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BOWTIEEED BUT UNBOWED
Houston vaccine researcccher Peter Hotez takes on disinformation in his fight for science.
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A
nnWallace sat on the couch in herwest
Houston home on a winter evening in
2015, with her husband, Don, 86, by
her side. They had just finished dinner

and were ending their day as they had so many
others: watching the news and worrying about
their son, Don.

Before his first psychotic break at 35, Don had
built the kind of life any parentwould be proud of.
He’d graduated fromTexas A&MUniversity with a

mechanical engineering degree, married his col-
lege sweetheart and had a beautiful baby girl. He
was so closewithhisparents thathis fatherwashis
best man at his wedding.

But suddenly, Don, their Don, disappeared. He
started hearing voices, seeing spies. He believed
that people were after him. His parents tried re-
peatedly togethimhelp,but in2014hewentoff his
medication, threw a rock through a window and
took a swing at a police officer. He was committed
to Rusk State Hospital three hours north of Hous-
ton over his parents’ objections.

They counted the days until his release. Only
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A patient at Terrell State Hospital walked past a porch crowded with patient beds in 1967 — a time when state-run hospitals were
shrinking nationwide. More than 50 years later, Texas is unable to keep up with the demand for psychiatric hospital beds.

HowTexas fails thementally ill
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Gilbert Rivera was
proud to live on his own.
Sixty years old andmental-
ly challenged, he enjoyed

listening to his boombox
and talking with family on
the phone.

When his brother Isaac
Ibarra called on the after-
noon of Feb. 15, Houston’s
coldest day in three de-
cades, Rivera said he had
lost power and heat at his
apartment nearHobbyAir-
port but was OK. Then his
cellphone died, leaving his
brother unable to check in

that evening, when tem-
peratures dropped into the
teens.

The roads were too icy
for Ibarra to travel the 25
miles to his brother’s
apartment until Tuesday
afternoon. When he ar-
rived, he found his brother
curled up on the floor of
his bedroom, bundled in
his warmest clothes. The

For victims, toomuch to bear

Deaths continues on A9

MORE ONLINE
houstonchronicle.com/incrisis

See a timeline of the history of mental
health treatment in Texas:

houstonchronicle.com/incrisistimeline
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A decade ago, after an
Arctic cold spell knocked
out power and left millions
of Texans shivering in the

dark, the Public Utility
Commission’s enforce-
ment apparatus swung in-
to action. Their aim: pun-
ish the companies that had
promised but failed to de-
liver electricity in an emer-
gency.

Specialists contracted
by the state agencyworked
with an enforcement team
the utility commission cre-
ated four years earlier.

More recently, it had add-
ed lawyers whose only job
was to pursue wrongdo-
ing. The energy companies
eventually paid fines and
settlements totaling hun-
dreds of thousands of dol-
lars for failing to prepare
for the extreme weather.

Two weeks ago, history
repeated. Millions of resi-
dents were left without

PUCgutted enforcement team

PUC continues on A6

Abbott disputes
oversight hurt by
appointees’ cuts

By Eric Dexheimer
and Jay Root
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FAILURES OF POWER



one more week.
Suddenly, the phone

rang.
“There was an assault in

the dining hall,” said the
caller, a nurse at Rusk.
“Don’s unconscious.”

As Don died slowly, his
parents repeatedly asked
state and hospital officials
what had happened to him.
But years later, they’re still
searching for answers,
along with thousands of
other Texans. A yearlong
Houston Chronicle investi-
gation found that the Wal-
laces’ son was housed in a
secretive system that has
suffered for years from un-
derfunding and insufficient
oversight.

Texas’mental health sys-
tem is strained beyond ca-
pacity, with waitlists for
hospital beds that stretch
on for sometimes up to a
year. The state’s lack of
oversight is so extreme that
officials were unable to say
which private hospitals re-
ceived state funds for bed
space to help reduce the
waitlist. The state just start-
ed collecting that informa-
tion in September.

