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Name of facility’s Chief Executive Officer: Tim Greathouse, Superintendent
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Designed facility capacity: 172

Current population of facility: 43

Facility security levels/inmate custody levels: High Secure

Age range of the population: 12-20

Name of PREA Compliance Manager: Kenneth (Wayne) McWhorter Title: AA-2 /| PCM

Email address: kmcwhorter@idoc.IN.gov Telephone number: (812)265-6154

Agency Information

Name of agency: |ndiana Department of Corrections

Governing authority or parent agency: (if applicable)

Physical address: 302 W. Washington Street, Room E334, Indianapolis, IN 46204

Mailing address: (if different fromabove)

Telephone number: (317)232-5711

Agency Chief Executive Officer

Name: Bgruce Lemon Title: Commissioner
Email address: 302 W. Washington Street, Room E334, Indianapolis, IN 46204 Telephone number: (317)232-5705
Agency-Wide PREA Coordinator

Name: Bryan Pearson Title: PREA Coordinator
Email address: 302 W. Washington Street, Room E-334, Indianapolis, IN 46204 Telephone number: (317)232-5288
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AUDITFINDINGS

NARRATIVE

The site visit for the PREA audit of the Madison Juvenile Correctional Facility (MJCF) was conducted on April 14-15, 2015 to determine
compliance with the Prison Rape Elimination Act standards. Audit notices had been properly posted more than six weeks in advance of
the dates of the on-site audit, and a comprehensive audit pre-questionnaire with supporting documentation had been sent to the auditor
four weeks in advance of the on-site audit dates. The auditor was orientated to the facility and introduced to facility personnel by PREA
Juvenile Coordinator Bryan Pearson, facility Superintendent Tim Greathouse, and facility PREA Compliance Manager Kenneth (Wayne)
McWhorter. This was followed by a tour of the facility that included inspection of all buildings and areas where youth have access,
including housing units, inside and outside recreational areas, dining areas, specialty areas such as a medical office, and the school.
Resident and staff interviews, and further review of documentation, followed.

Appropriate and adequate accommodations were made for the auditor to conduct interviews. The auditor was not restricted in any way
from speaking with staff or youth or inspecting any area of the facility. The auditor was shown employee and youth files, and other
documentation, as requested. Facility Administration and staff were polite and helpful throughout the process.

The auditor interviewed nine youth, with various lengths of stay. None were considered disabled or Limited English Proficient (LEP). There
were no disabled or LEP youth listed on the youth roster. The auditor also interviewed seven random staff that had a range of longevity,
including two that were Sexual Abuse Response Team (SART) members. Finally, the auditor interviewed the PREA Compliance Manager,
the facility Superintendent, the state PREA Juvenile Coordinator, the facility investigator, the Medical (Nurse) Supervisor, a mental health
practitioner, the Human Resources administrator, a contractual staff (teacher), the Intake Coordinator, and a designee for the Department
of Corrections' Commissioner. An exit interview was held with the facility Superintendent, the PREA Coordinator, the PREA Compliance
Manager, and other interested parties.
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DESCRIPTION OF FACILITY CHARACTERISTICS

MJCF is a 162-bed maximum security juvenile correctional facility located in Madison, IN. MJCF houses female adolescents that have
been committed to the facility on felony adjudications. Rehabilitation of youth is the stated goal of the facility. MJCF is the only female
juvenile facility in the state of Indiana, and the only reception and diagnostic center for newly committed female youths. MJCF provides
treatment in the areas of: Criminal and Addictive thinking, Cage the Rage for Women, Voices, Healthy Relationships, Employability Skills,
Substance Abuse, Relapse Prevention, Suicide Prevention, and Grief and Loss. MJCF is accredited by the American Correctional
Association (ACA) and is a participant with Performance-based Standards (PbS).

MJCF employs restrictive security measures. Housing is celled space in campus-style housing with maximum security housing used for
students unable to manage their behavior in the campus setting. Residents placed at MJCF have been adjudicated on violent or
weapons-based offenses and are considered to be youth that require close supervision and heightened security to minimize risk to the
public, staff, and other offenders. While the rated capacity of the facility is 162, the resident population at the time of the audit was 43. The
most recent year (2013) annual report listed the average daily population at 54. Age range of the youth is 12-20 with an average
length-of-stay of five months.

Juvenile facilities in Indiana are under the jurisdiction of the Indiana Department of Corrections (IDOC). Recidivism statistics published by
IDOC reported that of the 1,237 juveniles released in 2009, 78.2% (967) were successfully re-integrated into their communities and were

not incarcerated in a correctional facility within three years of their release. Juvenile females released in 2009 faired better than their male
counterparts, with only 18% of females returning to an IDOC facility in the three years following release versus 37% of males.

MJCEF is located adjacent to an IDOC adult correctional facility for women. The facilities, and the fenced, secure outside areas are
separate and distinct from each other, assuring site and sound separation. There is no cross-facility programming, access, or
communication. MJCF has a nursing facility that is staffed at all times however forensic examinations, if needed, are conducted at a local
hospital by a SANE practitioner.
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SUMMARY OF AUDIT FINDINGS

All youth that were invited to participate in the interview process agreed to be interviewed. No youth requested to speak to the auditor
during the on-site audit and no youth contacted the auditor prior to the on-site audit.

Youth interviewed stated unanimously that they felt safe, and each stated that they did not fear that they would be sexually victimized by
other youths or by staff. All recalled receiving information at the time of intake on their right to sexual safety, how to report sexual abuse or
harassment, and their right to not be punished or retaliated against for reporting sexual abuse or being a supporting witness for someone
that had reported. All could articulate the facility's rules against sexual abuse and harassment. All were able to list at least two ways to
report sexual abuse and all knew of the outside reporting option for reporting abuse. Youth interviewed unanimously stated that they had
not been searched by male staff, and that male staff were not able to view them when they were naked or in any stage of partial dress.
The majority reported that male staff announced their presence when entering the living unit(s). All reported that they had reasonable
access to parent(s) and/or attorneys.

None of the youth interviewed stated that they had reported a sexual abuse. The youth stated that they had therapeutic support and could
speak with counselors or staff about issues including past sexual abuse, however at the time of the on-site audit the Memorandum of
Understanding for outside advocacy had been terminated due to the external entity closing due to financial issues. Documentation was
provided listing the agency's attempts to enter into a new MOU for this and a new MOU was in the final stages of approval. As such youth
currently in residence could not be provided with this information pending final approval of the new MOU.

Random staffs interviewed were well-versed in their responsibilities to prevent, detect, and respond to incidents of sexual abuse and
harassment. Staff knew their responsibilities as first responders, were familiar with "red flag" indicators of sexual victimization or predation,
knew PREA policy, and had received comprehensive and timely PREA training. Staff demonstrated knowledge of pertinent policies and
protocols, including reporting responsibilities, protection of victims and incident scenes, and prohibitions on cross-gender body searches
and cross-gender viewing. Staff were aware of the potential for LGTBI youth to be at greater risk for abuse. Staff consistently articulated
that actions taken in response to a report, suspicion, or threat of resident sexual abuse must be immediate. Finally, staff overall displayed
a protective and caring attitude towards the youths in their charge.

