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AUDITFINDINGS

NARRATIVE

The Northern Ohia Juvenile Community Corrections Facility is a minimum security facllity and Is located in Sandusky, Chio. It
functions as an alternative to placing adjudicated male felony offenders in an Ohlo Department of Youth Services (ODYS)
correctional fagllity, The Northern Qhio Juvenile Community Corrections Facllity serves a five county catchment area,
consisting of Erie, Huron, 5eneca, Sandusky, and Ashland counties and referrals are accepted statewide. A Governing Board
provides oversight to the facitity and consists of five judges, one from each county within the catchment area. The facllity is
accredited by the American Correctional Assoclation (ACA) through compliance with a set of standards designed to improve
the management of correctional facilities and the conditions of confinement. The average length of stay in the program Is
10.6 months.

There are various treatment modalities used in the program; however, a main focus on the daily program is cognitive
behavioral therapy. The goal of this therapy is for the residents to learn how their beliefs and values lead to thoughts; that
lead to hehaviors; and to consequences that may he positive or negative. Victim awareness activities are offered through
the Restorative Justice program and assist residents in exploring how different types of delinguent offenses have real effects
on victims as well as collateral effect on familles and the community. Residents are also involved in Living Skills, a program
component where they are involved in activities such as writing resumes; job hunting; budgeting; managing a household;
banking; and buying a car. Through Living Skiils sessions, residents fzarn about things that are important and necessary in
averyday living situations, During the period of the resident’s stay in the program where he is allowed to go on home passes,
there is the requirement for the resident to obtain, complete and submit job applications.

An individualized treatment plan is developed for each resident, During the tour of the facility, one resident was observed to
be participating In a treatment team meeting. The facility provides specialized treatment services through sexual offender
treatment groups; chemical dependency groups; and trauma groups. The sexual offender treatment groups also include
relapse prevention planning. The chemical dependency groups centers on a cognitive approach to drug and alcoho)
treatment, focusing on how the thought process may affect behavior, In addition to the chemical dependency groups, a
weekly Alcoholics Anonymous (AA) group is held in the facility. Trauma treatment includes group and individual therapy and
grief therapy. The trauma treatment services allows the resident to work through traumatic experiences.

Medical services are provided through a contract with the Erie County Helath Department with the provision of a nurse
onsite at the facllity Monday through Friday and on-call medical services are provided seven days a week. A medical
screening is conducted by the nurse on each resident during the admission process and a physician visits the facility once a
week, Forensic medical examinations will be conducted by a Sexual Assault Nurse Examiner (SANE) at the Firelands Regional
Medical Center located in Sandusky. Mental health services are provided onsite by Therapists and a Counselor. Residents are
involved in individual, group and family counseling. One of the Therapists conducts the sex offender treatment groups and
the Counselor conducts the chemical dependency groups. Additional program services provided to the residents include
education; case management; sociai activities; recreation and physical fitness; religious activities; and transition/re-entry
services, Youth Specialists provide direct supervision of the residents and Senior Youth Specialists ensure the proper
management and supervision of the residents during the program activities and throughout the facility operations. Staff
members were observed during the tour and at other times to be actively engaged with the residents.

A behavior management system exists for the residents that includes a token economy. The resident may earn points for
positive behavior and he s able to purchase items using the points earned. The facility also provides cormunity service work
and restitution programs. The community service work is provided through opportunities for residents to volunteer in
various agency and organization projects and activities in the surrounding communities. The parents or guardians of each
resident are also Involved in parent education groups.

The facility’s docurmented mission is . . . to serve juvenile residents, their families, and their communities. This facility offers
a safe and secure, nurturing environment. Treatment consists of specialized programs facilitated by a dedicated team. The
treatment is designed to fit the needs of the residents and families along with the expectations of their focal juvenile courts.
it is the center’s hope and goal that upon completion of the multi-phased programming, the residents will lead a more
positive, productive, lawful, and healthy lifestyle.”
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DESCRIPTION OF FACILITY CHARACTERISTICS

The Notthern Ohio Juvenile Community Corrections Facility (NOJCCR) is localed approximately one hour and five minutes from
Cleveland, The designed facility capacity is 30 with single occupancy cells. The program is maintained in one building that houses
two distinct and separaled facilities, the NOJCCF and the juvenile detention center. The lobby which is the primary entrance contains a
reception area where visitors may sign in and sign cut.  Beyond the lobby are administralive offices; conference room; and staff break
room. A hallway leads 1o the area that inclucles two classrooms, two interview rooims; central control; living units; multi-purpose room,
kitchen and dining areq; intake area; medical clinic; and gymnasium. Central contral is basically located in the center among the Lhree
living units and the multi-purpose room, A small laundry room is located behind the central control area. Two living units or pods comtain
12 rooms and one pod contains six rooms. In general, the names of the pods identifies the residenls status in the program: Orientation,
Pre-release, and Release.

The taciiity bas an intake area that includes a sallyport enirance and the inlake area containg three single occupancy cells. The
Superintendeat of Corrections provides oversight to the NOJCCF and the detention center, She reports thal the NOJCCF doss nol use the
cells for disciplinary isolation and that isolation is not used within the NOJCCF., Cameras have been strategically placed inside and outside
of the facility and are monitored from central control. There ts visibility by the cameras throughout each pod. All day burning lights and
mirrors have been instafled in various offices and siorage ¢losets 1o increase visibility for the protection of residents and staff. Signs are
posted in various areas identifying the restricted areas where residents are not allowed at all and where residents are not allowed without
staff supervision, There were no residedts observed (o be in any of the restricted areas. The facility is maintained in a clean and orderly
manner. A telephone is located on each pod for the residents to directly repoed, through the crisis hotline, allegations of sexual abuse and
sexual harassment,

There are bathrooms on each pod and they contain showers where only one resident shower at a time. A reasonable amount of privacy are
provided to residents while they shower, change clothes and use the toilel. Residents may also place paper curtains in the windows of their
room doors when they are using the toilet. The paper curtain is sirategically placed in the window in a manner where the whole window is
not completely covered. This method provides reasonable privacy to the resident when he is using the toilel or changing clothes in his
room. Access 1o the medical clinic is obtained by a combination lock and only the Superintendent of Corrections, Administrative Assistant,
and the nurses have access to the coded [ock, Appropriate space exists in the facility for counseling sessions and visitation, The living
units and Lhe entrance lobby contain PREA reporting information. A garden is located on the outside grounds that is tended to by residents
under the supervision of a staft member. Twenly-five youths were admilled (o the facility during the past year. There are 22 individuals
carrently employed al the facility who may have contact with the residents. Seven staff members were hired by the facility in the past 12
months who may have contact with restdents.
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SUMMARY OF AUDIT FINDINGS

The notifications of the site visit were posted in various parts of the facllity prior to the site visit. Photographs were taken of
the the posted notices and forwarded to this Auditor. The Pre-Audit Questionnaire and the supporting documentation were
uploaded to a flash drive and mailed. After an inltfal review of the information, notes were sent to the ODYS statewide PREA
Coordinator requesting clarification on some of the information provided and additional information and a reponse from the
facllity was provided. The Intake/Aftercare Coordinator serves as the PREA Coordinator for the facility and the ODYS
statewide PREA Coordinator, PREA Administrator, provides guidance regarding the PREA audit process.

The site visit was conducted June 15, 2016 and Flora Boyd, Certified PREA Auditor, assisted during the site visit. The
Superintendent of Corrections greeted the auditors and the ODYS PREA Administrator upon arrival to the facility. Prior to the
entrance meeting, two staff members were interviewed from the overnight shift. After those interviews were completed an
entrance meeting was held and it included the Superintendent of Corrections, Intake/Aftercare Coordinator, ODYS PREA
Administrator, and both PREA Auditors. A comprehensive tour of the facility was conducted by the Superintendent of
Corrections and the Intake/Aftercare Coordinator at the conclusion of the entance meeting. The tour covered all areas of the
facility including living units or pods; classrooms; medical clinic; gymnasium; dining room; closets and storage areas; offices;
centrol control area; intake area; and the outside grounds. During the tour, staff members were observed interacting with
and providing direct supervision to the residents.

