd shift 

Number ot detalnee deaths from following causes during past 10 years: 
Natural causes Accident Homicide Suicide ____ _ 
Unknown Other 

Numbe r of attempted suicides at the lock-up during past 10 years: 

1. Cell furnishlngs and conditions 
(Check every applicable item) 
a) bed with frame 
b) cemen t slab 
c) mattress 
d) blankets 
e) pillow 
f) chalr 
g) table 
h) sink 
i) toilet 
j) water pitcher 
k) window with bars 
1) wlndow without bars 
m) electrical fixtures 
n) exposed pipes 
0) direct llghting 
p) indir e ct lighting 
1) well lighted 
r) dimly lighted 
s) unlighted 
t) heated 
u) partly heated 
v) unheated 
w) music 

--------
2. Items taken from detainees 
(Check whichever apply) 
a)wallet 
b)keys 
c)watch 
d) jewel ry 
e)belt 
f)tie 
g)shoelaces 
h)eyeglasses 
i)shirt 
j)pants 
k)other (please specify) 

3. Color of cells? 

x) other (please specify anything necessary for a complete description of cell) 



4. Surveillance of detainees: 
(Check whichever apply) 
a) electronic surve illance 
b) c e lls in full view of duty 

officer 
c) periodic checking by 

duty officer 
d) relIance on detaine es to 

alert duty officer 
e) other (please speci r y) 

6. Ar e detainee s given the following 
a) that the y may make a phone call, 

5. How often are cells checked? 
(Check one) 
a) every 5 minutes 
b) every 10 minutes 
c) every 15 minutes 
d) every 15 - 20 minutes 
e) eve ry 20-30 minut e s 
f) eve ry 30-45 minutes 
g) every 45 - 60 minutes 
h) eve ry 1 - 2 hours 
i) every 2-3 hours 
j) every 3-4 hours 
k) eve ry 4 hours or less 
1) no set schedule 

assurances? (Check whicheve r 
or that this can be done for 

apply) 
them? 

b) that their belongings will be sate? 
c) that they may speak to a probation officer, social worker or similar? 
d) that the y may speak to a lawyer? 
e) that they will be kept intormed about their case ? 
f) that they will only be locke d-up as long as is absolutely neces sary? 
g) that they can obtaIn advice about bail? 

7. Do officials at the lock-up take responsibility for informing d e tainees' 
families of their whereabout s ? a) Yes b) No 

8. Ar e detaine e s always asked if they have thought of suicide? a) Ye s b) No 

9. Doe s the lock-up have procedures for spotting potentially suicidal 
de t aine e s ? 
a) Yes b) No 
If yes, what are the y? 

10. Doe s the lOCK - UP have proce dur e s for handling suicides and sui c id e 
att empts? 
a) Ye s b) No 
I f y e s, what a re th e y? 

11. Do ofticials at the lock-up have any training in handling suicide a nd 
suiCIde attempts? 
a) Ye s b) No 
T f y e s, plea se e xpl a in: ________________________________ _ 



12. Are you aware of any available training in the handling of suicidal 
detainees? 
a) Yes b) No 
If yes, pl ea se expl a in ________________________________ _ 

13. Do otficials at the lock-up have any life-saving training? 
a) Yes b) No 
If yes, please explain: 

14. Does the lock - up have a working arrange ment with professional s such as 
doctors, psychiatrists, Samaritans etc., in case a detainee is suspected of 
beIng suicidal? 
a) Yes b) No 
If yes, please explain: 

15. What is the usual r e action at the lock-up wh e n a suicide or attempt e d 
suicide occurs? 

16. What changes would you like to see in lock-up conditIons or proce dur e s to 
handl e the problem of suicide and suicide atte mpts? 



PART 2 
The following questions are to be answered for each suicide and attempted 
suicide occurring after January 1973. Please use the attached chart for your 
answers. 

