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COME NOW Plaintiffs Kristina Martinez, in her representative capacity as the duly 

appointed Personal Representative of the Estate of deceased Plaintiff Rex Corcoran, Jr., and 

Yvonne Schmitt, by and through the undersigned counsel, Rothstein Donatelli LLP, and hereby 

bring this Complaint under the New Mexico Wrongful Death Act, NMSA 1978, §§ 41-2-1 to -4; 

42 U.S.C. § 1983, the New Mexico Tort Claims Act (“NMTCA”), NMSA 1978, §§ 41-4-1 to -30; 

and New Mexico common law. Plaintiffs seek damages from all Defendants in connection with 

their negligence related to the care of Rex while in Defendants’ custody, which tragically 

culminated in Rex’s unnecessary and avoidable death in the Santa Fe County Adult Correctional 

Facility. The factual basis for this Complaint is as follows: 

PARTIES 

1. Plaintiff Kristina Martinez is a resident of Santa Fe County, New Mexico. Ms. 

Martinez is suing in her representative capacity as the duly appointed Personal Representative of 

the Wrongful Death Estate of Rex Corcoran, Jr. 

2. Plaintiff Yvonne Schmitt is a resident of Santa Fe County, New Mexico. Ms. 

Schmitt was the mother of deceased Plaintiff Rex Corcoran, Jr. 

3. Deceased Plaintiff Rex Corcoran, Jr. was, at all times material hereto, a resident of 

Santa Fe County, New Mexico. 

4. Defendant Santa Fe County Adult Correctional Facility (“SFCACF”) is operated 

by the County of Santa Fe. SFCACF is a local public body as defined in NMSA 1978, § 41-4-3. 

5. Defendant Board of County Commissioners of the County of Santa Fe (“Santa Fe 

County”) is a political subdivision of the State of New Mexico. Pursuant to NMSA 1978, § 4-46-

1, all suits or proceedings against a county are to be brought in the name of the board of county 

commissioners of that county. Santa Fe County is a local public body as defined in NMSA 1978, 
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§ 41-4-3 and a person for purposes of 42 U.S.C. § 1983. Santa Fe County is responsible for the 

actions of SFCACF, its employees, and agents. At all times material hereto, Santa Fe County was 

a governmental entity and local public body as those terms are defined in the NMTCA, NMSA 

1978, § 41-4-3(B), (C). At all times material hereto, Santa Fe County owned, operated, and 

maintained the SFCACF, located in Santa Fe, New Mexico, and was the employer and supervisor 

of the individually named Defendants. As a County-operated detention facility, SFCACF is a State 

building operated by public employees within the meaning of NMSA 1978 § 41-4-6. Pursuant to 

NMSA 1978, § 4-44-19, §§ 33-3-3 to -8, and § 33-3-13, Santa Fe County had a statutory obligation 

to maintain and operate SFCACF in a manner that provides for the safe incarceration of inmates 

under the County’s jurisdiction.  

6. Defendant Williams was, at all times material hereto, employed by Defendant Santa 

Fe County as Warden of SFCACF. Upon information and belief, Defendant Williams resides in 

Santa Fe County, New Mexico. At all times material hereto, Defendant Williams was a “public 

employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as 

amended. Defendant Williams acted in the course and scope of his duties as an SFCACF employee 

and under color of state and local law. He is sued in his official and individual capacity for purposes 

of Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

7. Defendant Rojas was, at all times material hereto, employed by Defendant Santa 

Fe County as a Lieutenant at SFCACF. Upon information and belief, Defendant Rojas resides in 

Santa Fe County, New Mexico. At all times material hereto, Defendant Rojas was a “public 

employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as 

amended. Defendant Rojas acted in the course and scope of his duties as an SFCACF employee 



- 4 - 
 

and under color of state and local law. He is sued in his individual capacity for purposes of 

Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

8. Defendant Padilla was, at all times material hereto, employed by Defendant Santa 

Fe County as a Lieutenant of SFCACF. Upon information and belief, Defendant Padilla resides in 

Santa Fe County, New Mexico. At all times material hereto, Defendant Padilla was a “public 

employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as 

amended. Defendant Padilla acted in the course and scope of his duties as an SFCACF employee 

and under color of state and local law. He is sued in his individual capacity for purposes of 

Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

9. Defendant Trujillo was, at all times material hereto, employed by Defendant Santa 

Fe County as an Officer at SFCACF. Upon information and belief, Defendant Trujillo resides in 

Santa Fe County, New Mexico. At all times material hereto, Defendant Trujillo was a “public 

employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as 

amended. Defendant Trujillo acted in the course and scope of his duties as an SFCACF employee 

and under color of state and local law. He is sued in his individual capacity for purposes of 

Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

10. Defendant G. Gallegos was, at all times material hereto, employed by Defendant 

Santa Fe County as a Sergeant at SFCACF. Upon information and belief, Defendant G. Gallegos 

resides in Santa Fe County, New Mexico. At all times material hereto, Defendant G. Gallegos was 

a “public employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 

41-4-3, as amended. Defendant G. Gallegos’ first name is unknown at this time, but is listed as 

“Sergeant G. Gallegos” in the Shift Report from November 9, 2019, assigned to “C,D Housing”. 

Defendant G. Gallegos acted in the course and scope of duties as an SFCACF employee and under 
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color of state and local law, and is sued in an individual capacity for purposes of Plaintiffs’ claims 

brought under 42 U.S.C. § 1983.  

11. Defendant Ortega was, at all times material hereto, employed by Defendant Santa 

Fe County as a Sergeant at SFCACF. Upon information and belief, Defendant Ortega resides in 

Santa Fe County, New Mexico. At all times material hereto, Defendant Ortega was a “public 

employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as 

amended. Defendant Ortega’s first name is unknown at this time, but is listed as “Sergeant A. 

Ortega” in the Shift Report from November 9, 2019, assigned to “A,B Housing”. Defendant Ortega 

acted in the course and scope of duties as an SFCACF employee and under color of state and local 

law, and is sued in an individual capacity for purposes of Plaintiffs’ claims brought under 42 U.S.C. 

§ 1983.  

12. Defendant C. Gallegos was, at all times material hereto, employed by Defendant 

Santa Fe County as a Corporal at SFCACF. Upon information and belief, Defendant C. Gallegos 

resides in Santa Fe County, New Mexico. At all times material hereto, Defendant C. Gallegos was 

a “public employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 

41-4-3, as amended. Defendant C. Gallegos acted in the course and scope of his duties as an 

SFCACF employee and under color of state and local law. He is sued in his individual capacity 

for purposes of Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

13. Defendant Atencio was, at all times material hereto, employed by Defendant Santa 

Fe County as a Sergeant at SFCACF. Upon information and belief, Defendant Atencio resides in 

Santa Fe County, New Mexico. At all times material hereto, Defendant Atencio was a “public 

employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as 

amended. Defendant Atencio acted in the course and scope of his duties as an SFCACF employee 
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and under color of state and local law. He is sued in his individual capacity for purposes of 

Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

14. Defendant Olivares was, at all times material hereto, employed by Santa Fe County 

as a doctor to provide medical services at SFCACF. Upon information and belief, Defendant 

Olivares resides in San Miguel County, New Mexico. At all times material hereto, Defendant 

Olivares was a “public employee” as that term is defined in the New Mexico Tort Claims Act, 

NMSA 1987, § 41-4-3, as amended. Defendant Olivares acted in the course and scope of his duties 

as an SFCACF employee and under color of state law. He is sued in his individual capacity for 

purposes of Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

15. Defendant Manzanares was, at all times material hereto, employed by Santa Fe 

County as an RN to provide medical services at SFCACF. Upon information and belief, Defendant 

Manzanares resides in Santa Fe County, New Mexico. At all times material hereto, Defendant 

Manzanares was a “public employee” as that term is defined in the New Mexico Tort Claims Act, 

NMSA 1987, § 41-4-3, as amended. Defendant Manzanares acted in the course and scope of her 

duties as an SFCACF employee and under color of state law. She is sued in her individual capacity 

for purposes of Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

16. Defendant Davis was, at all times material hereto, employed by Santa Fe County 

as an RN to provide medical services at SFCACF. Upon information and belief, Defendant Davis 

resides in Santa Fe County, New Mexico. At all times material hereto, Defendant Davis was a 

“public employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-

4-3, as amended. Defendant Davis acted in the course and scope of her duties as an SFCACF 

employee and under color of state law. She is sued in her individual capacity for purposes of 

Plaintiffs’ claims brought under 42 U.S.C. § 1983. 
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17. Defendant Mares was, at all times material hereto, employed by Santa Fe County 

as an RN to provide medical services at SFCACF. Upon information and belief, Defendant Mares 

resides in Santa Fe County, New Mexico. At all times material hereto, Defendant Mares was a 

“public employee” as that term is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-

4-3, as amended. Defendant Mares acted in the course and scope of her duties as an SFCACF 

employee and under color of state law. She is sued in her individual capacity for purposes of 

Plaintiffs’ claims brought under 42 U.S.C. § 1983. 

18. Defendant Judy “LNU” was, at all times material hereto, employed by Santa Fe 

County as a nurse to provide medical services at SFCACF. At this time, Defendant Judy’s last 

name is unknown. Upon information and belief, Defendant “Judy” resides in Santa Fe County, 

New Mexico. At all times material hereto, Defendant “Judy” was a “public employee” as that term 

is defined in the New Mexico Tort Claims Act, NMSA 1987, § 41-4-3, as amended. Defendant 

“Judy” acted in the course and scope of her duties as an SFCACF employee and under color of 

state law. She is sued in her individual capacity for purposes of Plaintiffs’ claims brought under 

42 U.S.C. § 1983. 

19. Defendants John Doe(s) and Jane Doe(s) were, at all times material hereto, 

employed by Santa Fe County as employees of SFCACF. Upon information and belief, Defendants 

John Doe(s) and Jane Doe(s) reside in Santa Fe County, New Mexico. At all times material hereto, 

Defendants John Doe(s) and Jane Doe(s) were “public employees” as that term is defined in the 

NMTCA, NMSA 1978, § 41-4-3, and acted in the course and scope of their duties as SFCACF 

employees and under color of state and local law. They are sued in their individual capacities for 

purposes of Plaintiffs’ claims brought under 42 U.S.C. § 1983. 
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20. With respect to Plaintiffs’ NMTCA claims, the acts and omissions complained of 

herein all constitute a basis for liability against Santa Fe County, and come within the scope of the 

waivers of immunity contained within the NMTCA, NMSA 1978, §§ 41-4-1 to -30.  