Twenty-three residents were in the facility on the day of the site visit and 10 were interviewed. Six direct care staff members
were interviewed and the interviewed staff covered each shift. There were 15 specialized staff interviews conducted and
included a contractor, Staff and resident interviews revealed that they received initial PREA training and refresher training.
Staff members were knowledgeable of their duties and responsibilities as they relate to the PREA standards. The residents
interviewed were clear on how to report an allegation of sexual abuse and sexual harassment.

The file folders containing additional supporting documentation for each standard were constructed in an organized and
neat manner. A close-out meeting was held at the conclusion of the the site visit and a summary of the audit findings was
provided. The facility staff included In the meetling were the Superintendent of Corrections; Intake/Aftercare Coordinator;
Bureau Chief of Community Facilities; ODYS PREA Administrator; and the assisting PREA Auditor. An additional ODYS central
office staff member, the Bureau Chief of Quality Assurance & Improvement, participated in the close-out meeting by
telephone, :

Nurmber of standards exceeded: 0

Number of standards met; 38

Number of standards not met: 0

Number of standards not applicable: 3
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Standard 115.311 Zero tolerance of sexual abuse and sexua! harassment; PREA Coordinator

| Exceeds Standard {substantially exceeds requirement of standard)

X Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

| Doas Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Zero-Tolerance/Coordinator Policy outlines Lhe facility’s mandate of zero-tolerance for all forms of sexual abuse and sexual harassment.
This Policy, along with an array of other policies that specifically addresses each standard, provide the guidelines for preventing, detecting,
and responding o incidents or allegation of sexual abuse or sexual harassinent, The service areas addressed by the PREA related policies
include: prevention and responsive planning; training and education; risk screening; reporting; official response following a resident's
report; investigations; discipline; medical and mental care; and data collection and review.

Prohibited behaviors, sanctions for those who participate in such behaviors, and PREA related definitions are included in the Zero-
Tolerance/Coordiantor Policy. The Imake/Aftercare Coordinator serves as the PREA Coordinator and he reports to the Superintendent of
Corrections. The job description for the Intake Coordinator identifies this position as the PREA Coordinator and it confirms that the position
reports direcily to the Superintendent of Corrections. According to the interview with the PREA Coordinator, he has sufficient time and the

authority to serve as lhe PREA Coordinator.

Standard 115.312 Contracting with other entities for the confinement of residents

{1 Exceads Standard {substantially exceeds requirement of standard)

[ Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

O Does Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Repett, accompanied by information on specific

corrective actlons taken by the facility.

This standard in not applicable. The facitity does not contract with other agencies for the confinement of their residents.

Standard 115.313 Supervision and monitoting

Exceeds Standard {substantially exceeds requirement of standard)

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review pariod)

=

W] Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
datermination, the auditor's analysis and reasaning, and the auditor's conclusions, This discussion
must also include corrective action recommendations where the facility doas not meet standard. These
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recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Supervisor and Monitoring Policy provides for the reqjuired staffing ratios of 118 during the waking hours and 1:15 during the sleeping
hours as outlined on work schedules, The Policy states that any deviation from the staffing ratios should be documented on the daily log in
central control, The facility reposts no deviations from the staffing patierns and this practice was confirmed by the Superintenclent of
Corrections. The documents reviewed and observations provide that an adequate level of staffing is provided. "Fhe Superintendent of
Corrections explained the set and rotating schedule of the direct care staff and that she routinely reviews the work schedule, When a
scheduled stafl member is unable to report to work another staff member will be called in to work during that particular shift, Administrative
staff members may be utilized during an emergency,

The facility’s staffing levels are based on general practices for juvenile residential facilities, including taking into consideration the
population type; number of supervisory staff; and program activities. The average daily number of residents since August 20, 2012 is 23.3
and ihe average daily number of residents on which the staffing plan was predicated since that time is 24, A review of the staffing patterns
was an agenda item for discussion during the staff meeting held in March 2016, However, a form has since been adapted 1o also document
this annual assessment to validate the completion of the staffing plan assessment, ‘The torm provides for a review of the level of staffing,
prevailing staffing patierns; resources to commit to the staffing plan to ensure compliance; deployment of cameras; and other retated areas.

The Supervisor and Monitoring Policy states that unannounced rounds will be conducted by the Superintendent of Corrections or designee,
PREA Coordinator, and Senior Youth Specialists to include unoccupied areas of the facitity on each shifi. The documentation of the
unanncunced rounds confirmed that they occur. The Unannounced Program Visit report completed by statf, includes such observations as
whether groups are in appropriate locations of the facility; assessment of blind spots; sealf pasitioning; and stafffresident interactions. An
assessment is conducted annually by the Dhio Department of Youth Sérvices (ODYS) PREA Administrator which reviews the physical
plant regarding practices and physical barriers that may impact the protection of residents from sexual abuse and sexual harassment, The
completed report, Facility PREA Vulnerability Assessment Recommendations, provided observations regarding apportunities for
improvement within the facility that increases visibility and reduce blind spots in varicus areas of the facility, During this vulnerability
assessment, it was noted that the facility is safety and security conscious, The facility adhered to the recommendations in the report through
the addition of posted mirrors in offices which increased visibility and supervision and the additions of signs identifying resiricted areas.

Standard 115.315 Limits to cross-gender viewing and searches
O Exceeds Standard (substantially exceeds requirement of standard)

[ Meets Standard (substantial compllance; complies in all material ways with the standard for the
relevant review parlod)

| Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions, This discussion
must also include corrective action recommendations where the facility dees not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

Staff members are prohibited from conducting cross-gender sirip searches or cross-gender visual body cavity searches of residents except in
exigent citcurastances or when performed by a medical practitioner as addressed in the Crossgender Searches Policy, Paw down searches are
conducied by the same sex stall and searches using a wand may be coaducted by staff. All searches are documented on the Control of
Contraband form. Any cross-gender pat-down searches conducted due o exigent circumstances must be approved by the Superintendent of
Corrections and documented. Randorn staft interviews revealed that a cross-gender pat down search would only occur during an emergency
such as a firg or the safety of a resident is at risk,

A signed and dated training roster; staff and resident interviews; and the tacility Policy document thal staff receive training in conducting
searches in a safe and respeciful manner, including the searches of cross-gender, ransgender and intersex residents. The facility reports and
staff interviews support that during the past year there have been no type of cross-gender searches conducted in the Facility. Policies,
procedures and practices exist that ensure residents are able 1o shower, change clothes and perform bodily functions without being viewed
by the opposite gender or being directly viewed by staff. The design of the shower rooms provide residents & reasonable amount of privacy
while performing bodily functiens. Interviews with staff and residents and observations confirmed the practices and that the policies are
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followed. Residents are provided paper curtains that they may strategically place in the windows of their rooms so that they may not be
directly viewed while using the toilet. The placement of the curtain allows for staff to still monitor the resident while he is in his room and it
is not left up for an extended length of time.

