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​The Reta Mays VA Hospital Murders: The Unseen Monster

Between July 2017 and June 2018, nursing assistant Reta Mays murdered seven elderly veterans and assaulted an eighth at a West Virginia VA hospital, injecting them with unauthorized insulin during her night shifts. For eleven months, the deaths went unrecognized as a pattern of serial homicide—attributed instead to natural causes as institutional failures enabled her crimes.

This comprehensive investigation reveals how Mays operated: researching "female serial killers," watching documentaries about nurses who kill, and exploiting catastrophic security gaps including unsecured medications, incomplete background checks, and absent oversight. Through 300+ interviews, forensic exhumations, and digital evidence, federal investigators built an overwhelming case that ended with Mays receiving seven consecutive life sentences plus twenty years.

But the story extends beyond one killer. It exposes the "serious, pervasive, and deep-rooted" institutional failures at the Louis A. Johnson VAMC, examines the pattern of healthcare serial homicides across decades, and documents the reforms—VHA Directive 1195, enhanced security protocols, and the SAFE Drugs Act—implemented to prevent future tragedies.

Drawing from court documents, OIG reports, and investigative records, this book honors eight veterans whose deaths exposed vulnerabilities that threatened America's nine million VA patients and forced a reckoning with how institutions built on trust can become hunting grounds for predators.
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​Chapter 1: Ward 3A
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The fluorescent lights of Ward 3A at the Louis A. Johnson Veterans Affairs Medical Center hummed with their characteristic monotone as the summer twilight faded over Clarksburg, West Virginia. It was July 2017, and the medical-surgical unit on the third floor was settling into the rhythm of another night shift. Outside, the Appalachian hills rolled away in darkening waves of green, but inside Ward 3A, time moved differently—measured not in the passage of hours but in the shuffle of slippered feet, the beep of monitors, and the soft voices of nurses checking vitals one last time before the skeleton crew of the night took over.

Ward 3A was not an intensive care unit. It was not a place where veterans came to die. It was, by design and reputation, a transitional space—a medical-surgical ward where elderly men who had survived the wars of the twentieth century came for treatment of manageable conditions, for recuperation from minor surgeries, for stabilization before returning home. The Veterans Health Administration classified it as a step-down unit, a designation that carried with it an implicit promise: these men were getting better, not worse. They were on their way out, not checking in for the final time.

The ward itself bore the institutional aesthetics common to VA hospitals across the nation—pale walls that might once have been called cream or beige but had long since faded into a color that defied categorization, linoleum floors buffed to a dull shine by decades of footfalls, and the faint but persistent smell of antiseptic mingling with the less clinical odors of institutional food and human frailty. Door frames were wide enough to accommodate wheelchairs and gurneys. Handrails lined the corridors. Everything was designed for function, for the safe passage of bodies that no longer moved with the certainty of youth.

​The Men of Ward 3A

In the summer of 2017, Ward 3A housed approximately twenty patients at any given time, though the exact number fluctuated with admissions and discharges. These were men in their eighties and nineties, veterans whose service records read like a condensed history of American military engagement in the mid-twentieth century. Some had stormed beaches in the Pacific Theater during World War II. Others had endured the frozen nightmare of the Korean Peninsula in the early 1950s. A few had served in Vietnam, returning to an America that had not yet learned how to welcome them home.

They came to Ward 3A for pneumonia, for congestive heart failure exacerbations, for complications of diabetes, for the routine infections that become dangerous when the immune system has been worn down by age and the accumulated insults of decades. They came because they had earned the right to specialized care, because the nation had promised them—through the Veterans Health Administration—that their service would be honored with medical attention when they needed it most.

Robert Edge, Sr., eighty-two years old, had served in the United States Navy during the Korean War. He was admitted to Ward 3A that July with respiratory issues, a common enough complaint for a man his age. His prognosis was good. The medical team expected him to stabilize, receive treatment, and be discharged within a week or two.

Archie Edgell, eighty-four, was another Korean War veteran, Army this time. He had been admitted for evaluation and treatment of a medical condition that the staff considered manageable. His chart indicated no immediate life-threatening concerns. His family visited regularly, bringing him news from home, reminding him that he would soon be back in his own bed, in his own house, surrounded by the people who loved him.

George Shaw, eighty-one, had served in the United States Air Force. His admission to Ward 3A followed a pattern familiar to the nursing staff: an elderly veteran with multiple comorbidities requiring monitoring and supportive care, but nothing that suggested imminent danger. He was stable. He was expected to recover.

These men and others like them formed the patient population of Ward 3A in the summer of 2017. They were not terminal. They were not receiving palliative care. They were not, in the clinical parlance, "circling the drain." They were simply old men who needed medical attention, who trusted that the institution bearing the name of the Department of Veterans Affairs would provide that attention with competence and compassion.

​The Architecture of Vulnerability

Ward 3A was designed, as all hospital wards are, with the assumption that the people working there wanted to heal, not harm. The layout reflected this fundamental premise. Patient rooms lined both sides of a central corridor, most configured as semi-private spaces with two beds separated by a curtain. A few private rooms existed for patients requiring isolation or enhanced monitoring. At the nurses' station—the command center of the ward—computers displayed electronic health records, monitors tracked vital signs from each room, and communication boards listed patient assignments, pending tasks, and shift-change notes.

Medication carts stood ready for the evening rounds, their drawers organized by patient name and filled with the carefully counted pills, liquids, and injectables prescribed by the attending physicians. These carts were supposed to be secured when not in active use, locked to prevent unauthorized access to controlled substances and high-alert medications. But Ward 3A, like many units in hospitals across the country operating under budget constraints and staffing pressures, did not always adhere to the protocols written in policy manuals. Sometimes the carts were left unlocked. Sometimes medication room doors stood ajar. Sometimes, in the organized chaos of a shift change or a patient emergency, security took second place to expedience.

Insulin vials sat on those carts and in those medication rooms, unremarkable in their small glass containers. Insulin was ubiquitous in a ward that treated elderly diabetic patients. It was a routine medication, administered multiple times per day to regulate blood sugar levels. The nursing staff handled it so frequently that it had lost any aura of danger, any sense that it could be weaponized. A vial of insulin was just another tool in the therapeutic arsenal, as common as aspirin, as necessary as saline.

The vulnerability of Ward 3A was not architectural in the traditional sense—there were no unlocked exits, no unsecured windows through which an intruder might enter. The vulnerability was systemic, embedded in the assumptions that governed how the ward functioned. The assumption that all staff members shared the same goal of patient welfare. The assumption that nursing assistants, who were prohibited from administering medications, would never violate that prohibition. The assumption that a cluster of unexplained medical crises would trigger immediate investigation rather than being absorbed into the background noise of a busy hospital ward.

​The Night Shift

At 7:30 PM, the character of Ward 3A changed. The day shift nurses—those who had managed the bustle of morning rounds, physician visits, family consultations, diagnostic procedures, and medication administration—handed off their patients to the night crew. The transition was formalized through a ritual known as bedside report, where outgoing and incoming nurses walked from room to room, discussing each patient's condition, pending orders, and potential concerns. This was the moment when continuity of care was supposed to be preserved, when critical information was passed from one set of hands to another.

The night shift operated with fewer staff members. This was standard practice in hospitals nationwide, based on the logic that patients sleep at night, that emergencies are less frequent in the dark hours, that the work can be accomplished with a leaner team. On Ward 3A, this typically meant two registered nurses, one licensed practical nurse, and two or three nursing assistants to cover twenty patients. The ratio was tight but not unusual for a non-critical care unit.

