








Georgetown County Detention Center 
2394 Browns Ferry Road, Georgetown, SC 29440 

Main: (843)545-3400 Fax: (843)545-3487 

Carter Weaver, Sheriff 

D. Neil Johnson, Director 

 

 

To: Director Neil Johnson 
From: 1st Sgt. Clark Ard 
Date: 1/3/2020 
Ref: DCIA 2019-009 
 
This report details my findings of compliance by Georgetown County Detention Center 
officers to policy and procedure and Minimum Standards for Local Detention Facilities in 
SC during the suicide attempt of inmate John Teague on 12/6/2019 in A Block.  This report 
is an automatic review because it was a suicide attempt that resulted in the death of inmate 
Teague on 12/9/2019 in Tidelands Georgetown Memorial Hospital.  The following are 
issues that will be reviewed against the actions of the officers involved in this incident: 
 

 Policy 1008.0 – Suicide Prevention/ Inmate Deaths and Attempted Suicides 
 Policy 108.0 – PREA Policy – Security Rounds 
 Inmate Teague’s history of suicidal behavior 
 Minimum Standard 1022 – Each facility shall have written procedures for 

emergency situations including attempted suicides. 
 Minimum Standard 1030 – At least one security officer per shift should have CPR 

training. 
 Minimum Standard 1048 – Recording and reporting of attempted suicides to 

medical immediately 
 
Findings: 
 
Inmate John Teague entered the DC as an arrestee on 3/22/2019.  His initial Medical Staff 
Receiving Screening Form indicated YES on Question #7 of the second section which asks, 
“Have you ever considered or attempted suicide?”  There were no further details on the 
form of any attempts to commit suicide or if there had been only suicidal thoughts. 
 
Inmate Teague began telling officers that he was having suicidal thoughts on 3/23/2019 
and continued with other reports of these thoughts and related actions throughout the time 
he was incarcerated.  Following are the dates of each officer incident report: 
 

 3/23/2019 – Teague told Officer William Bowering that he wanted to kill himself. 
 3/26/2019 – Teague yelled at Officer Caitlin Bard-Cruz that he will kill himself. 
 4/11/2019 – Teague stated to Officer William Bowering that he wanted to kill 

himself. 
 4/20/2019 – Officer Nicole Greene was alerted by another inmate in D Block to 

check on Teague.  Teague was found to have tied his towel around his neck and tied 
it to the stool in his cell.   



 5/29/2019 – Teague self-inflicted a wound to his head by banging his head on the 
sink which was observed by Officer Zackarry Konopka.  He then reopened the 
wound the following day and was taken to medical by Sgt. Deasia Linen. 

 7/3/2019 – Teague had a disagreement with his roommate in F15 which led to an 
altercation with Officers Taylor Hairston and Brian Russell while escorting Teague 
to B Block for reclassification.  Teague then said he would kill himself. 

 8/6/2019 – Teague got upset because he couldn’t have a hard copy of a letter he 
received and told Officer Steven Judd he was going to kill himself. 

 8/20/2019 – Teague was observed by Cpl. Bridgette Rine banging his head on the 
glass window of the cell door. 

 12/6/2019 – Teague tied his bed sheet to the bunk bed ladder and tied it around 
his neck.  He was discovered laying on the floor by Officer Taylor Hairston and was 
transported to the Tidelands Georgetown Memorial Hospital where he stayed until 
he expired on 12/9/2019. 

 
In all of the above incidents, the correctional officers followed policy and immediately 
placed Teague on suicide watch which included Teague being moved to safety cell Holding 
5 in Booking, which is commonly known as the rubber room.  Each time, medical was 
notified that Teague was placed on suicide watch so that an appointment could be made for 
him to speak with the psychologist.  All of this is evident through the officer incident 
reports, the housing movement log in Offendertrak, and the reports on each appointment 
with the psychologist that either kept Teague on suicide watch or discontinued suicide 
watch.  Clearance was received from the psychologist before removing Teague from the 
safety cell each time he was placed in it.  All of these reports are compiled in this file and 
are in order by date of incident. 
 
On 12/6/2019 Teague was not on suicide watch but had been upset the evening before, 
12/5/2019, because of an argument he had gotten into with his roommate in A6, Richard 
Inman.  Teague did not make any threats of suicide at this time.  He was taken to Holding 1 
in Booking to calm down and then was placed on house alone/rec alone status by Capt. 
Clarey in A8 until he calmed down and she could speak with him.   
 
On 12/6/2019 according to Officer Taylor Hairston’s report, during med pass Teague was 
agitated and was asking him why he was on protective custody status of which Officer 
Hairston advised that he did not know.  Teague then threw water from the top tier down on 
Officer Hairston.  Officer Hairston then went upstairs to cell A8 and told Teague not to do 
that again.  Officer Hairston then continued med pass which included going to Booking.   
 