The state’s 10 public
mental hospitals are sup-
posed to be a kind of last
safety net for the ill and in-
digent, but many of them
are chaotic and dangerous
placeswhere police visit up
to 14 times a day. And that’s
for people lucky enough to
find a bed.

Budget cuts in the
mid-2000s — and a law that
streamlined the process of
finding someone incompe-
tent to stand trial — left the
state unable to keep up
with demand for psychiat-
ric hospital beds, creating a
shortage that has left some
mentally ill people awaiting
trial languishing for
months in county jails with
little support.

While the state has tried
to expand its bed space and
its funding for community
mental health programs, it
hasn’t done so fast enough.
Some 3.3 million adult Tex-
ans — about 1 in 9 adults —
suffered from mental ill-
ness between 2017 and
2018, the latest data avail-
able, according to the Kai-
ser Family Foundation.
Nearly 840,000 of them re-
ported having unmet needs
during that time.

“There’s been serious
neglect,” said state Sen.
JohnWhitmire, D-Houston.
“Leadership will say
they’ve spent millions of
dollars over the last few
years, and yeah, they have,
but it’s too little, too late.”

TexasHealth andHuman
Services Commission offi-
cials repeatedly denied the
Chronicle’s requests for in-
terviews with mental
health leaders, including
Timothy Bray, associate
commissioner for state hos-
pital systems, and Dorthy
Floyd, former superinten-
dent of Terrell State Hospi-
tal who has served as the
chairwoman of the Danger-
ousness Review Board. The
board, determines if a pa-
tient can be moved from a
maximum security mental
facility to one with mini-
mum security.

“Protecting the health
and safety of every person
in our direct care, and in
the care of a facility we reg-
ulate, as well as all staff in
these facilities is our top
priority,” ChristineMann, a
spokeswoman for Texas

Health and Human Servic-
es, wrote in a prepared
statement. “We are grateful
GovernorAbbott andmem-
bers of the Texas Legisla-
ture have provided addi-
tional funding over the past
several legislative sessions
tohelpus address themany
challenges we face, such as
expanding capacity at our
state hospitals and securing
more beds around the state
to better meet the need for
care.”

State leaders have been
taking steps to try to allevi-
ate strain on the system.
They’ve started funding a
$2 billion plan to bring an
additional 656 beds online
across the state mental
health system. They’ve al-
lowed for discretion in de-
termining which individu-
als truly needmaximum se-
curity mental health care.
They’ve even allocated $68
million to address local
mental health needs, in-
cluding jail diversion pro-
grams across the state.

Advocates say states
should have 50 public psy-
chiatric hospital beds per
100,000 population, but
Texas has fewer than 8 per
100,000. The waitlist for a
state bed in Texas grew
nearly 600 percent from
2012 until the start of the
COVID-19 pandemic, which
has only exacerbated the
shortages.

That means the state has
had to rely increasingly on
private psychiatric hospi-
tals for beds, which often
charge hundreds of dollars
more per day than theMed-
icaid rate.

And as beds remain
scarce, there’s less and less
room for people seeking
help for themselves or are
committed by a family
member, theChronicle’s in-
vestigation revealed.
Roughly 70 percent of the
2,300 beds in the 10 state-
runmental hospitals areoc-
cupied by people who have
been deemed incompetent
to stand trial by a court or
found not guilty by reason
of insanity, records show.

The result is a dangerous
and increasingly expensive
system that has repeatedly
failed to help people such
as DonWallace, and worse,
placed him in danger by
housing him with patients

with a long history of vio-
lent acts, the Chronicle’s in-
vestigation found.

From 2014 through 2019,
about 100 people died in
state hospitals, but details
are scant. Texas Health and
Human Services Commis-
sion officials said not every
death is reviewed by a
medical committee, but
ones involving assaults or
questionable deaths would
be investigated. The results
of those investigations are
confidential.