Specialized staff, including administrators, teachers-contractors, intake and mental health personnel, the assigned investigator, human
resources, and SART team members/security staff were equally cognizant of their roles and responsibilities. Each was able to
demonstrate knowledge or his or her roles and responsibilities relative to PREA compliance, and documentation of compliance activities
was ample. Administrators were open to collaboration with the auditor to discuss and implement practices that might further strengthen the
facility's efforts to prevent, detect, and respond to sexual abuse. One example of that was in the area of unannounced supervisory rounds.
Supervision, including the facility Superintendent, who lives on grounds, were making multiple daily rounds of youth housing units but only
recording a fraction of those rounds as deterrents to sexual abuse. Supervision agreed that designating more of those rounds as specific
rounds to deter sexual abuse would raise consciousness of sexual safety and awareness amongst both staff and supervision, in addition
to increasing the documentation of rounds in support of compliance with the Standard. That adjustment in protocol and documentation
was made just days after the conclusion of the on-site visit.

Documentation was complete. Documentation reviewed included, but was not limited to, staff criminal history checks, staff training
records, youth PREA orientation records, documentation of unannounced supervisory rounds, policy articles, incident reports, training
curriculum, and screening instruments. Finally, although housed in older buildings, the youth living units, the school, and youth common
areas such as the gymnasium were clean and in good repair, and the grounds, security fencing, and security checkpoints were
well-maintained.

In summary, MJCF was found to be materially compliant with each of the PREA Juvenile Standards.

Number of standards exceeded: 1
Number of standards met: 38
Number of standards not met: O

Number of standards not applicable: 2
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Standard 115.311 Zero tolerance of sexual abuse and sexual harassment; PREA Coordinator

Exceeds Standard (substantially exceeds requirement of standard)

a 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 facility.

The facility and its governing agency, the Indiana Department of Corrections, has developed and implemented a comprehensive written
policy mandating zero tolerance toward all forms of sexual abuse and sexual harassment. The policy includes all requirements listed in the
subsections of Standard 311. Documentation review and interviews with facility personnel supported that the practices and protocols listed
in the policy are followed. The Agency had designated a PREA Coordinator who verified that he has the time and authority to implement
and oversee agency efforts to comply with the PREA standards in all of its facilities. He is listed on the Agency's organizational chart. The
facility has a PREA Compliance Manager that is listed on the agencies organizational chart.

Standard 115.312 Contracting with other entities for the confinement of residents

O Exceeds Standard (substantially exceeds requirement of standard)

O 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 facility.

The Agency does not contract with other entities for the confinement of its residents. This standard does not apply.
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Standard 115.313 Supervision and monitoring

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 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 facility has developed and implemented a thoughtful and comprehensive staffing plan that contains the elements required in the
applicable standard. The plans is reviewed annually. Direct care staff ratios are 1:8 during waking hours and 1:16 during sleeping hours.
There are adequate numbers of Supervisory personnel. There were no deviations from the staffing plan during the most recent 12 month
period. The facility uses American Correctional Association (ACA) standards and principles of the Indiana Justice Model in their
correctional practices. Unannounced supervisory rounds are conducted frequently. Supervisors and Administrators were documenting
those rounds however they were only designating a small number of the rounds as specific to preventing sexual abuse. In collaboration
with the auditor Administration increased documentation of the rounds. While the Standard does not set a minimum number of rounds that
must occur each month, the intent and spirit of the Standard is such that those rounds should occur regularly on all shifts. Based on
interviews and observation there was ample evidence that the rounds were occurring however documentation of those rounds was
insufficient. The facility modified its practice to require increased documentation.

Standard 115.315 Limits to cross-gender viewing and searches

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 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.

Facility policy prohibits cross-gender searches except in the case of exigent circumstances, and prohibits cross-gender viewing of youth
when they are naked, performing bodily functions, showering, or otherwise in a state of undress or partial dress. There were no reports of
cross-gender searches or cross-gender viewing in the previous 12 months. Interviews with youth and staff strongly supported this. Policy
requires opposite gender youth to announce their presence when entering an area where youth might be changing clothes or undressed.
That this occurs was confirmed by staff during interviews, and the majority of youth stated that this occurred. Policy prohibits staff from
searching or physically examining a transgender or intersex youth for the sole purpose of determining the resident's genital status. There
were no known transgender or intersex youth in residence so this had not occurred. Staff interviews confirmed that staff were aware of this
prohibition. Staff training was amended to include instruction on searches of LGTBI youth.
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Standard 115.316 Residents with disabilities and residents who are limited English proficient

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 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.

Resident interpreters are not allowed per policy unless there would be a substantial delay that could jeopardize the safety of the youth. No

resident interpreters were utilized during the audit period. The facility has a contract with a vendor that provides interpretation services
should that be required. An additional contract provides signing services for hearing impaired youth.

Standard 115.317 Hiring and promotion decisions

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 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.

Policy review, interview with Human Resources, and review of randomly-selected files confirmed that the facility conducts required
background checks on all employees at the time of hire, and every four years thereafter. In addition policy and the employee on-line
application system incorporates the questions listed in 115.317(a)-1 regarding previous sexual misconduct. Human Resources policy and
notifications include the expectation of continuing affirmative duty to disclose such misconduct. Material omissions regarding such conduct
is grounds for termination, per policy. Contractors are subject to the same background checks and expectations for conduct as employees.
There were 39 employees hired in the previous 12 months that had background checks conducted as prescribed.
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Standard 115.318 Upgrades to facilities and technologies

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 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 facility has not made a substantial expansion or modification since 2012. The video monitoring system was updated in 2013 to add 26
additional cameras. Per information provided by the Superintendent camera placement was determined through review of the staffing plan
and the priority consideration when placing cameras was youth safety. In addition, a capital outlay request is expected to result in the
purchase and installation of additional cameras next year.

Standard 115.321 Evidence protocol and forensic medical examinations

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 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 conducts both criminal and administrative investigations. Investigative staff is assigned from the Internal Affairs Division. The
agency (IDOC) has approximately 50 such investigators. The investigator assigned to MJCF has received specialized training for
investigating allegations of sexual abuse from both the Internal Affairs Academy and the National Institute for Corrections. When
investigating allegations the investigator refers incidents that might result in criminal charges to the Indiana State Police, and the
investigator consults with police and prosecutors before conducting compelled interviews. Uniform evidence protocol is followed. If a
forensic examination is warranted it is conducted off grounds at a designated SANE-staffed hospital, at no charge to the youth. There
were no such medical examinations performed in the past 12 months. The facility had a contract with an outside entity to provide an
advocate in the case of a sexual assault allegation and resultant forensic examination. The outside entity was dissolved in 2014 due to
financial issues and the facility has attempted to enter into a new agreement with an outside entity for these services. Documentation of
these attempts was provided. The facility is awaiting final approval of the Indiana Department of Administration to enter into a new
agreement to provide these services, through the Indiana Coalition Against Domestic Violence. The facility's Sexual Abuse Response
Team (SART) members have all been trained as victim advocates. As such SART members can provide these services until the new
contract is signed, or in lieu of an outside provider if the youth does not want an outside provider.
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Standard 115.322 Policies to ensure referrals of allegations for investigations

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 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.
Policy 02-01-115 requires that the Superintendent order an investigation when any allegation of sexual abuse is received. The facility had
four allegations that were made and were administratively investigated by a qualified and designated agency (Internal Affairs) in the past

12 months. The four investigations were completed. Referrals and investigation outcomes are documented. Agency policy regarding
referral and conducting investigations is listed on its website.