JURISDICTION AND VENUE 

21. This Court has jurisdiction over Plaintiffs’ claims under the NMTCA, NMSA 1978, 

§§ 41-4-1 to -30.  

22. Venue is properly located in the First Judicial District Court of Santa Fe County, 

per NMSA 1978, § 38-3-1 (A), (F), because all events giving rise to the claims occurred in this 

County.  

23. This Complaint is timely in accord with NMSA 1978, § 41-4-15. 

24. All of the acts complained of herein which constitute the basis for liability on the 

claims brought pursuant to the NMTCA come within the scope of the waivers of immunity 

contained within the act. 

25. With respect to Plaintiffs’ NMTCA claims, Santa Fe County and SFCACF received 

timely actual notice of Plaintiffs’ intent to file claims under the NMTCA. Santa Fe County and 

SFCACF also received timely written notice of Plaintiffs’ NMTCA claims in accordance with 

relevant statutory and constitutional considerations. See N.M. Const. Art. II, §§ 4 & 18; NMSA 

1978, § 37-1-10 and § 41-4-16(B). 

ALLEGATIONS RELEVANT TO ALL CAUSES OF ACTION 

26. Plaintiffs hereby incorporate all of the preceding paragraphs as if fully stated herein. 

27. At the time of his avoidable death on November 13, 2019, Rex Corcoran, Jr., was 

a much-loved son, brother, and father.  
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28. Plaintiff Yvonne Schmitt, Rex’s mother, took him to a court date on November 5, 

2019 for a compliance hearing. It was the last time she would see him conscious. 

The Circumstances and Documentation of Rex’s Incarceration 

29. The Magistrate Court of Santa Fe County signed an Order of Confinement on 

November 5, 2019, remanding Rex to SFCACF on November 5, 2019 for seven (7) consecutive 

days, to be released on November 12, 2019 at 2:00 p.m. The court noted Rex was convicted with 

fees assessed which he failed to pay, but that his default was not willful.  

30. On the afternoon of November 5, 2019, Rex was booked into SFCACF by the Santa 

Fe County Sheriff’s Office. 

31. Defendant Manzanares conducted the medical intake for Rex on November 5, 2019. 

This was not her first intake with Rex; in fact, documents show Defendant Manzanares conducted 

an intake for Rex as far back as October 24, 2008, when she conducted another intake for Rex, 

documenting his substance abuse issues. 

32. Defendant Manzanares has experience in her role at SFCACF as a nurse because 

of how long she has been a nurse and because of how long she has worked at SFCACF. 

33. Defendant Manzanares recognizes that other nurses rely upon an initial assessment 

of a detainee, that it is important for a nurse to get a good assessment on intake, and that 

assessments are one of the things she has to do.  

34. On November 5, 2019, Defendant Manzanares signed a SMU/Work Clearance, 

indicating that Rex was cleared for “General Population,” not “Medical Housing.” 

35. During the medical intake screening on November 5, 2019, Rex reported a history 

of Hepatitis C and stated he was receiving Methadone from New Mexico Treatment Services. 

Defendant Manzanares selected “Opiate Protocol” as part of the Nursing Follow-up Plan. 
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36. On November 5, 2019, Defendant Manzanares signed a Physicians Order, TORB 

Dr. Olivares, indicated “10d opiate w/d protocol”, which was signed by the provider on November 

6, 2019 at 8:00. 

37. When SFCACF made Rex’s Initial Classification on November 6, 2019 at 8:54, it 

indicated Rex’s substance abuse and noted “Type of Substance HERION [sic] (3 DAYS).”  

38. Rex was charged $7.50 from the pharmacy “for the treatment of opiate 

[withdrawal,]” signed by Defendant Manzanares on November 5, 2019. 

39. Despite documenting Rex’s methadone use on the first page of the intake, the 

second page of the intake indicates “No” in response to a question about methadone use. 

40. Rex’s care plan indicated that he would be receiving medication treatment for acute 

opiate withdrawal. Medications were prescribed for withdrawal symptoms at 4:30 p.m.  

41. During her Nursing Intake History and Screening, Defendant Manzanares noted 

Rex’s speech was slurred, he was withdrawn, and rather than “Normal” Mood/Affect, circled 

“Flat.” She also noted his speech was slurred and that he was exhibiting withdrawal behavior. 

42. There is a space on the Nursing Intake History and Screening related to COWS 

(clinical opiate withdrawal scale, which quantifies the severity of opiate withdrawal) to be filled 

in “If > 4 hours since last opioid use”, but for Rex’s November 5, 2019 screening, this field was 

left blank. 

43. Records show multiple prior admissions of Rex and prior documentation of his 

opiate use disorder, his methadone use, and at least one prior admission documented a withdrawal 

severity. 
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44. While there were multiple Initial Poly-Substance Abuse Assessments conducted by 

SFCACF over several years, Santa Fe County does not have an Initial Poly-Substance Abuse 

Assessment for November 2019.  

45. While there were multiple Poly Substance Withdrawal Assessments for Rex 

conducted by SFCACF over several years, Santa Fe County does not have an Assessment in 

November 2019. 

46. Santa Fe County also has no Medication Verification/Medical release form from 

2019. 

47. While there were multiple 14-day Health Assessments for Rex conducted by 

SFCACF over several years, Santa Fe County does not have an Assessment in November 2019. In 

August 2019, SFCACF’s 14-day Health Assessment of Rex documented his methadone use. 

48. Between November 6, 2019, and November 9, 2019, surveillance video shows Rex 

sleeping most of the time and eating very little, and at one point even getting in the wrong bed. 

49. Despite the documented concerns for Rex withdrawing, Santa Fe County does not 

have documentation showing anyone was monitoring his vitals or declining medical situation. 

50. Defendant Rojas signed that he “hereby accept[ed] full responsibility for the 

[SFCACF]” during the shift on November 9, 2019, from 6:00 a.m. to 6:00 p.m.  

51. The failure to appropriately monitor Rex’s medical situation came to a head on 

November 9, 2019, when he was in such a medical crisis that he could not stand up and was 

defecating on himself. 

52. Video from November 9, 2019, starting at approximately 1:42 p.m., shows Rex 

getting up from his bed and falling and weaving through the cell, barely able to stand up, much 

less walk straight. 
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53. Rex is helped to the shower by other individuals in the cell with him. After a minute 

or two, the other individuals in his cell move quickly to the front of the cell from the shower, 

presumably to call for help. 

54. At approximately 1:50 p.m. on November 9, 2019, an officer enters the cell, 

believed to be Defendant Trujillo who later stated that he noticed Rex being helped by another 

inmate to the shower. The officer enters the cell, looks toward the shower, leans against one wall, 

then leans against another, despite Rex’s obvious medical crisis, obviously dire as Rex ended up 

falling down in the shower and defecating on himself.  

55. The video appears to indicate the rest of the individuals staying in Rex’s cell were, 

in the meantime, cleaning up his bunk (upon information and belief, this was related to Rex’s 

ongoing incontinence).  

56. Nearly ten minutes later, Defendant Trujillo can be seen looking into the shower 

and making a call on his radio. Defendant Trujillo stated that Rex could not stand up by himself in 

the shower, so he called medical for a wheelchair and escorted Rex to medical. Defendant Trujillo 

noted Rex defecated on himself in the shower, that he advised Rex to get out of the shower to go 

to medical, and that as Rex was walking out of the shower he slipped and fell in the shower at 

approximately 1:57 p.m.  

57. A Code Blue was activated at 2:02 p.m. on November 9, 2019.  

58. Records state Defendants Ortega and G. Gallegos responded to Delta 300, where 

they discovered Rex in need of medical assistance, and that Rex had fallen in the shower due to 

being incoherent and feeling ill. 
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59.  Defendant G. Gallegos assisted Rex to a wheelchair as Rex was too weak to walk, 

and wheeled Rex to the Delta hallway where medical staff, Defendants Davis and “Judy” were 

standing by.  

60. Records state Rex had fallen in the shower and was withdrawing from methadone. 

Records continued to state he was a fall risk and suffering opiate withdrawal.  

61. Defendant Rojas asserted on November 9, 2019 that he reviewed and verified Rex’s 

fall on the Avigilon Camera system. In order to review the video of the fall, Defendant Rojas had 

to have seen Rex’s behavior, stumbling all over the cell and his inability to stand up or walk straight 

without help from other inmates. 

62. Despite the clear and objectively apparent medical emergency Rex was suffering 

and the ongoing and clearly documented withdrawal he was suffering, there is no evidence 

SFCACF, Rojas, Trujillo, G. Gallegos, Ortega, C. Gallegos, Davis, Mares, or “Judy” conducted 

the necessary evaluations or assessments by a physician and they failed to transport Rex to a 

hospital for nearly 18 more hours, despite the infrequently taken and concerning vital signs and 

symptoms Rex continued to exhibit. 

63. Defendant C. Gallegos was the officer on duty at the Medical Housing Unit during 

the November 9, 2019 shift from 6:00 a.m. to 6:00 p.m. 

64. An email from Defendant C. Gallegos indicates that on November 9, 2019, at 

approximately 4:25 p.m., Rex “arrived in medical” by wheelchair. 

65. That email indicates Rex was placed in the Medical triage room and examined by 

Defendant Davis. 

66. At approximately 4:40 p.m., Defendant C. Gallegos was advised that Rex would be 

housed in the Medical unit for further observation. 
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67. Defendant C. Gallegos was aware of Rex’s ongoing medical emergency, as he was 

instructed by Defendant Davis to assist Rex with his facility-issued jumpsuit, and he complied. 

