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Executive Summary

A mental health crisis should not be a death sentence.

Irvo Otieno was a 28-year-old man who was passionate about life, his family, and had
dreams for his future. Mr. Otieno was a gifted athlete in high school, playing football and
basketball, and even attended college in California for a bit. He loved creating music and
aspired to make a career in the industry. His goals were not just of fortune and fame — he
wanted to help his relatives back in his native country, Kenya. He was known for being
warm, inviting, and a good listener.

Mr. Otieno had a mental health crisis in the community and needed treatment. Too often
individuals who need psychiatric help face many barriers to receiving treatment,
especially people of color. What he received was policy brutality, arrest, incarceration,
unreasonable restraints, and ultimately death.

disAbility Law Center of Virginia (dLCV) investigated the death of Irvo Otieno in March
2023. From his initial encounters with police and the hospital emergency room to his
incarceration and transfer to Central State Hospital, dLCV discovered a complete
breakdown of Virginia’s mental health crisis system, compounded by a culture of
criminalizing individuals with mental illness, particularly communities of color. The system
that was supposed to help Mr. Otieno utterly and completely failed him.

To prevent such tragedies from occurring in the future, dLCV recommends the following
to address the multiple system failures illuminated by Mr. Otieno’s death:

e Preventing the Criminalization and Unnecessary Incarceration of People with
Disabilities

e Implementing Adequate Health and Behavioral Standards in Jails

e Protecting the Rights of Patients in Hospital Settings to Ensure Necessary Care

e Strengthening Police Oversight and Regulating the Use of Prone Restraint



Introduction

On March 6, 2023, 28-year-old Irvo Otieno died at Central State Hospital after Henrico
County Sheriff's deputies and hospital staff restrained him. Three days before, he had a
mental health crisis in the community and Henrico County police officers took him to
Parham Doctor’'s Hospital for a psychiatric evaluation, which recommended inpatient
treatment; however, before transferring him to a psychiatric hospital for recommended
treatment, Henrico County police arrested him and took him to Henrico County Regional
Jail West. For the three days in jail, he was subjected to hours in an emergency restraint
chair and the jail failed to provide him with any psychiatric treatment.

After another psychiatric evaluation, the local community services board (CSB) again
recommended Mr. Otieno for in-patient treatment. Henrico County Sheriff Office’s
deputies transferred him from the jail to Central State Hospital. During the admission
process, ten people (seven deputies and three hospital staff) pushed him face down onto
the floor and physically restrained him. After twelve minutes, the deputies and staff
removed themselves from the non-responsive Otieno and began life-saving measures,
which ultimately failed.

disAbility Law Center of Virginia (dLCV) is the federally-mandated Protection and
Advocacy System for Virginians with disabilities, tasked with protecting their legal, human,
and civil rights. For decades, we have worked to improve the lives of people with mental
health conditions and disabilities in the community and institutional settings. After dLCV
learned of Mr. Otieno’s death, we opened an investigation into his initial encounter with
police, treatment at Parham Doctor’s Hospital, arrest, incarceration, and death.

What dLCV uncovered is a cascade of systemic failures that
led to Mr. Otieno’s death, a death that could have been
prevented if it weren’t for the complete breakdown of
Virginia’s mental health crisis system and the
Commonwealth’s culture of criminalizing individuals with
mental illness.

"dLCV’s findings are based on extensive review of records from Central State Hospital, Henrico Community Services
Board, the Office of the Chief Medical Examiner, and the Virginia Department of Health.



Background

Research has found that the best way to
improve outcomes for people with mental  People who live with mental illness
illness is to provide robust community- are at increased risk of abuse and

based services and crisis interventions nealect in institutional settinas
designed and staffed by clinicians and 9 gs.

social workers.! Though roadmaps of a
better system are available, Virginia still grapples with a system that increases the risk of
unnecessary incarceration, poor treatment outcomes, violence, and death for this
vulnerable population.

Decades of research from across America has long identified what our crisis systems are
just beginning to acknowledge: that states are more likely to police mental illness than
treat it. A 2024 Pew Research poll estimated that people with mental iliness are twice as
likely than those without mental iliness to be arrested and that more than two million
people with serious mental iliness are booked into jails each year.? One 2006 study found
that, in a ten-year period, 27% of individuals receiving mental health treatment from the
state’s Department of Health were arrested at least once for largely minor crimes, such
as trespassing, disturbing the peace, and motor and drug offenses.?