Staff members of the opposite gender are directed by policy 1o announce their presence when entering the housing units, where residents
may be showering, changing clothes or performing bodily functions, A door bell is located outside of the living unils that Female staff must
push prior to entering the living areas (o alert the residents of their presence. Residents and staff reported that the door bell is routinely used
prior to fermale slaff entering the living unit. Staff members are prohibited by policy from searching transgender or inlersex tesidents 1o
determine the resident’s genital stalus and this expectation is understood by stalf as evidenced through the imerviews. The staff members
interviewed understand the prohibition of searching wransgender and inlersex residents solely to determine their genital status and are aware
that, where it is unknown, learning this information would be part of a broader medical examination conducted by a medical practitioner in
private.,

Standard 115.316 Residents with disabilities and residents who are limited English proficient

Ll Exceads Standard (substantially exceeds requirement of standard)

4 Meats Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

[ Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard, These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

Support services for residents wilh disabilities and who are Himited English proficient will be provided as needed according to the Resident
With Disabilities Policy. The facility has documentation from the Office Coordinator/Interpreter of the Cleveland Hearing and Speech
Center confirming the facility’s access to the agency’s services and documentation confirming the availability of services trom the Finance
Administrator at the International Service Cenler regarding language interpreters. The Policy states that all residents wiil have an equal
opportunity to participate in or benefit from the PREA education sessions thatl aids in detecting, preventing and responding to sexual abuse
and sexual harassment. The Policy identifies the Cleveland Hearing and Speech Center, International Service Center, and the facility's
educalion staff for providing support services for residents wilh disabilities and residents who are limited English proficient. The Policy also
provides that interpreler services may be obtained through the Erie County Sheriff’s Office and that a TDD machine (Telecommunications
Device for the Deaf) is available Lo the facility through the County.

The Resident With Disabilities Policy prohibits the use of resident readers, resident interprelers, or other types of assistance from residents
except in limited circumstances where an extended delay in obtaining an effective interpreier could compromise the resicent’s safety, the
performance of the first-response dulies, or the investigation of the resident’s allegations. The facility does not rely on resident interpreters or

resident readers which was confirmed through random stal? interviews and the Policy. The Facility reports that during the past 12 months
there have been no inslances where residents were used as interpreters or readers in any capacily.

Standard 115.317 Hiring and promotion decisions
[ Exceeds Standard (substantially exceeds requirement of standard)

£ Meels Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

] Does Not Meet Standard (requires corrective action)
Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
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determination, the auditor’s analysis and reasoning, and the auditor’s conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations nust be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Hiring and Promotion Policy provides the details regarding the hiring process, coordinating and reviewing background checks, and the
grouinds for termination as per the standard. Criminal background checks are conducted on new employees through the Ohio Bureau of
Criminal Ydentificaiton and the Federal Bureau of Investigation and the personnel files contain documented confirmation of the completed
background checks. The state child abuse registry and prior employment record checks are also conducted. A log is maintained of
completed background checks for employees showing the initial check and the five-year period check, Documentation is also maintained on
the background checks for contractors, The Policy, interview with the Superintendent of Corrections, and a review of documented job
interviews confirmed that the Facility considers any incidents of sexual abuse or sexual harassment in determining whether to hire an
smployee or contractor or to promeote an employes,

The interview process for new hires includes the inquiry about whether the potential hire may have engaged in sexual abuse in a prison, jail,
lockup, community confinement facility, institulion or juvenile facility; convictions of engaging in or atterapting to engage in sexual assault;
civil or administrative adjudications regarding the aforementioned. The interview with the Superintendent of Corections and a review of a
sample of personnel records revealed that the personnel practices meet the requirements of tha standard and are in accordance with the
facitity policy. In the past 12 months, there have been seven new hires who have contact with residents that had criminal background checks
conducted. The Hiring and Promotion Policy provides that stafT members have a continuing duty 1o reporl related misconduct and that
material omissions of such conduct or providing false information will be grounds for terrnination,

Standard 115.318 Upgrades to facilities and technologies
O Exceeds Standard (substantially exceeds requirement of standard)

55 Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant raview petlod)

3 Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning; and the auditor’'s conclusions. This discussion
must alse include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The facility is not new and there has not been a substantial expansion made to the fagility since the August 2012 date included in the
standard. Dirgct staff supervision is supplemented with a camera system and the addition of mounted mirrors and ail day burning lights.
Additional cameras have been installed in the Iacility and there have been upgrades, including the digital video recording (DVR) ability
since the August 2012 date as identified in the standard, During the comprehensive tour of the facility, the addition of cameras, mirrors, all
day burning lights, and other upgrades were pointed out to the Auditors and were explained by the facility staff.

Standard 115.321 Evidence protocol and forensic medical examinations
[ Exceeds Standard (substantlally exceeds requirement of standard)

X Meets Standard (substantial compliance; complies in ail material ways with the standard for the
relevant review perlod)

[ Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’'s conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
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corrective actions taken by the facility.

The Policy, Medical Exams, in the Responsive Planning Chapter of the policies and procedures address this standard. The facility has
identified staff members who will conducl administrative investigations and have ensured their training Lhrough the Nationa! Institute of
Comrections as evident Lhrough an investigative staff inlerview and the review of lraining certificates. The Lrie County Sheriff's Qffice is
responsible for conductling investigations of atlegations of sexual abuse that may be criminal in nature. The Policy provides that the
Sheriif's Office will conduct the eriminal investigations in accordance with the guidelines set forth in the PREA standards, A letter from the
Erie County Sheriff's Office from the Chief Deputy supports that the Sherilf's Office will provide response services to the facility regarding
allegations of sexual abuse. The letter provides an overview of the training of the personnel that will conduct such investigations, which
would be the Chiel Deputy and two Delective Sergents, The leller documents special training such as courses related to criminal
investigations; crime scenes; and interviewing and interrogations, including the foresic interviewing of juvenile victims of sexual offenses,

There is a Memoranduim of Understanding (MOU) between the facility and the Safe Harbour First Response Team for the provision of the
crisis hotline to the facilily. Residents may use this hotline to divectly report sexual abuse or sexual harassment and there may be a
connection made (o a Sexuai Assault Nurse Examiner (SANE) where requested by the caller, Erie County Sheriff's Office or facility staff,
The facility has a MOU with the Tri-County SANE Unil for forensic medical examinations to be conducted al the Firelands Regional
Medical Center and at no cost 1o the victim regarding an allegation of sexual abuse. The facilily also has a MOU with the Erie Counly
Prosecutor’s Office Victim Assistance Program 1o provide victim advocacy services such as accompanimenl to the hospital for the forensic
medical examination and during interviews with the Sherift”s Office and/or child prolective services,

The facility has posted a lisl in each living unit stating whal advocates from the Erie County Prosecutor’s Office Viclim Assislance Program
can and cannot do, In addition o accompaniment 10 the examination and during investigative interviews, the advocale can provide a referral
for counseling services while the resident is in the Facilily and afier his release; discuss viclim's righls, including Jegal actions that can be
1aken; work with facility staff to ensure the safety of the resident; and provide other advocacy services. The list informs the resident that,
among other things, the advocate cannot provide legal advice; cannot investigate the allegation; and cannot violate the facility rules such as
providing unapproved phene catls or bringing ilems to the facility without permission, The Superintendent of Corrections confirmed 1hat
victim advocacy services will be provided and the services Lo be provided were confirmed by the Director of Victim Services of the Frie
County Prosecutor's Office Victim Assistance Program. Information regarding advocacy serviees is provided to the residents during the
intake process and is posied in each living unit. The residents have unimpeded access lo the crisis holline as supported through resident and
slaff interviews and observations.

Standard 115.322 Policies to ensure referrals of allegations for investigations

(] Exceeds Stanciard (substantially exceeds requirement of standard)
¢ Meets Standard (substantial compliance; complies i all material ways with the standard for the

relevant review period)
U Doss Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’'s analysis and reasoning, and the auditor's conclusions, This discussion
must alse include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

‘The Referrals for Tnvestigations Policy provides that an administrative or criminal invesligation is completed for all allegations of sexual
abuse and sexual harassment and stalf members are to report ali allegations of sexual abuse or sexual harassment, The facility has identified
and trained investigators lo conduct administrative investigations, The facility has a letter trom the Erie County Sheriffs Office, signed by
ihe Chief Deputy, confirming thal allegations of sexual abuse will be investigated and identifies the personnel whe will conduct the
investigations, The letter, Policy and stalf interviews confirmed thal allegations of sexual assaull and sexual harassment will be referred for
an administrative or criminal investigaion as required by Policy and the standard. The facility reports that during the past 12 months there
were no allegations of sexua} abuse or sexual harassment.