Standard 115.331 Employee training

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 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 facility provided training to all employees that have contact with youth and provided documentation that the training occurred. PREA
training is held annually and at first hire, plus pertinent information on preventing, detecting and responding to sexual abuse of residents is
also provided at in-service trainings held periodically throughout the year. The training curriculum is tailored to the needs and gender of
the youth. Facility records indicated that 103 staff received PREA training in the 12 months preceding the audit. Employees sign that they
attended the training and understood the materials presented.
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Standard 115.332 Volunteer and contractor training

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 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.
Volunteer / Contractor training is conducted and documented. The level and type of training provided to volunteers and contractors is
based on the services provided and the level of contact that they have with the residents. Based on those considerations, contractors are
assigned to one of (Policy 01-03-103) three levels of prescribed training and security access. All training levels include notification of the
agency's zero tolerance policy regarding sexual abuse and sexual harassment.

Standard 115.333 Resident education

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 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.

Resident education is provided at the time of intake about the zero-tolerance policy and how to report. Comprehensive information is
provided within 10 days. Youths unanimously stated that they received both initial and comprehensive information. All youths were able to
articulate rules regarding sexual contact, how to report, their right to not be sexually abused or harassed, and that they would be protected
from retaliation. All stated that they knew about the outside reporting option, to the state's Ombudsman. The facility listed 130 youth
intakes in the past 12 months and provided documentation in the form of youth signature sheets that the information had been provided.
There were no LEP or disabled youth listed as intakes during the period however the facility has contracts with interpretive and disabled
services to provide PREA education to such youths. Posters are placed throughout the housing units and common areas that reinforces
key information for youths.
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Standard 115.334 Specialized training: Investigations

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 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.

Policy 02-01-115 requires that all investigators will receive training in conducting sexual abuse investigations and must also complete

SART training. SART training curriculum was reviewed. The facility's assigned investigator also completed specialized training provided by
NIC.

Standard 115.335 Specialized training: Medical and mental health care

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 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.

Agency policy requires this training. Documentation was provided that this training occurred for 100% of medical and mental health

providers. The training syllabus included key learning elements required by the Standard. Forensic medical examination are not conducted
at the facility so the training did not include that element, however the Nursing Supervisor was formerly certified as a SANE.
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Standard 115.341 Screening for risk of victimization and abusiveness

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 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.

Policy requires that this screening occur within 24 hours after a youth's admission to the facility. Policy also requires that the youth's risk
level be re-assessed upon a referral, incident, request, or receipt of any information that might bear upon the youth's risk for victimization
or abusiveness. Documentation review of completed screening instruments occurred. The screening instrument was standardized.

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 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 screening instrument rates each youth as a likely victim, likely aggressor, or no flag. Policy (02-01-115) requires that individualized
determinations be made on the assignments of each youth based on their identified risks. Policy further requires that youth at high risk for
victimization will not be placed in involuntary restrictive housing unless no other alternative exists to separate the youth from likely
abusers. If it should happen that a youth is placed in restrictive housing as a means to ensure safety then policy further states that the
youth must be allowed daily exercise periods and special education and regular education must be provided. Review of housing status
must occur at least every 30 days. There were no youth placed in restrictive housing standard for this reason during the previous 12
months. Policy prohibits placing LGTBI youth in restrictive housing solely based on such identification status. Decisions on housing or
other elements of daily routine are made on a case-by-case basis. No LGTBI youth were placed in restrictive housing during the previous
12 months.
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Standard 115.351 Resident reporting

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 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 provides youth with multiple ways to report sexual abuse and sexual harassment allegations and informs youth of these
reporting options during orientation. In addition wall posters remind youth of these options. An outside reporting option exists that can be
utilized by youth privately using kiosks in the facility, at no charge to youth. Calls made using the outside reporting option reach the state's
Ombudsman. All youth interviewed were able to list multiple reporting options, including the outside reporting option. All staff interviewed
stated that they are required to accept verbal, written, and third party allegations and that they must act immediately upon receiving such
reports. Staff must document allegations by the end of their shift. Staff have options for reporting privately, including use of the IDOC
sexual abuse reporting line, and are informed of these options through training and orientation. Youth are provided with materials and
assistance if required in making reports.

Standard 115.352 Exhaustion of administrative remedies

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 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.

Youth may submit a grievance alleging sexual abuse or harassment without submitting it to the staff that is the subject of the allegation.
No informal processing of grievances is required, and there is no time limit set on when a youth may report an allegation of sexual abuse.
Policy regarding the processing and answering of grievances fall within the PREA time limits. Facility policy requires that grievances be
answered within five days. Policy requires that the youth receive a written answer to the grievance and that emergency grievances be
answered within 48 hours. There were no grievances filed in the past 12 months alleging sexual abuse or sexual harassment. There were
no youth listed as having been disciplined for intentionally filing a malicious grievance. There were no third party grievances filed. Policy
requires that third party grievances be accepted and processed in the same manner and time frames.
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Standard 115.353 Resident access to outside confidential support services

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 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.
Policy requires that this be provided. Confidentiality is required, with the exceptions required by law relative to mandated reporting of
sexual abuse allegations to minors. Youths are notified of limits to confidentiality. Immigrant-status youth (there were none in the past 12
months) may request this through the immigrant service agency. Youth are provided with access to parents and if they request, attorneys.
Youth interviewed all reported that they had contact with parents. None reported that they had requested contact with an attorney although
most stated that they knew that they had that right. The facility had a contract with an outside entity to provide an advocate in the case of a
sexual assault allegation and resultant forensic examination, and also to provide an outside confidential support services option to sexual
abuse victims. The outside entity was dissolved in 2014 due to financial issues and the facility has attempted to enter into a new
agreement with an outside entity for these services. Documentation of these attempts was provided. The facility was awaiting final
approval of the Indiana Department of Administration to enter into a new agreement to provide these services, through the Indiana
Coalition Against Domestic Violence. The facility's Sexual Abuse Response Team (SART) members have all been trained as victim
advocates. As such SART members can provide these services until the new contract is signed, or in lieu of an outside provider if the
youth does not want an outside provider.

Standard 115.354 Third-party reporting

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 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.

Third-party reports can be made electronically by sending an email to IDOCPREA@idoc.in.gov or my calling, toll free, the IDOC Sexual
Assault hot line. These reporting options are posted in visiting areas and on the IDOC website.
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Standard 115.361 Staff and agency reporting duties

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 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.
Agency policy requires all staff to immediately report any knowledge, suspicion or information that they receive regarding an incident of
sexual abuse or sexual harassment that occurred in a facility, whether or not the facility is part of an agency. Policy lists specific protocols

for this and staff are trained on these protocols and on the requirements to report. All facility staff are also mandated reporters under state
law. Policy directs staff to not discuss the information with anyone except Supervision, investigators, or others that need to know.

Standard 115.362 Agency protection duties

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 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.

Facility policy (02-01-115) requires that if staff learn that a resident is subject to a substantial risk of imminent sexual abuse that immediate
steps are taken to protect the resident. There were no reports listed by the facility of this occurring in the past 12 months.
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Standard 115.363 Reporting to other confinement facilities

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 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.
Policy requires that the Superintendent notify the head of another facility within 72 hours if the Superintendent receives an allegation that
sexual abuse occurred in the other facility. All other reporting obligations still apply to the Superintendent that received the report. No such
reports were received or forwarded during the past 12 months. In addition, no reports were received from other facilities alleging that a
youth had been sexually abused at MJCF.