Texas is required to re-
port deaths to the federal
Centers for Medicare and
Medicaid Services only if
they could be related to re-
straints or seclusion. State
officials reported four
deaths during that time pe-
riod to CMS, but federal of-
ficials investigated just one
of them, records show.

Don’s death was not re-
ported to federal officials,
records show.

Acomplaint to federal of-
ficials can prompt an inves-
tigation, but Don’s sister,
Kathryn, didn’t know she
could file one. The state’s
investigation was confiden-
tial, she was told. The Wal-
lace family was given only
13 pages on Don’s death —
an ambulance call log from
that day, and half-a-dozen
employee logs showing
Wallacewaspunched in the
face by another patient.

“It’s useless,” she said.
And so they’ve mourned

without closure, wonder-
ing how and why Don died,
and how many others the
system has failed.

***

Don’s father, also named
Don, was a psychologist for
the Veteran’s Administra-
tion in Houston when his
sonwasyoung.Hisonly son
washealthy, happy,withno
hint of mental illness as a
child or a teenager, he said.
Hewas a natural on the ten-
nis court. He made friends
easily. He got great grades
and graduated from Texas
A&M, where he met Kathy,
a fellow engineering stu-
dent. They moved to Plano
after graduation and got
married. Don started a
business with Kathy’s help.

In 1993, when Don was
34 years old, they had a ba-

by girl, Julie, four days after
Thanksgiving.

Everything seemed to be
going according to plan,
Kathryn, his older sister,
thought.

But the following year,
she got a phone call from
her brother that made her
sink to her knees.

Don was unhinged,
spouting off accusations
that made no sense.

“My brother has lost his
mind,” she thought.

Kathryn is a clinical psy-
chologist, just like her fa-
ther. At home in Houston,
she sat on the floor, staring
at the phone clutched tight-
ly in her hands.

Shaking, she dialed her
parents, who were vaca-
tioning in North Carolina.
They had gotten a similar
call and already had
booked a flight back to Tex-
as.

Kathryn got behind the
wheel of her car and head-
ed north to Plano.

She flashed through
memories as she drove,
searching for a moment
that might have warned of
Don’s breakdown, but
came up with nothing.

A divorce petition filed
later that year in Collin
County suggests Don’s
breakdown had started
long before that day.

His wife, Kathy, told the
court that Don had become
emotionally abusive during
their six-yearmarriage; that
he tried to drug her with
Valium in ice cream; that he
had threatened physical
abuse.

Don was diagnosed with

schizoaffective disorder,
which can cause bouts of
paranoia, depression, hal-
lucinations and delusions,
soon after Kathryn and her
parents arrived. He was
hospitalized for the first
time that month, at a pri-
vate facility.

***

Had Don been born a de-
cade or so earlier, he might
have been institutionalized
at a state-run psychiatric
hospital. In the 1950s, the
country went through a
mental health reckoning.

News of intolerable con-
ditions at mental hospitals
across the U.S. — coupled
with the advent of medica-
tions such as Thorazine
thatmade commitment un-
necessary for some —
brought on a new wave of
mental health treatment.
President John F. Kennedy
signed the Community
Mental Health Act in 1963,
aiming to switch national
policy away from institu-
tionalization and toward
community care.Under the
act, states would receive
federal funding to build
centers to provide treat-
ment and diagnosis servic-
es for the mentally ill in
their own communities.

People were released
from state psychiatric hos-
pitals in droves.

But the community cen-
ters were never adequately
funded. And in 1981, Presi-
dent Ronald Reagan’s Om-
nibus Budget and Reconcil-
iation Act created block
grants for communitymen-
tal health centers as federal
mental health spending de-
creases.

Funding for community
services shrunk, forcing
moreTexans to turn to state
hospitals for help.

The beds continued to
disappear. In 2003, the sys-
tem suffered a devastating,
$100 million budget cut to
community mental health
services. At the same time,
lawmakers narrowed the
scope of who can receive
care from local mental
health authorities and
passed a bill streamlining
the process of finding peo-
ple incompetent in crimi-
nal cases.