When society criminalizes psychiatric symptoms while failing to provide appropriate
community supports, it's hardly a surprise that a person with a serious psychiatric illness
has a far higher likelihood of spending a night in jail than being admitted to an inpatient
psychiatric hospital.# Tragically, law enforcement often becomes involved in situations
involving people with disabilities, not because of reports of a crime, but because family,
neighbors, or other bystanders reported a person having a mental health crisis.®

Despite representing only 20% of the population, people with disabilities make up 30-50%
of individuals subject to police “use of force” and constitute an estimated 33%-50% of the
people killed by police.® Furthermore, Black Americans make up 13.4% of the
population, but account of 22% of fatal police violence.” Nationally, Black
people are 2.9 times more likely to be killed by the police than White
Americans.® This brutality at the hands of police often stems from
both misunderstandings related to mental illness or other
People with disabilities and racial biases.®

mental iliness and While fewer than 1 in 14 arrests of a person with mental

other disabilities illness involved a violent charge, people with mental
are illnesses are more likely to receive a jail sentence for
disproportionately misdemeanors and receive longer sentences.® People in
subjected to mental health crises are often charged with “Assault

State violence Against Law Enforcement” due to the acute symptoms
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they are facing. University of Virginia researchers estimated that in 2002, 10% of all
Virginians charged with assaulting an officer had a history of mental illness spanning a
decade or more; these individuals also spent an average of 94.8 days in jail, compared
to the 79-day average for those without mental iliness.*!

Risks are especially high for Black and Brown Virginians with disabilities. Research on
implicit bias has evidenced that racial bias exists in risk assessments, in which law
enforcement and clinicians interpret ambiguous behaviors as riskier when displayed by
Black or Brown individuals.*? In 2017, Black emerging adults (20 — 24 years old) were
killed by police at more than triple the rate of white emerging adults.'® These biases only
increase further into the criminal justice process, as one out of every three Black boys
born today can expect to be sentenced to prison.4.Black defendants are also 22% more
likely to have convictions involving police misconduct that eventually result in
exoneration.!* When these racial biases are compounded with disability, they paint a
harmful and concerning picture for Black Americans with disabilities -- more than half of
whom have been arrested by law enforcement by age 28.1°

In a report from 2023, 22.36% of inmates in Virginia jails were known or suspected to
have a mental illness.'® Of those individuals, 52.56% were diagnosed with a serious
mental illness, which includes schizophrenia, bipolar disorder, major depressive disorder,
or post-traumatic stress disorder. Despite the high number of people in Virginia jails with
serious mental health conditions, the amount of treatment they receive is staggeringly
scant.

In June 2023, Virginia jails reported:

16,618 10,258 1.62
Hours of mental health Number of inmates who Average amount of
treatment provided to received mental health hours of inmates
inmates treatment received

Jails know that they are not the appropriate provider for someone in crisis. When people
in mental health crises are arrested and jailed at far greater rates, they often are
immediately sent out again for mental health evaluation and treatment. Forensic patients
in need of psychiatric evaluations or treatment accounted for 47% of all admissions to
state hospitals in fiscal year 2023.1” These patients also remain hospitalized for three
times longer than their civil counterparts.

People in the midst of a mental health crisis may eventually get treatment,

their likelihood to be unemployed, homeless, and re-arrested.



Timeline of Events

During dLCV’s investigation, we reviewed records from Parham Doctor's Hospital,
Henrico County CSB, and Central State Hospital, as well as news reporting and publicly
available records, including security footage.'® Based on those records, dLCV
constructed a timeline of what occurred with Mr. Otieno from March 2nd to March 6th,
2023.

March 2nd

00:00 Police arrived on scene after a neighbor called regarding concerns about
Mr. Otieno’s behavior. Police did not transfer Mr. Otieno to a hospital and
Mr. Otieno remained in the community.

March 3

11:30am Police arrive on scene after Mr. Otieno’s mother called, reporting that Mr.
Otieno was experiencing a mental health crisis. Police place Mr. Otieno
under an Emergency Custody Order (ECO).

1:30pm Mr. Otieno arrives at Parham Doctor’s Hospital.

1:50pm Henrico CSB conducts prescreening evaluation to determine if Mr. Otieno
requires a Temporary Detention Order (TDO) for inpatient psychiatric
care. Henrico CSB determines that Mr. Otieno meets TDO criteria.

Parham Hospital staff administer medications for agitation.

2:30pm Mr. Otieno becomes agitated towards Henrico Police. Hospital staff and
police place “pt back on stretcher, railings in place, handcuffed both
hands/ankles.”