Standard 115.364 Staff first responder duties

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 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.

Staff were consistently able to list the steps that must be taken when an allegation of sexual abuse has been received, in accordance with
policy. Policy details the protocol in accordance with the standard, and staff receive training on this. There was one allegation of sexual
abuse reported to non-security staff in the past 12 months. Incident review indicated that proper steps were taken.
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Standard 115.365 Coordinated response

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 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 facility developed a written plan that coordinates actions taken in response to an incident of sexual abuse. The plan details actions
that must be taken by all pertinent parties, including first responders, medical and mental health practitioners, investigators, security staff
and SART team members, and Administrators.

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

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 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.

There is no collective bargaining or union contract associated with the agency / facility so this standard does not apply. Facility
Administration is in no way restricted in its ability to protect residents from contact with abusers.
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Standard 115.367 Agency protection against retaliation

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 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.
Facility policy lists the youth's right to be free from sexual abuse and to be protected from retaliation for reporting abuse. Policy requires
that the facility employ multiple protection measures, such as housing changes, removal of offending staff or youth from contact with the
victim/reporter. For at least 90 days, or three consecutive (monthly) PREA meetings, the treatment of the youth must be monitored.

Monitoring is done by the PREA Committee but overall responsibility is by the PREA Compliance Manager. In the preceding 12 months
there were no incidents of retaliation reported in the 12 month audit period.

Standard 115.368 Post-allegation protective custody

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 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 facility has a policy that requires that protective custody may only be used if no other alternative measures would be adequate. Policy
requires that youth in protective custody for any reason receive large muscle exercise daily and education programming, and that any
youth held in protective custody be reviewed at least every 30 days to determine the need for continued protective custody. The facility
reported that there were no incidents where youth were placed in protective custody in the past 12 months.
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Standard 115.371 Criminal and administrative agency investigations

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 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/facility has a policy related to criminal and administrative investigations. Investigations are conducted by the agency's Internal
Affairs Department. The agency does not terminate investigations because the source of the allegations recants the allegation. There
were no sustained allegations that appeared to be criminal in the past 12 months however should this occur the assigned investigator

refers the allegation to Indiana State Police, and confers with police and prosecutors before conducting compelled interviews. Records
and written reports are retained as long as the offender is incarcerated or employed by the agency, plus five years, per policy.

Standard 115.372 Evidentiary standard for administrative investigations

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 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.

Per policy an allegation is substantiated based on a preponderance of the evidence.
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Standard 115.373 Reporting to residents

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 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.
Agency policy (02-01-115) requires that following completion of an investigation into a resident's allegation of sexual abuse or harassment
that the PREA Compliance Manager will inform the resident in writing as to whether the allegation was substantiated, unsubstantiated, or
unfounded. The standardized form used for these notifications was reviewed. The form includes the required information required in the
Standard on the disposition of staff if staff was the subject of the allegation, and the disposition of another resident if another resident was
the subject of the allegation. There were no substantiated or unsubstantiated allegations against staff during the reporting period. There
was one documentation of a notification of an unsubstantiated allegation made against another resident.

Standard 115.376 Disciplinary sanctions for staff

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 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.

Staff are notified that any form of sexual activity between staff and residents, whether consensual or not, is strictly prohibited and that any
staff found to have engaged in such behaviors will be subject to disciplinary action up to and including dismissal and criminal prosecution.
There were no allegations that staff had engaged in sexual activity with youth in that past 12 months. Terminations for violation of this
policy, or resignations in lieu of termination, are reported to pertinent licensing bodies and are reported to law enforcement unless the
activity was clearly not criminal.
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Standard 115.377 Corrective action for contractors and volunteers

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 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.
Contractors and volunteers are notified that any form of sexual activity between they and residents, whether consensual or not, is strictly
prohibited and that any contractor or volunteer found to have engaged in such behaviors will be restricted from further contact with

residents, and will be reported to pertinent licensing bodies and to law enforcement unless the activity was clearly not criminal. There were
no allegations of sexual abuse or harassment made against contractors or volunteers in the past 12 months.

Standard 115.378 Disciplinary sanctions for residents

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 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.

Residents are notified, per policy, that any resident that engages in sexual abuse or sexual harassment will be charged accordingly with
the appropriate disciplinary code or code of conduct. Further, any finding of sexual abuse that appears to be at the level of criminal
behavior will be reported to policy and referred for criminal prosecution. There were two findings of resident-on-resident sexual abuse at
the facility in the past 12 months, neither of which was considered to be at the level of criminal behavior. Isolation was not used as a
response to the findings. There were no youth isolated for as a disciplinary response to sexual abuse in the past 12 months. The facility
does not consequence a youth for making an allegation in good faith, even if the allegation is determined to be unfounded, and protects
residents from retaliation.
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Standard 115.381 Medical and mental health screenings; history of sexual abuse

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 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.
Policy requires that if assessment or screening determines that a resident was a victim of past sexual abuse that the resident be offered a
follow-up meeting with a medical or mental health provider within 14 days. As a matter practice and protocol all residents meet with both a
medical and mental health provider within 14 days of initial screening. Sharing of information relating to a resident's past victimization is
limited to the medical and mental health provider and only those others that need to know to inform bed, housing, and related
assignments, and develop treatment plans treatment plans. Informed consent must be obtained by youth's age 18 or older. During the
past year MJCF did not have a resident that was age 18 or older that disclosed prior sexual abuse so there were no completed consent
forms to review.

Standard 115.382 Access to emergency medical and mental health services

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 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.

Victims of sexual abuse are offered timely, unimpeded access to emergency medical treatment and crisis intervention services (policy
02-01-115). The nature of these services is determined by medical and mental professionals. Information on contraception and sexually
transmitted infections prophylaxis must be provided. Policy also requires that these services be provided at no charge and regardless of
whether the victim names the abuser or cooperates with any investigation arising out of the incident.
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Standard 115.383 Ongoing medical and mental health care for sexual abuse victims and abusers

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 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.
Policy requires that a sexual abuse victim be referred to the facility's health care staff for examination in accordance with Health Care
Services Directive (HCSD and JHCSD 2.30) and the Health Care Sexual Assault Manual. Information on contraception and sexually
transmitted infections prophylaxis must be provided in a sensitive, understandable, and culturally competent manner. Policy also requires
that the facility attempt to conduct a mental health evaluation of all know resident-on-resident abusers within 60 days of learning of such
abuse history and provide treatment as deemed appropriate.

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 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.

Policy requires the facility PREA Committee to meet on a monthly basis. In addition to other sexual abuse prevention activities and

reviews, the Committee must review all sexual abuse incidents, unless the allegation was determined to have been unfounded. The
Committee is comprised of upper-level management and other key personnel. Findings are documented. The auditor reviewed one
documented incident review generated within the past 12 months.
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Standard 115.387 Data collection

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 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/facility collects uniform data on allegations of sexual abuse from its facilities. Data collected is, at a minimum, the data

necessary to answer all questions from the Survey for Sexual Violence. Data collection templates used were provided and reviewed. The
agency does not contract with other entities for confinement of its residents.