The impacts were imme-

diate. The number of men-
tal health diagnoses in the
ERs and health clinics at 20
Central Texas hospitals
jumped 79 percent be-
tween 2003 and 2004, ac-
cording to a 2011report con-
ducted by Health Manage-
ment Associates.

And a Texas Association
of Counties survey showed
that jail health care expen-
ditures also started to in-
crease in counties with 1
million or more people.

By 2005, state hospital
capacity had reached “cri-
sis levels,” according to a
December 2006 joint Sen-
ate committee report.

Some of the state hospi-
talswere over capacity. The
waitlist had reached 200,
the report stated.

Gov. Rick Perry then ap-
proved a request from the
Department of State Health
Services for an additional
$13.4 million for DSHS to
fund 240more beds. Those
beds filled up quickly.

As people struggling
with mental illness lan-
guished in jail for months,
advocates sued the state for
due process violations. The
legal actions have dragged
on for more than a decade
and now include a class-ac-
tion lawsuit involving more
than 600 plaintiffs.

In 2008, lawmakers
pumped $3.5 million into
pilot programs that allowed
competency restoration
outside of an inpatient psy-
chiatric hospital setting.

But the patients kept
coming.

Eventually, one of them
was Don.

***

Don Wallace and his
wife, Ann — known by
friends and family as “Doo-
die”—kept a closewatchon
their son as he struggled
with his illness. They rent-
ed apartments in his name
andmade sure hewas com-
mitted to aprivatepsychiat-
ric facility if there was ever
any trouble. But sometimes
there was a waitlist for a
bed when it was time for
Don to get inpatient treat-
ment. It made the situation
that much harder.

Don was never violent,
but hewouldn’t always take
his medication. He was
prone to fits of paranoia,
anxiety and delusions.

He plastered the win-
dows of his apartment with
newspapers so the govern-
ment couldn’t spy on him
and once drove all the way
to Las Vegas, on a mission
from God to stop some-
thing bad from happening.

With each breakdown,
Don grew more fearful of
police. When he would spi-
ral out of control, his family
would have to call for help
to get him taken away for
treatment.

Don knew what that
meant. He was terrified of
being trapped at a hospital
with strangers.

So, he ran. He fought
back. One time, the officers
chased him around the din-
ing room table until he
tried to jump over it to es-
cape out the door.

He screamed and cried
and begged his parents not
to send him back to a psy-
chiatric hospital. He in-
sisted he was fine. But they
knew he wasn’t, even
though it broke their
hearts.

Meanwhile, the waitlist
continued to grow. In 2011,
the state established a pro-
gram where Local Mental
Health Authorities pur-
chased inpatient beds at
private psychiatric hospi-
tals using state funds. At the
end of 2012, there were 123
people on the waitlist.

During the 2013 session,
lawmakers pumped an ad-
ditional $300 million into
mental health services, tar-
geting almost $50million to
eliminate the waitlist for
community mental health
services, which had bur-
geoned to 5,200 adults and
190 children.

They also established a
program that aimed to help
people regain competency
while still in jail. By the end
of 2013, there were still
about 100 people on the
waitlist.

***
‘Neglect’ continues on A13
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A patient makes her bed at Rusk State Hospital in 1967. On Jan. 12, 2015, another patient,
DonWallace, was assaulted and later died from his injuries.

About this series
The Houston Chronicle
spent more than a year
investigating how Texas
treats people who are men-
tally ill. The newspaper
reviewed tens of thousands
of pages of court docu-
ments, police reports and
state and federal investiga-
tions. The examination
revealed an underfunded
system with an inadequate
number of psychiatric hospi-
tal beds that failed to reha-
bilitate the mentally ill and
instead cycled them through
the criminal justice system
again and again.

‘NEGLECT’
From page A1
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Don’s parents stood in
the middle of a Harris
County courtroom in Au-
gust 2014, trying to contain
their shock and frustration.