Nursing assistants—also called nurse aides or patient care technicians—occupied the lowest rung of the clinical hierarchy. They were not licensed professionals. They did not have the training or legal authority to administer medications, interpret diagnostic results, or make clinical decisions. Their role was supportive: measuring vital signs, assisting patients with activities of daily living like bathing and toileting, changing linens, answering call lights, and providing comfort. For patients deemed to be at risk of falls or confusion, nursing assistants were assigned as "sitters"—one-on-one companions who remained at the bedside throughout the shift to ensure safety.

This sitter role was meant to be protective. A confused patient who might try to climb out of bed unsupervised, who might pull out IV lines or urinary catheters in moments of disorientation, needed constant human presence. The sitter served as both guardian and witness, someone to talk the patient through the night, to reorient them when memory failed, to call for help if a medical emergency developed. It was a role built on trust—the trust that the person sitting beside the bed, often in dimly lit rooms while the rest of the ward slept, was there to protect the most vulnerable.

In July 2017, one of the nursing assistants working the night shift on Ward 3A was a woman named Reta Phyllis Mays. She was forty-two years old, a veteran herself, someone who had served in the Army National Guard and been deployed to Iraq and Kuwait during the Global War on Terrorism. She had worked at the Louis A. Johnson VAMC since June 2015, hired through a job fair and welcomed into the fold of a facility that served more than 38,000 veterans across West Virginia and parts of neighboring states. Her annual salary was approximately $32,000—modest compensation for work that demanded physical stamina, emotional resilience, and the willingness to work holidays, weekends, and the long, lonely hours between midnight and dawn.

To the other staff members on Ward 3A, Mays appeared competent and compassionate. She was punctual, reliable, willing to take difficult assignments. She had been honored, in fact, with the Secretary's Award for Excellence in 2017, a recognition that required verification of her personnel record and background check before the nomination could proceed. The award sat somewhere in her personnel file, a testament to what her supervisors believed about her character and dedication.

When family members visited their fathers and grandfathers on Ward 3A and found Mays sitting beside the bed, they felt reassured. Here was someone who cared, someone who would stay through the night, someone who understood what these men had sacrificed and deserved. She spoke to the patients with kindness, asked about their service, listened to their stories—the same stories they had told a hundred times but which still needed to be heard, still needed to be acknowledged.

​The Illusion of Safety

The Louis A. Johnson Veterans Affairs Medical Center occupied a sprawling campus in Clarksburg, a small city in north-central West Virginia with a population hovering around 16,000. The facility had been serving veterans since its opening in 1950, expanded and modernized over the decades but retaining the fundamental mission articulated in the legislation that created the Veterans Health Administration: to provide care to those who "shall have borne the battle." The main hospital building rose several stories, its facade unremarkable but its function sacred—this was where the nation kept its promise to its warriors.

For the men on Ward 3A and their families, the VA hospital represented safety precisely because it was a VA hospital. These institutions existed specifically for veterans, staffed by people who understood military culture, who knew the difference between a corpsman and a medic, who recognized the significance of service ribbons and combat patches. The assumption was that anyone who worked at a VA facility had chosen that work because they wanted to serve those who had served. The assumption was that the screening process for VA employees was rigorous, that backgrounds were checked, that people with histories of violence or abuse would never be allowed near vulnerable veterans.

These assumptions were not entirely unfounded. The Veterans Health Administration had policies and procedures designed to ensure patient safety and staff suitability. Background investigations were required. References were checked. Employment histories were reviewed. The problem was not that the policies didn't exist; the problem was that they weren't always followed, or followed thoroughly, or followed in time to prevent someone unsuitable from gaining access to patients.

On Ward 3A in July 2017, the illusion of safety was complete. The night shift began as it always did. The registered nurses made their rounds, administering medications, responding to call lights, documenting in the electronic health record. The nursing assistants took vital signs, repositioned patients to prevent bedsores, refilled water pitchers. Reta Mays sat beside the beds of patients assigned to her care, keeping watch through the quiet hours.

And somewhere in those quiet hours, in the dim light of a hospital room where an elderly veteran slept or dozed in the twilight state between consciousness and true rest, something happened that would not be recognized for what it was until seven men were dead. The exact moment is lost to history—there were no cameras in the patient rooms, no witnesses, no documentation of the act itself. But at some point during that July night shift, Mays left her post, accessed a medication supply that she had no authorization to touch, obtained a vial of insulin, filled a syringe, and returned to inject a man who was not diabetic, who had no prescription for insulin, who had no idea that the person he trusted to keep him safe through the night was instead ensuring he would never see morning.

The injection would have taken seconds. A quick insertion of the needle into a port on an IV line, or directly into muscle tissue if the opportunity presented itself. The plunger depressed, the medication delivered into the bloodstream. The evidence disposed of—the vial returned or discarded, the syringe dropped into a sharps container among dozens of others used legitimately throughout the shift. And then back to the bedside, to wait and watch as the insulin began its work.

​The Physiology of Betrayal

Insulin, when administered to someone who does not need it, triggers a cascade of metabolic chaos. The hormone's job is to allow cells to absorb glucose from the bloodstream, to convert that sugar into energy or store it for future use. In a non-diabetic person, the body produces exactly the amount of insulin needed to maintain blood glucose in a narrow, healthy range—typically between 70 and 100 milligrams per deciliter. When exogenous insulin is introduced—insulin from an external source, injected by someone with malicious intent—that careful balance is destroyed.

The blood sugar begins to fall. At first, the body attempts to compensate. The pancreas reduces its own insulin production. The liver releases stored glucose. But if the dose is large enough, these countermeasures are overwhelmed. The blood glucose continues to drop: 60, 50, 40 milligrams per deciliter. At this point, the brain—which depends entirely on glucose for fuel and cannot store it the way muscles can—begins to starve.

The initial symptoms are subtle, easily mistaken for normal variations in an elderly patient's condition. Confusion. Irritability. A fine tremor in the hands. The patient might complain of feeling weak, dizzy, or anxious. But many patients on Ward 3A already experienced these symptoms intermittently due to age, underlying medical conditions, or the disorienting effect of being hospitalized. The nursing staff, when alerted by a call light or during routine vital sign checks, would note the complaints but might not immediately recognize them as the harbingers of a medical emergency.

As the blood glucose continues to fall below 40 milligrams per deciliter, the symptoms escalate. The tremor becomes more pronounced. Speech grows slurred. The patient may become combative or, conversely, lethargic. Sweating increases as the body's sympathetic nervous system activates in a desperate attempt to mobilize energy reserves. Coordination fails. If the patient tries to stand, they will likely fall.

Below 30 milligrams per deciliter, consciousness begins to fade. The patient may experience seizures—the brain's neurons firing chaotically in protest against their starvation. Breathing becomes irregular. The heart, also deprived of its primary fuel source, struggles to maintain an effective rhythm. Coma follows, and if the hypoglycemia is not reversed quickly, death is inevitable. The brain cells die. The cardiac cells die. The body shuts down, system by system, until nothing remains but the biological fact of death itself.

For the first victim in July 2017, this process would have unfolded over the course of hours. Mays would have been there to witness it, perhaps even the one to discover the "emergency" and call for help. The response would have been immediate—nurses rushing to the bedside, checking blood sugar with a fingerstick glucometer, seeing the catastrophically low reading, starting an IV line to push dextrose (glucose solution) to reverse the hypoglycemia. But if the dose of insulin was large enough, or if too much time had passed before the crisis was recognized, the dextrose might have been too little, too late.