1. Occupation: 

a) Unemployed 
b) Student 
c) Blue Collar Worker 
d) White Collar Worker 

3. Status: 

a) Single 
b) Married 
c) Separated 
d) Divorced 
e) Widowed 
f) Common-Law Relationship 
g) Unknown 

6. Reason for detention 

a) Protectlve Custody 
b) Driving while 

Intoxicated 
c) Disorde rly Conduct 
d) Breaking and 

Entering 
e) Robbery 
f) Arme d Robbe ry 
g) Resisting arr e st 
h) Larceny 
i) Assault 
j) Murder 
k) Rape 
1) Suspicion of any crime 
m) Other (please specify) 

9. Attitude 

a) Hostile 
b) Devious 
c) Cooperative 
d) Uncooperative 
e) Apathetic 
f) Pesslmistic 
g) Other (please 

specify) 

2. Appearance 

a) Neat 
b) Unkempt 
c) Dirty 
d) Be ate n up 
e) Other (please specify) 

2. Record 

a) Previous arrests 
b) First offense 
c) On probation 
d) Unknown 
e) Other (please spe cify) 

4. Race/Ethnicity 5. State on arrival 

a) White a) Sobe r 
b) Black b) Drunk 
c) Spanish Heritage c) Drugge d 
d) Asian 
e) Ame rican Indian 

d) Substance 
withdrawal 

f) Unknown 
g) Other (please 

specify) 

e) Unconscious 
f) Other (please 

specify) 

7. Method of suicide 
or attempt 

8. Inst r ume nt us e d 

a) Shoe lace 
a) Hanging b) Belt 
b) Ove rdose c) Oth e r clothi ng 
c) Cutting d) Beddi ng 
d) Shooting e) Rope 
e) Jumping f) Razo r Blade 
f) Inj e stion of for e ign 

obj e ct(s) 
g) Gun 
h) Towel 

g) Unknown i) Knif e 
h) Other (please specify) j) Glass 

10. Mood 

a) Angry 
b) Anxious 
c) Cheerful 
d) Excited 
e ) Calm 
f) De pr e ss e d 
g) Resentful 
h) Vindictive 
i) Frustrate d 
j) Con f used 
k) Despairing 
1) Other 

(please 
specify) 

k) Drugs 
1) Unknown 
m) Other (please 

spe ci f y) 

11. Intak e Obse rvations 

a) No app e tit e 
b) Fe e ling ill 
c) Talke d of suicide 
d) Thre ate ne d suicide 
e) Indecisive 
f) Worri e d abo ut mo ne y 
g) Worri e d about family 
h) Ve ry littl e ene rgy 
i) Gave away poss e ss i ons 
j) Fee ling re jecte d 
k) Ne rvous 
1) Disorient e d 
m) Warnings that d e tainee was 

suicidal wer e rece ive d 
n) Detainee did not want to us e 

phone 
0) Othe r (please spe ci f y) 



-----------------

13. Background 

a) Known to lock-up officials 
b) Unknown to lock-up offlcials 
c) Community native 
d) Stranger in community 
e) Other (please specify) 

15. Last check before discovery of 
suicide/attempt 

a) 5 minutes before discovery 
b) 10 minutes before discovery 
c) 15 minutes before discovery 
d) 15-30 minutes before discovery 
e) 30-45 minutes before discovery 
f) 45-60 minutes before discovery 
g) 1-2 hours before discovery 
h) 2-3 hours before discovery 
i) 3 hours or more before discovery 

17. Procedures at lock-up on 
discovery 

a) Ambulance called 
b) Detainee received 

medical attention from ofticer 
c) Detalnee received medical 

attentlon from medical personnel 
d) Family called 
e) Coroner called 
f) Record made of what happened 
g) Other (please specify) 

14. Did detainee have contact with any of 
the following during his detention: 

a) Family 
b) Friends 
c) Doctors 
d) Attorneys 
e) Social worke r or probation officer 
f) Counselor 
g) Bail bondsman 
h) Other (please speci f y) 

16. Evacuation of detainee 

a) 0-10 minutes after dlscovery 
b) 10-20 minutes after discovery 
c) 20-30 minutes after discovery 
d) 30-45 minutes after discovery 
e) 45-60 minutes after discovery 
f) 60 minutes after discovery or more 
g) Evacuation unnecessary as injury slight 

18. Actual suicides only: detainee 

a) was dead when discovered 
b) died before evacuation 
c) was dead on arrival at hospital 
d) died in hospital 

19. Attempted suicides: attempt was 

a) a suicidal gesture without significant 
physical injury 

b) a suicidal act requiring me dical 
attention but without significant 
risk to life or health 

c) moderate to severe self - injury with 
pot e ntially fatal outcome but with 
clear ambivalence 

d) unequivo cal attempt t o end life 



APPENDIX 3 

Description of Local Lockups Visited by the Commission 

Woburn 
Woburn has a population of approximately 37,000. The 

lockup was built in 1932 and has not been substantially 
renovated since. There are 8 cells for men and 2 for women 
and juveniles. Each cell is approximately 48 square feet, 
and contains a toilet and a metal bed attached to the wall. 
The cells are fairly well lighted and well heated, but the 
general effect is extremely dirty and depressing. 