Judge Jay Burnett had
just ordered Don, 55, be
sent to a state psychiatric
hospital for 120 days to re-
store his competency. He’d
thrown a rock through a li-
quor storewindowafter the
owners denied him a job
and had taken a swing at
the police officer who re-
sponded to the call.

Don’s parents had of-
fered topay for thewindow.
They tried to explain to the
court that Don was off his
medication and scared of
police. They tried to show
that he’d never been vio-
lent.

Don had already been
hospitalized 13 times. He
would never regain compe-
tency to stand trial: It had
been 20 years.

The judge disagreed.
Don’s father was wor-

ried. He’d occasionally vis-
ited the state mental hospi-
tals when his patients were
sent there. He never want-
ed his son there.

Don was transferred to
Rusk, three hours from
home.

Frantic, Don’s mother,
Ann, penned a letter to the
court in September 2014,
begging for her son to be re-
leased to her and her hus-
band.

They hoped to have Don
transferred to a private fa-
cility closer to their Hous-
ton home. They were will-
ing to pay, she wrote.

No one responded to her
letter, the family said.

Burnett could not be
reached for comment.

***

On Jan. 12, 2015, just days
before Don was scheduled
to be released from Rusk,
he paced back and forth in
the cafeteria. It was a cop-
ing mechanism he’d devel-
oped to deal with the seem-
ingly endless days of con-
finement.

Police, state andcourt re-
cords reflect this scene: It
was around 6 p.m. Patients
filtered in and out of the
room. Sitting at a nearby ta-
ble was Jimmy Dale Mathis,
51, who previously was
found incompetent to
stand trial in 2013, after
punching a woman who
worked at a residential
treatment center and half-
way house in Austin in the
face the year prior. He was
again found incompetent in
2014 on a felony charge af-
ter striking a female deten-
tion officer on the chin
when she tried to deliver
his mail at the Harris Coun-
ty Jail. This was his second
stint in a Texas mental hos-
pital for assault after being
found incompetent to
stand trial.

Initial reports toRuskpo-
lice allege that Don aggres-
sively charged Mathis and
bumped into him, which
prompted Mathis to push
him away in a defensive
manner. But a description
of the video recording of

the incident paints a differ-
ent picture.

He interacted with Math-
is at least once before
bumping into him, docu-
ments allege, and they ex-
changed words.

Mathis jumped out of his
seat and punched Don in
the head, records allege.

Don crumpled instantly.
Unconscious, he was
rushed to the emergency
room.

Police weren’t called un-
til the next day.

Whenpolice asked a hos-
pital employee about the
delay, he “was unable to
provide an answer as to
why law enforcement was
not contacted directly after
the incident had taken
place,” the police report
said.

***

Don was unconscious
and unresponsive when his
family arrived at the hospi-
tal.

The staff warned them
not to expect him to regain
much function.

Still, his ex-wife, Kathy,
stood at his bedside, beg-
ging him to respond.

“Don?” she said through
tears. “Can you hear me?”

Even though the couple
had divorced in the early
1990s, she had stayed close
to his family. Don saw his
daughter every year. They
swam in his parents’ pool.
They played board games.
It was like two kids having
the timeof their lives, his fa-
ther said.

To Kathy’s shock, Don
opened his eyes.

His eyes followed her
when she moved. He re-
sponded to her commands.
He tried to talk, but the ven-
tilator made it impossible.

Doctors told the family
Don’s brain injury was sig-
nificant.While in the hospi-
tal, his fever had spiked to
103 andhedevelopedpneu-
monia.

But he was awake.
His family explained

where he was; that he had
gotten hurt at the hospital;
that doctors were doing ev-
erything they could.

His parents made plans
to transfer him closer to
home.

His father fired off a let-
ter to Brenda Slaton, super-
intendent of Rusk State
Hospital.

He wanted answers:
Who was investigating?
Would charges be filed?
How could he see the video
footage of the assault?