Or perhaps the patient did stabilize initially, blood sugar returning to normal, only to crash again hours later as the long-acting insulin continued to work its way through the system. Multiple doses of dextrose might have been required. The patient might have been transferred to the intensive care unit for closer monitoring. Medical staff would have been puzzled by the hypoglycemia in a non-diabetic patient, would have ordered tests to investigate possible causes—an insulinoma (insulin-producing tumor), liver failure, medication error.

But a medication error would imply that someone had given insulin by mistake, and the electronic health record would show that no insulin had been prescribed for this patient. The documentation would be clean. There would be no evidence of an error because, officially, no insulin had been administered at all. The crisis would remain unexplained, a medical mystery that would eventually be attributed to the general unpredictability of the human body in the ninth decade of life.

And if the patient died despite the interventions, if the hypoglycemic crisis triggered a cardiac arrest or a stroke or simply exhausted a heart that had been beating for more than eight decades, the death would be classified as natural. Expected, even, for a man of that age with that medical history. The death certificate would list proximate causes—cardiac arrest, respiratory failure—without any mention of the true etiology. The body would be released to the family for burial. And on Ward 3A, after the requisite period of cleaning and preparation, the bed would be filled by another elderly veteran in need of care.

​The Contrast Between Appearance and Reality

In the morning, after the code was called and the patient declared dead, after the body had been taken to the morgue and the paperwork completed, the day shift would arrive to take over Ward 3A. They would receive the handoff report from the night nurses, learning about the unexpected death, expressing sorrow and perhaps surprise but not suspicion. Deaths happened in hospitals. They were sad, sometimes sudden, but they were part of the rhythm of the place.

Reta Mays would have clocked out at 8:00 AM, returning home to sleep through the day in preparation for another night shift. To anyone observing her, she would have appeared tired—understandably so, given the stress of a patient death on her watch—but not guilty. She would return for her next shift, ready to care for the remaining patients on Ward 3A, ready to sit beside more bedsides, ready to be trusted again.

This was the genius of her method, if genius can be attributed to evil. Insulin left no obvious trace. The symptoms of hypoglycemia mimicked other medical emergencies common in elderly patients. The documentation would show that she had never touched the medication carts, never administered any drugs, never done anything outside the scope of her practice as a nursing assistant. She had simply been present, providing comfort and companionship to men who needed it.

And Ward 3A would continue to function as it always had. New patients would be admitted. Treatments would be administered. Families would visit, reassured by the presence of attentive staff like Mays. The fluorescent lights would hum through another cycle of day and night. The promise of safety would remain intact, unquestioned, because no one yet understood that it had already been shattered.

The distance between appearance and reality on Ward 3A in July 2017 was measured not in physical space but in knowledge. The appearance was of a functional medical-surgical unit staffed by dedicated professionals caring for vulnerable veterans. The reality was that a predator had found her hunting ground, had identified the perfect weapon, and had begun a campaign of murder that would continue unchecked for eleven months. The appearance was of isolated, unfortunate deaths among elderly men with complicated medical histories. The reality was that each death was a homicide, a deliberate act of violence committed by someone who had taken an oath to "do no harm" and violated it in the most profound way possible.

But in July 2017, no one on Ward 3A knew they were living in the reality rather than the appearance. The first victim was dead, but not counted. The pattern had begun, but not been recognized. And Reta Mays, nursing assistant, veteran, and recipient of the Secretary's Award for Excellence, prepared for her next shift with the knowledge that she had killed and gotten away with it, and that she could do it again.

The monster had arrived on Ward 3A, but no one saw her coming.
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​Chapter 2: From Reynoldsville to Baghdad
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Reta Phyllis Mays was born on June 16, 1975, in Reynoldsville, a community so small that it barely registers on most maps of West Virginia. The town sits in Harrison County, part of the Appalachian plateau region where the landscape is defined by steep ridges, narrow valleys, and the kind of economic hardship that has characterized much of rural America for generations. To be born in Reynoldsville in the mid-1970s was to inherit a particular set of circumstances: limited economic opportunities, strong family and community ties, and the understanding that leaving—whether for education, employment, or military service—was often the only path to something different.

The details of Mays' childhood and adolescence are sparse in the official record. Unlike cases where perpetrators leave behind manifestos, journals, or extensive interviews that illuminate their psychological development, Mays has remained largely silent about her formative years. What can be reconstructed comes primarily from public records, court documents filed during her sentencing, and the arguments presented by her defense attorneys—sources that offer glimpses rather than a complete portrait.

​Early Life in West Virginia (1975-2000)

West Virginia in the 1970s and 1980s was a state in transition and decline. The coal industry that had sustained the region for a century was beginning its long contraction, taking with it the economic stability of countless families. The population was aging and shrinking as young people left for opportunities elsewhere. The infrastructure—schools, hospitals, roads—struggled under the weight of decreasing tax revenue and increasing need. For a girl growing up in Harrison County during this period, the future likely seemed constrained by geography and circumstance.

Reynoldsville itself was not an incorporated town but rather a census-designated place, a collection of homes and families that shared a name and a post office but little in the way of commercial or civic infrastructure. The nearest significant population center was Clarksburg, about fifteen miles to the northwest—the same city where, decades later, Mays would find employment at the Veterans Affairs Medical Center and begin her campaign of murder. This proximity meant that Reynoldsville residents often looked to Clarksburg for work, shopping, medical care, and the social services unavailable in smaller communities.

The Mays family, like many in the region, would have been shaped by the economic realities of Appalachia. While specific details about her parents, siblings, and household circumstances are not part of the public record, the general context suggests a working-class background in a region where working-class meant something different than it did in industrial centers or suburban communities. It meant limited access to higher education, reliance on industries subject to boom-and-bust cycles, and the kind of financial precarity that could turn a medical emergency or job loss into a family catastrophe.

Education in rural West Virginia during the 1980s and early 1990s was provided through a public school system that, despite the dedication of many teachers and administrators, operated under significant constraints. Schools were often underfunded, facilities outdated, and resources scarce. Students in these systems could receive a solid basic education, but the pathway to college or professional careers was less clearly marked than it was for students in wealthier districts. For many young people in Harrison County, high school graduation was followed not by university enrollment but by entry into the workforce, marriage, military service, or some combination of the three.

Mays graduated from high school in the early 1990s, though the specific year and school are not matters of public record. The fact that she did not immediately pursue higher education or enter a professional training program suggests either a lack of opportunity, a lack of interest, or both. Instead, she appears to have spent her late teens and early twenties in a pattern common to her cohort in rural Appalachia: working in whatever jobs were available, navigating relationships, and searching for a sense of purpose or direction that the local economy could not provide.

By the late 1990s, Mays would have been in her mid-twenties—old enough to recognize that her options in Reynoldsville or even in Clarksburg were limited, young enough to believe that a dramatic change might still be possible. For young people in this situation, particularly those without college degrees or specialized training, the military represented one of the few paths to economic stability, educational benefits, and a complete break from the circumstances of their birth.

​First Enlistment in the National Guard (2000-2001)

In November 2000, Reta Mays enlisted in the United States Army West Virginia National Guard. She was twenty-five years old—older than the typical recruit who enlisted straight out of high school, but well within the age range accepted by the military. The decision to join the National Guard rather than the active-duty Army is significant and reflects a particular calculus about how to balance military service with civilian life.