The agency will document all referrals of aliegations of sexual abuse or sexual harassment for criminal investigalion on an incidenl report

form. The staff interviews confirmed the requirement of documentation of verbal allegations of sexual abuse or sexval harassment. The
Policy provides that staif members adhere to the response plan regarding allegations of sexual abuse or sexual harassment allegations which
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provide directions regarding administrative investigations or allegations that are criminal in nature. Agency policy and other information
regarding reporting allegations of sexual abuse and sexual harassment are available on the facility’s website and within the facility,
accessible to the public. During the past 12 months there were no allegations of sexual abuse or sexual harassment received and there were

no administrative or eriminal investigations conducted.

Standard 115.331 Employee training
(] Exceeds Standard (substantially exceeds requirement of standard)

i Meets Standard (substantlal compliance; complies in all materlal ways with the standard for the
relevant review period)

i Does Not Meet Standard (requires corrective action)

Auditor discussion, inchiding the evidence relied upon in making the compliance or non-compliance
determination, the auditer’s analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommentations where the facility does not meet standard. These
racommendations must be included in the Final Report, accompanied by information on specific

corrective actions taken by the facility.

The Employee Training Policy provides that all staff working at the facility receive PREA related waining and provides information on Lhe
type of training required. The training curriculum and other training materials were reviewed, including signed acknowledgement
statements indicaling participation and understanding of the PREA training that was provided. The staffl interviewed reported receiving
initisd PREA training and refresher training that assists staff in remaining knowledgeable and aware of current issues. The review of the
lraining material and interviews with staff verify that the training includes the subjects identified in the Policy and standard that include but
are not limited to zero-tolerance policies; staff responsibilities; the right For stafT and residents 1o be free from retaliation; the dynamics of
sexusl abuse and sexual harassment in juvenile facilitles; common reactions of juvenile victims; and mandatory reporting,

Standard 115.332 Volunteer and contractor training
E;] Exceeds Standard (substantially exceeds requirement of standard)

[ Meets Standard {substantial compliance; complies in all material ways with the standard for the
rejevant review period)

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard, These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Volunteer and Contractor Policy requires that volunteers and contraclors who have contact with residents receive the required PREA
training on their responsibilities regarding sexual assault prevention, detection, and response Lo any allegation. The facility maintains a
binder that contains the signed acknowledgement statements of velunteers and contvactors regarding receipt and understanding of the PREA
training. The tratning was confirmed through an interview with a contractor who was able 1o express knowledge of the zero-tolerance
policies regarding sexual abuse and sexuval harassment and how to report such incidents.

Standard 115.333 Resident education

] Exceeds Standard (substantially exceeds requirement of standard)
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= Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

| Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence ralied upon in making the comptiance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’s conclusions, This discussion
must also inclide corrective action recommendations where the facility does hot meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Resident Education Policy provides that all residents adrnitted to the facility receive information about the facility’s zero-tolerance
pelicies, including how to report allegations of sexual abuse or sexual harassment and the right 1o be freee from retaliation for reporting.
Residents are provided PREA education verbally through the review of a pamphlet which they also ate given a copy, Within 10 days of
admission the residents receive additional PREA. information. The Resident Handbook contains PREA relaled information. A review of the
education materials, an interview with the Tntake/Aftercare Coordinator, and the resident interviews revealed that the PREA education
sessions oceur,

‘The residents and the Intake/Afiercare Coordinator sign their names and write the date on the pamphlet indicating the provision and receipt
of PREA education. While the residents were aware that victim advocacy services were available, they were not familiar with the specitic
advocacy services that would be provided if they ever needed them. A correclive action was implemented by the Superintendent of
Corrections and a refresher PREA education session was conducted with the residents, The training specifically covered and emphasized the
services that would be avatlable to a victim of sexual abuse that would be provided by the Erie County Proseculor’s Office Viclim
Assistance Program. A roster with the date, signed name of each resident and the Superintendent of Corrections was submitted, along with a
copy of the posted itemized list of what the advocates can and cannot do were submitted to document that the corrective action of the
refresher training had been completed.

The Resident Education Policy directs staff to aceess the interpreters and other support services as needed to provide the PREA education in
formats accessible 1o all residents and this includes those who may be limited English proficient; deaf; visually impaired, or otherwise
disabled, and residents with limited reading skills. The support services that may be provided by the Cleveland Hearing and Speech Center;
International Service Center; facility staff; Erie County Sheriff's Office; and the TDD machine (Telecommunications Device for the Deaf
enures disabled residents the opportunity 1o pariicipate in PREA education sessions. PREA informalion is posled in each living unit and in
other areas of the facifity. The random staff interviews support that residents are not used as interpreters or readers for other residents,

Standard 115.334 Specialized training: Investigations
[ Exceeds Standard {substantially exceeds requirement of standard)

X Meets Standard {substantial compliance; complies in all material ways with the standard for the
relevant review period)

] Poes Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance ar non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Specialized Training Policy addresses the required training for facility staff identified as investigators to conduct administrative
investigalions. The letter from the Erie County Sheriff's Office documenting thal the Office will conduct investigations that are criminal in
nature provides that the Office also has trained personnel that will conduct such investigations, The lacility maintains the Iraining
certificates for the investigative staff who have completed the National Institute of Corrections course, PREA: Invesligating Sexual Abuse in
a Confinement Seiling. The interview with one of the five identified staff members responsible for adminisirative investigations indicated
that she had received the required training. The training certificates from the National Institule of Corrections were reviewed for the facility
investigative staff members,
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The document from the Erie County Sherif’s Office states that the identified investigators, Chief Deputy and two Delective Sergents, have
received gpecial training and they have an array ol experience in conducting investigations in sex offenses and in obtaining and collecting
evidence relaled o such crimes. According to the Sheriff’s Office’s letter, the training for the Chief Depuly and the Detective Sergents
includes courses related to criminal investigations; crime scenes; and interviewing and imterrogations, including the foresic interviewing of
juvenile victims of sexual offenges.

Standard 115.335 Specialized training: Medical and mental health care

! Exceeds Standard (substantfaily exceeds requirement of standard)

® Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

0 Doas Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Medical and Mental Health Care Policy requires medical and mental health staff members to receive the initial PREA training and the
specialized training developed for medical and mental health staffs. The facilily provides the speciatized training through completion of the
online course through the National Institute of Corrections. Training certificales were reviewed and interviews with medical and mental
health personnel confirmed the general PREA training and the specialized training. The iraining centificates were for the completion of
PREA: Medical Health Care for Sexual Assaull Victinms in a Conflinement Setting for medical staff apd the certificate for the mental health
staff is for PREA; Behavioral Health Care for sexual Assault Victims in a Confinement Setting, Forensic medical examinations are not
conducted at the facility; such examinations will be conducted at the Firelands Regional Medical Center by a Sexual Assault Nurse
Examiner.

Standard 115.341 Screening for risk of victimization and abusiveness
O Exceeds Standard (substantially exceeds requirement of standard)

4] Meets Standard (substantial compliance; complies In all material ways with the standard for the
relevant review period)

[ Does Not Meet Standard (requires corrective action)

Auditor discussion, inciuding the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corirective actions taken by the facility,

The Policy, Obtaining Informatton from Residents, requires that the screening for risk of sexual abuse victimization or sexual abusiveness
loward other residents be conducted on each resident admitted to (he facility within 24 hours of their arrival and during confinement in the
facility. A screening instrument is used by Inlake/Afiercare Coordinator to assess and obtain information that will assist straff in reducing
the risk of a resident being sexually abused or perpetrating sexual abuse, Recommendations were made regarding the risk screening
instrument thal was being used Lhat would increase its objectivily. A correclive action was implemented that has enhanced the objectivity of
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the instrument. The improved instrument provides increased measures and weights in determining a resident’s risk level of sexual
victimization or abusiveness. The instrumenl continues ta provide for the reassessment of a resident’s risk level due Lo an incident of sexual
abuse; n referral or request thal is made; or when there is new information that bears on Lhe resident’s risk of sexual victimization or
abusiveness.