3:20pm Parham Hospital staff administer an anti-psychotic medication for
agitation.

5:30pm Parham Doctor’s Hospital staff conduct suicide assessment and note that

Mr. Otieno is not engaging in verbal or physical threats or attacking
objects or people.

6:30pm Henrico CSB enter a note stating that Mr. Otieno is to be admitted to
Central State Hospital under a TDO. TDO is formally ordered but has not
yet arrived at the hospital.

6:40pm Mr. Otieno becomes agitated. Parham Doctor’s Hospital emergency
physician orders medications. Parham Doctor’s Hospital staff administer

i This is typically called four-point bed restraints.



10:30pm

11:30pm

March 4th
10:15am

10:30am

12:30pm

1:00pm

4:30pm

March 5th

9:30am

3:50pm

medications with physical assistance from Henrico police. Mr. Otieno
strikes out, scratching and hitting one of the officers. Henrico police arrest
Mr. Otieno for assault on a law enforcement officer, property damage, and
disorderly conduct.

Police transport Mr. Otieno to Henrico Regional Jail West where they
admit him.

Henrico jail nursing staff examine Mr. Otieno. Jail staff place him into an
emergency restraint chair and take him to a cell.

Henrico County CSB conducts another psychiatric evaluation at the jail for
Mr. Otieno due to continued psychiatric crisis. The pre-screener
determines that Mr. Otieno continues to meet TDO criteria.

Henrico jail nursing staff examine Mr. Otieno. Mr. Otieno’s restraints are
removed one at a time to allow him to stretch and then replaced. At this
point, he has been in a restraint chair for 11 hours.

Henrico County CSB contacts magistrate for new TDO and places Mr.
Otieno on wait list for hospital bed.

Henrico County CSB submits Forensic Admission Screening Intake
Assessment to Central State Hospital for TDO admission.

Henrico jail nursing staff examine Mr. Otieno. They note aggressive
behavior, but are unable to properly assess as he is still in the emergency
restraint chair.

Henrico CSB communication states that there are not available beds for
Mr. Otieno at that time.i

Henrico jail staff conduct mental health watch. Mr. Otieno is no longer in
the emergency restraint chair. Staff note Mr. Otieno refuses medications
and has not eaten. Mr. Otieno remains on level 1 continuous watch with
full restrictions.V

i As of March 2023, there were 158 patients on DBHDS’ Extraordinary Barriers List (EBL), meaning that they had
been clinically ready for discharge for at least 7 days from DBHDS-operated psychiatric facilities across the state. The
state hospitals have been at capacity often in the past few years, but this could be remedied by timely discharging
patients who are ready for discharge.

v Restrictions include a safety smock and safety blanket, no sharps, and no sheet on the bed.



March 6th
00:00

2:30pm

2:45pm

3:10pm
4:00pm

4:19pm

4:20pm

4:28pm

4:35pm

4:39pm

4:40pm

4:41pm

A Henrico County District Court Magistrate signs the TDO."

Henrico County Sheriff's Department deputies stand outside Mr. Otieno’s
cell. A struggle breaks out while they attempt to deliver a food tray through
the slot. Six deputies enter the cell and tackle Mr. Otieno to the ground.
One officer throws multiple punches down.

Six Henrico County deputies carry Mr. Otieno out of the cell and into the
carport, where they place him into a white van.

The van with Mr. Otieno leaves the jail carport.

Mr. Otieno and the Henrico County Sheriff's Department arrive at Central
State Hospital.

Seven Henrico County Sheriff's deputies carry Mr. Otieno into the
admissions suite and place him sitting on the floor. His hands and feet are
in restraints.

Henrico County deputies begin attempting to remove Mr. Otieno’s leg
restraints. At one point, four deputies and three hospital staff are
physically restraining Mr. Otieno as he sits on the floor.

Henrico County deputies and Central State hospital staff physically
maneuver Mr. Otieno into a prone (face down) position on the ground.
Seven deputies and one hospital staff physically hold him down and, at
one point, at least two deputies are entirely physically on top of Mr.
Otieno.

Central State Hospital medical provider gives a verbal order for
medications for agitation.

Central State Hospital staff begin replacing the police leg restraints with
hospital restraints.

One Henrico County Sheriff's deputy shakes Mr. Otieno. Mr. Otieno does
not respond. Henrico County Sheriff’'s deputies and Central State Hospital
staff roll Mr. Otieno onto his side. Mr. Otieno is motionless.