The National Guard occupies a unique space in American military structure. Guard members serve part-time, typically drilling one weekend per month and attending a two-week annual training exercise, while maintaining civilian employment and residence in their home states. They receive military training, benefits, and pay, but without the commitment to full-time service or the likelihood of permanent relocation that comes with active-duty enlistment. For someone like Mays, who may have had family obligations or a desire to remain in West Virginia, the Guard offered a compromise: access to military benefits and the identity of being a soldier, without having to leave home permanently.

The West Virginia Army National Guard in 2000 was a force of approximately 6,000 soldiers organized into several major units, including infantry, artillery, and engineer battalions. These units trained for both federal military missions and state emergency response duties. Guardsmen could expect to spend most of their service in a training and readiness cycle, preparing for potential deployment but not necessarily experiencing it. The United States was at peace in November 2000—or as close to peace as the nation ever came in the post-Cold War era. The major conflicts of the 1990s in the Persian Gulf, Somalia, Bosnia, and Kosovo had not required mass mobilization of National Guard units. Service in the Guard was seen as a low-risk commitment, a way to serve one's country and gain benefits without the likelihood of combat.

Mays' Military Occupational Specialty (MOS) and specific unit assignment during this first period of service are not detailed in the available records, but her later assignment to the 1092nd Engineer Battalion suggests she may have been trained in engineering or support functions. Combat engineer units in the Army are responsible for tasks like route clearance, obstacle emplacement and reduction, bridge construction, and general engineering support to combat operations. Even in peacetime, these skills have civilian applications in construction, infrastructure maintenance, and emergency management—exactly the kinds of jobs that might be available in West Virginia.

Her first period of service lasted only six months, from November 2000 to April 2001. This brief duration is unusual and raises questions about the circumstances of her departure from the Guard. A typical initial enlistment contract requires a commitment of six to eight years, though much of that time can be served in the Individual Ready Reserve (IRR) rather than in active drilling status. The fact that Mays separated from the Guard after only six months suggests one of several possibilities: a medical issue that made her ineligible for continued service, a failure to complete required training, administrative discharge for performance or disciplinary reasons, or some form of hardship discharge based on personal circumstances.

The records indicate that whatever the reason for her departure, it was not a dishonorable discharge—she would later be able to re-enlist, which would have been impossible with a punitive discharge on her record. The most likely explanation is that she separated under honorable or general conditions, possibly for personal reasons that made continued service impractical. This could have included family emergencies, medical issues, or difficulties adapting to military culture and discipline.

The significance of this first, brief military service lies not in what Mays accomplished during those six months but in what it reveals about her trajectory. She was someone who sought out the military experience but could not or would not sustain it. She enlisted with whatever motivations drive young people from economically depressed regions to put on a uniform, but something about the reality of service failed to meet those expectations or proved incompatible with her personality and circumstances. The National Guard demands discipline, hierarchy, and the subordination of individual preferences to unit cohesion and mission requirements. For someone who would later demonstrate a need for control and autonomy in her professional environment, these demands may have been intolerable.

​The Post-9/11 World and Re-enlistment (2003-2004)

The terrorist attacks of September 11, 2001, transformed the calculus of military service in the United States. What had been a peacetime force preparing for hypothetical conflicts became a nation mobilizing for actual war. The invasion of Afghanistan began on October 7, 2001. The invasion of Iraq followed on March 19, 2003. The National Guard, which had been conceived primarily as a strategic reserve to be activated only in cases of national emergency, suddenly found itself on the front lines of these conflicts. Guard units were mobilized for deployments to combat zones, often with less preparation and inferior equipment compared to their active-duty counterparts.

In February 2003—just one month before the invasion of Iraq—Reta Mays re-enlisted in the West Virginia Army National Guard. She was now twenty-seven years old, nearly two years removed from her brief first stint of service. The timing of her re-enlistment is striking and demands analysis. Why would someone who had separated after only six months choose to rejoin the Guard precisely when the likelihood of deployment to a war zone was at its highest?

Several explanations present themselves, none mutually exclusive. First, economic necessity may have played a role. The years between 2001 and 2003 were economically difficult in West Virginia, as they were in much of rural America. The recession of 2001 had been shallow nationally but deep in regions dependent on manufacturing and extractive industries. Military service offered a steady paycheck, health insurance, and educational benefits through the GI Bill—resources that may have been desperately needed.

Second, the post-9/11 surge in patriotic sentiment may have motivated her decision. The attacks created a cultural moment in which military service was valorized to a degree not seen since World War II. Young people who might not have considered enlisting in peacetime found themselves drawn to the military by a combination of anger, grief, and the desire to be part of something larger than themselves. For someone like Mays, who had already tested the waters of military service once, the pull may have been particularly strong.

Third, and more cynically, Mays may have calculated that the benefits of re-enlistment outweighed the risks. Despite the mobilizations underway, not every Guard unit was deployed, and not every deployed unit saw combat. Engineering battalions, in particular, often performed support missions rather than direct combat operations. She may have believed she could serve, collect benefits, and avoid the most dangerous aspects of war.

Whatever her motivations, Mays was assigned to the 1092nd Engineer Battalion, a unit based in Point Pleasant, West Virginia, with additional companies throughout the state. The 1092nd had a distinguished lineage dating back to World War II and had been reorganized several times to meet the changing needs of the Army. In 2003, as part of the massive mobilization for Operation Iraqi Freedom, the battalion received orders for deployment to the Middle East.

​Deployment to Iraq and Kuwait (2003-2004)

The 1092nd Engineer Battalion deployed to Kuwait and Iraq during Mays' period of service from February 2003 to May 2004. This fifteen-month period would later be cited by her defense attorneys as the crucible in which her psychological trauma was forged, the experience that damaged her sufficiently to explain—if not excuse—her subsequent crimes. The reality of her deployment, however, is more complex and less clearly causative than her legal team suggested.

Kuwait served as the primary staging area for American forces entering Iraq during the initial invasion and throughout the subsequent occupation. The country's location on Iraq's southern border, its established American military presence dating back to the Gulf War of 1991, and its willingness to host coalition forces made it an ideal logistics hub. Thousands of American troops passed through Kuwait on their way to and from Iraq, and many support units maintained a permanent presence there throughout the conflict.

Engineering battalions like the 1092nd performed a variety of missions in the Iraq-Kuwait theater. These included constructing and maintaining forward operating bases, clearing routes of improvised explosive devices (IEDs), building and repairing infrastructure, providing clean water and electrical power to military installations, and supporting combat operations through obstacle emplacement and reduction. The work was essential to sustaining the American military presence in Iraq, but it varied widely in terms of danger and intensity.

The available records indicate that Mays served in a "non-combat capacity" during her deployment. This designation is important but requires careful interpretation. In the context of the Iraq War, the distinction between combat and non-combat roles was often fluid and contested. Personnel who never fired a weapon in anger could still experience incoming rocket or mortar fire on their bases, could still travel on roads seeded with IEDs, could still find themselves in situations where the difference between survival and death came down to chance rather than training or preparation.

That said, "non-combat capacity" typically meant assignment to support functions at relatively secure locations—major bases like Camp Arifjan in Kuwait or the larger forward operating bases in Iraq rather than small outposts in contested areas. Mays would have experienced the deployment environment: the separation from home, the degraded living conditions, the constant low-level stress of being in a war zone, the disruption of normal circadian rhythms due to shift work and temperature extremes. But she likely did not experience direct combat, firefights, or the immediate threat of death that characterized the experience of infantry units and others in forward positions.