Afterwards, Defendant C. Gallegos escorted Rex to cell E-145 where he was housed until 

transported to the hospital on November 10, 2019.  

68. Defendant Davis and “Judy” were present when Rex was taken to the medical unit. 

A nurse, believed to be Defendant Davis documents in the Physicians Orders from SFCACF at 

2:30 p.m. on 11/9/19 “House in medical vorb Dr. Olivares.”  

69. Defendant Rojas notified Captain Richard Roybal by memorandum on November 

9, 2019, of the Code Blue, and that Rex was taken to medical to better evaluate him, then housed 

in medical and placed on medical evaluation. 

70. Rex’s clinical presentation reflected opiate withdrawal, and included symptoms 

that are to be expected with clinical opiate withdrawal. Despite this, no physical examination is 

present, there is no additional information other than the observation that he had hurt his shoulder 

blade and right arm. There is no mental status assessment, and no withdrawal severity assessment. 

The only plan noted is that Rex is encouraged to up fluids. 

71. The Medical Progress Notes from November 9, 2019 are short and do not document 

any meaningful treatment of Rex. There are 4 entries, which appear to have been written by two 

different individuals. Vital signs are noted once at the top as 96/92.  

72. On November 9, 2019, medical progress notes at 2:30 p.m. indicated Dr. Olivares 

was notified and indicated “house in medical.”  

73. A Medical Unit Sheltered Housing Order Form at approximately 3:30 on November 

9, 2019, believed to be signed by Defendant Davis, indicated Rex should be housed in medical. It 

noted opiate withdrawal and that Rex fell in the shower. It also noted precautions included fall risk 
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and opiate withdrawal. The order form indicates daily vital signs are needed, but indicates no 

laboratory tests or referrals are needed. There are no vital signs noted on the form. 

74. The final medical progress note concerning Rex indicates that at 6:00 p.m. on 

November 9, 2019, Rex appeared disoriented and his symptoms of opiate withdrawal continued.  

75. Following that note, there is no indication anybody on the medical staff checked 

Rex’s vital signs or otherwise checked his condition until approximately 7:00 a.m. 

76. Medication Administration Notes include five medications Rex was supposed to 

receive. On several entries, where the “user” is Defendant Mares, there is a “MP Date” of 

“11/10/2019 6:00 AM” and “Result Date” as “11/10 2019 5:16AM.” Despite this being during the 

time Rex was going through a medical crisis that resulted in his transport to the emergency room 

within an hour or so and his death three days later, the note for those entries documents the 

“Action” as “refusal” and the “reason” as “non-compliant.”  

77. While medical staff generally receives a report when they come on for a shift about 

every person in the medical unit and any problems or concerns that are happening, there is no 

documentation other than the questionable Medication Administration Record and Notes that any 

medical staff checked on Rex after 6:00 p.m. on November 9, 2019, until around 7:00 a.m. the 

next day. 

78. While officers are supposed to check on detainees in the medical unit every 15 

minutes and this was specifically ordered in this case for the Medical Holding Log, the log 

indicates sporadic checks were done until 3:52 a.m. on November 10, 2019, when the remainder 

of the blank spaces available to write on in the log to document observance are crossed through. 

Nobody went into Rex’s cell, and there was no way any of the officers or medical had meaningful 
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observation of Rex to check his condition. While officers are supposed to notify the medical staff 

if an inmate appears to be sick, there is no record that any officer did so or took any other action. 

79. Santa Fe County has no additional Medical Holding Log related to Rex’s stay in 

medical, other than the Log between November 9, 2019, at 3:45 p.m., to November 10, 2019, at 

3:52 a.m. 

80. According to the New Mexico Medical Board, the business address for Dr. 

Olivares’ medical doctor license is 28 Camino Justicia, NM Hwy 14 – the same address as the 

SFCACF. 

81. Dr. Olivares is noted on multiple documents as the physician overseeing Rex’s 

medical care and who signed off as the provider on every step of Rex’s care, including the 

Physician Order for 10d opiate withdrawal protocol, the Physician Order and decision to house 

Rex in the medical unit, the medications listed on the Medication Administration Record, and the 

ultimate referral at 7:30 a.m. to the emergency room due to Rex not being able to walk and his 

mental status deterioration (more than 17 hours after Rex initially fell in the shower in Delta 300, 

could not stand up or walk, and first was seen to have defecated on himself).  

82. Despite this, Santa Fe County has no documentation showing Dr. Olivares ever 

conducted any evaluation or assessment of Rex in November 2019. 

83. Defendant Padilla signed that he “hereby accept[ed] full responsibility for the 

[SFCACF]” during the shift on November 10, 2019, from 6:00 a.m. to 6:00 p.m.  

84. The morning of November 10, 2019, around 7:00 a.m., Rex was found down, in a 

pool of his feces. He was confused, with low blood pressure.  

85. Rex was taken to the hospital around 7:30 a.m. on November 10, 2019. The hospital 

staff was able to obtain only very little information from Rex because he was confused.  
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86. Rex was admitted to the hospital for “altered mental status.” Rex was unable to 

follow commands, stand, or provide information related to his health history or contact for his 

family members. 

87. By 6:30 p.m. on November 11, 2019, Rex had been put on a life support machine. 

88. Defendant Padilla sent an email dated November 11, 2019, at 11:44 p.m. to multiple 

individuals, including Defendant Williams, indicating Officer David Ita had contacted SFCACF 

and advised that Rex had been moved to the ICU, where he was placed on life support.  

89. Defendant Padilla indicated in the email that the doctor at the hospital asked 

whether Rex’s family could be notified of his condition. The email also notes Rex was at SFCACF 

on an order of commitment for a misdemeanor and was scheduled to be released at 2:00 p.m. on 

November 12, 2019. 

90. The final entry on Rex’s transport log from November 12, 2019 is a note around 

9:45 a.m. that someone “checks in everything is ok.” 

91. SFCACF records indicate Rex was released from custody at 10:59 a.m. on 

November 12, 2019. 

92. Rex was pronounced dead on November 13, 2019, at 8:45 p.m. 

93. A court order on November 14, 2019, indicates that “$406.00 of the unpaid fine 

and fees shall be offset because the defendant completed 7 days of jail time served, to offset the 

indicated amounts at a rate of $58.00 per day.” 

94. Only two days after Rex’s death, Defendant Williams received a detailed 

memorandum from an STIU investigator (Security Threat Intelligence Unit) concerning select 

portions of the content of five phone calls from November 5, 2019 to November 7, 2019 between 

Rex and a woman identified as his girlfriend. 
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Plaintiff Yvonne Schmitt’s Attempts to Locate Her Son 

95. On November 5, 2019, Ms. Schmitt took her son, Rex, to a court date. He was taken 

into custody and she never saw him again. 

96. On November 6, 2019, Ms. Schmitt spoke on the phone with her son. He wanted to 

make sure she was intending to pick him up the next Tuesday at 2:00 p.m. when he was released. 

She assured him she would, and then his voice got panicky, saying urgently and with what Ms. 

Schmitt perceived as fear, that he had to get off the phone, and he abruptly hung up.  

97. Ms. Schmitt never heard from her son again. 

98. In the November 5, 2019 Booking Report, Ms. Schmitt is listed as his emergency 

contact along with her phone number. 

99. In Rex’s November 5, 2019 Intake Profile Form, Ms. Schmitt is listed as his 

emergency contact and her relationship is noted as his mother. 

100. Ms. Schmitt is also noted as Rex’s emergency contact on his release report dated 

November 12, 2019 at 10:58 a.m.  

101. On November 6, 2019, Ms. Schmitt began trying to find her son. She called the jail 

numerous times. She did not know what to do, she was scared something had happened to her son. 

Each time she called, she was assured that her son was fine.  

102. On Saturday, November 9, 2019, at approximately 1:30 or 2:00 p.m., having 

received no meaningful response concerning her son’s condition, Ms. Schmitt went to the jail to 

try to find out what had happened to her son. The Code Blue for her son was called as she was 

trying to determine his condition, at 1:57 p.m. 

103. Ms. Schmitt spoke with Defendant Atencio who is noted as the Front Desk officer 

on duty in the Shift Report for the 6:00 a.m.–6:00 p.m. shift on November 9, 2019. Defendant 
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Atencio assured her that her son was “fine,” despite her son’s ongoing emergency medical 

condition and that a Code Blue was called around the same time.  

104. Somebody from the jail told her around November 10 or 11, 2019 that her son was 

in the medical unit but that he was fine and provided Ms. Schmitt no additional information.  

105. Defendants Williams and Padilla were notified around 11:44 p.m. on November 

11, 2019, that Rex had been moved to the ICU where he was placed on life support, yet despite 

Ms. Schmitt’s continued attempts from November 7, 2019, to locate her son, Defendants did not 

inform Ms. Schmitt that her son was undergoing a life-threatening medical emergency until after 

Rex was released from custody (while in the ICU) on November 12, 2019. 

106. On November 12, 2019, after multiple calls to SFCACF, Ms. Schmitt was finally 

told that she needed to contact Rex’s caseworker at Christus St. Vincent. This is the first time Ms. 

Schmitt heard her son was not in the jail but was hospitalized. Ms. Schmitt contacted the 

caseworker at Christus St. Vincent who informed Ms. Schmitt that Rex was in the ICU. 

107. On her way to the hospital, Ms. Schmitt received a call from Santa Fe County, from 

the office of Santa Fe County Department of Public Safety Director Pablo Sedillo, informing her 

that the warden or the public safety department director would call her.  

108. Ms. Schmitt finally received a call from Defendant Williams on November 12, 

2019, at approximately 10:59 a.m., one minute after Rex was released from SFCACF custody.  

109. By the time Ms. Schmitt arrived at the hospital, her son was already unconscious 

and on life support in the ICU. She was almost immediately confronted with the agonizing decision 

of whether to continue life support. She never got to provide comfort, to be with him before he 

lost consciousness, or to say goodbye. 
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Defendants’ Destruction or Failure to Preserve Records 

110. On November 21, 2019, only eight days after Rex’s death, undersigned counsel 

sent a preservation letter by email to Defendant Williams at djwilliams@santafecountynm.gov, as 

well as to the Santa Fe County Attorney.  