One Central State Hospital staff enters the room and injects the
medications as ordered for agitation. Mr. Otieno remains non-responsive.

Henrico County Sheriff's deputies and Central State Hospital staff roll Mr.
Otieno onto his back.

v There is no time noted on the court order, only the date issued.



4:42pm

5:08pm
5:35pm

Central State Hospital staff check Mr. Otieno’s vitals and begin CPR.
Central State Hospital calls Petersburg Emergency Services.

EMS personnel arrive and take over life-saving measures.

EMS personnel cease life-saving measures and declare Mr. Otieno dead.
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A Systemwide Falilure

What happened to Mr. Otieno is the result of a complete breakdown of the mental health
crisis system: from the community, to the emergency room, to the jail, to the hospital
admission suite. This series of failures resulted in the circumstances that ultimately led to
Mr. Otieno’s death.

The Escalating Effect of Law Enforcement

Mr. Otieno was struggling during a mental health crisis. It has been well documented that
the presence of law enforcement caused Mr. Otieno to escalate, becoming far more
agitated and impulsive both in the community and hospital. The rescue squad noted that
Mr. Otieno was only angry with the police and was cooperative with the EMT in getting
onto the stretcher. The pre-screener noted that it took several officers to get him in the
ambulance to bring him to the emergency room, but that he was never physically
aggressive, only resistant. Even while Mr. Otieno showed agitation, he allowed hospital
nursing staff to draw his blood. Mr. Otieno only resisted or was antagonistic towards
uniformed law enforcement and was compliant in all other circumstances.

While an individual is under an ECO, police must remain on-site during the prescreening
process, though not necessarily in the room with the patient. Henrico Police made the
deliberate decision to remain in the room, disregarding the detrimental impact their
presence had on Mr. Otieno, undermining his stability and impeding his treatment.

Parham Doctor’s Hospital reported during the Department of Health’s
investigation that they felt they could have provided the stabilizing care Mr. Otieno
needed “but was not able to fully stabilize the patient because our care was
interrupted by the intervention of Henrico County police officers.”*?

The presence of law enforcement can unnecessarily escalate situations with vulnerable
individuals. Nearly half of psychiatric patients reported significant psychological distress
as a result of being restrained by law enforcement, with the use of such restraint often
worsening existing psychiatric symptoms.'®2° Law enforcement can misinterpret these
mental health symptoms as indications of aggression or criminal behavior, especially if
those symptoms cause a person to appear hostile, resistant, or impact their ability to
respond to commands.?! Once escalated, these situations can result in further restraint,
arrest, or even the use of force—whether lethal or non-lethal.

Virginia’s overreliance on law enforcement during the mental health crisis process means
that people like Mr. Otieno, who are better supported by non-police entities, are at far
greater risk of escalation, increasing their risk of unnecessary arrest and incarceration.
Mr. Otieno’s alleged assault on police was after he had already been determined to
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require inpatient psychiatric care. He was reportedly in four-point restraints on a bed and
in the process of receiving treatment. The police inserted themselves into his medical
treatment and Mr. Otieno lashed out in fear and frustration. Police arrested him and
prevented him from receiving necessary treatment, ultimately leading to his death.

Without a robust mental health crisis system staffed by trained mental health
professionals, communities often must rely on law enforcement to respond to
mental health crises.

Emergency Room Failed to Provide Stabilizing Treatment

Law enforcement took Mr. Otieno to Parham Doctors’ Hospital, which has a crisis
receiving center specific to mental health emergencies in their emergency department.
However, according to an investigation by the Virginia Department of Health (VDH), the
hospital failed to provide necessary stabilizing treatment for Mr. Otieno.?? He waited in the
emergency department for six hours and never once saw a psychiatrist.

Under the Emergency Medical Treatment and Labor Act (EMTALA), private hospitals must
provide a medical screening examination (MSE) during an emergency medical condition
(EMC).2® Furthermore, hospitals must provide stabilizing treatment for patients
experiencing an EMC or, if they’re incapable of stabilizing the patient, they must transfer
the patient to a hospital that can.

HCA Healthcare, which owns Parham Doctors’ Hospital, states in their policy that “the
hospital is responsible for treating the individual within the capabilities of the hospital as a
whole, not necessarily in terms of the particular department at which the individual
presented.”?* Additionally, they define “stabilized” as “no substantial deterioration of the
condition is likely to result from or occur if the individual is transferred from the facility.”