The distinction matters because it affects the evaluation of her later claims of post-traumatic stress disorder (PTSD). PTSD is a recognized psychiatric condition that can develop after exposure to actual or threatened death, serious injury, or sexual violence. The diagnostic criteria require that the traumatic event be experienced directly, witnessed, or involve learning that it happened to a close family member or friend. For military personnel, combat exposure is the most common pathway to PTSD, but it is not the only one. Personnel in support roles can develop PTSD from other experiences: sexual assault, accidents, witnessing the aftermath of attacks, or the cumulative stress of deployment even in the absence of specific traumatic incidents.

During her fifteen months of deployment, Mays would have been integrated into a unit structure that included both male and female soldiers, though women were still formally excluded from direct combat positions in 2003-2004. Engineer battalions, being support units, had higher proportions of female soldiers than infantry or armor units. The culture within these units varied widely depending on leadership, unit cohesion, and the particular personalities involved. At their best, military units function as tightly bonded teams where members look out for one another and maintain discipline and professionalism. At their worst, they can become environments where harassment, assault, and abuse flourish in the absence of effective leadership intervention.

​Claims of PTSD and Military Sexual Trauma

Reta Mays' defense team, during her sentencing hearing in May 2021, argued that her deployment to Iraq and Kuwait had resulted in severe psychological trauma that contributed to her later criminal behavior. Specifically, they claimed she suffered from PTSD and military sexual trauma (MST)—a term used by the Department of Veterans Affairs to describe sexual assault or repeated, threatening sexual harassment experienced during military service.

Military sexual trauma is a significant and well-documented problem within the armed forces. Department of Defense studies and VA healthcare data consistently show that both women and men experience sexual assault and harassment during military service at rates higher than in the civilian population. For women in the military, the risk is particularly acute: estimates suggest that one in four women who serve experience sexual assault or harassment. The consequences of MST can include PTSD, depression, substance abuse, and long-term difficulties with trust and intimate relationships.

The defense's invocation of PTSD and MST served a specific legal function: to establish mitigating factors that might reduce Mays' sentence or at least provide context for her actions that the court could consider during sentencing. Federal sentencing guidelines allow judges to consider a defendant's mental and emotional condition when determining the appropriate punishment, though such factors rarely override the seriousness of the offense in cases involving multiple murders.

According to her attorneys, Mays' experiences in Iraq and Kuwait—whether combat-related stress, sexual trauma, or both—created a psychological condition that manifested as "stress and chaos" in her civilian life. The argument suggested a causal chain: deployment trauma led to untreated psychological damage, which led to impaired judgment and decision-making, which contributed to the crimes she committed against the veterans on Ward 3A.

This narrative presents several problems, both factual and logical. First, the specificity of her trauma remains vague in the court record. Her attorneys made general claims about PTSD and MST but did not provide detailed accounts of particular traumatic incidents, medical records documenting diagnosis and treatment, or expert testimony establishing a clear link between her military experiences and her subsequent criminal behavior. The vagueness may have been strategic—specific claims could be investigated and potentially disproven—but it also weakens the argument's persuasiveness.

Second, even accepting that Mays experienced genuine trauma during her deployment, the connection between that trauma and her decision to murder seven elderly veterans is far from clear. PTSD can produce a range of debilitating symptoms: intrusive memories, nightmares, hypervigilance, avoidance behaviors, negative alterations in mood and cognition, and changes in arousal and reactivity. These symptoms can make it difficult to function in daily life, maintain relationships, or hold employment. What they do not typically produce is the calculated, repeated, predatory behavior that characterized Mays' crimes.

The murders on Ward 3A were not impulsive acts committed in the grip of a flashback or dissociative episode. They required planning: identifying vulnerable victims, obtaining insulin without authorization, administering the injections without being detected, and maintaining the deception over eleven months. This pattern of behavior is more consistent with antisocial personality characteristics—a lack of empathy, a willingness to exploit others, a desire for power and control—than with PTSD or the psychological sequelae of sexual trauma.

Third, millions of Americans have deployed to Iraq and Afghanistan since 2001. Many have experienced combat, trauma, and MST. The vast majority of these individuals do not become serial killers. If deployment trauma were sufficient to explain Mays' crimes, we would expect to see a correlation between military service in these conflicts and healthcare serial homicide. No such correlation exists. The invocation of PTSD and MST as explanatory factors thus risks stigmatizing veterans and survivors of sexual trauma by suggesting that such experiences create a propensity for violence against vulnerable people.

​The Gap Between Service and Crimes (2004-2015)

Mays separated from the National Guard in May 2004, receiving an honorable discharge that entitled her to veterans' benefits. She had served a total of approximately twenty-one months across her two periods of enlistment—enough to qualify as a veteran but far less than a full career. She was twenty-eight years old, back in West Virginia, and presumably eligible for educational benefits through the GI Bill, healthcare through the VA, and preference in hiring for federal and some state positions.

What she did immediately after her discharge is not detailed in the public record, but by 2005 she had found employment with the West Virginia Department of Corrections as a corrections officer at the North Central Regional Jail in Greenwood. This career choice is significant for several reasons.

First, it represented a continuation of the authority and structure that characterized military service. Corrections work, like military service, operates within a rigid hierarchy, requires adherence to rules and procedures, and involves the exercise of power over others. For someone who had been a soldier, the transition to corrections officer would have felt familiar in terms of culture and expectations.

Second, corrections work provided Mays with a context in which violence and coercion are normalized, if not officially sanctioned. The corrections environment is inherently adversarial—officers are responsible for controlling people who do not wish to be controlled, often people with histories of violence themselves. The use of force, while supposedly governed by strict protocols, is a regular occurrence. Officers who cross the line from necessary force to excessive force can often do so with impunity, protected by the "blue wall" of silence among staff and the limited credibility of inmate complaints.

Mays worked at the North Central Regional Jail for seven years, from 2005 to 2012. During this time, she was not only employed as a corrections officer but, according to allegations that would later surface, participated in the physical abuse of at least one inmate. In 2013, an inmate named Roy Franklin Hillberry II filed a federal lawsuit in the Northern District of West Virginia alleging that Mays and other officers had repeatedly beaten him. The lawsuit claimed violations of his civil rights under the Eighth Amendment's prohibition on cruel and unusual punishment.

The details of the alleged abuse are contained in court filings that describe a pattern of physical violence inflicted by multiple officers, including Mays, over a period of time. Hillberry claimed he was beaten, subjected to excessive force during routine procedures, and denied medical attention for injuries resulting from the abuse. While inmate lawsuits alleging excessive force are common and not always credible—inmates have both motive and opportunity to fabricate or exaggerate complaints—the inclusion of Mays as a named defendant is significant because it establishes a documented allegation of violence predating her employment at the VA.

The lawsuit was ultimately dismissed on summary judgment, meaning the court determined that even accepting Hillberry's allegations as true, he had not established a viable legal claim under the applicable standards. This dismissal does not constitute a finding that the abuse did not occur; it means only that the legal requirements for prevailing in a civil rights case against corrections officers were not met. The high bar for such claims—requiring proof not just of force but of force that was objectively unreasonable and applied with a "malicious and sadistic" intent—means that many legitimate complaints fail to survive summary judgment.

What matters for understanding Mays' trajectory is not whether she was legally culpable in the Hillberry case but whether the underlying allegations represented a behavioral pattern: the willingness to use her position of authority to inflict harm on vulnerable people in her control. If the allegations were true, they would establish that Mays had, years before she began murdering veterans, demonstrated a capacity for violence against individuals who could not effectively resist or report her actions.