Standard 115.388 Data review for corrective action

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 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.

Data collected as required in Standard 115.387 is aggregated and reviewed in order to assess and improve sexual abuse prevention,
detection, and response policies and training. An annual report, in addition to the aggregated data, is approved by the IDOC
Commissioner (agency head) and made publicly available on the IDOC website. Personal identifiers are not made public.
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Standard 115.389 Data storage, publication, and destruction

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 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.

Administrative policy and procedure 00-04-102 lists protocols for secure retention of agency documents, including sexual abuse, data, and
sets a retention schedule that complies with the Standard. Policy 02-01-115 requires publication of sexual abuse data as required in
Standard 115.388. Required reporting is posted on the agency website and can be reviewed by the public.

AUDITOR CERTIFICATION

| certify that:
The contents of this report are accurate to the best of my knowledge.
No conflict of interest exists with respect to my ability to conduct an audit of the agency under
review, and
I have not included in the final report any personally identifiable information (P11) about any
inmate or staff member, except where the names of administrative personnel are specifically
requested in the report template.
Patrick Sussex May 8, 2015
Auditor Signature Date
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	Auditor name: Patrick Sussex
	Address: 10 N. Howes Lake Rd.
	Email: sussexp@michigan.gov
	Telephone number: 517-648-6503
	Date of facility visit: April 14-16, 2015
	Facility name: Madison Juvenile Correctional Facility
	Facility physical address: 1130 MSH 4th Street, Madison, IN 47250
	Facility mailing address if different fromabove: 
	Facility telephone number: (812)265-6154
	Name of facilitys Chief Executive Officer: Tim Greathouse, Superintendent
	Number of staff assigned to the facility in the last 12 months: 78
	Designed facility capacity: 172
	Current population of facility: 43
	Facility security levelsinmate custody levels: High Secure
	Age range of the population: 12-20
	Name of agency: Indiana Department of Corrections
	Governing authority or parent agency if applicable: 
	Physical address: 302 W. Washington Street, Room E334, Indianapolis, IN 46204
	Mailing address if different from above: 
	Telephone number_2: (317)232-5711
	PREA Compliance Manager Title: AA-2 / PCM
	PREA Compliance Manager Telephone number: (812)265-6154
	Name of PREA Compliance Manager: Kenneth (Wayne) McWhorter
	PREA Compliance Manager Email address: kmcwhorter@idoc.IN.gov 
	Title of Agency CEO: Commissioner 
	Telephone number of Agency CEO: (317)232-5705
	Title of Agency-Wide PREA: PREA Coordinator
	Telephone number of Agency-Wide PREA: (317)232-5288
	Name of Agency CEO: Bruce Lemon
	Email address of Agency CEO: 302 W. Washington Street, Room E334, Indianapolis, IN 46204
	Name of Agency-Wide PREA: Bryan Pearson
	Email address of Agency-Wide PREA: 302 W. Washington Street, Room E-334, Indianapolis, IN 46204
	The facility is: State
	Facility type: Correctional
	Description of Facility Characteristics: MJCF is a 162-bed maximum security juvenile correctional facility located in Madison, IN. MJCF houses female adolescents that have been committed to the facility on felony adjudications. Rehabilitation of youth is the stated goal of the facility. MJCF is the only female juvenile facility in the state of Indiana, and the only reception and diagnostic center for newly committed female youths. MJCF provides treatment in the areas of: Criminal and Addictive thinking, Cage the Rage for Women, Voices, Healthy Relationships, Employability Skills, Substance Abuse, Relapse Prevention, Suicide Prevention, and Grief and Loss. MJCF is accredited by the American Correctional Association (ACA) and is a participant with Performance-based Standards (PbS). 

MJCF employs restrictive security measures. Housing is celled space in campus-style housing with maximum security housing used for students unable to manage their behavior in the campus setting. Residents placed at MJCF have been adjudicated on violent or weapons-based offenses and are considered to be youth that require close supervision and heightened security to minimize risk to the public, staff, and other offenders. While the rated capacity of the facility is 162, the resident population at the time of the audit was 43. The most recent year (2013) annual report listed the average daily population at 54. Age range of the youth is 12-20 with an average length-of-stay of five months. 

Juvenile facilities in Indiana are under the jurisdiction of the Indiana Department of Corrections (IDOC). Recidivism statistics published by IDOC reported that of the 1,237 juveniles released in 2009, 78.2% (967) were successfully re-integrated into their communities and were not incarcerated in a correctional facility within three years of their release. Juvenile females released in 2009 faired better than their male counterparts, with only 18% of females returning to an IDOC facility in the three years following release versus 37% of males. 

MJCF is located adjacent to an IDOC adult correctional facility for women. The facilities, and the fenced, secure outside areas are separate and distinct from each other, assuring site and sound separation. There is no cross-facility programming, access, or communication. MJCF has a nursing facility that is staffed at all times however forensic examinations, if needed, are conducted at a local hospital by a SANE practitioner. 



	Narrative: The site visit for the PREA audit of the Madison Juvenile Correctional Facility (MJCF) was conducted on April 14-15, 2015 to determine compliance with the Prison Rape Elimination Act standards. Audit notices had been properly posted more than six weeks in advance of the dates of the on-site audit, and a comprehensive audit pre-questionnaire with supporting documentation had been sent to the auditor four weeks in advance of the on-site audit dates. The auditor was orientated to the facility and introduced to facility personnel by PREA Juvenile Coordinator Bryan Pearson, facility Superintendent Tim Greathouse, and facility PREA Compliance Manager Kenneth (Wayne) McWhorter. This was followed by a tour of the facility that included inspection of all buildings and areas where youth have access, including housing units, inside and outside recreational areas, dining areas, specialty areas such as a medical office, and the school. Resident and staff interviews, and further review of documentation, followed.

Appropriate and adequate accommodations were made for the auditor to conduct interviews. The auditor was not restricted in any way from speaking with staff or youth or inspecting any area of the facility. The auditor was shown employee and youth files, and other documentation, as requested. Facility Administration and staff were polite and helpful throughout the process. 

The auditor interviewed nine youth, with various lengths of stay. None were considered disabled or Limited English Proficient (LEP). There were no disabled or LEP youth listed on the youth roster. The auditor also interviewed seven random staff that had a range of longevity, including two that were Sexual Abuse Response Team (SART) members. Finally, the auditor interviewed the PREA Compliance Manager, the facility Superintendent, the state PREA Juvenile Coordinator, the facility investigator, the Medical (Nurse) Supervisor, a mental health practitioner, the Human Resources administrator, a contractual staff (teacher), the Intake Coordinator, and a designee for the Department of Corrections' Commissioner. An exit interview was held with the facility Superintendent, the PREA Coordinator, the PREA Compliance Manager, and other interested parties. 

	Summary of Audit Findings: All youth that were invited to participate in the interview process agreed to be interviewed. No youth requested to speak to the auditor during the on-site audit and no youth contacted the auditor prior to the on-site audit. 