The sereening instrument obtains personal information that includes but is not limited to prior sexual viclimization or abusiveness; the
resident’s identification as gay, straight, bisexuval, transgender, or intersex; intellectual or developmental disabilities; the resident’s concern
lor his own safely; and age, The Intake/Afercare Coordinatol oblains the required information to complete the assessment through a review
of the relerral packet; youth interview; and communication with the couwrt. The Intake/Aftercare Coordinator meets with the resident prior
to his coming to the facility, while he is in the detention facility. He shared hat the initial meeting helps him to establish a rapport with the
youth. The inlerviews with the Intake/Afiercare Coordinator and residents and a review of documentation verified that risk screenings are
hetng conducied for all residents and that the initial risk screening is conducted within 24 hours of admission 10 the facility.

Standard 115.342 Use of screening information
O Exceeds Standard (substantially exceeds requirement of standard)

] Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

o Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidernce relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’'s conclusions, This discussion
ntust also include corrective action recommendations where the facility does not meet standard. These
recommendations must be Included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Screening Chapter of the policies and procedures provide guidance to staff on how the information obtained from the screening
instrument is to be used. The information from the screening instrument is intended to assist siaff in determining housing and program
assignments with the goal of keeping all residents safe and free from sexual abuse or sexual harassment. The interview with the
Intake/Afercare Coordinator revealed thal the information obtained through the screening is used in determining housing; safsty and
securily measures 1o be taken; and to idemify special needs. The residents’ views of their own safety, as confirmed through resident
inerviews, are considered by staff in placement and programming assignements.

The Policy within the Screening Chapler prohibits placing gay, bisexual, transgender, or intersex residents in separate housing based solely
on such identification or status; assignments will be made on a case-by-case basis. The Policy aiso prohibits considering gay, bisexual,
transgender or intersex identification or status as an indicator of likelihood of being sexually abusive and provides for consideration of the
resident’s concern for his own safety. A Policy requirement is that a transgender or inlersex resident will be reassessed al least twice a year .
Transgender and intersex residents will shower separately, as do all residents. The Intake/Aflercare Coerdinator is familiar with the enets of
the Policy. During this audit period, there were no allegations made regarding sexual abuse or sexual harassment and no residents were
determined to be at risk of sexual victimization.

Standard 115.351 Resident reporting
W Exceeds Standard (substantially exceeds recuirement of standard)

B Meets Standard {substantial compliance; complies in all material ways with the standard for the
relevant review period)

C Does Mot Meet Standard (requires corrective action)
Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
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determination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Resident Reporting Policy provides for multiple internal ways for a resident to report allegations of sexual abuse; sexual harassment;
retaliation for reporting; and staff neglect or other violation thai may lead to abuse, According to the Policy, residents may talk to any staff
member that they feel confortable with or submit a grievance form. The facility provides a designated telephone on each unit for unfettered
access 10 residents for directly reporting, through the sexual assault hotline, allegations of sexual abuse or sexual harassment. Residents
have access Lo writing utensils, paper, and the forms for completing writien requests and submitting allegations of sexual abuse and sexual
harassment, $taff members are required to cail the Program Director and the Superintendent of Corrections when there is an allegation of
sexual abuse or sexual harassment and to document verbal reports on the Significant Incidem Report form,

Bach living unit and other areas contain the posted PREA related information. Resident interviews revealed that they are aware of the
different ways they can report and are aware that reports will be received from anonymous or third-party reporting of sexual abuse and
sexual harassment. Staff interviews revealed that they are aware of the resident’s reporting methods and how staff can anonymously and
privately report altegations of sexual abuse and sexual haragsment. Staff members are informed of resident reporting methods through
policy, training and posted information, The facility does not hold residents soley for civil immigration purposes.

Standard 115,352 Exhaustion of administrative remedies
O Exceeds Standard (substantially exceeds requirement of standard)

P Meets Standard (substantial compliance; complies in all materlal ways with the standard for the
relevant review period)

r Does Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions. This discussion
must also Include corrective action recommendations where the facility does not meet standard. These
recommendations must he included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

This standard is addressed in the Exhaustion of Adminisirative Remedies Policy and provides that an administrative process is uged in
resolving grievances and also provides details regarding any third-party assistance to the resident and how 10 appeal the initial decision in
response to the grievance. Third party reporting or assistance to the resident means the help with or the filing of the grievance by a
parent/guardian, another resident, stafl member, or anyone else, There is no time limit for filing a grievance relaled to an allegation of sexual
abuse and residents are nol required to use an informal process or give the grievance to any staff member regarding such allegations. The
residents are ditected to place the grievance in the locked grievance box that is located on each living unit. The grievance box is checked
Monday threugh Friday by the Program Director and on the weekends and holidays by the Senior Youth Specialist. Residents have access to
grievance forms and writing matetials. The Policy contains the timelines regarding the grievance procedure for the initial response to the
grievance; the appeal; and an extension that the lacility may claim, with writign notice to the resident. The grievance form provides for the
resident to appeal the initial decision and for a response 1o the appeal.

The Resident Handbook and the Parent Handbook contain tnfermation regarding the grievance process. Interviews with residents revealed
that they are aware of how they would submit an emergency grievance alleging sexual abuse. The residents know that they would write
their name on the grievance, check the box alleging sexual abuse and place it in the grievance box. They are not required to use an informal
grievance process or otherwise attempt to resolve a PREA related issue with staff.  An emergency grievance is immediately provided to the
Program Director and/ot the Superiniendent of Corrections. The Resident Handbook informs residents that they will face new charges or a
loss of privileges when false accusations are made. No grievances have been completed during this audit period atleging substantial risk of
imminent sexual abuse, Resident interviews revealed that the grievance system may be used to report allegations of sexual abuse or sexual
harassment.
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Standard 115.353 Resident access to outside confidential support services

3 Exceeds Standard (substantially exceeds requirement of standard)

4 Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

] Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions. This discussion
nmust also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Reporting Chapter of the policies and procedures contain the Policy that provide residents 24-hour accesss to outside viclim advocacy
services lhrough an abuse reporting hotline number. Emotional support services will be provided 1o victims of sexual abuse by the Erie
Copunty Prosecutor’s Office Victim Assistance Program. The crisis hotling number is provided through a Memorandum of Understanding
with the Sale Harbour First Response Team. The Victim Assistance Program may be contacied through this hotline number atong with the
services of a Sexual Assaull Nurse Examiner (SANE), if needed, The address for the Viclim Assistance Program and the crisis hottine
number provided by the Safe Harbour First Response Team are provided to the resident during the intake process and is posted in each unil,

The information sheet posted in each unit includes the duties the victim advocale may perform and those things that the viclim advocate
cannol do. A review of documentation, posted information and interviews with residents support that residents are provided information
regarding access to viclim advocacy services, including the reporting process and the limitations of confidentiaiity, While the residents were
aware that victim advocacy services were available and how to make contac, they were nol familiar with the specific services the agency
would provide if they ever needed them. A refresher PREA education session was conducted with the residents by the Superiniendent of
Corrections where the focus was on.the specific services offered by the Erie County Prosecutor’s Office Victim Assistance Program.

The advocacy services thal will be provided to a victim of sexual abuse include accompaniment and support through the forensic medical
examination and the investigatory interviews; counseling referrals; working with Facility staff to ensure the victim’s safety; and discussing
victim rigthts, including legal actions that the victim can take. The Erie Counly Prosecutor's Office Victim Assistance Program may be
contacted lor advocacy services through the Safe Harbour First Response Team’s crisis hotline number from a telephone call made by the
victim; facility staff; Erie County Sherift”s Office; or the Tri-Counly SANE Unjt.

Interviews with the Superintendent of Corrections and residents and documented policy and prosedures revealed that residents are provided
confidential access to Lheir attorney or Probation Officer and reasonable access to their parems or legal guardian, [nformation regarding
visttation is provided in the Resident Handbook. The facility has space that can accommodale visilation activities and also provide a
confidential setling during visits from altorneys, Probation Officers and/or olher legal representatives, There have been no allegations or
incidents of sexual abuse or sexual harassment at the facility during this audit period.