Then, days after he first
opened his eyes, Don’s or-
gans started to fail. Doctors
induced a coma.

He died on Jan. 28, 2015,
with Kathy and his daugh-
ter at his bedside.

***

Days turned into weeks.
Weeks into months. And
still, the state had not
reached out to theWallaces
about Don’s death.

“We’ve received no an-
swers,” his sister said.

Months later, in May
2015, Don’s family received
a response.

The state wanted to keep
some of the information
confidential and had

sought an opinion from the
Attorney General’s Office.

The attorney general
largely agreed.

Following Don’s assault,
the state had formed a
“Rusk State Hospital Root
Cause Analysis Peer Review
for Sentinel Events Over-
sight Group” to analyze the
cause of the incident as re-
quired by accreditation
standards of The Joint Com-
mission, a nonprofit that
accredits more than
20,000 health care organi-
zations nationwide.

According to the attor-
ney general, that oversight
group was considered a
“medical committee,” and
any records from it were
confidential and not sub-
ject to a subpoena.

“The family isn’t privy to
the findings — it’s all confi-
dential,” said BethMitchell,
senior attorney for Disabili-
ty Rights Texas. “It really
sucks for the family.”

Mitchell said shebelieves
the confidentiality centers
around the state not want-
ing tobe sued.But transpar-
ency is needed, she added.

“Ultimately there has to
be some transparency in
terms of knowing when
that does happen, are they
really fixing the issue?” she
said.

The Chronicle also re-
quested these documents
but was denied.

Whitmire wasn’t sur-
prised that the Wallaces

didn’t receive answers, he
told the Chronicle: It’s diffi-
cult if not impossible to find
out what goes on in state
hospitals.

But he said there should
be better mechanisms in
place to find out what hap-
pens to your loved one in
the hospital.

It’s unclear if the state ev-
er sent the group’s findings
to the Joint Commission.
The commission “encour-
ages” hospitals to self-re-
port incidents concerning
patient safety, said Mau-
reen Lyons, spokeswoman
for the organization, but it
is not required.

If the incident is not re-
ported directly to the com-
mission, she added, it still
can review and evaluate it
based on information from
federal and state agencies
or “media coverage or re-
porter inquiries,” she said.

Lyons could not tell the
Chronicle if Don’s death
was reported to the com-
mission because those re-
cords are not retained or
available after three years.

***

Mathis wasn’t arrested in
Wallace’s death until about
a year and a half later. He
was charged with murder.

By that time,hehadbeen
released from Rusk.

The Cherokee County
district attorney at the
time, Rachel Patton, now
works in theTexasAttorney

General’s Office and could
not be reached for com-
ment. Her successor, Elmer
Beckworth, said he was un-
sure what caused the delay.

Mathis soonwas deemed
incompetent to stand trial.
A judge ordered him com-
mitted to a state psychiatric
hospital for competency
restoration.

But thewaitlist for amax-
imum security bed was
pushing 300.

While in jail, Mathis told
psychiatric evaluators that
Saddam Hussein was his
brother. He was hearing
voices, he said, and had vi-
sions of deadpeople attack-
ing him at night.

“Patient has a long histo-
ry of mental illness and has
not shownclinical improve-
ment,” one evaluator wrote
in March 2017.

Nine months later, in De-
cember 2017, he was finally
transferred to North Texas
State Hospital, one of the
state’s two maximum secu-
rity psychiatric facilities.

More than a year later,
Mathis was still at North
Texas and exhibiting some
of the same psychiatric
problems he faced prior to
admittance. He told psychi-
atrists inMarch 2019 that he
heard voices all the time
and that he didn’t want to
takehismedication.He saw
dead people trying to cut
people’s throats. He
claimed that he was God
and that he heard Satanic
voices.

“His speech is rambling
and illogical. Most answers
to questions are non sequi-
tur or nonsensical,” one ex-
aminer wrote. “He has no
insight and his judgment is
impaired by his psychosis.”