Emergency Departments, despite their duty to provide care, are not ideal places for
individuals experiencing a mental health crisis.?> Staff do not always have the skills or
resources to provide support. Nearly half of emergency department physicians report that
patients with psychiatric complaints are “boarded™ in their emergency department on a
daily basis, meaning that they are kept in the emergency department for an extended
period of time without psychiatric care because no psychiatric bed is available.?6 A 2015
study by NAMI found that 38% of mental health patients in the ER waited more than 7
hours to see a mental health professional.?’

Many Virginia providers report that, since 2015, the situation worsened after the passing
of the “bed of last resort” legislation.?® Psychiatric patients boarded in the emergency
department often decompensate, significantly increasing the risk for chemical and

vi From the ACEP report, “boarding” is defined as “if that patient’s ED evaluation is complete and the decision has
been made to either hospitalize or transfer the patient, yet the patient remains in the ED, whether because of
staffing issues, bed availability, specialized needs of the patient, or other factors”
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physical restraints. Psychiatric boarding also increases the risk of patients to be
discharged without treatment or arrested while waiting for treatment.?® These risks can be
mitigated if appropriate treatment is provided in a timely manner.

Parham Doctors’ Hospital boasts a partnership with Henrico’s Crisis Intervention Team
(CIT), a team comprised of police and mental health workers designated to provide
appropriate responses to residents in mental health crisis. Despite this, Parham Doctor’'s
Hospital reported that they felt incapable of stabilizing Otieno. This failure escalated Mr.
Otieno’s mental health crisis, resulting in his subsequent arrest and transfer to jail.

Mistreatment and Lack of Mental Health Care in Jail

Police arrested and transferred Mr. Otieno to Henrico County Regional Jail West. There,
11 officers placed him into the emergency restraint chair. For the two days he was there,
Mr. Otieno did not sleep or take any psychotropic medications. Prior to his transfer to
Central State Hospital, six deputies entered his cell, bringing Mr. Otieno to the ground,
with one officer appearing to punch him several times.3°

Use of Restraint

Many correctional facilities, including Henrico County Regional Jail West, use the restraint
chair as a primary means to restrain individuals who are disruptive, resistant, or
aggressive. The Department of Justice’s Federal Performance-Based Detention
Standards state that any policies regarding the use of
restraint should ensure that restraints are removed as
soon as possible, with the use of psychiatric restraints
limited to times such as 4, 8, or 12 hours, but not to
exceed 24 hours.3® The National Commission on
Correctional Health Care (NCCHC), which establishes
standards for health care services in correctional
facilities, state that restraints should be used in the
shortest time possible and generally shouldn’t exceed 12
hours.3233 Even the manufacturer states that “detainees
should not be left in the SureGuard® Correctional Chair
for more than two hours.”3*

Restraints have been associated with death by asphyxia
and aspiration, even when properly applied. Furthermore,
immobilization caused by restraint is considered a risk
factor for fatal pulmonary embolisms.®®> Amnesty
International has said that poor training and improper
supervision during restraint chair use causes pain, injury,
and even death, and the United Nations Committee
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Against Torture has urged U.S. officials to abolish the chairs entirely.36

Upon arrival at Henrico County Regional Jail West on March 3 at 11:30 PM, jail staff
placed Mr. Otieno in the emergency restraint chair and he was still in the restraint chair
on March 4™ at 4:30pm. It is unclear when he was released, but the first indication he was
no longer in the restraint chair was on March 5™ at 3:50pm. He was restrained for at least
17 hours, and possibly up to 40 hours.i This is far outside any recommendations and such
use put Mr. Otieno at serious risk for injury and even death.

Use of Force

While dLCV cannot speak to the criminal nature of any of these events, both our
investigation and the public investigations have found that the force used against Mr.
Otieno while in Henrico County Jail was particularly egregious.

Irvo Otieno was actively experiencing a mental health crisis, in jail, while subjected
to pepper-spray, restraints, potentially struck, then carried out of his cell.'?

Public health scholars argue that excessive force can extend to a wide variety of
practices, such as psychological intimidation, sexual and emotional violence, and verbal
assault.3” A 2000 study from the National Institute of Justice found that use of physical
force by law enforcement has a high likelihood of suspect injury, with subjects far more
likely to be injured if struck with a fist (81%) than with a baton (64%) or even a handgun
(45%).%8 When it comes to correctional settings, use of force is often linked with inmate
resistance.3®

The risk of being subject to use of force is higher for
people with mental illnesses, whose psychiatric
symptoms are often misunderstood and misinterpreted
by law enforcement.’