There are at least 1 or 2 men on duty near the cell 
block at all times, and cell checks are made every half 
hour. 

Chief Leo McElhiney was most concerned about the 
condition of his cells, especially about the accessibility 
of the bars. He mentioned that he would like to install a 
check-in system to ensure that the cells are checked every 
half hour, and would like the discretion to inform the 
families of detainees in all cases. In many cases, he said, 
he knows the family, and knows they would not only want to 
be informed, but would immediately remove the detainee from 
the lockup. 

Salem 
Salem has a population of about 39,000. The lockup was 

built in 1912. It has 9 male cells and 2 female or juvenile 
cells, each approximately 48 square feet. Each cell has a 
metal bed attached to the wall, a toilet and dim indirect 
lighting. The heating system is particularly poor due to 
the age of the lockup and the lack of any renovation. 

Althought the cells are under video surveillance the 
picture on the screen at the main desk is very poor. The 
cameras do not scan the entire surface of each cell, and it 
is difficult to distinguish very much. The cells are also 
at a distance from the main police station, thus hindering 
efforts to make regular cell checks in person. 

Dorchester 
The Dorchester lockup was built in 1971. It has 19 

cells, each about 35 square feet, and 13 of which are for 
male adults. It has a padded cell, which is currently 
unusable. Each cell has a metal bed attached to the wall, a 
toilet, and is partly heated and lighted. 

There is one officer on duty at all times, and the 
cells are checked every 15 to 20 minutes. In accordance 
with reforms instituted by the Boston Police Department, 
wire mesh has been installed across the cell bars. It is 
therefore difficult for a suicidal detainee to hang himself, 
however the mesh makes the inside of the cells extremely 
dark. 

In contrast to Chief McElhiney, Deputy Superintendent 
Flynn mentioned that one of his biggest problems is 
persuading the families of juveniles to pick up their 
children after they have been arrested or are being held 
under protective custody at the lockup. 



--- -- -- --~.~~~----~--------~----------------------------------------------

Marblehead 
The population of Marblehead is about 22,000. The 

lockup was built in 1960, and has 4 male cells and one 
female or juvenile cell. The cells are very clean, well 
lighted, and well painted in light colors. They each 
contain a metal bed attached to the wall, and a toilet/sink 
combination. They are perhaps the least depressing of any 
visited by the Commission. 

Cell checks are made frequently although there is also 
electronic surveillance equipment in the male cells. The 
one female or juvenile cell has a door rather than bars. 
The Commission members noticed a large protruding window 
fixture in this cell, which could easily have been used in a 
suicide attempt. The matron sits in an adjacent room, and 
there is a glass observation panel in the connecting door. 

Topsfield 
Topsfield has a population of 6-7,000. The state 

Police Barracks have three male cells, in excellent repair. 
Each has a wooden bed attached to the wall, a toilet, and is 
well lighted and heated. 

There is a separate video camera focused on each cell, 
and the picture on the screen is very clear. The audio 
system is also excellent, and a normal speaking voice from 
within the cell can be clearly heard. 

Norwell 
Norwell has a population of about 9-10,000. The lockup 

was built in 1971. It has four male cells, and one cell for 
females or juveniles. Each cell is about 64 square feet, 
contains a cement slab, and a toilet/sink combination. Cells 
are well heated and indirectly lighted. The female/juvenile 
cell has a bed with a frame and mattress, a toilet and a 
sink, and a door instead of bars. The matron sits in an 
adjacent room with a glass panel for observation. 

There are 1-3 officers on duty at all times. The male 
cells were under electronic surveillance, and were checked 
in person every 45-60 minutes. 

Braintree 
Braintree has a population of about 36,000. The lockup 

was built in 1969. Chief Polio designed the present lockup 
after witnessing a suicide attempt in the previous Braintree 
lockup. He was determined to make the present lockup as 
nearly suicide proof as possible, and the results are 
impressive. There are no bars in any of the cells, and no 
protruberances of any kind. Each cell has a wooden slab and 
a toilet and sink combination. The doors are plexiglass in 
a wooden frame, with a gap at the bottom of about 6 inches 
for ventilation and for food to be passed in to the 
detainee. 

Chief Polio mentioned the fact that, although the cells 
are under audio surveillance, the sound may be turned down 
or off altogther if there is someone in the cells making a 
lot of noise. 