When Officer Hairston returned from Booking he covered the tower while Sgt. Linen went 
to the restroom.  Upon her arrival back in Tower 1, Officer Hairston then went to return 
laundry in A Block which is when he found Teague pail in color laying on the floor with a 
noose around his neck tied to the ladder of the bunk bed in A8.  Officer Hairston 
immediately started calling for the medical department and officer back up on the radio.  
Nurse Brent Leabhart responded to A8.  Central Dispatch was called by Ursular Armstrong 
in Main Control over the radio for EMS to respond.  Officer Hairston and Nurse Leabhart 
proceeded to remove the noose and begin CPR along with attaching an AED to Teague.  
Officer Hairston was CPR certified as well as being a CPR instructor.  EMS arrived and 
transported Teague to the ER. 
 
According to the Tower 1 log book, the following are times of importance: 



 
 0738 – Officer Hairston and Nurse Leabhart entered A Block to start medication 

pass among other things (razor pick-up, watch tour). 
 0752 – Hairston/Leabhart exit A Block to continue med pass, etc., in B and C Blocks 

and Booking. 
 0822 – Hairston entered A Block to return laundry and conduct a watch tour. 
 0824 – Hairston called unresponsive in A8 and requested the medical department. 
 0825 – Nurse Leabhart arrived at A8. 
 0831 – EMS entered A block. 
 0835 – Teague was taken out of A Block by EMS. 
 0845 – 1st Sgt. Letha Grant went into A Block to secure A8. 
 0857 – Sgt. Melvin Garrett from GCSO arrived at Tower 1. 

 
Upon getting the immediate emergency under control at the Detention Center and 
receiving details from the ER, Director Johnson attempted to notify Christie Graham who is 
Teague’s sister.  He called the contact phone number 601-307-5743 at 1030hr, 1034hr, and 
1048hr receiving no answer each time and left messages.  At 1050hr Director Johnson 
texted the number asking her to call him.  Graham then called back at 1113hr and Director 
Johnson advised her of the suicide attempt and that Teague was at the Georgetown ER.  She 
was advised that the doctor wanted to speak with her.  At 1115hr Director Johnson texted 
Graham’s phone number for the doctor to call to Major Sharon Morton, who was at the 
hospital with Teague. 
 
Later in the day the doctor at the ER reported that they were getting no response from 
Teague as far as brain function and other vital signs and that he would more than likely 
very soon succumb to the suicide attempt.  The Solicitor’s Office was notified of the incident 
and prognosis and granted a compassionate dismissal of all charges on Teague.  He was 
then released from the custody of the Detention Center and Major Morton exited the 
hospital.   
 
Conclusion: 
 
GCDC Policy 108.0(5)(A) states, “Detention center officers will conduct documented 
security rounds at least two (2) times per hour for general population areas/inmates on an 
irregular schedule.”  Teague was not on suicide watch at this time.  According to Officer 
Hairston’s report and the log book, while in A Block between 0738 and 0752 doing med 
pass, he had contact with Teague.  Then Officer Hairston found Teague at 0824.  This time 
period is in compliance with security round (watch tours) policy. 
 
GCDC Policy 1008.0(5)(B), states, “A Crime Scene Log will be initiated and completed.”  This 
was not done by Detention Center officers.  There is, also, no record of a Crime Scene Log 
being completed by the Sheriff’s Office.   While important to the crime scene investigation, 
this failure to comply with policy did not affect the cause nor the outcome of the incident.  
No other violations of GCDC Policy or Minimum Standards have been observed during the 
investigation.  
 
Minimum Standard 1022 – Each facility shall have written procedures for emergency 
situations including attempted suicides.  Emergency procedures specifically for attempted 
suicides/suicides/inmate deaths are outlined in GCDC Policy 1008.0.  
 



Minimum Standard 1030 – At least one security officer per shift should have CPR training.  
Officer Hairston was the initial responding officer to the attempted suicide and was CPR 
certified and a CPR instructor. 
 
Minimum Standard 1048 – Recording and reporting of attempted suicides to medical 
immediately.  The Medical Dept. at the GCDC was notified immediately of the attempted 
suicide and the on-duty nurse responded.  All other threats of suicide during Teague’s 
incarceration were immediately reported to the Medical Dept. and reports were written as 
shown in the documentation attached to this report. 
 
The SC State Law Enforcement Division (SLED) was subsequently called by Director Neil 
Johnson and had agents respond for crime scene investigation.  Special Agent Kyle Radford 
responded and after his initial investigation, has stated that he finds nothing of concern 
with the actions of any Correctional Officer at this time.  A copy of his final report was 
delivered to 1st Sgt. Ard on 3/19/2020 by Radford. 
 
An initial incident report was done by Deputy Jonathan Wheeler who responded after Sgt. 
Garrett to assist in securing A Block until SLED’s arrival.  Case # 19043770.  This report 
was a general statement of the response to the incident for security and was not part of the 
investigation. 
 
Nothing further. 
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