The Henrico County Sheriff’'s Office Use of Force guidelines state that the use of force is
to be restricted to controlling an individual or in cases of self-defense and protection of
others.*? The use of force is to begin at the lowest level and to only advance to a level
that is “objectively reasonable.” It is perplexing how the use of force, including physical
strikes and pepper spray by six deputies, began at the lowest level. It is even more
confusing that the use of force advanced solely to control an individual’s behavior or the
protection of others, particularly when that individual was alone in a cell.

Lack of Mental Health Treatment

The Virginia Code states that all jails must provide 24-hour emergency medical and
mental health care services.*! During a behavioral health screening, if the individual is
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having a mental health crisis, the jail should complete a comprehensive behavioral health
assessment within 72 hours (excluding weekends or holidays).*> The standard also
requires that immediate behavioral health interventions should be implemented if an
individual is in acute mental health distress. Local and regional jails must follow the
standards and guidelines to ensure the health, safety, and welfare of incarcerated
individuals.*3

There is little indication that Mr. Otieno received any mental health treatment while
incarcerated. During his admission, the jail cited him as having an acute psychosis
episode, however the staff completing the initial screening did not refer him for further
evaluation.

When Ms. Ouko, Mr. Otieno’s mother, visited the jail that Saturday to see her son, the jalil
told her that they had no medications to treat his mental health issues and that any
medications would have to be cleared by a doctor, who would not see him until Monday.44

In a 2023 report, Henrico County Jail (East
and West) reported that all inmates who
exhibited signs of an acute mental health

crisis during their mental health screening In 2023, the average length of time

were assessed within 72 hours.1° To the : o .
. : Henrico County Jail inmates waited
contrary, Henrico County Jail also

indicated that they would have “Extreme to receive a comprehensive mental
Difficulty” complying with policy requiring health assessment was 14 days.
that all inmates who received a “positive”

mental health screen receive a

comprehensive mental health assessment

within 72 hours.

Custody Confusion between Law Enforcement and Hospital Settings

Mr. Otieno had multiple interactions with law enforcement while in hospital settings: first
at Parham Doctor's Hospital, then at Central State Hospital. At times he was in law
enforcement custody, and other times he was under the direct care of medical staff. This
overlapped in multiple instances, resulting in confusion regarding custody and oversteps
by law enforcement, contributing to Mr. Otieno’s death.

Parham Doctor’s Hospital

Mr. Otieno was under an ECO when Parham Doctor's Hospital admitted him to the
emergency department. He was in the custody of Henrico County Police for the sole
purpose of transporting him to a hospital to secure a mental health evaluation and receive
stabilizing treatment. 4> He was then to remain in police custody until a TDO was issued.
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Henrico County Police policy indicates that the officer enforcing the ECO must ensure the
individual is in their sight at all times. Officers do not have any additional authority or
powers beyond maintaining that custody. Yet, records from Parham Doctor’s Hospital
indicated that police actively intervened during Mr. Otieno’s medical care multiple times.
While hospital staff were providing treatment to Mr. Otieno, Henrico County Police
physically assisted in the medical intervention, even though they were not employed by
the hospital and were not medical staff.'’

This physical intervention escalated Mr. Otieno, leading him to strike one officer. This is
when the police decided to arrest him for assault. In the VDH investigative report, Parham
Doctor’s Hospital specifically stated that they were unable to provide stabilizing care for
Mr. Otieno due to the care being interrupted by Henrico County Police.*6

Though police overreached their involvement with Mr. Otieno, Parham Doctor’s Hospital
should never have allowed outside law enforcement to participate in medical interventions.
HCA Healthcare and Parham Doctors’ Hospital have policies to address how to handle
disruptive patients. Trained hospital staff use de-escalation techniques, such as providing
the person space, verbal de-escalation, clinical medications, or behavioral restraints, to
defuse behavioral and crisis situations directly.*” They adhere to a code of conduct which
the primary edict is to provide safe, effective, and compassionate care, emphasizing
patient dignity, privacy, and respect.*® Law enforcement do not have these responsibilities

and they are not held to the same ethical

restrictions.
A”OW'ng police to directly mterve_ne Police presence in emergency departments
In patient care creates a massive can interfere with patient care and
conflict of interest, one that creates compromise patient rights. Police can
negative outcomes for the patient. negatively impact the delivery of medical

care by intervening during trauma

evaluations and treatment.*®* Trauma

patients may intentionally minimize
symptoms and withhold accurate information out of fear that healthcare workers would
share that information with police.>® Hospital staff are less likely to be considered
independent of police influence, undermining public trust in the emergency department as
a safe place to seek care.