APPENDIX 4 

Lockups Built Since 1975; Suicide Prevention Measures 

Type of Preventive Measure 
Electronic Surveillance 
Procedures for Suicidal Crises 
Suicide Prevention Training 
Surveillance, Procedures, Training 
Surveillance, Procedures 
Surveillance, Training 
Procedures, Training 
No Preventive Measures 

Total: 

APPENDIX 5 

Use of Isolation; Suicides and Attempts 

Suicides 
% N 
72.5 50 Isolation 
27.5 19 No Isolation 

% 
25.0 
4.5 
4.5 
16.0 
16.0 
9.0 
4.5 
20.5 

100 

Attempts 

N 
11 
2 
2 
7 
7 
4 
2 
9 

44 

% N 
80.1 434 
19.9 108 

Note: Isolation here means the lockup regularly places 
only one detainee in a cell. It does not indicate that the 
detainee was separated systematically from other detainees 
for punitive or other reasons. 

The suicides recorded in this table were not 
necessarily reported to the Commission in specific cases. 

APPENDIX 6 

Padded Cells; Suicides and Attempts 

Total Lockups With Padded Cells: 18 
Number with Suicide: 10 (25 Suicides) 
Number with Attempts: 11 (92 Attempts) 

Lockups with padded cells experiencing suicide account 
for 55.5% of the lockups with padded cells. Those 
experiencing attempts account for 61.1% of the lockups with 
padded cells. Lockups with padded cells account for 36.2% 
of the total number of reported suicides, and 16.9% of the 
reported attempts. 



Number of Staff; Suicide 

Number of Staff 

1 
1-3 
2-4 
3-5 
5 or More 

Total: 

Number of Cells; Suicide 

Number of Cells 
1 
2 
3 
4 
5 
6-10 
11-15 
16+ 

Totals: 

APPENDIX 7 

Lockups Reporting Suicide 
% N 
13.2 5 
28.9 11 
23.7 9 
13.2 5 
21. 0 8 

100 38 

APPENDIX 8 

% N 
0 0 
5.2 2 
2.6 1 
13.2 5 
10.5 4 
21.1 8 
23.7 9 
23.7 9 

100 38 

APPENDIX 9 

Use of Electronic Surveillance; Suicides and Attempts 

Lockups wi th 
Suicides 
% N 
78.9 30 
21.1 8 

Electronic 

Yes 
No 

Lockups wi th 
Attempts 
% N 
59.6 28 
40.4 19 

Note: Lockups with attempts here means lockups 
lockups only attempts, no suicides. However, the 

suicides here may have had attempts as well. 

APPENDIX 10 

Age 22 and Under; Type of Suicide Attempt 

Type of Attempt 
Suicidal Gesture 
Non-Gesture 

Unknown = 6 

% 
63.6 
36.4 

N 
35 
20 

wi th 
wi th 



APPENDIX 11 

Females; Type of Suicide Attempt 

Type of Attempt 
Suicidal Gesture 
Non-Gesture 

Unknown = 5 

APPENDIX 12 

% 
60.9 
39.1 

N 
14 
9 

Drunk Driving-Related Suicides and Attempts; 
Before and After 1982 

Suicides 
% N 
70.0 7 
30.0 3 

Unkno wn 

11 

10 

9 

8 

7 

6 

5 

4 

3 

= 1 

Before 1982 
After 1982 

nIW\~ IlR 1 \"I :\C-IU. I .. \TLIl 
SIIICIIlIS A\1l .. \ TTDlI'I'S HI' Yl.,\I( 

S II i \,: .i J l~ ~ 
.. \ttL'mp t~ : _____ _ 

Attempts 
% N 
40.7 11 
59.3 16 

Unknown = 3 
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APPENDIX 13 

First Offense; Alcohol-Related Suicide Attempt 

Type of Attempt 

Alcohol-Related 
Not Alcohol-Related 

APPENDIX 14 

Alcohol-Related SuicideszAttempts; LenQth 

Suicides Incarceration 
% N 
9.4 J Half an Hour 
9.4 3 Half to an Hour 
34.3 11 1-2 Hours 
34.2 11 2-4 Hours 
9.4 3 4-6 Hours 
0 0 6-B Hours 
0 0 B-10 Hours 
0 0 10-12 Hours 
3.2 1 12-24 Hours 

Unkno wn = B 

First Offender 
% 
86.4 
13.6 

N 
19 
3 

of Incarceration 

Attempts 
% N 
19.7 14 
lB.3 13 
32.4 23 
19. 7 14 
2.B 2 
0 0 
2.B 2 
2.B 2 
1.4 1 