111. On November 22, 2019, only nine days after the death of Rex, undersigned counsel 

also delivered the preservation letter by mail to the Santa Fe County Adult Correctional Facility, 

attn: Derek Williams, Warden, at 28 Camino Justicia, Santa Fe, NM 87508, and to the Santa Fe 

County Clerk, attn: Geraldine Salazar.  

112. Plaintiffs further hand-delivered the preservation letter to the Santa Fe County 

Clerk’s Office on Friday November 22, 2019. Plaintiffs attempted to hand-deliver the preservation 

letter to SFCACF, but upon arrival were directed that the letter be delivered to the Santa Fe County 

Clerk’s office instead. 

113. The preservation letter notified Defendant Williams, the SFCACF, and Santa Fe 

County itself of potential litigation concerning the death of Rex, and requested the Defendants 

“preserve all evidence/materials potentially related to this alleged incident including but not 

limited to: 1) all video surveillance footage from all interior and exterior cameras recorded from 

November 5, 2019 through November 13, 2019; 2) any and all notes, memoranda, materials, 

correspondence, emails, date, documents, audio recording, witness statements, investigative 

reports, or any other items related to Rex and potentially related to the death of Rex on November 

13, 2019; and 3) rounds, logs, minutes of briefings, and any after-incident or critical incident report 

or analysis.” 

114. The preservation letter sought preservation of all records, including hard copies, 

cassettes, DVDs, paper and/or electronically stored information. 
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115. The preservation letter specified various types of electronically stored information 

the Defendants should preserve related to the outlined records. 

116. The preservation letter also demanded the Defendants act immediately to preserve 

potentially relevant records and to act diligently and in good faith to secure and audit compliance 

with such request including intervention to prevent loss due to routine operations and employ 

proper techniques and protocols suited to protection of such records. 

117. The preservation letter also notified Defendants that employees, officers, or others 

might seek to hide, destroy, or alter records and electronically stored information and that doing 

so might delete or destroy potentially relevant electronically stored information. 

118. Finally, the preservation letter notified Defendants Williams, SFCACF, and Santa 

Fe County that the preservation extended not only to electronically stored information in the care, 

possession or custody of Defendants, but also that in the custody of others subject to Defendants’ 

direction or control. 

Plaintiffs’ IPRA Request to Defendants 

119. On January 2, 2020, pursuant to the New Mexico Inspection of Public Records Act, 

NMSA 1978, §§ 14-2-1 to -12 (“IPRA”), Plaintiffs sought records related to Rex and his death, 

including all records relevant to Rex Corcoran, Jr. at any time that he was incarcerated at the Santa 

Fe County Adult Corrections Facility from January 1, 2009 through the time of the request, 

including prison records, court documents, transportation documents, intake records and 

screenings, release records, inmate grievances, disciplinary records, visitation records, treatment 

program documents/records, photos, diagrams, audio and/or video recordings and any other 

records relating to Rex’s file, as well as copies of any and all medical records regarding any 
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treatment Rex may have requested and/or received while at the Santa Fe County Adult Corrections 

Facility. 

120. Plaintiffs narrowed the scope of the request on May 21, 2020. For the timeframe of 

all records, Plaintiffs narrowed the timeframe from November 1, 2019 to the time of the request. 

For the timeframe January 1, 2009 to present, the request was narrowed to all of Rex’s medical 

records and any records that would be considered an “inmate file”, including grievances, 

disciplinary records, and treatment/programs documents/records. 

121. Plaintiffs received 25 productions of records from Santa Fe County between 

January 2020 and July 2021. It took so long to produce records that Plaintiff Martinez was asked 

to re-execute an updated release for information concerning Rex. 

122. On October 14, 2020, after reviewing the records received to that point, 

undersigned counsel sent an email seeking information on records that appeared to be missing 

from the documents produced. Santa Fe County did not respond to that request. 

123. On March 18, 2021, undersigned counsel sent another letter seeking the same 

information, as well as some additional records (that would have been covered by the preservation 

letter sent on November 22, 2019). 

124. On May 3, 2021, Santa Fe County responded. It indicated in its response that it had 

failed to take the necessary steps to retain requested records and that therefore it no longer had 

access to those records. The entirety of that response is attached hereto as Exhibit 1, and the below 

excerpts are from that document. 

125. Rex was at the SFCACF from November 5, 2019 to November 10, 2019, but Santa 

Fe County produced video only from November 7, 2019 to November 10, 2019, despite Plaintiffs’ 

request for all video related to Rex between November 1, 2019 and the time of the IPRA request.  
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126. There was no explanation as to why video from November 5, 2019 and November 

6, 2019 were not produced. 

127. Plaintiffs identified concerns with missing time on November 7, 2019, in response 

Santa Fe County indicated it had inadvertently allowed the video to be deleted: 

 

128. Santa Fe County’s response to Plaintiffs’ request for video from the medical unit 

concerning Rex was also that it did not have individual cameras in the cells, but that as to the video 

of the hallways, it had allowed the video to be deleted: 

 

129. As to Ms. Schmitt’s final conversation with her son, wherein he sounded distraught, 

in fear, and abruptly ended the conversation, Santa Fe County indicated records cannot be 
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attributed to a particular inmate and that recordings of phone calls are retained only for a one-year 

period (disregarding Plaintiffs’ preservation letter of November 2019 and IPRA request of January 

2, 2020 and indicating that some calls from booking were, in fact, previously preserved and 

reviewed at the behest of Defendant Williams):  

 

130. Similarly, Santa Fe County, despite being asked to preserve video of SFCACF only 

nine days after Rex’s death, and despite Defendant Atencio writing his name for Ms. Schmitt at 

the jail on November 9, 2019, did not have any audio or video recordings of the visitor’s entrance 

and waiting area: 

 

131. Additionally, Santa Fe County appears to have tried to hide information concerning 

the individuals on duty and potentially responsible for failing to help Rex despite his obvious and 
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ongoing medical crisis. On January 29, 2020, Santa Fe County produced records including Rex’s 

inmate file that included a Shift Report for November 9, 2019, wherein there were some minor 

redactions but which included a full list of the officers on duty from 6:00 a.m. to 6:00 p.m. On 

May 13, 2021, however, Santa Fe County produced a shift report titled November 9, 2019 for the 

6:00 p.m. to 6:00 a.m. shift, but with an inexplicable date on the document itself of April 26, 2021, 

with no apparent metadata, and with the names of the officers on duty redacted. The apparently 

altered record or subsequently created heavily redacted record (where there was no such redaction 

for the earlier shift report produced more than a year earlier), indicates an attempt to obstruct 

Plaintiffs’ lawsuit as the information redacted eliminates the identity of  the individual officers on 

duty during Rex’s ongoing medical crisis. 

SFCACF’s History of Dangerously Deficient Intake Medical Screenings, Assessments, 
Referrals, and Medical Monitoring, as Documented by the U.S. Department of Justice 

 

132. In 2002 and 2003, the United States Department of Justice conducted an 

investigation into conditions at the SFCACF. On March 6, 2003, Assistant U.S. Attorney General 

Ralph F. Boyd, Jr. reported the DOJ’s findings, “conclud[ing] that certain conditions at [SFCACF] 

violate the constitutional rights of inmates. We find that persons confined suffer harm or the risk 

of serious harm from deficiencies in the facility’s provision of medical and mental health care, 

suicide prevention, protection of inmates from harm, fire safety, and sanitation” (emphasis added).  

133. The DOJ specifically found that SFCACF’s “intake medical screening, assessment, 

and referral process is insufficient to ensure that inmates receive necessary medical care during 

their incarceration.” 

134. The report concluded that at least 20 percent of inmates did not have any initial 

health screening, and, “[m]oreover, even when [SFCACF] staff identify inmates with serious 
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medical needs during the intake process, they fail to refer them for appropriate care. Chart review 

revealed that of those inmates in our sample who did receive the initial health screening, none were 

referred to the Health Services Unit for the medical attention they needed. . . . Failure to refer for 

medical follow-up inmates who have chronic or acute conditions may result in the interruption of 

treatment and medication, which may in turn lead to deterioration or loss of function” (emphasis 

added). 

135. The report noted that “inmates who stay more than a few days at a facility must 

have a detailed assessment of their health histories and current conditions beyond the limited 

information provided in the intake health screening,” which SFCACF routinely failed to do. 

136. The report recounted an example of SFCACF staffers’ failure to refer an inmate 

suffering from narcotic withdrawal symptoms for medical assistance, despite an existing policy 

mandating that an inmate exhibiting symptoms of withdrawal “will be evaluated by Health 

Services staff person as soon as possible.” The inmate at issue “was not seen for four days, even 

though withdrawal [ ] can be life-threatening.” 

137. The report further detailed how SFCACF inmates with severe symptoms were 

“unable to access appropriate care when [they] experienced a medical emergency,” and how the 

denial of such treatment resulted in the deterioration of the inmates’ conditions. 

138. The DOJ concluded that these failures, along with SFCACF’s failure to sufficiently 

meet inmates’ access to acute and emergent medical care, special needs care, mental health care, 

and suicide prevention; its failure to protect inmates from harm in the booking area, and to prevent 

sexual misconduct towards inmates by its own employees; inadequate fire safety measures; 

inadequate sanitation; and failure to provide inmates with reasonable access to the courts to 

challenge their sentences constituted a violation of sentenced inmates’ Eighth Amendment right 
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to freedom from cruel and unusual punishment and pre-trial detainees’ Fourteenth Amendment 

right to freedom from conditions or practices not reasonably related to the legitimate governmental 

objectives of safety, order, and security. 

Other Withdrawal-Related Deaths at SFCACF, and SFCACF’s Admission That its Staff 
Training, Medical Intakes, and Emergency Procedures are Inadequate to Prevent Future 

Deaths 
139. In the years since the DOJ issued its report, the dangerous conditions at SFCACF 

have not improved.  

140. On March 15, 2015, SFCACF inmate Dr. Thomas Pederson collapsed and died in 

SFCACF’s Delta Unit while suffering from severe alcohol withdrawal. SFCACF subsequently 

commenced its own internal investigation into his death and reported its findings in a “Confidential 

Quality Improvement Document.” 