Youth interviewed stated unanimously that they felt safe, and each stated that they did not fear that they would be sexually victimized by other youths or by staff. All recalled receiving information at the time of intake on their right to sexual safety, how to report sexual abuse or harassment, and their right to not be punished or retaliated against for reporting sexual abuse or being a supporting witness for someone that had reported. All could articulate the facility's rules against sexual abuse and harassment. All were able to list at least two ways to report sexual abuse and all knew of the outside reporting option for reporting abuse. Youth interviewed unanimously stated that they had not been searched by male staff, and that male staff were not able to view them when they were naked or in any stage of partial dress. The majority reported that male staff announced their presence when entering the living unit(s). All reported that they had reasonable access to parent(s) and/or attorneys. 

None of the youth interviewed stated that they had reported a sexual abuse. The youth stated that they had therapeutic support and could speak with counselors or staff about issues including past sexual abuse, however at the time of the on-site audit the Memorandum of Understanding for outside advocacy had been terminated due to the external entity closing due to financial issues. Documentation was provided listing the agency's attempts to enter into a new MOU for this and a new MOU was in the final stages of approval. As such youth currently in residence could not be provided with this information pending final approval of the new MOU. 

Random staffs interviewed were well-versed in their responsibilities to prevent, detect, and respond to incidents of sexual abuse and harassment. Staff knew their responsibilities as first responders, were familiar with "red flag" indicators of sexual victimization or predation, knew PREA policy, and had received comprehensive and timely PREA training. Staff demonstrated knowledge of pertinent policies and protocols, including reporting responsibilities, protection of victims and incident scenes, and prohibitions on cross-gender body searches and cross-gender viewing. Staff were aware of the potential for LGTBI youth to be at greater risk for abuse. Staff consistently articulated that actions taken in response to a report, suspicion, or threat of resident sexual abuse must be immediate. Finally, staff overall displayed a protective and caring attitude towards the youths in their charge. 

Specialized staff, including administrators, teachers-contractors, intake and mental health personnel, the assigned investigator, human resources, and SART team members/security staff were equally cognizant of their roles and responsibilities. Each was able to demonstrate knowledge or his or her roles and responsibilities relative to PREA compliance, and documentation of compliance activities was ample. Administrators were open to collaboration with the auditor to discuss and implement practices that might further strengthen the facility's efforts to prevent, detect, and respond to sexual abuse. One example of that was in the area of unannounced supervisory rounds. Supervision, including the facility Superintendent, who lives on grounds, were making multiple daily rounds of youth housing units but only recording a fraction of those rounds as deterrents to sexual abuse. Supervision agreed that designating more of those rounds as specific rounds to deter sexual abuse would raise consciousness of sexual safety and awareness amongst both staff and supervision, in addition to increasing the documentation of rounds in support of compliance with the Standard. That adjustment in protocol and documentation was made just days after the conclusion of the on-site visit.    

Documentation was complete. Documentation reviewed included, but was not limited to, staff criminal history checks, staff training records, youth PREA orientation records, documentation of unannounced supervisory rounds, policy articles, incident reports, training curriculum, and screening instruments. Finally, although housed in older buildings, the youth living units, the school, and youth common areas such as the gymnasium were clean and in good repair, and the grounds, security fencing, and security checkpoints were well-maintained. 