Unknown = 71 



APPENDIX 15 

INTAKE PROCEDURE 

Initial Screening 

1. Observe detainee for the following signs: 

a)Abnormal feelings(mood) depression, sadness, 
hopelessness, despair , crying, fatigue, insomnia, 
weight loss 

b)Abnormal thinking(psychosis) unusual ideas, 
lack of communication, delusions, (false ideas), 
hallucinations, (false sensations, voices talking), 
disorientation 

c)Abnormal behavior- anger, hostility, fear, anxiety, 
shock, slow or fast movements 

d)Alcohol or drugs 
Is detainee under the influence of alcohol or drugs? 
Is detainee withdrawing from alcohol or drugs? 

e)Health Status 
i) Does detainee have a mental illness or signs 

of physical illness? 
ii) Is detainee on any medications? 
iii) Does detainee have bruises or show signs of 

physical fights? 
iv) Vomiting (sick to stomach) or difficulty 

breathing? 

2. Background: 

l)Illness 
Has detainee been hospitalized for mental illness, 
physical illness or accidents? 

2)Arrest Record 
Is detainee charged with a minor crime and 
overreacting to it? 
Is detainee charged with a crime of passion? 

J)Family 
Does detainee refuse to contact family or friends? 
Is he/she extremely anxious about their reactions? 
Has someone close to detainee recently died, or 
committed suicide? 



4)Employment 
Is detainee unemployed or has he/she recently lost a 
job? 

3. Suicide: 

Ask detainee if he/she has ever thought of killing 
him/herself 
Ask detainee if he/she has ever thought of hurting 
him/herself 
Ask detainee if he/she has ever tried to harm 
him/herself 
If detainee has thought or tried to hurt him/herself 
find out how and the details of plan 

4. Data Sources: 

a) Observation of detainee 
b) Talking to detainee 
c) Prior arrest record 
d) talking to arresting officer to obtain an account of 

detainee's behavior at arrest 
e) talking to any available person, friend, relative or 

police officer who knows the detainee if there is 
any reason to believe the detainee is suicidal 

5. Suicide Risk: 

a) If the answer to any question about suicide 3 is 
yes, consider detainee a high risk for suicide. 

b) If multiple answers to questions in 1, 2, and 3 are 
positive consider the detainee a risk for suicide. 

c) If an answer to question in 1, 2, or 3 indicates 
detainee has physical, mental, alcohol or drug 
problems consider seriously the possibility of 
suicide. 



-- ----------------------------------------

Check List 

Signs and Symptoms 

Abnormal Feelings 
Abnormal Thoughts 
Abnormal Behavior 
Alcohol or Drugs 
Mental Illness 
Medications 
Physical Illness 
Accidents 

Background 

prior mental illness 
prior physical illness 
vomiting or breathing 
difficulty 
overreaction to crime 
crime of passion 
family not available 
suicide of family/friend 
death of family/friend 
unemployed 

Suicide 

thinking of suicide 
prior thought of suicide 
tried to hurt self 
details of plan 

Yes No Describe any yes 



APPENDIX 16 

SUICIDES IN LOCAL LOCKUPS: INFORMATION FORM 

Police departments must send this information, and copies 
of any incident reports to the medical examiner, who will 
make all this information availiable to the next of kin. 

1. Name of victim: 
Address of victim: 

2. D.O.B.: Sex: 

3. Name of next of kin: 
Address of next of kin: 

4. Name of lockup: 
Address of lockup: 

5. Name of police chief: 

6. Date of arrest or detention: Time: 
Place of arrest or detention: 

7. Charge or reason for detention: 

8. Condition of victim on arrival at lockup: 

9. People contacted by or on behalf of victim from lockup, 
if any: 

10. Date and time of last check before suicidal act: 

Condition of victim at this time: 

11. Method and instrument of suicide: 

12. Date and time of suicidal act: 

13. Condition of victim on discovery: 

14. Procedures followed after suicidal act detected: 

15. Date and time of evacuation, if any, from lockup: 

Means of evacuation: 

Name of hospital to which suicide victim taken: 

Name of morgue to which suicide victim taken: 

16. Date of death: Time: Place: 

17. Cause of death: 

18. Other comments: 
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ERRATA 

Page 11, lines 4 and 5, for 47 read 46 

Page 11, line 7, for 19 read 18 

Page 55, Table 56, line 3, for 27.3% read 7.4% 

Page 55, Table 56, line 4, for 79.4% read 92.6% 

Page 62, Table 64, line 4, for 16 read 6 

Page 76, line 26, for $1,500 read $15,000 
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