141. SFCACF’s internal investigation noted the dearth of empty beds in the medical unit 

on the night of Dr. Pederson’s medical intake, which apparently informed the medical intake 

nurse’s decision not to place Dr. Pederson in the medical unit. 

142. It noted that Dr. Pederson’s ER records went unreviewed by the nursing staff at 

SFCACF, including at the time that the medical intake nurse cleared him for minimal supervision 

in the general inmate population. 

143. The investigation found that the medical intake nurse failed to perform critical 

assessments or sign appropriate forms. In Dr. Pederson’s case, the intake nurse failed to perform 

a Poly Substance Abuse Assessment “that would have indicated [Dr. Pederson’s] drinking and 

complication history and would have helped triage him into the medical unit.”  

144. Nor was the intake form signed. 

145. There was no back medical report form for one day of Dr. Pederson’s incarceration, 

and no follow-up treatment plan was completed. 
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146. SFCACF further outlined a list of corrective actions it needed to take in light of Dr. 

Pederson’s avoidable death, including “Update Master Control,” “Risk Management . . . do we 

have an up to date emergency procedure for post?”; “Signatures on all documents in Medical”; 

“No Orientation”; “Med Cart Secured?”; “Intake”; “How long should they stay at hospital”; 

“Incomplete Intake Documentation”; and “Housing in certain situations?’. 

147. SFCACF outlined steps it could take to avoid further avoidable withdrawal deaths, 

including “emphasize documentation, e.g., complete forms. At Intake, inmate could have been 

designated to be placed in Medical. . . . Medical is to ensure personnel are orientated.” 

148. A lawsuit brought on behalf of Dr. Pederson’s Estate against Santa Fe County and 

multiple SFCACF employees, including counts under Sections 41-4-6 and 41-4-9 of the TCA and 

42 U.S.C. § 1983, was recently settled and dismissed in New Mexico State Court. See Morrison v. 

Santa Fe County Board of Commissioners, et al., No. D-101-cv-2017-00693 (N.M. Dist. Ct. filed 

Mar. 15, 2017). 

149. On April 19, 2015, pretrial detainee Stacy Lynn Gambler was booked into SFCACF 

while suffering from serious medical concerns, including severe alcohol withdrawals. As with Rex, 

while Ms. Gambler was placed within the medical unit of SFCACF, she was not monitored as 

routinely as required by SFCACF policy and was treated with only over-the-counter painkillers 

and routine alcohol withdrawal medication, even as her condition rapidly deteriorated. On April 

24, 2015, Ms. Gambler was transferred from SFCACF to Rio Arriba County Detention Facility, 

where she died on May 3, 2015. 

150. A lawsuit brought on behalf of Ms. Gambler’s Estate against defendants including 

Santa Fe County and multiple SFCACF employees, including counts under Sections 41-4-6 and 

41-4-9 of the NMTCA and 42 U.S.C. § 1983, which was recently settled and dismissed. See 
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Atencio v. Board of County Commissioners of Santa Fe County, et al., No. 1:17-CV-00617 WJ/KK 

(D.N.M. filed Jun. 6, 2017). 

151. Similarly, on January 7, 2016 – three years before Rex’s own avoidable death – 

SFCACF inmate Ricardo Ortiz died of complications from heroin withdrawal, only days after his 

medical intake at the facility. Like Rex, Mr. Ortiz was refused and denied proper medical attention 

by SFCACF, and Mr. Ortiz’s death was a direct and proximate result of the conduct or omissions 

of the facility’s employees. A lawsuit was brought on behalf of Mr. Ortiz, against defendants 

including Santa Fe County and multiple SFCACF employees, including counts under Sections 41-

4-6 and 41-4-9 of the NMTCA and 42 U.S.C. § 1983. See Quintana et al. v. Santa Fe County Bd. 

of Commissioners, et al., No. 1:18-CV-00043 JB/LF. 

152. Similarly, on December 18, 2016 – three years before Rex’s own avoidable death 

– SFCACF inmate John DeLaura died of complications from severe alcohol withdrawal, one day 

after his medical intake at the facility. Like Rex, Mr. DeLaura was refused and denied proper 

medical attention by SFCACF, and Mr. DeLaura’s death was a direct and proximate result of the 

conduct or omissions of the facility’s employees. A lawsuit was brought on behalf of Mr. DeLaura, 

against defendants including Santa Fe County and multiple individual nurses who provided (or 

failed to provide) Mr. DeLaura medical care, including counts under Section 41-4-6 of the TCA. 

See Lois Bealle DeLaura v. Santa Fe County Adult Correctional Facility, et al., No. D-101-CV-

2018-03536. 

153. On November 9, 2019, 34-year-old Carmela DeVargas died as a result of 

inadequate medical treatment at the SFCACF. Like Rex, Ms. DeVargas was refused and denied 

proper medical attention by SFCACF and Ms. DeVargas’ death was a direct and proximate result 

of the conduct or omissions of the facility’s employees. A lawsuit was brought on behalf of Ms. 
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DeVargas against defendants including Santa Fe County and multiple employees who were 

deliberately indifferent to Ms. DeVargas medical needs, and included claims under 42 U.S.C. § 

1983 and NMSA 1978, §§ 41-4-6, 41-4-9, 41-4-10, and 41-4-12. See DeVargas v. The Board of 

County Commissioners for Santa Fe County, et al., No. 1:21-cv-00271 RB/SCY (D.N.M. 2021). 

Other Deaths Traceable to SFCACF’s Failure to Protect Inmates from Harm 

154. On June 5, 2004, SFCACF inmate Dickie Ortega was beaten to death in the facility. 

A lawsuit was subsequently brought on behalf of his Estate against Defendants including Santa Fe 

County and multiple SFCACF employees in New Mexico State Court, then removed to the U.S. 

District Court for the District of New Mexico. The lawsuit was settled by the County on May 7, 

2007. See Martinez v. Mgmt. & Training Corp., et al., No: 2:06-cv-00567-RB-ACT (D.N.M. filed 

June 27, 2006). 

155. On April 27, 2018, SFCACF inmate Thomas Wayne Ferguson committed suicide 

as a result of SFCACF’s “fail[ure] to respond appropriately to inmates’ indications of mental 

health crises and possible suicidality,” as identified in the DOJ’s report fifteen years before. 

COUNT I 

Plaintiffs’ Claim Against Individual Defendants Rojas, Padilla, Trujillo, G. 
Gallegos, Ortega, C. Gallegos, B. Atencio, Olivares, Manzanares, Davis, Mares, and “Judy” 

Under 42 U.S.C. § 1983, for Violation of Rex’s 
Eighth or Fourteenth Amendment Rights 

 
156. Plaintiffs incorporate all of the preceding paragraphs as if fully stated herein. 

157. Pretrial detainees and convicted prisoners in custody are protected from cruel and 

unusual punishment under the Eighth and Fourteenth Amendments. 
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158. The individual Defendants violated Rex’s constitutional rights by (I) causing him 

an injury that equated to the minimal civilized measure of life’s necessities; and by (II) acting with 

a conscious disregard of a substantial risk of harm to Rex. 

159. The individual Defendants violated Rex’s clearly established right to medical care 

for acute and obvious symptoms related to his ongoing medical crisis. 

160. Defendant Rojas took full responsibility for the SFCACF on November 9, 2019 

from 6:00 a.m. to at least 6:00 p.m. on November 9, 2019, and possibly until 6:00 a.m. on 

November 10, 2019. When he was informed of Rex’s condition on November 9, 2019, which 

included that Rex was incoherent, feeling ill, and had fallen in the shower, Defendant Rojas 

“verified” the video of Rex’s fall in the shower, a video showing Rex unable to stand or walk 

without help. Defendant took no further steps to ensure Rex was receiving appropriate medical 

care. Defendant Rojas did not ensure that regular 15-minute checks on Rex were conducted in the 

Medical Unit for appropriate and necessary observance of Rex’s condition during Defendant 

Rojas’ shift. Despite observing and having knowledge of Rex’s acute symptoms of withdrawal or 

medical crisis, Defendant Rojas failed to contact emergency services or otherwise take appropriate 

steps to ensure Rex received adequate medical care.  

161. Defendant Padilla similarly took full responsibility for the SFCACF on November 

10, 2019, from 6:00 a.m. until at least 6:00 p.m., during which time Rex was found in the shower, 

unconscious and having defecated on himself (again). Defendant Padilla did not ensure that regular 

15-minute checks on Rex were conducted in the Medical Unit for appropriate and necessary 

observance of Rex’s condition during Defendant Padilla’s shift, as required at SFCACF, or 

otherwise take appropriate steps to ensure Rex received adequate medical care. Defendant Padilla 

was further informed, after Rex had been transported to the hospital, of Rex’s transition to life 
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support on November 11, 2019, yet he never contacted Ms. Schmitt to inform her of Rex’s 

condition, despite the doctor’s request to inform Rex’s family. 

162. Defendant Trujillo acted with a conscious disregard of a substantial risk of harm to 

Rex when he made no attempt to assist Rex or otherwise obtain meaningful medical care for Rex, 

action that could have included securing emergency services when he first observed Rex’s 

condition; action he failed to take despite observing Rex’s acute symptoms of withdrawal or a 

severe medical crisis, given that Rex could not stand up, had defecated on himself, and had fallen 

and injured himself in the shower, a condition that Defendant Trujillo knew from his experience 

and training placed Rex at substantial risk of suffering a serious medical emergency.  

163. Defendant G. Gallegos acted with a conscious disregard of a substantial risk of 

harm to Rex when he made no attempt to assist Rex or otherwise obtain meaningful medical care 

for Rex, action that could have included securing emergency services when he first observed Rex’s 

condition; action he failed to take despite observing Rex’s acute symptoms of withdrawal or a 

severe medical crisis, given that Rex could not stand up, had defecated on himself, and had fallen 

and injured himself in the shower, a condition that Defendant G. Gallegos knew from his 

experience and training placed Rex at substantial risk of suffering a serious medical emergency.  