In summary, MJCF was found to be materially compliant with each of the PREA Juvenile Standards.  
	Number of standards met: 38
	Number of standards not met: 0
	Number of standards exceeded: 1
	Number of standards not applicable: 2
	115: 
	313 text: The facility has developed and implemented a thoughtful and comprehensive staffing plan that contains the elements required in the applicable standard. The plans is reviewed annually. Direct care staff ratios are 1:8 during waking hours and 1:16 during sleeping hours. There are adequate numbers of Supervisory personnel. There were no deviations from the staffing plan during the most recent 12 month period. The facility uses American Correctional Association (ACA) standards and principles of the Indiana Justice Model in their correctional practices. Unannounced supervisory rounds are conducted frequently. Supervisors and Administrators were documenting those rounds however they were only designating a small number of the rounds as specific to preventing sexual abuse. In collaboration with the auditor Administration increased documentation of the rounds. While the Standard does not set a minimum number of rounds that must occur each month, the intent and spirit of the Standard is such that those rounds should occur regularly on all shifts. Based on interviews and observation there was ample evidence that the rounds were occurring however documentation of those rounds was insufficient. The facility modified its practice to require increased documentation. 
	315 text: Facility policy prohibits cross-gender searches except in the case of exigent circumstances, and prohibits cross-gender viewing of youth when they are naked, performing bodily functions, showering, or otherwise in a state of undress or partial dress. There were no reports of cross-gender searches or cross-gender viewing in the previous 12 months. Interviews with youth and staff strongly supported this. Policy requires opposite gender youth to announce their presence when entering an area where youth might be changing clothes or undressed. That this occurs was confirmed by staff during interviews, and the majority of youth stated that this occurred. Policy prohibits staff from searching or physically examining a transgender or intersex youth for the sole purpose of determining the resident's genital status. There were no known transgender or intersex youth in residence so this had not occurred. Staff interviews confirmed that staff were aware of this prohibition. Staff training was amended to include instruction on searches of LGTBI youth. 
	316 text: Resident interpreters are not allowed per policy unless there would be a substantial delay that could jeopardize the safety of the youth. No resident interpreters were utilized during the audit period. The facility has a contract with a vendor that provides interpretation services should that be required. An additional contract provides signing services for hearing impaired youth. 
	317 text: Policy review, interview with Human Resources, and review of randomly-selected files confirmed that the facility conducts required background checks on all employees at the time of hire, and every four years thereafter. In addition policy and the employee on-line application system incorporates the questions listed in 115.317(a)-1 regarding previous sexual misconduct. Human Resources policy and notifications include the expectation of continuing affirmative duty to disclose such misconduct. Material omissions regarding such conduct is grounds for termination, per policy. Contractors are subject to the same background checks and expectations for conduct as employees. There were 39 employees hired in the previous 12 months that had background checks conducted as prescribed. 
	318 text: The facility has not made a substantial expansion or modification since 2012. The video monitoring system was updated in 2013 to add 26 additional cameras. Per information provided by the Superintendent camera placement was determined through review of the staffing plan and the priority consideration when placing cameras was youth safety. In addition, a capital outlay request is expected to result in the purchase and installation of additional cameras next year. 
	321 text: The agency conducts both criminal and administrative investigations. Investigative staff is assigned from the Internal Affairs Division. The agency (IDOC) has approximately 50 such investigators. The investigator assigned to MJCF has received specialized training for investigating allegations of sexual abuse from both the Internal Affairs Academy and the National Institute for Corrections. When investigating allegations the investigator refers incidents that might result in criminal charges to the Indiana State Police, and the investigator consults with police and prosecutors before conducting compelled interviews. Uniform evidence protocol is followed. If a forensic examination is warranted it is conducted off grounds at a designated SANE-staffed hospital, at no charge to the youth. There were no such medical examinations performed in the past 12 months. The facility had a contract with an outside entity to provide an advocate in the case of a sexual assault allegation and resultant forensic examination. The outside entity was dissolved in 2014 due to financial issues and the facility has attempted to enter into a new agreement with an outside entity for these services. Documentation of these attempts was provided. The facility is awaiting final approval of the Indiana Department of Administration to enter into a new agreement to provide these services, through the Indiana Coalition Against Domestic Violence. The facility's Sexual Abuse Response Team (SART) members have all been trained as victim advocates. As such SART members can provide these services until the new contract is signed, or in lieu of an outside provider if the youth does not want an outside provider. 
	322 text: Policy 02-01-115 requires that the Superintendent order an investigation when any allegation of sexual abuse is received. The facility had four allegations that were made and were administratively investigated by a qualified and designated agency (Internal Affairs) in the past 12 months. The four investigations were completed. Referrals and investigation outcomes are documented. Agency policy regarding referral and conducting investigations is listed on its website.
	331 text: The facility provided training to all employees that have contact with youth and provided documentation that the training occurred. PREA training is held annually and at first hire, plus pertinent information on preventing, detecting and responding to sexual abuse of residents is also provided at in-service trainings held periodically throughout the year. The training curriculum is tailored to the needs and gender of the youth. Facility records indicated that 103 staff received PREA training in the 12 months preceding the audit. Employees sign that they attended the training and understood the materials presented. 
	332 text: Volunteer / Contractor training is conducted and documented. The level and type of training provided to volunteers and contractors is based on the services provided and the level of contact that they have with the residents. Based on those considerations, contractors are assigned to one of (Policy 01-03-103) three levels of prescribed training and security access. All training levels include notification of the agency's zero tolerance policy regarding sexual abuse and sexual harassment. 
	333 text: Resident education is provided at the time of intake about the zero-tolerance policy and how to report. Comprehensive information is provided within 10 days. Youths unanimously stated that they received both initial and comprehensive information. All youths were able to articulate rules regarding sexual contact, how to report, their right to not be sexually abused or harassed, and that they would be protected from retaliation. All stated that they knew about the outside reporting option, to the state's Ombudsman. The facility listed 130 youth intakes in the past 12 months and provided documentation in the form of youth signature sheets that the information had been provided. There were no LEP or disabled youth listed as intakes during the period however the facility has contracts with interpretive and disabled services to provide PREA education to such youths. Posters are placed throughout the housing units and common areas that reinforces key information for youths. 
	334 text: Policy 02-01-115 requires that all investigators will receive training in conducting sexual abuse investigations and must also complete SART training. SART training curriculum was reviewed. The facility's assigned investigator also completed specialized training provided by NIC. 
	335 text: Agency policy requires this training. Documentation was provided that this training occurred for 100% of medical and mental health providers. The training syllabus included key learning elements required by the Standard. Forensic medical examination are not conducted at the facility so the training did not include that element, however the Nursing Supervisor was formerly certified as a SANE. 
	341 text: Policy requires that this screening occur within 24 hours after a youth's admission to the facility. Policy also requires that the youth's risk level be re-assessed upon a referral, incident, request, or receipt of any information that might bear upon the youth's risk for victimization or abusiveness. Documentation review of completed screening instruments occurred. The screening instrument was standardized. 
	342 text: The screening instrument rates each youth as a likely victim, likely aggressor, or no flag. Policy (02-01-115) requires that individualized determinations be made on the assignments of each youth based on their identified risks. Policy further requires that youth at high risk for victimization will not be placed in involuntary restrictive housing unless no other alternative exists to separate the youth from likely abusers. If it should happen that a youth is placed in restrictive housing as a means to ensure safety then policy further states that the youth must be allowed daily exercise periods and special education and regular education must be provided. Review of housing status must occur at least every 30 days. There were no youth placed in restrictive housing standard for this reason during the previous 12 months. Policy prohibits placing LGTBI youth in restrictive housing solely based on such identification status. Decisions on housing or other elements of daily routine are made on a case-by-case basis. No LGTBI youth were placed in restrictive housing during the previous 12 months. 
	351 text: The agency provides youth with multiple ways to report sexual abuse and sexual harassment allegations and informs youth of these reporting options during orientation. In addition wall posters remind youth of these options. An outside reporting option exists that can be utilized by youth privately using kiosks in the facility, at no charge to youth. Calls made using the outside reporting option reach the state's Ombudsman. All youth interviewed were able to list multiple reporting options, including the outside reporting option. All staff interviewed stated that they are required to accept verbal, written, and third party allegations and that they must act immediately upon receiving such reports. Staff must document allegations by the end of their shift. Staff have options for reporting privately, including use of the IDOC sexual abuse reporting line, and are informed of these options through training and orientation. Youth are provided with materials and assistance if required in making reports. 
	352 text: Youth may submit a grievance alleging sexual abuse or harassment without submitting it to the staff that is the subject of the allegation. No informal processing of grievances is required, and there is no time limit set on when a youth may report an allegation of sexual abuse. Policy regarding the processing and answering of grievances fall within the PREA time limits. Facility policy requires that grievances be answered within five days. Policy requires that the youth receive a written answer to the grievance and that emergency grievances be answered within 48 hours. There were no grievances filed in the past 12 months alleging sexual abuse or sexual harassment. There were no youth listed as having been disciplined for intentionally filing a malicious grievance. There were no third party grievances filed. Policy requires that third party grievances be accepted and processed in the same manner and time frames. 