Standard 115.354 Third-party reporting
] Exceeds Standard (substantially exceeds requirement of standard)

5 Meets Standard (substantial complance; complies in all material ways with the standard for the
relevant review period)

£ Does Mot Meet Standard (requires corrective action)

Auditor discussion, including the evidence refied upon in making the compliance or non-compliance
determination, the auditor’s anaiysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
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The Third Party Reporting Policy provides for someone other than the victim to report allegations of sexual abuse and sexual harassment.
The third-party reporting information is posted on the facility’s website; forms are available in Lhe lobby of the facility; and a form is
included in the Parent Handbook. Parents/guardians sign a Parenting Orientation Checklist acknowledging receipt of the Parent Handbook
which, it addition to the thivd-party reporting form, contains information about PREA and the reporiing of sexual abuse, Additional
information on how to report allegations of sexual abuse and sexuval harassment is posted in the facility accessible to staff; conlractors;
residents; volunteers; and visitors. Staff and resident interviews confirmed their knowledge of the meaning of third-party reporting and how
it may be dong. The resident interviews revealed thal there was someone that they had contact with on the outside that they could report to
about sexual abuse or sexual harassment if they necded to,

Standard 115.361 Staff and agency reporting duties
Ll Exceeds Standard (substantially exceeds reguirement of standard)

52 Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period) ‘

[ Does Not Meet Standard (requires corrective action)

Auditor discussion, inctuding the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Statf and Agency Reporting Duties Policy require all staff members to immediately report all allegations of sexual abuse o the
Superintendent of Corrections or the Program Dirsctor and to document reporied allegations. The Nurse is directed to report knowledge or
suspicion of an incident of child abuse to her supervisor at the Erie County Health Department, Superiniendent of Corrections or the
Program Director, and Erie County Childrens Services, The facility stall members are also requireddt by facility policy to report allegations
that were made anonymously or by a third-party. The mental health and medical providers initially inform resideats of their duty to report, as
confirmed by staff interviews and stated in the Policy. Directions are provided through the Policy to staff regarding zeporting duties and
prohibits staff from revealing any information related Lo a sexual abuse report to anyone, other than those persons required to make
treatment, investigation, security or administrative decisions.

Administrative invesitgations are invesligated by facility investigalors and sllegations that are eriminal in nature are referred for
investigation to the Erie County Sheriff’s Office. The Siaff and Agency Reporting Duties Policy, forms that have been created, and staff
interviews support that proper notifications will be made to parents/legal guardians; child welfare agency where indicated; and attorney or
legal representative where there is coutt jurisdiction. The Superimendent of Corrections or the Program Divector will be responsible for
making the required reports to the Erie County Juvenile Court Judge and the Ohio Department of Youth Services, Burcau of Community
Corrections.

Standard 115,362 Agency protection duties
| Exceeds Standard (substantially exceeds requirement of standard)

= Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

[N Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
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corrective actions taken by the facility.

The Agency Protection Duties Policy address the components of this standard. According 10 the Policy, when a grievance is received from s
resident indicaling that he is the subject for substantial risk of imminent sexual abuse the Program Director and/or the Superintendent of
Corrections will be conlacted immediately, The Policy provides that the resident will be seen by ireaunent stalf and that protective
measures may include but are not limited (o housing changes; classroom changes; and allowing the resident 10 work in the group room
which is localed on the hallway with offices and the ctassrooms. The responses in the interviews with direct care staff and the
Superintendent of Corrections were aligned with the Policy regarding the proteclive measures that would be implemented to keep residents
safe. During the past 12 months, no residents were identified as subject to substantial risk of imminent sexual abuse,

Standard 115.363 Reporting to other confinement facilities
| Exceeds Standard (substantially exceeds requirement of standard)

I Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

] Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Reporting to Other Confinement Facilities Policy provides that upon the facility receiving an allegation that a resident was sexually
abused while confined in another facility, the staff will notify the facility where the alleged abuse occurred and treatment staff will notify the
Erie County Job and Family Services, Children Services Division. The Policy provides that the nolification is made as soon as possible but
no later than 72 hours of receipt of the allegaticen. The allegation would be documented on a dedicated form by facility staff and a request
would be made that the allegation be investigated by the facility where the allegation ariginated from. Administrative staff would request
the resulls of the investigalion from that facility, The Supsrintendent of Correclions is knowledgeable of the Policy. During the past 12
months, Lhere were no allegations of a resident being sexually abused while confined in another facilily.

Standard 115,364 Staff first responder duties
o Exceeds Standard (substantially exceeds requirement of standard)

e Meets Standard (substantial compliance; complies in afl material ways with the standard for the
relevant review perlod)

! Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’'s conclusions. This discussion
must also include corrective action recommendations where the facility doas not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The first responder dulies are contained in policies and procedures and are oullined in the policy chapter, Official Response Following a
Resident Report. The requirernents of the firsi responder include: separate the viclim from the abuser; preserve and protect the scene;
request that the alleged victim and alteged perpetrator do nol take any action that would destroy physical evidence such as shower, brush
teelly, drink, eat, etc. Security and non-security statfs reporl that they are aware of their duties il they should be in a situation to acl as a first
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responder, The duties of the first responder were provided during the interviews with direct care staft. The non-security staff that was
interviewed understood Lhat the request should me made to the vicitm to not take any actions that could destroy physical evidence and to
nolify security staff. During this audit period there has not been an incident or an allegation of sexual abuse or sexual harassment,

Standard 115,365 Coordinated respense
0 Exceeds Standard (substantially exceeds requirement of standard)

il Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant raview period)

a Does Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis ant reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility,
The pelicies and procedures chapter, Official Respanse Following a Resident Report, outlines the responsibilities of staff regarding the
actions to take in responding to an incident of sexual abuse. The facility has a written coordinated response plan that supporls the standard
and that identifies the duties For specific staff members. The coordinated response plan outlines, in a diagram, sleps to be laken in response
to an incident of sexual abuse, The plan identifies the staff positions, their required responses, and the required potiftcations that must be
made for a comprehensive tacility response 1o sexual abuse. The plan coordinates actions that should be taken by siaff including the

Superintendent of Correclions; Program Director; direet care staff, medical and mental health practitioners; and investigators. The staff
interviewed revealed that they are aware of their dulies in response to an incidemt of sexual abuse or sexual harassment.

Standard 115.366 Preservation of ability to protect residents from contact with abusers

[ Exceeds Standard (substantially exceeds requirement of standard)

] Meets Standard (substantial compliance; complies in all material ways with the standard for the
relavant raview period)

Ll Does Not Meet Standard {requires corrective actfon)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’s conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These

recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

This standard is nol applicable. The facitity does not conduct collective bargaining and there are no collective bargaining agreements.

Standard 115.367 Agency protection against retaliation
0 Exceeds Standard (substantially exceeds requirement of standard)

& Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

[ Does Nat Meet Standard (requires corrective action)
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Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Agency Protection Against Relaliation Policy provides direction regarding protection against retaliation from others for residents and
studf who report sexual abuse or sexual harassment or cooperale with investigations. The Policy includes the areas 1o monitor such as
housing issues; staffing re-assignments; program changes by staff; job performance; and Significant Incident Reparts, The retaliation
monilor will be a Senior Youth Specialist that is assigned by the Program Director or the Superintencent of Corrections during any sexual
abuse investigation, The Policy provides that when retaliation is identified disciplinary actions up to and including termination may oceur.

Retaliation monitoring will be conducted for at least 90 days, longer if needed, following a report of sexual abuse or sexual harassment,
according to the Policy. A Senior Youth Specialist was interviewed regarding retaliation monitoring and he expressed various measures that
would be taken Lo protect residents and staff from retaliation such as housing changes; referring resident to the Counselor; or ransferring a
resident if needed, He staled in the interview thal the retaliation monitoring would be initiated for 90 days but will continue as long as
necessary. The facilily reporis thal there have been no incidents or allegations of sexual abuse or sexual harassment during this audil period.