164. Defendant Ortega acted with a conscious disregard of a substantial risk of harm to 

Rex when he made no attempt to assist Rex or otherwise obtain meaningful medical care for Rex, 

action that could have included securing emergency services when he first observed Rex’s 

condition; action he failed to take despite observing Rex’s acute symptoms of withdrawal or a 

severe medical crisis, given that Rex could not stand up, had defecated on himself, and had fallen 

and injured himself in the shower, a condition that Defendant Ortega knew from his experience 

and training placed Rex at substantial risk of suffering a serious medical emergency.  
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165. Defendant C. Gallegos acted with a conscious disregard of a substantial risk of 

harm to Rex by failing to appropriately monitor and/or by failing to obtain medical assistance or 

get meaningful medical care for Rex in his acute medical condition, despite personally observing 

Rex’s condition, including his inability to stand, walk, or get in a wheelchair himself, and his 

defecating on himself, and despite having to assist Rex with his jumpsuit, conditions Defendant 

Trujillo knew from his experience and training placed Rex at substantial risk of suffering a serious 

medical emergency. 

166. Defendant Atencio was deliberately indifferent to Rex’s ongoing medical condition 

and failed to act, failed to act in the face of Ms. Schmitt showing up in person to find out what was 

happening to her son, when (instead of making any inquiry, apparently) Defendant Atencio 

“assured” Ms. Schmitt that her son was “fine,” this at the time of an ongoing Code Blue due to 

Rex’s dire condition during the same time period Ms. Schmitt was in the building. Had Defendant 

Atencio inquired and provided truthful information, Rex’s mother, Ms. Schmitt, would have been 

notified that Rex was in need of emergent medical care.  

167. Defendant Olivares was responsible for taking reasonable measures to ensure the 

safety of inmates in his care, including Rex. Defendant Olivares was the physician for SFCACF 

during Rex’s stay in custody in November 2019. Defendant Olivares currently lists the address for 

his medical doctor’s license with the New Mexico Medical Board as that of SFCACF. Defendant 

Olivares is listed as the physician on the Medical Administration Record for Rex in November 

2019. Defendant Olivares signed the Physicians Orders for Rex in November 2019, including the 

order for opiate withdrawal protocol and the order to house Rex in the medical unit. Despite 

knowing that Rex was in danger of experiencing a serious medical crisis resulting from Rex’s 

substance use issues, Defendant Olivares did not evaluate Rex or ensure the opiate withdrawal 
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protocol was appropriately enacted and that Rex received appropriate medical care, including 

monitoring and observation. When Rex was sent to the medical unit, he was exhibiting symptoms 

of withdrawal, including having defecated on himself, being unable to stand or walk without 

assistance, and needing assistance with his jumpsuit; Defendant Olivares was informed of Rex’s 

condition at 2:30 p.m. on November 9, 2019. Despite this, Defendant Olivares never personally 

evaluated or assessed Rex’s condition. While Defendant Olivares eventually made the referral to 

the emergency room at 7:30 a.m. on November 10, 2019, this was based on Rex not being able to 

walk and his mental status deterioration, a condition which had been ongoing for at least 17 hours 

at that point. Defendant Olivares was deliberately indifferent to Rex’s serious medical needs by 

consciously disregarding the obvious symptoms of withdrawal or serious medical crisis and failing 

to take appropriate steps to ensure Rex received adequate medical care until it was too late.  

168. Defendant Manzanares exposed Rex and similarly-situated inmates at risk of severe 

illness and medical care – following a totally inadequate medical intake and substance-abuse 

assessment – to inappropriate placement in the general inmate population, without a treatment plan 

including appropriate medical care and frequent follow-up monitoring, posing a risk to inmate 

health so grave that it violates contemporary standards of decency. 

169. Defendant Manzanares is liable for violating Rex’s Eighth or Fourteenth 

Amendment rights because she knew of and disregarded an excessive risk to his health or safety. 

Defendant Manzanares conducted an intake interview with Rex, during which he indicated he was 

receiving methadone treatments, exhibited recognizable symptoms of withdrawals, and she 

enacted an opiate protocol, including a “kick kit.” Nevertheless, Defendant Manzanares either 

failed to complete an “Initial Poly-Substance Abuse Assessment” or “Poly Substance Withdrawal 

Assessment” of Rex or such assessments have subsequently disappeared. Defendant Manzanares 



- 35 - 
 

knew Rex’s history of substance abuse, and Rex had a highly documented medical history at 

SFCACF showing that he suffered from a serious underlying condition (namely, substance abuse 

and the infectious disease Hepatitis C), such that she drew the inference that a substantial risk of 

harm existed to Rex if he was not properly monitored for his ongoing medical conditions. 

Defendant Manzanares acted with deliberate indifference to Rex’s health and safety given his 

recognizable symptoms of medical emergency, which resulted in Rex experiencing increasingly 

severe withdrawal and infections over a multi-day period, without the benefit of any meaningful 

medical assistance or observation,  eventually resulting in Rex’s death. 

170. Defendant Davis is liable for violating Rex’s Eighth or Fourteenth Amendment 

rights because she knew of and disregarded an excessive risk to his health or safety. Defendant 

Davis was one of the nurses present when Rex was taken to the medical unit, after he had fallen in 

the shower in D300 and had defecated on himself, and she was aware he was unable to stand or 

walk and had to be transported by wheelchair. Defendant Davis also directed Defendant C. 

Gallegos to “assist” Rex with his jumpsuit, indicating she was aware Rex was unable to get into 

his jumpsuit on his own. When Rex arrived in the medical unit on November 9, 2019, 

documentation indicates his vital signs were taken only once, illustrating  a blood pressure of 

96/92. Despite Rex exhibiting recognizable symptoms of withdrawals or other medical crisis, such 

that she drew the obvious inference that a substantial risk of harm existed to Rex if he was not 

properly monitored for his ongoing medical conditions, Defendant Davis did not provide adequate 

or meaningful medical care to Rex. Instead the only action taken was to house Rex in the medical 

unit and to encourage Rex to drink fluids. Defendant Davis acted with deliberate indifference to 

Rex’s health and safety given his recognizable symptoms of medical emergency, resulting in Rex 
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experiencing increasingly severe withdrawal and infections over a multi-day period, without the 

benefit of any meaningful medical assistance or observation, eventually resulting in Rex’s death. 

171. Defendant Mares is liable for violating Rex’s Eighth or Fourteenth Amendment 

rights because she knew of and disregarded an excessive risk to his health or safety. Defendant 

Mares is noted as the “user” responsible for inputting information into the Medical Administration 

Notes on November 10, 2019 around either 5:15 a.m. or 6:00 a.m. The medication Rex was 

prescribed does not appear to have been provided to Rex, because of a “refusal” and being “non-

compliant.” There are no medical progress notes documenting any interaction with Defendant 

Mares, no vital signs or other documentation of any discussion or assessment of Rex’s condition. 

Rex was found in the shower in his own feces only an hour later, with mental deterioration 

extensive enough that he could not provide his medical history or family contact information to 

the emergency room staff. Nurses are informed as they come onto shift at SFCACF of the condition 

of each patient, yet despite Rex exhibiting recognizable symptoms of withdrawals or other medical 

crisis, such that she drew the inference that a substantial risk of harm existed to Rex if he was not 

properly monitored for his ongoing medical conditions, Defendant Mares did not provide adequate 

or meaningful medical care to Rex. Defendant Mares acted with deliberate indifference to Rex’s 

health and safety given his recognizable symptoms of medical emergency, resulting in Rex 

experiencing increasingly severe withdrawal and infections over a multi-day period, without the 

benefit of any meaningful medical assistance or observation, eventually resulting in Rex’s death. 

172. Defendant “Judy” is liable for violating Rex’s Eighth or Fourteenth Amendment 

rights because she knew of and disregarded an excessive risk to his health or safety. Defendant 

“Judy” was one of the nurses present when Rex was taken to the medical unit after he had fallen 

in the shower in D300 and had defecated on himself, and she was aware he was unable to stand or 
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walk and had to be transported by wheelchair. When Rex arrived in the medical unit on November 

9, 2019, documentation indicates his vital signs were taken only once, illustrating a blood pressure 

of 96/92. Despite Rex exhibiting recognizable symptoms of withdrawals or other medical crisis, 

such that Defendant “Judy” drew the obvious inference that a substantial risk of harm existed to 

Rex if he was not properly monitored for his ongoing medical conditions, Defendant “Judy” did 

not provide adequate or meaningful medical care to Rex. Instead the only action taken was to 

house Rex in the medical unit and to encourage Rex to drink fluids. Defendant “Judy” acted with 

deliberate indifference to Rex’s health and safety given his recognizable symptoms of medical 

emergency, resulting in Rex experiencing increasingly severe withdrawal and infections over a 

multi-day period, without the benefit of any meaningful medical assistance or observation, 

eventually resulting in Rex’s death. 

173. The above actions and failures to act by the individual Defendants caused Rex’s 

injuries, depriving him of the minimal civilized measure of life’s necessities, and ultimately 

leading to his death.  

COUNT II 

Plaintiffs’ Claim Against Defendants Williams and Santa Fe County 
Under 42 U.S.C. § 1983, for Violation of Plaintiffs’ 

First Amendment Rights 
 

174. Plaintiffs incorporate all of the preceding paragraphs as if fully stated herein. 

175. By destroying or otherwise denying Plaintiffs access to documents and recordings 

related to the circumstances of Rex’s stay in SFCACF custody and his death—after undersigned 

counsel sent preservation requests for those records directly to Defendants Williams, Santa Fe 

County, and SFCACF within days of Rex’s death and requested those records within two 
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months—Defendants Williams and Santa Fe County have violated Plaintiffs’ right of access to the 

Courts, as protected by the First Amendment to the United States Constitution.  