The failure of the VA to uncover this lawsuit during Mays' hiring process in 2015 represents one of the most significant administrative failures in the case. A thorough background investigation should have included a search of federal and state court records for any litigation involving the applicant. The Hillberry lawsuit, filed in federal court in West Virginia, would have been readily discoverable through basic due diligence. Had it been discovered, it should have raised immediate red flags about Mays' suitability for a position involving care of vulnerable populations.

​Analysis: Trauma as Explanation or Excuse?

The question of whether Mays' military service and alleged trauma genuinely contributed to her later crimes is ultimately unanswerable with certainty. Human behavior is multicausal, shaped by genetics, childhood experiences, social environment, individual choices, and chance events. To isolate a single factor—deployment to Iraq and Kuwait—and attribute primary causation to it is to oversimplify the complex reality of how a person becomes a serial killer.

What can be said with confidence is that the defense's narrative of deployment trauma leading inexorably to serial homicide is incomplete and, in crucial ways, misleading. It treats Mays as a passive victim of her circumstances rather than an active agent who made choices. It suggests that PTSD and MST create a propensity for calculated violence against innocents, when the research on these conditions indicates the opposite—that survivors are far more likely to harm themselves than others.

The more plausible analysis begins not with her deployment but with her demonstrated pattern of behavior across contexts. In the military, she enlisted twice but could not sustain long-term service. In corrections, she was alleged to have used excessive force against inmates. In healthcare, she murdered patients in her care. The common thread is not trauma but the abuse of authority, the willingness to harm vulnerable people when the opportunity presented itself, and a fundamental lack of empathy or moral constraint.

If her deployment experiences contributed anything, it may have been to provide her with a narrative of victimhood that she could later deploy to excuse her actions. The claim of PTSD and MST served her legal interests during sentencing, allowing her attorneys to argue for mitigation while she simultaneously admitted guilt. It allowed her to position herself as damaged rather than evil, as someone whose crimes were the product of unhealed wounds rather than deliberate choice.

But the men she killed on Ward 3A were also veterans. Many of them had seen combat far more intense than anything Mays experienced. They had survived World War II, Korea, and Vietnam, had come home and built lives despite their own traumas, and had never murdered anyone in a hospital bed. If deployment trauma were sufficient to explain Mays' crimes, these men—who had endured far worse—should have been the perpetrators rather than the victims.

Judge Thomas S. Kleeh, in his sentencing remarks, rejected the trauma narrative decisively. He acknowledged that Mays may have experienced difficult circumstances in her life but insisted that these did not mitigate the "evil" of her actions. His characterization of her as "the worst kind" of criminal—the kind that "no one sees coming"—reflects a judgment that her crimes stemmed not from illness or trauma but from character, from a fundamental moral deficiency that no diagnosis could adequately explain.

The journey from Reynoldsville to Baghdad to Ward 3A was not a straight line of cause and effect, not a simple story of trauma producing violence. It was instead a trajectory marked by choices, opportunities seized and abused, and the progressive revelation of someone capable of exploiting every position of power she occupied. The military service was one chapter in that story, but it was neither the beginning nor the inevitable cause of the ending that would come on Ward 3A.
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​Chapter 3: The Corrections Years
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When Reta Mays walked through the gates of the North Central Regional Jail in Greenwood, West Virginia, for her first shift as a corrections officer in 2005, she was entering an institution that operated according to principles both similar to and fundamentally different from those that had governed her military service. Like the Army, the jail demanded discipline, hierarchy, and the subordination of individual will to institutional mission. Unlike the Army, the jail's mission was not to build or protect but to contain—to hold human beings against their will in conditions designed to punish, deter, and temporarily remove them from society. It was an environment where power imbalances were not incidental but constitutive, where the capacity to inflict suffering was built into every policy and procedure, and where the line between necessary force and sadistic abuse could blur for officers who lacked either training or conscience.

For Mays, this environment would prove compatible with something fundamental in her character. Over the seven years she worked at the North Central Regional Jail, she would demonstrate a pattern of behavior that, had it been properly investigated and documented, should have permanently disqualified her from any position involving care of vulnerable populations. Instead, the allegations against her were handled in a manner typical of the American correctional system: a federal lawsuit was filed, defended, and dismissed, and Mays moved on to her next employment opportunity without the incident appearing on any background check that might have prevented her from gaining access to the veterans she would later kill.

​From Soldier to Guard: The Transition to Corrections

The transition from military service to corrections work is common enough to constitute a recognized career pipeline. Law enforcement and corrections agencies actively recruit veterans, valuing the discipline, physical fitness, and comfort with hierarchy that military service instills. Many states and localities grant hiring preferences to veterans, recognizing their service while also acknowledging the challenges veterans face in translating military experience into civilian employment. For someone like Mays, discharged from the National Guard in May 2004 at age twenty-eight without a college degree or specialized civilian skills, corrections work represented one of the few career paths that offered stable employment, benefits, and a clear structure.

The West Virginia Division of Corrections and Rehabilitation operates regional jails throughout the state to house pre-trial detainees and sentenced inmates serving terms of one year or less. The North Central Regional Jail, located in Greenwood in Harrison County, opened in 1996 as part of a broader effort to modernize the state's correctional infrastructure. The facility was designed to hold approximately 600 inmates in a mix of housing configurations ranging from dormitory-style units to segregated cells for disciplinary cases or inmates requiring protective custody.

By the time Mays joined the staff in 2005, the North Central Regional Jail had already established a reputation consistent with correctional facilities throughout Appalachia: chronically underfunded, perpetually overcrowded, staffed by officers whose training was minimal and whose pay was barely above poverty level. The starting salary for a corrections officer in West Virginia in 2005 was approximately $22,000 per year—compensation that made recruitment and retention difficult and ensured a workforce dominated by people who either had few other options or were drawn to the work for reasons having little to do with rehabilitation or public safety.

The role of a corrections officer is simultaneously monotonous and dangerous. The daily routine consists of headcounts, searches, escorting inmates to meals and medical appointments, monitoring behavior in housing units, and responding to disciplinary infractions. But beneath this routine lies the constant potential for violence. Inmates may assault officers or each other. Officers must be prepared to use physical force to maintain control, to break up fights, to move resistant inmates, to conduct cell extractions when an inmate refuses to comply with orders. The authority granted to corrections officers is substantial: they control nearly every aspect of an inmate's existence, from when they eat and sleep to whether they receive medical attention or contact with family.

This authority, in institutions with weak oversight and a culture of impunity, can metastasize into abuse. The structural conditions that enable abuse in correctional settings are well-documented by human rights organizations, academic researchers, and investigative journalists. Inmates have limited credibility when making complaints—they are, by definition, people whom society has judged untrustworthy. The physical isolation of jails and prisons limits external oversight. Officers form tight bonds with colleagues and are reluctant to report abuse for fear of being labeled a "snitch" or facing retaliation. Supervisors, facing their own pressures to maintain order and avoid scandal, may choose to dismiss or minimize complaints rather than conduct thorough investigations.

For an officer predisposed toward violence or the abuse of power, these conditions create opportunities. For an officer like Mays—someone who had already demonstrated in her brief military career an inability or unwillingness to sustain service, who would later be accused of beating inmates, and who would ultimately murder patients in her care—the corrections environment provided seven years of practice in exploiting vulnerability, evading accountability, and refining the skills necessary to harm people with impunity.