Standard 115,368 Post-allegation protective custody
] Exceeds Standard (substantially exceeds requirement of standard)

[ Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

| Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relled upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

This standard is not applicable. Segregation is not used in this facility.

Standard 115,371 Criminal and administrative agency investigations

& Exceeds Standard (substantially exceeds requirement of standard)

X Meets Standard (substantial comphance; complies in all material ways with the standard for the
relevant review period)

2 Does Nol Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
deatermination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanled by information on specific
corrective actions taken by the facility.

The poticy chapter, Official Response Following a Resident Reporl provides the requirements for conducting all administrative and criminal

investigations including retention of reports and siaffs’ cooperation with investigalions. Administrative investigations will be conductled by
the [acility invesligators who have been identified as the Program Director and the Intake/Aftercare Coordinator. There are other staft
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members identified as investigators that work in the detention center; the investigative staffs may be used interchangeably. The
investigations that are eriminal in nature will be investigated by the Erie County Sherift®s Office, as confitmed in a letter, signed by the
Chief Deputy of the Sheriffs Office The policy provides that the facility will remain informed about the progress of an investigation

conducted by the Sheriff's Office.

All allegations of sexual abuse or sexual harassment occurring at the facility will be investigated promptly, thoroughly and objectively as
evident through a review of documentation, including the letier from the Sheriff*s Office, current facilily practices, and training for the
facility and law enforcement investigators, The Policy Chapier requires that an investigation not be terminated solely because the spurce
of the allegation recants the allegation. The Policies and interviews with the Senlor Youth Specialist and the Superintendent of Corrections
provide information that ensuces that administrative and criminal investigations will be conducted in accordance with the requirements of the

investigations pelicy and standard.

Standard 115.372 Evidentiary standard for administrative investigations

[ Exceeds Standard (substantially exceeds requirement of standared)

X Meets Stanclard (substantial compliance; complies in all material ways with the standard for the
relavant review period)

] Does Not Meet Standard {reguires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’'s conciusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The policy chapter, Official Response Following A Resident Report provides that the investigations completed by the investigative stalf will
he condueted using no standacd higher than a preponderance of the evidence in determining whether allegations of sexual abuse or sexual
harassment are substantialed, The facility investigative siaff member that was inlerviewed is familiar with the concept of a preponderance of

the evidence.

Standard 115.373 Raporting to residents
i Exceeds Standard (substantially exceeds requirement of standard)

5 Meets Standard (substantial compliance; complies in all material ways with the standard for the
refevant review period) '

[ Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Fina! Report, accompanied by information on specific
corrective actions taken by the facility,

The chapter of policies and procedures regarding responding to a resident contains the policy that requires notification to the resident that the
investigalion has been completed and the ontcome of whether it was determined to be substantiated, unsubstantiated or unfounded. Where
the facility did not conduct the investigation, the resuits will be obtained from the Erie County Sherift’s Office. The policy states that the
staff will request the information rom the Sherilf's Office in order to inform the resident and parent/guardian. Following the completion of
an investigation, the resident will be notilied of the findings in writing,
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The nolification letier tegarding the oulcome of an investigation requires the date and signatures of the Program Director, Superintendent of
Correclions and the resident. Where an investigation will be conducted by the Erie County Sheriff’s Office, the Superintendent of
Corrections and the PREA Coordinalor will remain abreast of the investigalion through contact with the Sheriff's Office as provided
according Lo policy and the interviews. The Facility reports no allegations of sexual abuse or sexual harassment during this audit period,

Standard 115.376 Disciplinary sanctions for staff

O Exceeds Standard (substantially exceeds requirement of standard)

X Meets Standard (substantial compllance; complies in all material ways with the standard for the
relevant review period)

rl Does Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility,

The Policy, Disciplinary Sanclions for Staff, provide that slaff members are subject to disciplinary santions up to and including lermination
for violation of sexual abuse or sexual harassment policies. All terminations for violations of sexual abuse or sexual harassment policies or
resignalions by staff who would have been lerminated if not for their resignation, will be reported as required to the Erie County Sheriff's
Office, unless the activily was clearly not criminal, and to relevant licensing bodies where applicable. Additionally, the Policy provides that
disciplinary sanctions for violalions relaling Lo sexual abuse or sexual harassment, other than engaging in sexual abuse, will be subject 1o the
facility's progressive disciplinary procedures. During this audil period, no staff member was terminated or disciplined due to substantiated
findings of an investigation regarding allegations of sexual abuse or sexual harassmenl. There were no allegations or incidents of sexual
abuse or sexual harassmenL.

Standard 115,377 Corrective action for contractors and volunteers
(W] Exceeds Standard (substantially exceeds requirement of standard)

[ Meels Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

A Douas Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or nan-compliance
determination, the auditor's analysis and reasoning, and the auditor’'s conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taiken by the facility,

The Corrective Action for Contractors and Volunteers Policy addresses this standard and requires that when a contractor or volunteer
engages in sexual abuse wilh a resident, conlact with residents will be prohibiled and contact will be made with the Erie County Sheriffs
Office, unless the aclivity was clearly not criminal, and relevant licensing bodies. The Policy provides that appropriate remedial measures
wilt be taken and further contact prohibited if Lhere are violations of other PREA relaled policies. During the past 12 months, there have
been no contractors or volunleers who have been reported for 4 violation of PREA policies, The inlerview with the Superinlendent of
Conectlions was aligned with the general information found in the Policy.
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Standard 115.378 Disciplinary sanctions for residents
[l Exceeds Standard (substantialy exceeds requirement of standard)

R Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period})

& Does Not Meel Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non~-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusiens. This discussion
must also include corrective action recommendations where the facility does not meet standard, These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Interventions and Disciplinary Sanctions for Residents Policy address Uhs standard and provide that residents may be subject 1o
disciplinary sanclions only after a formal disciplinary process regardimg resident-on-resident sexual abuse or following a criminal finding of
guih. The consequences for such behavior may include sanctions up w and including removal from the program, The Policy also provides
that the disciplinary sanctions be commensurate with the nature and citcumstances of the abuse commilted; the resident’s disciplinary
history; similar historics of other residents; and consideration ol mental disabilitics or mental illness contributing to the behavior. Following
the facility’s formal disciplinary process, the sanctions will be documented on the Intervention and Disciplinary for Residents form, The
Resident Handbook also contains information regarding the application of discipiinary sanctions and a formal disciplinary hearing.

Disciplinary isolation is not used at the facility; however, the Policy posilions that if a resident is separated from other residents for satety
measures, the resident will stil! recoive programming services and activities including daily large muscle exercise, education, medical, and
mental health services, The Policy provides that inlerventions and treatment plans will be developed by treatment staff, in collaboration with
the Program Dirgcior, to address the motivations for the abuse. Residents are required to participate in interventions but not as a condition to
access general programming and education, according to the Policy and the interviews with the mental health and medical saffs. The facility
reporls that a resident may be disciplined for sexual contact with s1aft only upon a finding that the staff member did not consent 1o such

contact,

According W the Policy, when an allegation is unsubstantiated, a resident will not be disciplined or considered to have made a false report if
the allegation was determined to have been made in good faith. The facility prohibits sexual activity between residents and deems such
activity to constitute sexual abuse only if it determines that the activity was coerced. The residents are initially made aware of the Fagility
rules during the intake process, ongoing review, and through their continual access to the Resident Handbeok. During this audit period,
there were no allegations made or investigations conducted regarding sexual abuse or sexual harassment,

Standard 115,381 Medical and mental health screenings; history of sexual abuse

J Exceeds Standard (substantially exceeds requirement of standard)

14 Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard, These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facillty.