176. Plaintiffs cannot now try this case with all material evidence due to the official 

conduct of Defendants in destroying or failing to preserve these records. Defendant Santa Fe 

County no longer has the recordings of all calls made by Rex, documents involving Rex’s intake 

and other medical treatment, and has heavily redacted or altered versions of documents relevant to 

potential defendants in this matter. No video was provided for Rex’s first two days at the jail (it is 

unknown if this video exists, but it was not produced and the IPRA request has been determined 

to be “completed”). Missing video also includes the camera from the other end of the hallway in 

the Medical Unit showing Rex’s cell for the period between November 9, 2019, and November 

10, 2019, which is no longer able to be retrieved. Missing video also would include Ms. Schmitt 

arriving at the facility and speaking with Defendant Atencio about her son’s condition. 

177.  The rights in question were clearly established prior to the events complained of 

herein, and thus Defendants were or should have been aware that their conduct, as described herein, 

would be in violation of Plaintiffs’ rights. Defendants committed affirmative acts, participated in 

another’s affirmative acts, or failed to perform acts which they were required by law to perform. 

178. The individual Defendants who engaged in the acts of destroying or permitting the 

destruction of records violated clearly established constitutional rights protected by the First 

Amendment to the United States Constitution. 

179. The acts and omissions of Defendants were undertaken under color of state law and 

operated to deprive Plaintiffs of their federal rights.  
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COUNT III 

Plaintiffs’ Claim Against Defendant Santa Fe County under 42 U.S.C. § 1983 for 
Violation of Rex’s First Amendment, Eighth Amendment, and Fourteenth Amendment 

Due Process Rights 
 

180. Plaintiffs incorporate all of the preceding paragraphs as if stated fully herein. 

181. A municipality is liable for a Fourteenth Amendment violation under 42 U.S.C. § 

1983 where (1) the constitutional violation is the result of an official policy or custom, or (2) the 

municipality’s failure to train its employees reflects a deliberate indifference to constitutionally 

protected rights. In either case, the municipality must be the moving force behind the constitutional 

violation. 

182. Defendant Santa Fe County has long suffered from endemic incompetence at 

SFCACF, including a long history of deliberate indifference to the medical care to inmates in 

custody at SFCACF. This is shown in the string of deaths related to inadequate medical care 

discussed above, as well as by the 2003 DOJ report which documented Defendant Santa Fe 

County’s “improper and inadequate medical care” to inmates, including specific findings that 

SFCACF’s “intake medical screening, assessment, and referral process is insufficient to ensure 

that inmates receive necessary medical care during their incarceration.” 

183. Defendant Santa Fe County is liable under 42 U.S.C. § 1983 because it failed to 

properly create, adopt, and inculcate appropriate policies and procedures for supervisors employed 

by it; failed to properly train, monitor, supervise, and discipline supervisors employed by it; and 

failed to otherwise institute adequate procedures and policies that would protect the rights of 

Plaintiffs. These acts and omissions were direct and proximate causes of the injuries complained 

of by Plaintiffs. 
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184. Defendant Santa Fe County is liable under 42 U.S.C. § 1983 because it adopted 

customs and practices that resulted in a deliberate indifference to inmates’ serious medical needs, 

particularly the serious medical needs of inmates suffering from withdrawals and serious medical 

crises, and that further resulted in failure to provide such inmates with access to medical personnel 

for evaluation and treatment.  

185. The actions of Defendant Santa Fe County in manifesting deliberate indifference to 

inmates’ serious medical needs and in failing to provide access to medical personnel were so 

persistent, continuing, and widespread as to constitute a custom, as manifested by the Department 

of Justice’s findings that “inmates suffer harm or the risk of serious harm from deficiencies in the 

facility’s provision of medical care”; that SFCACF’s “intake medical screening, assessment, and 

referral process is insufficient to ensure that inmates receive necessary medical care during their 

incarceration”; that “even when [SFCACF] staff identify inmates with serious medical needs 

during the intake process, they fail to refer them for appropriate care”; that SFCACF routinely 

failed to perform “detailed assessment[s] of [inmates’] health histories and current conditions 

beyond the limited information provided in the intake health screening”; that SFCACF failed to 

refer an inmate suffering from narcotic withdrawal symptoms for medical assistance for four days, 

in defiance of existing policy that inmates exhibiting symptoms of withdrawal “will be evaluated 

as soon as possible . . .even though withdrawal [ ] can be life-threatening”; and that SFCACF 

inmates with severe symptoms were “unable to access appropriate care when [they] experienced a 

medical emergency,” resulting in the deterioration of the inmates’ conditions. These deficiencies, 

all of which applied in Rex’s own case, were determined to violate the Eighth or Fourteenth 

Amendment rights of SFCACF inmates. 
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186.  The existence of a widespread custom of deliberate indifference to inmate serious 

medical needs, particularly as related to inmates suffering from symptoms of narcotic withdrawal, 

is further demonstrated by Defendant Santa Fe County’s role in the withdrawal-related deaths of 

SFCACF inmates Thomas Pederson, John DeLaura, Stacy Lynn Gambler, Carmela DeVargas, 

Rick Ortiz, and all similarly situated individuals who were mistreated by Defendant Santa Fe 

County in a similar way, as well as by Defendant Santa Fe County’s role in the deaths of Thomas 

Wayne Ferguson, also an inmate in known need of emergent medical care, and Dickie Ortega, an 

inmate in need of protection from a known risk of serious harm.  

187. Because Defendant Santa Fe County’s custom of deliberate indifference to inmates’ 

serious medical needs, including the serious medical needs of inmates suffering from narcotics 

withdrawals, is unconstitutional on its face, the County is liable under 42 U.S.C. § 1983. 

188. Defendant Santa Fe County is also liable under 42 U.S.C. § 1983 because it failed 

to train intake nurses like Defendant Manzanares how to perform medical intakes and complete 

intake paperwork, including withdrawal assessments, necessary actions that would have ensured 

that inmates suffering from withdrawal symptoms and severe medical crises, like Rex, were 

properly referred to the Medical Unit and/or received necessary follow-up monitoring for signs of 

withdrawal throughout the detoxification process. Defendant Santa Fe County’s failure to train its 

nursing staff was cited by SFCACF’s own internal investigation as a factor in the earlier, 

withdrawal-related death of inmate Thomas Pederson, which found that a SFCACF intake nurse 

received “no orientation” and then failed to perform a Poly Substance Abuse Assessment “that 

would have indicated [Dr. Pederson’s] drinking and complication history and would have helped 

triage him into the medical unit,” and cited inadequate and/or unperformed orientations as an area 

requiring corrective action at the facility – though those corrective actions were never taken.  
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189. Likewise, Defendant Santa Fe County is liable under 42 U.S.C. § 1983 because it 

failed to provide training to its non-medical corrections employees, including the individual 

Defendants named herein, to obtain necessary medical care to detainees suffering from symptoms 

of withdrawal. Each of the individual Defendants was aware that Rex was suffering a serious 

medical emergency and witnessed him experiencing symptoms requiring prompt medical care, and 

witnessed him experience severe symptoms requiring immediate diversion to an emergency health 

care provider, or at a minimum, any form of meaningful medical care beyond simply housing him 

in the medical unit and telling him to increase his fluids. Nevertheless, SFCACF’s lack of a 

consistent, comprehensive strategy for evaluating inmates’ medical needs is a violation of 42 

U.S.C. § 1983. 

190. In light of the DOJ’s report and the spate of opiate- and alcohol-related withdrawal 

deaths suffered by SFCACF inmates over a period of several years, including but not limited to 

the inmate deaths cited herein, the need for more or different training at SFCACF was so obvious, 

and the inadequacy of the training actually performed so likely to result in the violation of inmates’ 

constitutional rights, that the policymakers for Defendant Santa Fe County were clearly 

deliberately indifferent to the need.  

191. Finally, Defendant Santa Fe County is liable under 42 U.S.C. § 1983 because Rex’s 

death plainly could have been avoided had the Individual Defendants been trained under an 

adequate program. If the Individual Defendants had been trained to recognize serious medical 

conditions, particularly those involving inmates suffering from heroin or other opiate withdrawal, 

Rex would have received meaningful medical care, critical follow-up monitoring of his symptoms 

of withdrawal, and, as his symptoms continued to worsen, would have been recognized as in need 

of emergency medical care, and would have received timely medical intervention.  
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COUNT IV 

Plaintiffs’ Claims Against All Defendants Under the New Mexico Tort 
Claims Act, NMSA 1978, §§ 41-4-6 and 41-4-9 

 
192. Plaintiffs incorporate all of the preceding paragraphs as if fully stated herein. 

193. At all times material hereto, Defendant Santa Fe County operated SFCACF, at 

which Rex was confined, including SFCACF’s Medical Intake Unit, a clinic-like environment in 

which inmates are medically evaluated, as well as other public facilities in Santa Fe County.  

194. At all times material hereto, the individual Defendants acted as employees or agents 

of Defendant Santa Fe County and Defendant SFCACF and were authorized by Defedant Santa 

Fe County to provide medical services to inmates and detainees at the SFCACF and acted within 

the scope of their employment. 

195. Defendant Santa Fe County and Defendant SFCACF are each responsible for the 

acts of the medical professional contractors/employees of the employees who provided medical 

services at the SFCACF at all times material hereto, and are therefore jointly liable for the acts and 

omissions of the medical providers that provided, or should have provided, medical care to Rex. 

196. Defendants had the duty in any activity actually undertaken to exercise for the 

safety of others, including Rex, that care ordinarily exercised by a reasonable, prudent, and 

qualified person in their position in the maintenance and operation of SFCACF. 

197. Defendants had a duty to Rex and similarly situated inmates of SFCACF to exercise 

reasonable care in the maintenance and operation of SFCACF, and to keep the facility operating 

in a safe manner. 

198. A detention facility cannot operate in a safe, reasonable, and prudent manner 

without affording, at the very least, the health and safety services that inmates have been promised, 

and upon which they rely. 
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199. Defendant Santa Fe County and Defendant SFCACF had a further duty to supervise 

its employees, contractors, and agents – including the individual Defendants – in order to ensure 

that they did not act negligently in the operation and/or maintenance of SFCACF. 