​The Culture of North Central Regional Jail

Every correctional institution develops its own culture, shaped by leadership, staffing, inmate population, and the broader social context in which it operates. The culture at North Central Regional Jail during Mays' tenure can be inferred from lawsuit records, news reports of conditions at the facility, and the broader patterns documented at West Virginia correctional facilities during the 2000s and early 2010s.

West Virginia's jails and prisons during this period faced systematic problems that state officials and advocacy organizations repeatedly flagged: severe overcrowding, with facilities routinely operating at 120-150 percent of designed capacity; inadequate medical and mental health care, leading to preventable deaths and suffering; excessive use of solitary confinement, particularly for inmates with mental illness; and widespread allegations of officer misconduct ranging from sexual abuse to unjustified violence.

The North Central Regional Jail was not exempt from these patterns. Media reports from the period document multiple incidents of concern: inmate deaths under questionable circumstances, complaints about lack of access to necessary medications, and allegations of officer brutality. These incidents occurred within a facility where the inmate population consisted largely of people from the same economically depressed communities as the officers who guarded them—people whose incarceration stemmed from poverty, addiction, and mental illness rather than violent criminality.

The officers at North Central worked twelve-hour shifts, rotating between days and nights in patterns that disrupted circadian rhythms and contributed to physical and psychological stress. They were responsible for supervising ratios of inmates to staff that made meaningful interaction or rehabilitation programming impossible. Their training consisted of a brief academy focused primarily on custody and control rather than on de-escalation, mental health awareness, or the ethical exercise of authority. They worked in an environment where the use of force was both common and largely unscrutinized, where the distinction between a legitimate use of force to maintain security and an excessive use of force to punish or intimidate was left to individual officers' discretion.

For most officers, these conditions produced either burnout—leading to high turnover rates—or a kind of numbing adaptation in which the humanity of the inmates became invisible, allowing officers to do their jobs without constant moral distress. For a minority of officers, these conditions produced something darker: the opportunity to exercise power for its own sake, to inflict pain without consequence, to discover and indulge sadistic impulses under the cover of maintaining order.

Mays' seven-year tenure at the facility suggests she fell into neither the burnout nor the adaptation category. Seven years is long enough to indicate someone who found the work sustainable, even compatible with her temperament and needs. Unlike her brief military service, which she could not sustain beyond a few months at a time, corrections work held her attention and provided her with whatever psychological or material rewards she sought from employment. The question is what, specifically, about the corrections environment proved so compatible.

​The Roy Franklin Hillberry II Case: Allegations of Excessive Force

On August 19, 2013—more than a year after Mays had left her employment at North Central Regional Jail—an inmate named Roy Franklin Hillberry II filed a civil rights lawsuit in the United States District Court for the Northern District of West Virginia. The case, designated as Civil Action No. 5:13-CV-113, named multiple defendants: the jail administrator, the facility itself, and several corrections officers, including Reta Phyllis Mays.

Hillberry's complaint alleged violations of his Eighth Amendment right to be free from cruel and unusual punishment, specifically claiming that he had been subjected to repeated beatings and excessive force by corrections officers during his incarceration at North Central Regional Jail. The lawsuit sought monetary damages and was filed pro se, meaning Hillberry represented himself without an attorney—a common situation for incarcerated individuals who lack both the resources to hire counsel and the ability to find attorneys willing to take on difficult civil rights cases with low prospects of financial recovery.

The specific allegations against Mays and the other defendants were detailed in Hillberry's complaint and in subsequent filings. According to Hillberry, the abuse occurred over a period of time and involved multiple officers acting in concert or with knowledge of each other's actions. He claimed he was beaten during routine procedures, subjected to unnecessary and painful physical restraints, and denied medical attention for injuries resulting from the officers' use of force. The complaint described a pattern of behavior in which officers used their authority not to maintain legitimate security interests but to punish and intimidate an inmate who was completely under their control.

The legal standard for excessive force claims under the Eighth Amendment is deliberately high, reflecting judicial deference to the difficult and dangerous work that corrections officers perform. To prevail in such a claim, an inmate must prove not merely that force was used, or even that the force was greater than necessary, but that the force was applied "maliciously and sadistically to cause harm" rather than "in a good-faith effort to maintain or restore discipline." This standard, established by the Supreme Court in Hudson v. McMillian (1992), makes it extraordinarily difficult for inmates to win excessive force cases even when significant abuse has occurred.

The burden of proof in a civil case is "preponderance of the evidence," meaning the plaintiff must show it is more likely than not that the alleged events occurred. But in practice, this burden is complicated by the structural challenges inmates face in gathering evidence. Security camera footage, if it exists, is controlled by the defendants. Medical records that might document injuries are created and maintained by the facility. Witness testimony from other inmates may be available but carries limited credibility in the eyes of judges and juries. Officer testimony, by contrast, is given substantial weight, and officers are skilled at describing uses of force in language that emphasizes security needs and inmate resistance.

The defendants in the Hillberry case—including Mays—filed a motion for summary judgment, arguing that even accepting Hillberry's version of events as true, he had not established a constitutional violation under the demanding legal standard. The motion was granted by the district court, and the case was dismissed. The court's order does not constitute a finding that the abuse did not occur; it is a ruling that Hillberry failed to meet the legal requirements for his claim to proceed to trial.

For understanding Mays' behavioral pattern, the significance of the Hillberry case lies not in its legal outcome but in the documented allegation that she participated in the beating of an inmate. Whether the beating occurred exactly as Hillberry described, whether it met the legal definition of excessive force, and whether Mays was the primary actor or a participant are questions that cannot be definitively answered from the available record. What can be said is that Hillberry deemed her involvement significant enough to name her as a defendant, that the allegations were specific enough to survive initial screening, and that the pattern of behavior described—officers using physical force beyond what was necessary to maintain security—is entirely consistent with what is known about Mays' later crimes.

​Behavioral Red Flags and Patterns of Authority Abuse

The allegations in the Hillberry lawsuit, when placed in the context of Mays' broader trajectory, reveal a pattern of behavior that should have been recognizable to anyone conducting a thorough background investigation. The pattern consists of three elements, each of which appears across multiple contexts in her life.

First, Mays repeatedly placed herself in positions of authority over vulnerable populations. In the military, she was a soldier with rank over subordinates and, potentially, authority over civilians in deployed environments. In corrections, she was an officer with near-total control over inmates. Later, in healthcare, she would be a nursing assistant with access to patients who were elderly, confused, or otherwise dependent on her for basic care. This pattern suggests someone drawn not simply to service or helping professions but specifically to roles in which power imbalances are pronounced and opportunities for exploitation are abundant.

Second, Mays demonstrated a willingness to violate the trust inherent in these authority positions. The role of a corrections officer, like that of a soldier or a healthcare worker, carries with it both power and responsibility. Society grants corrections officers the authority to use force against inmates only on the condition that this force will be used appropriately—to maintain security, prevent escapes, break up fights, protect officers and other inmates from harm. When an officer uses force for purposes of punishment, retaliation, or sadistic pleasure, they violate the fundamental premise of their authority. The allegations in the Hillberry case, if true, demonstrate precisely this kind of violation.

Third, Mays operated in environments where accountability was weak and where violations could be committed with substantial impunity. The corrections environment, with its structural impediments to inmate complaints and its culture of officer solidarity, is ideal for someone who wishes to abuse authority without consequence. The fact that Mays worked at North Central for seven years and that the Hillberry lawsuit was ultimately dismissed without trial suggests she navigated this environment successfully, either by avoiding detection, by having her actions covered up by colleagues and supervisors, or by ensuring that any complaints were handled in ways that protected her employment.