Central State Hospital

The Department of Behavioral Health and Developmental Services (DBHDS) located a
bed for Mr. Otieno at Central State Hospital. Seven deputies from the Henrico County
Sheriff’'s Office carried Mr. Otieno, with his hands and feet in restraints, into the admissions
suite and placed him on the floor. During the removal of restraints, deputies, as well as
hospital staff, physically restrained Mr. Otieno while he was seated. Additional hospital
staff were in the admissions suite, watching the proceedings and interacting with the
deputies.
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Eventually, Henrico County Sheriff’s Office deputies, as well as Central State Hospital
staff, restrained Mr. Otieno in a prone, face-down position. During this restraint, a
physician ordered medications to reduce agitation. After twelve minutes, the deputies and
hospital staff removed themselves from Mr. Otieno, who was lying unresponsive on the
ground. A Central State Hospital nurse then administered the medication to a motionless
Mr. Otieno. A minute or so later, hospital staff checked Mr. Otieno’s vitals and began
performing CPR.

When an incarcerated individual is placed under a TDO, a law enforcement agency is
named in the order, their sole charge being to provide transportation to the treatment
facility and maintain custody during transportation.>® According to Henrico County
Sheriff's Office policy, deputies are not to interfere with hospital staff during treatment,
are to follow instructions from hospital staff regarding room environment for the person’s
care and recovery, and are to address offender behavioral issues in accordance with
facility rules and regulations.>? This policy makes it clear that hospital staff, not the
Henrico County Sheriff's Office, must oversee an inmate and their care.

Despite this, Henrico County’s Sheriff’'s Office continually interfered with Mr. Otieno’s
admission and treatment process and initiated all the physical restraints of Mr. Otieno,

including the one that resulted in his death.>3 The blatant and willful disregard of their own
policies puts the public at greater risk of harm.

Central State Hospital was responsible, per the TDO, to provide Mr. Otieno with mental
health treatment to stabilize his psychiatric condition.>* Instead, they ill-advisedly allowed
outside law enforcement to intervene, whose civic duty is not patient care but public
safety. Allowing law enforcement to take charge of a hospital admission confuses the
transfer of custody. In this case, the consequences were deadly.

The Use of Prone Restraint

The dangers of prone restraint have
been well-documented for decades.> \Mr. Otieno’s autopsy confirmed that his
Restraining someone in a face down yoath was caused by “positional and

position for an extended period of ime ) p - i o asphyxia with restraints.”™’
disrupts the flow of oxygen, increasing

the risk of losing consciousness and
potentially cardiac arrest.®®5” Due to the high risk of injury and death, many Virginia
agencies ban the use of prone restraint, such as public schools, private schools, assisted
living facilities, and all licensed mental health providers.58-59.60.61

Law enforcement has been aware of the risks of prone restraint since the 1990s and
cautioned against its use for decades.® The International Association of Chiefs of Police
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Prone Hold

Image credit: Alberto Cairo/ProPublica

acknowledged the fatal risks of prone
restraint and cautioned against its
use.’® Legal scholars and law
enforcement agencies continually
emphasize the risk of prone restraint,
with the U.S. Department of Justice
entering into agreements with police
agencies specifically recommending
the use alternative methods of
restraint that do not compromise a
person’s breathing.%

Despite decades of awareness and
education on the risks of prone
restraint, law enforcement still
frequently use this risky practice.
From 2012 to 2021, more than 1,000

people died after police used physical force or other “non-lethal” means; 740 of those

deaths involved the use of prone restraint.5®

Henrico County Sheriff's Office policies do not specifically regulate the use of prone
restraint. Deputies have complete discretion as to when and for how long they use prone
restraint. This unfettered discretion led to seven deputies piling on Mr. Otieno, who was
lying face down in arm and leg restraints, for twelve minutes.

When law enforcement placed Mr. Otieno in a prone restraint, Central State Hospital staff
joined in that restraint, even though restraining someone face down violates the Human
Rights Regulations. Unfortunately, this was not just a violation of his human rights, but an
action that, tragically and avoidably, ended Mr. Otieno’s life.