	353 text: Policy requires that this be provided. Confidentiality is required, with the exceptions required by law relative to mandated reporting of sexual abuse allegations to minors. Youths are notified of limits to confidentiality. Immigrant-status youth (there were none in the past 12 months) may request this through the immigrant service agency. Youth are provided with access to parents and if they request, attorneys. Youth interviewed all reported that they had contact with parents. None reported that they had requested contact with an attorney although most stated that they knew that they had that right. The facility had a contract with an outside entity to provide an advocate in the case of a sexual assault allegation and resultant forensic examination, and also to provide an outside confidential support services option to sexual abuse victims. The outside entity was dissolved in 2014 due to financial issues and the facility has attempted to enter into a new agreement with an outside entity for these services. Documentation of these attempts was provided. The facility was awaiting final approval of the Indiana Department of Administration to enter into a new agreement to provide these services, through the Indiana Coalition Against Domestic Violence. The facility's Sexual Abuse Response Team (SART) members have all been trained as victim advocates. As such SART members can provide these services until the new contract is signed, or in lieu of an outside provider if the youth does not want an outside provider.
	354 text: Third-party reports can be made electronically by sending an email to IDOCPREA@idoc.in.gov or my calling, toll free, the IDOC Sexual Assault hot line. These reporting options are posted in visiting areas and on the IDOC website.  
	361 text: Agency policy requires all staff to immediately report any knowledge, suspicion or information that they receive regarding an incident of sexual abuse or sexual harassment that occurred in a facility, whether or not the facility is part of an agency. Policy lists specific protocols for this and staff are trained on these protocols and on the requirements to report. All facility staff are also mandated reporters under state law. Policy directs staff to not discuss the information with anyone except Supervision, investigators, or others that need to know. 
	362 text: Facility policy (02-01-115) requires that if staff learn that a resident is subject to a substantial risk of imminent sexual abuse that immediate steps are taken to protect the resident. There were no reports listed by the facility of this occurring in the past 12 months. 
	364 text: Staff were consistently able to list the steps that must be taken when an allegation of sexual abuse has been received, in accordance with policy. Policy details the protocol in accordance with the standard, and staff receive training on this. There was one allegation of sexual abuse reported to non-security staff in the past 12 months. Incident review indicated that proper steps were taken. 
	363 text: Policy requires that the Superintendent notify the head of another facility within 72 hours if the Superintendent receives an allegation that sexual abuse occurred in the other facility. All other reporting obligations still apply to the Superintendent that received the report. No such reports were received or forwarded during the past 12 months. In addition, no reports were received from other facilities alleging that a youth had been sexually abused at MJCF. 
	365 text: The facility developed a written plan that coordinates actions taken in response to an incident of sexual abuse. The plan details actions that must be taken by all pertinent parties, including first responders, medical and mental health practitioners, investigators, security staff and SART team members, and Administrators.
	366 text: There is no collective bargaining or union contract associated with the agency / facility so this standard does not apply. Facility Administration is in no way restricted in its ability to protect residents from contact with abusers. 
	367 text: Facility policy lists the youth's right to be free from sexual abuse and to be protected from retaliation for reporting abuse. Policy requires that the facility employ multiple protection measures, such as housing changes, removal of offending staff or youth from contact with the victim/reporter. For at least 90 days, or three consecutive (monthly) PREA meetings, the treatment of the youth must be monitored. Monitoring is done by the PREA Committee but overall responsibility is by the PREA Compliance Manager. In the preceding 12 months there were no incidents of retaliation reported in the 12 month audit period.  
	368 text: The facility has a policy that requires that protective custody may only be used if no other alternative measures would be adequate. Policy requires that youth in protective custody for any reason receive large muscle exercise daily and education programming, and that any youth held in protective custody be reviewed at least every 30 days to determine the need for continued protective custody. The facility reported that there were no incidents where youth were placed in protective custody in the past 12 months. 
	371 text: The agency/facility has a policy related to criminal and administrative investigations. Investigations are conducted by the agency's Internal Affairs Department. The agency does not terminate investigations because the source of the allegations recants the allegation. There were no sustained allegations that appeared to be criminal in the past 12 months however should this occur the assigned investigator refers the allegation to Indiana State Police, and confers with police and prosecutors before conducting compelled interviews. Records and written reports are retained as long as the offender is incarcerated or employed by the agency, plus five years, per policy. 
	372 text: Per policy an allegation is substantiated based on a preponderance of the evidence. 
	373 text: Agency policy (02-01-115) requires that following completion of an investigation into a resident's allegation of sexual abuse or harassment that the PREA Compliance Manager will inform the resident in writing as to whether the allegation was substantiated, unsubstantiated, or unfounded. The standardized form used for these notifications was reviewed. The form includes the required information required in the Standard on the disposition of staff if staff was the subject of the allegation, and the disposition of another resident if another resident was the subject of the allegation. There were no substantiated or unsubstantiated allegations against staff during the reporting period. There was one documentation of a notification of an unsubstantiated allegation made against another resident. 
	376 text: Staff are notified that any form of sexual activity between staff and residents, whether consensual or not, is strictly prohibited and that any staff found to have engaged in such behaviors will be subject to disciplinary action up to and including dismissal and criminal prosecution. There were no allegations that staff had engaged in sexual activity with youth in that past 12 months. Terminations for violation of this policy, or resignations in lieu of termination, are reported to pertinent licensing bodies and are reported to law enforcement unless the activity was clearly not criminal. 
	377 text: Contractors and volunteers are notified that any form of sexual activity between they and residents, whether consensual or not, is strictly prohibited and that any contractor or volunteer found to have engaged in such behaviors will be restricted from further contact with residents, and will be reported to pertinent licensing bodies and to law enforcement unless the activity was clearly not criminal. There were no allegations of sexual abuse or harassment made against contractors or volunteers in the past 12 months. 
	378 text: Residents are notified, per policy, that any resident that engages in sexual abuse or sexual harassment will be charged accordingly with the appropriate disciplinary code or code of conduct. Further, any finding of sexual abuse that appears to be at the level of criminal behavior will be reported to policy and referred for criminal prosecution. There were two findings of resident-on-resident sexual abuse at the facility in the past 12 months, neither of which was considered to be at the level of criminal behavior. Isolation was not used as a response to the findings. There were no youth isolated for as a disciplinary response to sexual abuse in the past 12 months. The facility does not consequence a youth for making an allegation in good faith, even if the allegation is determined to be unfounded, and protects residents from retaliation. 
	381 text: Policy requires that if assessment or screening determines that a resident was a victim of past sexual abuse that the resident be offered a follow-up meeting with a medical or mental health provider within 14 days. As a matter practice and protocol all residents meet with both a medical and mental health provider within 14 days of initial screening. Sharing of information relating to a resident's past victimization is limited to the medical and mental health provider and only those others that need to know to inform bed, housing, and related assignments, and develop treatment plans treatment plans. Informed consent must be obtained by youth's age 18 or older. During the past year MJCF did not have a resident that was age 18 or older that disclosed prior sexual abuse so there were no completed consent forms to review. 
	382 text: Victims of sexual abuse are offered timely, unimpeded access to emergency medical treatment and crisis intervention services (policy 02-01-115). The nature of these services is determined by medical and mental professionals. Information on contraception and sexually transmitted infections prophylaxis must be provided. Policy also requires that these services be provided at no charge and regardless of whether the victim names the abuser or cooperates with any investigation arising out of the incident. 
	383 text: Policy requires that a sexual abuse victim be referred to the facility's health care staff for examination in accordance with Health Care Services Directive (HCSD and JHCSD 2.30) and the Health Care Sexual Assault Manual. Information on contraception and sexually transmitted infections prophylaxis must be provided in a sensitive, understandable, and culturally competent manner. Policy also requires that the facility attempt to conduct a mental health evaluation of all know resident-on-resident abusers within 60 days of learning of such abuse history and provide treatment as deemed appropriate. 
	386 text: Policy requires the facility PREA Committee to meet on a monthly basis. In addition to other sexual abuse prevention activities and reviews, the Committee must review all sexual abuse incidents, unless the allegation was determined to have been unfounded. The Committee is comprised of upper-level management and other key personnel. Findings are documented. The auditor reviewed one documented incident review generated within the past 12 months. 
	311 text: The facility and its governing agency, the Indiana Department of Corrections, has developed and implemented a comprehensive written policy mandating zero tolerance toward all forms of sexual abuse and sexual harassment. The policy includes all requirements listed in the subsections of Standard 311. Documentation review and interviews with facility personnel supported that the practices and protocols listed in the policy are followed. The Agency had designated a PREA Coordinator who verified that he has the time and authority to implement and oversee agency efforts to comply with the PREA standards in all of its facilities. He is listed on the Agency's organizational chart. The facility has a PREA Compliance Manager that is listed on the agencies organizational chart. 
	312 text: The Agency does not contract with other entities for the confinement of its residents. This standard does not apply. 
	388 text: Data collected as required in Standard 115.387 is aggregated and reviewed in order to assess and improve sexual abuse prevention, detection, and response policies and training. An annual report, in addition to the aggregated data, is approved by the IDOC Commissioner (agency head) and made publicly available on the IDOC website. Personal identifiers are not made public. 
	387 text: The agency/facility collects uniform data on allegations of sexual abuse from its facilities. Data collected is, at a minimum, the data necessary to answer all questions from the Survey for Sexual Violence. Data collection templates used were provided and reviewed. The agency does not contract with other entities for confinement of its residents. 
	389 text: Administrative policy and procedure 00-04-102 lists protocols for secure retention of agency documents, including sexual abuse, data, and sets a retention schedule that complies with the Standard. Policy 02-01-115 requires publication of sexual abuse data as required in Standard 115.388. Required reporting is posted on the agency website and can be reviewed by the public. 
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