These three elements—seeking authority over the vulnerable, violating trust, and operating in contexts of weak accountability—would reappear in her employment at the VA. The difference would be the weapon: instead of fists and batons used against inmates who could potentially fight back, she would use insulin injected into elderly veterans who were asleep or too confused to understand what was happening to them.

The question is why these red flags were not recognized or, if recognized, not acted upon. The answer lies in the fragmented nature of background investigations, the limitations of information sharing between institutions, and the reluctance of employers to document and report employee misconduct in ways that might create legal liability.

​Why Warning Signs Were Dismissed or Ignored

When Reta Mays applied for employment at the Louis A. Johnson Veterans Affairs Medical Center in 2015, she was required to submit to a background investigation as part of the standard hiring process for federal employees. This investigation should have included several components: a review of her employment history, verification of her education and credentials, a criminal background check, a credit check, and a review of any civil litigation in which she had been involved.

The Office of Inspector General's subsequent investigation into the failures at Clarksburg VAMC revealed that the background investigation for Mays was either incomplete or incompetently performed. The adjudicator responsible for reviewing her file failed to conduct even basic due diligence that would have uncovered the Hillberry lawsuit. This failure is particularly egregious because the lawsuit was filed in federal court in the same state where Mays was applying for employment, was a matter of public record, and specifically named her as a defendant in allegations of violence against a vulnerable population.

Several factors may explain this failure. First, background investigations for federal employees are often contracted out to private companies that perform the work under tight deadlines and with limited resources. Investigators may conduct cursory checks of databases and assume that the absence of criminal convictions or professional license sanctions means an applicant is suitable, without digging deeper into civil litigation or employment records that might reveal problematic behavior.

Second, the Hillberry lawsuit was dismissed on summary judgment, which meant it did not result in a finding of liability or a settlement that would appear in certain databases. An investigator conducting only a superficial check might note the existence of the lawsuit but disregard it upon learning it was dismissed, without understanding that dismissal on summary judgment does not constitute a finding that the allegations were false.

Third, even if the lawsuit had been discovered and flagged, the adjudicator would have faced the question of how much weight to give it. In American employment law, there is a tension between giving applicants a fair chance—not discriminating against them based on allegations that were never proven—and protecting vulnerable populations from individuals with documented histories of violence or abuse. This tension is particularly acute for veterans, who may benefit from hiring preferences and whose allegations of misconduct in military or corrections contexts may be dismissed as "part of the job" rather than serious indicators of unfitness for healthcare work.

Fourth, there is the simple reality of institutional inertia and the desire to fill positions. The VA, like many healthcare systems, faces chronic staffing shortages. Nursing assistants are difficult to recruit and retain because the work is physically demanding, emotionally draining, and poorly compensated. When an applicant like Mays appeared—a veteran, someone with experience in structured environments, someone willing to work nights and weekends—the pressure to hire her may have outweighed concerns that a more thorough investigation might have raised.

The failure extended beyond the initial hiring. The OIG investigation found that Mays worked at the Clarksburg VAMC for nearly four years without a completed background investigation, which constituted a clear violation of Veterans Health Administration requirements. During this period, she received positive performance evaluations, was trusted with increasing responsibility, and was even nominated for and received the Secretary's Award for Excellence in 2017. The nomination process for this award required verification that her background check was complete; officials incorrectly certified that it was, missing a final opportunity to identify her problematic history before she began murdering patients.

The pattern suggests not a single catastrophic failure but a systemic breakdown in which multiple individuals and processes failed in series. The initial adjudicator failed to conduct a thorough investigation. Supervisors failed to ensure the investigation was completed before Mays was granted full access to patients. Human resources personnel failed to maintain accurate records of which employees had completed background checks. And the nomination process for the award relied on self-certification rather than independent verification.

​The Gap Between Corrections and Healthcare (2012-2015)

Mays left her employment at North Central Regional Jail in 2012, three years before joining the VA. The reasons for her departure from corrections work are not documented in the public record, but the timing is significant. She left before the Hillberry lawsuit was filed, which means she may have been unaware that legal action was being contemplated or she may have left precisely because she anticipated such action and wanted to distance herself from potential consequences.

The three-year gap between her corrections employment and her VA employment raises questions about what she did during this period. Did she hold other jobs that might provide additional insight into her behavioral pattern? Did she receive treatment for the PTSD and military sexual trauma that her defense attorneys would later claim she suffered from? Did she have interactions with law enforcement, social services, or other institutions that might have created documentation of her mental state or behavior?

The absence of information about this period in the public record suggests either that her activities during these years were unremarkable—ordinary employment, ordinary life circumstances—or that any problematic behavior during this time did not result in the kind of formal documentation that would appear in court records or investigative reports. Given what is known about her behavior before and after this period, the latter possibility cannot be dismissed. Someone who allegedly beat inmates in 2012 or earlier and who began murdering patients in 2017 did not suddenly develop violent impulses in 2017; the impulses were present throughout, waiting for opportunity and access.

What changed between 2012 and 2015 was not Mays but her context. In corrections, her opportunities for violence were constrained by the fact that inmates, despite their vulnerability, are generally alert, mobile, and capable of physical resistance. Inmates can fight back, can file complaints, can organize with other inmates to resist or expose abusive officers. The use of force against inmates also generates documentation—incident reports, medical examinations, administrative reviews—that create a paper trail and potential accountability.

In healthcare, particularly in a setting like Ward 3A where patients were elderly, medically compromised, and often confused, the constraints that limited Mays' ability to harm people in corrections were removed. Patients could not fight back. They were often alone in their rooms or attended only by the person harming them. The weapon she chose—insulin—left no obvious injuries, generated no immediate incident reports, and produced symptoms that could be misattributed to natural disease processes. The documentation of her crimes would consist not of bruises and broken bones but of laboratory values and autopsy findings that would only be properly interpreted months or years after the fact.

The transition from corrections to healthcare thus represented not a change in Mays' fundamental character but an upgrade in her ability to act on her violent impulses. She moved from an environment where violence was constrained by victim resistance and institutional oversight to one where violence could be committed with near-perfect impunity, at least for a time. The gap between her two employments was not a period of reform or rehabilitation but an interval between hunting grounds.

​The Responsibility of Institutional Memory

The most damning aspect of Mays' corrections career is not what she did at North Central Regional Jail—allegations of officer brutality are unfortunately common throughout the American correctional system—but what the system did with the information about her behavior. The Hillberry lawsuit created a public record, filed in federal court, alleging that she had beaten an inmate. This record was not hidden in a classified file or protected by confidentiality agreements; it was available to anyone who knew how to search court databases or who thought to look for it.

But institutional memory in American employment is fragmented and incomplete. Corrections departments do not systematically share information about officer misconduct with other potential employers. Court records are public but not automatically reviewed during background checks. Even when problematic information exists, there is often no mechanism to ensure it reaches the people who need to know it—in this case, the VA officials responsible for determining whether Mays was suitable to work with vulnerable veterans.

This fragmentation is not accidental but structural, reflecting both privacy concerns and the reality that employers prefer to avoid liability. If the North Central Regional Jail had formally documented officer misconduct by Mays and then shared that information with future employers, the jail could face defamation claims if the misconduct allegations were disputed. It is safer, from a legal standpoint, to allow employees to resign quietly, to settle lawsuits without admissions of liability, and to provide only minimal information to reference checkers—dates of employment, job title, and perhaps whether the employee is eligible for rehire.
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