Policy, Medical and Mental Health Screenings, addresss this standard and requires that when a resident discloses prior victimization or
abusiveness during the intake screening process, the Intake/Aftercare Coordinator will contact medical and mental health staffs and a follow-
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up meeting is provided within 14 days, The Policy states that any information related (o sexual victimization or abusiveness occurring in an
institutional setting is limited to medical and mental health staffs and other staff as required Lo inform treatment plans and security
management decisions,

A review of records show thal medicai and mental health noles are maintained by mental health and medical staffs that document the
services provided to residents. A review of records also included the informed consent form which is 1o be completed for residents 18 years
of age or over before stafl reports informaticn about prior sexual victimization that did not occur in an institutional setting. There were 12%
of the residents who disclosed, during the inlake process, prior victimization and were provided follow-up meetings with mental health and
medical staffs within the prescribed time period. The facility reports that 44% of the residents disclosed previously perpetrated sexual abuse
and were provided follow-up services. A program component of Lhe facilily is sex offender lreatment.

Standard 115.382 Access to emergency medical and mental health services
[ Exceeds Standard (substantially exceeds requirement of standard)

2 Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)

W Does Mot Meet Stanctard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’'s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard, These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Access o Emergency Medical and Mental Health Services Policy and interviews with medical and mental health staffs ensure that
timely and unimpeded emergency services regarding sexual abuse will be provided at no cost 1o the victim and whether or not the victim
names the accuser or cooperates with the investigtion. The facilily also has a Memorandum of Understanding (MOU) with the Tri-Couaty
SANE Unit and a MOU with the Erie County Prosecutor’s Office Victim Assistance Program. The Tri-County SANE Unit will provide Lhe
services of a Sexual Assault Nurse Examiner (SANE) Lo conduct the forensic medical examinalions which will be conducied al the Firelands
Regional Medical Cenler. According lo the MOU, the practitioner assigned to provide the services has been screened and has received the
education and/or training regarding sexual assaull and forensic examinations. The victim advocacy and supportive services will be provided
by the Erie County Prosecutor’s Office Victim Assistance Program,

The Therapist and the Nurse interviews revealed that emergency services will be provided based on their professional judgment. A review
ol records showed that the medical and mental health practitioners maintain documentation, including timelines, of the services provided lo
the residents and demonstrate thal appropriate records would be maintained regarding emergency medical and mental heatth services relaled
lo a PREA incidenl. Additionally, the Access o Emergency Medical and Mental Health: Services Policy provides that timely information
about and limely acess 1o preventive actions for sexually transmitted infections will be provided, where medically appropriate, by the Sexual

Assault Murse Examiner.

Standard 115.383 Ongoing medical and mental health care for sexual abuse victims and abusers

| Exceeds Standard (substantially exceeds requirement of standard)

X Meets Standard (substantial compliance; complies in all material ways with the standard for the
ralevant review period)

[ Does Not Meet Standard (requires corrective action)

Auditor discussion, including the avidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’s conclusions, This discussion
must also include corrective action recommendations where the facility does not meet standard. Thesa
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recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Ongoing Medical and Mental Health Care for Sexual Abuse Victims and Abusers ensures medical and mental health evaluations and
treatment For residents as needed. The medical and mental health care may include follow-up services; treatment plans; and referrals for
ongoing care. The mental health and medical services are consistent with the community level of cave based on observations, a review of
records, and interviews with the medical and mental health staffs, The Facility Medical and Mental Health policies and the interview with the
Nurse conlirmed that resident victims will be offered tests for sexvally transmitted infections as medically appropriate. The Policies and the
MOU support that treatment services will be provided at no cost 1o the victim,

The Policy provides that the facility will atlempt to conduct a mental health evaluation of all known resident-on-residnt abusers within 60
days of learning of such abuse hislory and offer treatment when deemed appropriate by mental health staff. The interview with the Therapist
indicated that the mental health evaluation would be conducted tpon admission on all known resident-on-resident abusers and (reatment

would be oftered as deemed appropridte.

Standard 115,386 Sexual abuse incident reviews

O Exceeds Standard (substantially exceeds requirement of standard)
Meets Standard (substantial compliance; complies in all material ways with the standard for the

relevant review periog)
| Daes Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor’'s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard, These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Sexual Abuse Incident Reviews Policy provides the details regarding the role of the incident review team and identifies the team
members that would conduct the review of the incident where the allegation was either substantiated or unsubstantiated, The incident
reviews are to generally occur within 30 days of the conclusion of the investigation. The incident team members have been identified as the
Superintendent of Corrections; Program Director; and as needed the medical and menta) health practitioners; ling staff supervisors; and the

investigator.

A form hias been developed that would capture the the required considerations while assessing the incident. The form requires

documtentation of the considetations by the team such as the need to change policy or practice; motivation factors that may have contributed
to the incident; physical barriers; adequacy of staffing levels; and adequacy of monitoring techrology. The interviews with the
Superintendent of Corrections and the Program Director and a review of the Incident Review Checklfist Form support the guidelines for the
incident review process outlined in the Policy. The Incident Review Checklist provides the documentation of the steps for the review process
and its considerations; and recommendations for improvement. The Checklist and policy direct that the report be provided 1o the
Superintendent of Corrections and the PREA Coordinator. The interviews and the documentation that support the standard also revealed the
undersianding of the purpose and role of the team and the incident review process. Thers have been no allegations or incidents of sexual
abuse or sexual harassment during this audit period,

Standard 115.387 Data collection
g Exceeds Standard (substantlally exceeds requirement of standard)

K Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review perlod)

0 Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions. This discussion
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must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Data Collection and Review Chapter of the policies and procedures provide directions for collecting accurate uniform data for every
allegation of sexual abuse and provides for an annual report for the aggregated data. A review of the facility reports documents the collected
data and allows for data regarding sexual abuse; however, there were not any PREA related incidents or allegations during the past year.

The facility has the capacily to collect data for allegations of sexual abuse and sexual harassment and create the required reporls. The
agency aggregates incident-based data at least annually as evident by documentation, including completion of the Survey of Sexual
Violence. Upon request, as stated in Policy, the facifity will provide the related data from the previous calendar year 1o the Uniled Stales
Department of Justice no later than June 30", The interviews with the Superintendent of Corvections and the PREA Coordinator and a
review of documentation confirmed the facility’s data collection capabilities,

Standard 115.388 Data review for corrective action
J Exceeds Standard (substantially exceeds requirement of standard)

& Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review pericd)

1 Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be inciuded in the Final Report, accompanied by information on specific
corrective actions taken by the facitity.

The Data Collection and Review Chapter of the policies and procedures provides for internal moniloring of the dala 1o assess and improve
the effectivensss of the PREA relsted policies, raining and practices. The assessment will include identifying problem areas; laking
corrective actions on an ongoing bhasis, as needed; and preparing an annual report which was done covering this audit period. The annuai
report 15 decumented and it indicates thal there have been no allegations or incidents of sexual abuse or sexual harassment during this audit
petiod. The report is constructed 1o provide comparison of the data from the previous year. The annual report is approved by the
Superintendent of Corvections and is made available 1o the public on the facility’s website. Identifying information is not included in the
posted report,

Standard 115.389 Data storage, publication, and destruction

O Exceeds Standard (substantially exceeds requirement of standard)

i Meets Standard (substantial compliance; complies in all material ways with the standard For the
relavant review period)

1 Does Not Meet Standard {requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor's analysis and reasoning, and the auditor's conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

The Data Collection and Review Chapter of the policies and procedures addresses data storage, publication and destruction and provides for
the required data 1o be maintained lor 10 years unless a state, federal or local law requires otherwise, The incident-based and aggregate data
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and other related documents are securely stored in the Therapist’s Office and are accessible to the Superintendent of Corrections and the
Imake/Aftercare Coordinator who also serves as the PREA Coordinator, The aggregated data is available o the publie through the facility’s
website and it does not contain any personal identifiers.

AUDITOR CERTIFICATION
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® The contents of this report are accurate to the best of my knowledge.
X No conflict of interest exists with respect to my abflity to conduct an audit of the agency under

review, and
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Inmate or staff member, except where the names of administrative personnel are specifically
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