200. Supervision includes the obligation to adopt and inculcate reasonable and proper 

operational policies and procedures concerning the safety of SFCACF, including but not limited 

to appropriate policies and procedures concerning medical intake nurse training and orientation; 

adequate monitoring of their employees’ activities; and other such policies and procedures as are 

reasonably necessary to ensure adequate safety in the operation and maintenance of SFCACF, in 

order to avoid unsafe, dangerous, or defective conditions on the premises. 

201. Defendants Santa Fe County and SFCACF had a duty to provide adequate and 

proper medical care to inmates and detainees in custody at the SFCACF or otherwise ensure said 

inmates and detainees were referred and transferred to needed specialists or facilities, including a 

duty to determine the fitness of any inmate or detainee for confinement upon booking. 

202. Defendant Santa Fe County and Defendant SFCACF failed to use ordinary care as 

it relates to providing Rex with appropriate medical diagnosis, treatment, and care for a serious 

medical condition while in their custody. 

203. Defendant Santa Fe County and Defendant SFCACF failed to exercise reasonable 

care in the maintenance and operation of SFCACF in a safe condition, because these entities failed 

to adopt and implement policies and procedures concerning employee training − including but not 

limited to medical intake nurse training – which resulted in inmates in emergency medical 

situations, like Rex, not receiving proper medical assessments, and consequently being 

inappropriately placed, unmonitored, into cells of general population in SFCACF; and because 

Santa Fe County and SFCACF – acting through their employees, contractors, and agents – failed 
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to assign Rex to the medical booking unit or putting him under sufficient medical protocols that 

would have enabled him to receive the medical assistance he desperately needed. 

204. The policies and customs adopted by Defendant Santa Fe County and Defendant 

SFCACF failed to ensure proper and adequate medical treatment and care was provided to inmates 

and detainees at SFCACF and caused Rex’s injuries and ultimate death. 

205. Defendant SFCACF’s and Defendant Santa Fe County’s indifference toward Rex’s 

documented special medical needs, which resulted in his eventual death, makes it more likely that 

all similarly situated inmates were at risk as well. 

206.  The individual Defendant(s) failed to exercise reasonable care in the maintenance 

of the premises of SFCACF in a safe condition, including their failure to conduct a thorough 

evaluation of Rex’s medical needs, despite the fact that they knew or should have known he was 

at risk of withdrawing from opioids; failed to provide his medications; failed to complete and sign 

multiple portions of the intake screening forms provided to ensure Rex’s safe and appropriate 

placement within the facility; failed to perform an Initial Poly Substance Abuse Assessment and 

Poly Substance Withdrawal Assessment that would have reflected Rex’s complicated history of 

drug abuse and would have ensured his triage into the medical unit of SFCACF; and failed to 

provide his housing recommendation as the medical unit or appropriately implement the opiate 

protocol. 

207. Individual Defendant(s) also failed to exercise reasonable care in the maintenance 

of the premises of SFCACF in a safe condition, because they failed to properly assess Rex’s 

increasingly critical medical condition, which came with his inappropriate placement, while 

suffering from severe withdrawals; and/or because they witnessed him in a state of withdrawal and 

did nothing to assist him. 
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208.  In addition, Defendant SFCACF and Santa Fe County are liable for damages 

resulting from the bodily injury and wrongful death suffered by Rex and caused by the negligence 

of the individual Defendants while acting within the scope of their duties in the operation of the 

medical intake unit of SFCACF. 

209. Governmental entities such as Defendant SFCACF and Defendant Santa Fe County 

must provide appropriate medical care to persons they incarcerate. Defendant Santa Fe County 

and Defendant SFCACF are liable for any constitutional deprivations caused by the actions of 

Santa Fe County and SFCACF employees, agents, and/or contractors, including the individual 

Defendants.  

210. Defendant SFCACF and Defendant Santa Fe County are jointly and severally liable 

for all injuries and damages caused Rex by the actions of its agents, employees, and contractors, 

including the individual Defendants, pursuant to the doctrines of vicarious liability and respondeat 

superior. 

211. The conduct of Defendants was a direct and proximate cause of the injuries, and 

ultimate death, suffered by Rex and the resulting damages described herein. 

COUNT V 

Plaintiffs’ Claims Against Defendants Williams, Rojas, Padilla, Trujillo, G. 
Gallegos, Ortega, C. Gallegos, Atencio and Santa Fe County for Violations of the New 

Mexico Tort Claims Act, NMSA 1978, § 41-4-12 
 

212. Plaintiffs incorporate all the preceding paragraphs as if fully set forth herein. 

213. Defendants Williams, Rojas, Padilla, Trujillo, G. Gallegos, Ortega, C. Gallegos, 

and Atencio, as law enforcement officers for purposes of the New Mexico Tort Claims Act, NMSA 

1978, § 41-4-12, had the duty in any activity actually undertaken for the safety of others, including 

Rex, to exercise that care ordinarily exercised by a reasonable, prudent, and qualified corrections 
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or detention officer, in light of what was being done. In addition, they had a duty to properly screen, 

hire, train, monitor, supervise and/or discipline subordinate employees, agents, and contractors as 

part of that responsibility. 

214. Defendants Rojas, Padilla, Trujillo, G. Gallegos, Ortega, C. Gallegos, and Atencio 

violated Rex’s Eighth and Fourteenth Amendment rights by their deliberate indifference to Rex’s 

serious medical needs and thereby subjecting him to cruel and unusual punishment.  

215. Defendant Williams violated Plaintiffs’ constitutional rights under the First 

Amendment by destroying or allowing the destruction of evidence material to the prosecution of 

claims in this matter. 

216. The conduct of Defendants Williams, Rojas, Padilla, Trujillo, G. Gallegos, Ortega, 

C. Gallegos, and Atencio breached duties of care owed Plaintiffs that caused personal injury and 

bodily injury to Plaintiffs resulting from deprivation of rights, privileges, and immunities secured 

by the Constitutions and laws of the United States and the State of New Mexico.  

217. As a direct and proximate result of the intentional, reckless, grossly negligent, and 

negligent acts and omissions of Defendants, including employees, supervisors, agents, contractors, 

and servants, Plaintiff suffered the injuries and damages as set forth herein. 

218. Defendant Santa Fe County is jointly and severally liable for all injuries and 

damages caused Plaintiffs by the actions of its employees and agents under the doctrines of 

vicarious liability and respondeat superior.  

COUNT VI 

Plaintiff’ Schmitt’s Claims for Loss of Consortium Against All Defendants 

219. Plaintiffs incorporate all the preceding paragraphs as if fully set forth herein. 
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220. Plaintiff Yvonne Schmitt was the mother of Rex. Rex and Ms. Schmitt had a close, 

loving, mutually dependent familial relationship prior to his death. The two were close, financially 

and socially. They spoke to each other nearly every day, either by phone, text, or in person. They 

were there for each other in times of crisis, including throughout Rex’s court appearances and if 

he needed help getting out of jail. They relied on each other emotionally and provided each other 

with companionship and support. When Ms. Schmitt needed help at her shop, Rex helped her. He 

would help her clean the shop, move cars, restore headlights, help with car overhauls – anything 

she needed. When Rex needed help, Ms. Schmitt would help him, including giving him money for 

rent, helping him find a place to live, and providing food. Defendants’ failures in providing 

adequate medical care and ensuring Rex made it out of his seven days in jail feels to Ms. Schmitt 

like the Defendants gave her a life sentence of suffering related to the loss of her son. 

221. Defendants owed a duty of care to Ms. Schmitt because it was foreseeable that harm 

inflicted upon Rex would cause harm to Ms. Schmitt and damage the relationship between Rex 

and his mother, Ms. Schmitt. 

222. Each of the Defendants violated their duty of care to Ms. Schmitt as set forth above. 

223. Ms. Schmitt’s loss of consortium was caused by the negligent and tortious actions 

of Defendants, including their employees, supervisors, and agents. 

224. As a direct and proximate result of the intentional, reckless, grossly negligent, and 

negligent acts and omissions of Defendants, including employees, supervisors, agents, contractors, 

and servants, Ms. Schmitt suffered the loss of consortium of her son, Rex, including his society, 

guidance, companionship, support, and other aspects of the loss of the relationship resulting from 

Rex’s death.  
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PRAYER FOR RELIEF 

225. Plaintiffs incorporate all of the preceding paragraphs as if fully stated herein. 

226. As a direct and proximate result of the wrongful and unlawful acts and omissions 

of all Defendants, as described above, Rex suffered damages including, but not limited to: severe 

emotional distress, anguish, suffering, physical and psychological injuries; loss of life; and other 

incidental, consequential, and special damages.  

227. As a direct and proximate result of the wrongful and unlawful acts and omissions 

of all Defendants, as described above, Ms. Schmitt suffered damages including, but not limited to: 

severe emotional distress, anguish, suffering, psychological injuries; and other incidental, 

consequential, and special damages.  

228. As a result of the above-described damages and injuries, Plaintiffs are entitled to 

recover an award of full compensatory damages against all Defendants in amounts to be 

determined at the trial of this cause. 

229. Plaintiffs request damages in an amount sufficient to compensate the Estate of Rex 

and Ms. Schmitt for all injuries and harm Rex and Ms. Schmitt have suffered, as well as punitive 

damages against individual Defendants under 42 U.S.C. § 1983 to the extent authorized by law, 

along with costs of this action, pre-and post-judgment interest as provided by law, reasonable 

attorneys’ fees as provided by law, and such other and further relief as proves just. 

230. Plaintiffs request a trial by jury on all issues so triable. 

Respectfully Submitted,  
 
ROTHSTEIN DONATELLI LLP 
 
/s/ Caroline Manierre   
MARK H. DONATELLI 
CAROLINE “KC” MANIERRE 
1215 Paseo de Peralta 
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Post Office Box 8180 
Santa Fe, New Mexico 87504-8180 
(505) 988-8004 
mhd@rothsteinlaw.com 
cmanierre@rothsteinlaw.com 
 
and 
 
CAROLYN M. “CAMMIE” NICHOLS  
500 4th Street, N.W., Suite 400 
Albuquerque, New Mexico 87102 
(505) 243-1443 
Fax: (505) 242-7845 
cmnichols@rothsteinlaw.com 
 
Attorneys for Plaintiffs 
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