Human Rights Regulations

Central State Hospital, as a DBHDS-operated facility, is required to follow the Human
Rights Regulations, detailed in 12VAC35-115-10 et seq. The Regulations detail very
specific standards for the use of restraint, such as:

Providers shall not use seclusion or restraint for any behavioral, medical, or
protective purpose unless other less restrictive techniques have been

considered

Providers shall ensure that only staff who have been trained in the proper and
safe use of seclusion, restraint, and time out techniques may initiate, monitor,

and discontinue their use

Providers shall not use a restraint that places the individual's body in a prone

(face down) position®®
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Recommendations & Conclusion

The entire system failed Mr. Otieno, contributing to his tragic death. To prevent such
tragedies from occurring in the future, dLCV recommends the following to address the
multiple system failures illuminated by Mr. Otieno’s death.

Prevent the Criminalization and Unnecessary Incarceration of People with
Disabilities
e Create and expand intervention programs, such co-responder teams, crisis
intervention teams, and mobile crisis teams, led by clinicians and social workers
trained to stabilize individuals in crisis
e Create and expand prevention programs and crisis stabilization units designed to
prevent or deescalate behavioral health crises
e End the practice of arresting and prosecuting an individual for assaulting a law
enforcement officer if that individual is currently in a mental health crisis
e Revise Virginia law to ensure that individuals under a TDO are not diverted from
treatment due to incarceration, instead always being sent to an appropriate care
provider

Implement Adequate Health and Behavioral Health Standards in Jails

e Officially implement the Minimum Standards for Behavioral Health Services in
Local Correctional Facilities as drafted by the 2019 HB 1942 advisory group®’

e Strengthen jail healthcare standards including: adequate healthcare staffing,
access to medications, timely hospital transfer and continuity of care, and
improved screening

e Create a strict standard for the use of mechanical restraints in jails to reflect clinical
best practices and restrictions

e Ensure that individuals receive timely access to medical and mental health
appointments, including the immediate ability to request medical and psychiatric
services

e Create a local and regional jail ombudsman to handle complaints by inmates, staff,
and the public

e Amend the Virginia Code to explicitly state that the Board of Local and Regional
Jails has the authority to sanction facilities that fail to meet minimum standards or
engage in egregious conduct

Protect the Rights of Patients in Hospital Settings to Ensure Necessary Care

e Revise Virginia law to ensure that medical providers are able to use their discretion
to protect patients and their rights even in the presence of law enforcement
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Organize local hospital and law enforcement partnerships to workshop protocols
and guidelines to reduce custody confusion, ensure patient care, and maintain
public safety

Have the Virginia Department of Health create and dispense a toolkit to guide
hospitals in developing clear policies for interaction with law enforcement centered
on patient privacy and care

Create a standard that ensures patients experiencing a mental health crisis in the
Emergency Department are triaged and provided stabilizing treatment within a
prompt timeframe

Strengthen Police Oversight and Regulate the Use of Prone Restraint

Revise Virginia law to ban the use of dangerous restraint techniques that have
contributed to the deaths of people in custody, including prone restraint

Establish a statewide use of force standard for law enforcement with penalties
such as discipline and decertification, ensuring that law enforcement only authorize
the minimal amount of force necessary to accomplish a lawful objective and only
after exhausting alternatives to use-of-force

Create a legislative standard for lethal force that explicitly prohibits deadly force
against a person who only poses a risk to themselves or property and that
incorporates express de-escalation requirements

Expand Virginia’s data collection of use-of-force by police to include disability as a
demographic factor

Task the Attorney General’'s office to prioritize public complaints of police
misconduct during the ECO/TDO process

Mr. Otieno was in the middle of a mental health crisis. He needed treatment and care to
stabilize his condition and rejoin his community. Instead, law enforcement and providers
created road blocks to recovery every step of the way, from the officers who arrested him
and prevented him from getting the care he needed, to the jail failing to treat him and
physically assaulting him, to his death at the Central State Hospital Admissions unit.

Irvo Otieno deserved better. This tragedy shows how fragile and precarious it is to be a
person with a mental iliness in the state of Virginia. This will happen again and keep
happening until Virginia makes meaningful changes and those in power prioritize human
dignity over control.
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We dedicate this report to Irvo Otieno and his
family. May we honor your memory by fighting for
a world where people with mental illness and
people of color are safe, cared for, and
resbected.

“If there was anything | could have did,
| would have did it. Rest in peace to all
our loved ones — may they never be
forgotten.”

- God'’s Grace (2023), Young Vo (Irvo Otieno)