He also was still exhibit-
ing aggressive tendencies.
That month, he had
grabbed a female staff
member’s rear and then hit
her in the face. He had to be
restrained.

Both psychiatrists rec-
ommended that Mathis re-
main inmaximum security.

But in November 2019,
his case was reviewed by a
secretive panel, known as
the Dangerousness Review
Board, that determines the
correct security setting for
mentally ill individuals
committed tomaximum se-
curity.

That panel determines if
someone is or is not mani-
festly dangerous — and if
they are not, they must be
transferred to a less-secure
state facility.

HHSC does not track
how many people who are
transferred frommaximum
security to a less-restrictive
setting are later accused of
injuring other patients or
staff, officials said. There is
a process, however, that al-
lows hospitals to send pa-
tients back tomaximum se-
curity if they are causing
problems. Between 2014
and 2019, that happened
fewer than 30 times.

The panel decided that
Mathis was not manifestly
dangerous — citing adher-
ence tohispsychiatricmed-
ication regimen, lack of
physical aggression or re-
straints and controlled psy-
chiatric symptoms — and
was therefore ready for a
less-secure environment.
It’s not clear how such a
drastic change occurred.

Mathis was sent back to
Rusk.

***

In June, Mathis struggled
to answer basic questions
during a hearingwith Cher-
okee County Judge R. Chris
Day.

“I needyou to listen care-
fully,” Day said to Mathis.

After five years in andout
of the state’s mental health
system following the as-
sault that led to Don’s
death, Mathis had finally
been found competent to
stand trial.

And he wanted one.
“I want a trial,” he re-

peated over and over.
“You want a trial?” Day

asked. “You want me to
consider you not guilty?”

Thiswas clearly notwhat
Mathis’ attorney, JeffWood,
had told the judge to ex-
pect.

Looking frazzled, Wood
asked to speak privately
with his client.

They returned about 30
minutes later. Mathis en-
tered a plea of “not guilty
by reason of insanity.”

Wood did not respond to
repeated requests for com-
ment. The Chronicle at-
tempted several times to
speak to Mathis when he
was in jail, but hewouldnot
come to the phone.

Mathis was sent to a state
hospital in September
2020, but the Cherokee
County Jail did not know to
which hospital he was ad-
mitted.

***

Desperate, the Wallaces
took steps to sue the state.
Several attorneys said there
was nothing they could do.

Mitchell told the Chroni-
cle that the onlyway a fami-
ly could sue the state is if it
failed to uphold constitu-
tional standards, such as
due process rights — that
means someone can’t sim-
ply sue the state forneglect.

“You’d have to show that
they were deliberately in-
different, and that’s a really
high standard,” she said.

When Don died so
young, his parents couldn’t
bear burying him in the
family plot. So, they had
him cremated instead and
put his ashes in a stately
black clock. It sits on his fa-
ther’s desk, ticking off the
moments until they will be
together again.

alex.stuckey@chron.com
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The state’s refusal to provide answers in DonWallace’s death has
denied closure for his sister, Kathryn Preng, and father, DonWallace.
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Inadequate resources
Advocates say states should have 50 public psychiatric hospital beds
per 100,000 people to keep up with the demand. Unable to keep up
with the rapid population growth in the state, Texas’ numbers have
been steadily decreasing for decades. Now, it has fewer than eight.

Sources: Texas Health and Human Services Commission,
Census.gov, Texas State Library and Archives Commission
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(No data available for
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A growing wait
In 2006, Texas created a waitlist for incarcerated defendants waiting for a bed
in a mental hospital, called the Forensic Clearinghouse List. That May, 239
people were waiting for a hospital bed. By December 2019, that number had
grown more than 300 percent.

Sources: Texas Health and Human Services Commission,
Texas Department of State Health Services
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DonWallace was a healthy and happy child
and teenager with no hint of mental illness,

said his father, a clinical psychologist.

‘NEGLECT’
From page A12
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