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AUDIT FINDINGS
NARRATIVE
The on-site Prison Rape Elimination Act (PREA) compliance audit of the Fort Dodge Community Corrections Center, Fort Dodge, Iowa
was conducted May 25-26, 2017 by the Nakamoto Group, Inc. certified PREA auditor Dudley Kesler. When the auditor arrived at the
facility, an "in-briefing" meeting was held with the Residential Manager and PREA Coordinator. The introductions and audit process was
discussed during the briefing.
The standards used for this audit became effective August 20, 2012. This auditor discussed information contained in the Pre-Audit
Questionnaire with the PREA Coordinator during the on-site audit visit. As part of the audit, a review of all agency and local facility
policies and a tour of the the facility was completed. The facility houses male and female residents from State of Iowa and Federal Bureau
of Prisons. A total of 18 residents (13 male and five female) of the 49 total population were interviewed by the auditor. All residents stated
they were well aware of the PREA program and indicated staff were very diligent in training them during the intake process. There were
no allegations of sexual abuse/harassment filed by residents during the rating period of the past twelve months.
The average length of stay at the residential facility is approximately four to six months. The age range of the population is 19-72 years of
age. The facility provides housing and around the clock supervision for offenders demonstrating an inability or unwillingness to function
under less restrictive supervision. Offenders can be placed in a Residential Center as a condition of probation or parole, as a transition
from a Department of Corrections institution (work release) or as an alternative to serve a sentence on a second or subsequent Operating
While Intoxicated (OWI) offense. Offenders participate in programming in the community, as do probationers and parolees who are living
independently.
A total of 28 staff were interviewed from all three eight hour shifts. These included seven residential officers, 18 specialized staff, and 3
administrative staff. The number of interviews exceeds the total number of staff because individual staff members often perform multiple
functions. The administrative staff who were interviewed included the Director, Human Resources Manager, and Residential Manager.
Specialized staff interviewed included the PREA coordinator, retaliation monitor, incident review team member, investigator, intake,
screening, first responders, and a contractor.
The auditor interviewed a representative from the local advocacy facility, The Crisis Intervention Center. The representative was
extremely complimentary of the quality of the staff of Fort Dodge Community Corrections Center and believes the facility maintains an
excellent PREA culture. A representative of the nearby Unity Point Health-Trinity Regional Medical Center indicated they have a Sexual
Assault Nurse Examiner (SANE) on staff who will provide examination services in the event of a sexual assault.
During the tour the auditor noted that the television viewing areas were well within view of the officers station. However, if there are
several residents in the area the monitoring could be enhanced by a camera in the rear of the room facing the front door area. This would
provide an additional angle of sight to monitor activities within the room. The auditor discussed the benefit of this additional coverage with
the Residential Manager during close out.
The auditor concluded, through interviews and review of policy and documentation, that all staff and residents were very knowledgeable
concerning their responsibilities involving PREA. During the interviews, the residents stated that staff were respectful and that they felt
safe at the facility.
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DESCRIPTION OF FACILITY CHARACTERISTICS
The Fort Dodge Community Corrections Center opened its doors on May 2, 2008. The purpose of the center has been to provide
correctional supervision and services for adult male and female clients at the community level. The Center is a viable alternative to
incarceration, as well as an opportunity to help individuals transition back to their community and family following incarceration.
As part of the 2nd District Department of Correctional Services, the Fort Dodge Community Corrections Center is a community-based
correctional program serving Webster, Hamilton, Humboldt and Wright Counties. The facility includes a 16,000 square foot residential
center which houses male and female clients in a 24-hour, 7-days a week residential setting, and a 9,000 square foot probation and parole
office complex on the second floor. The two story building is located at 311 First Avenue South, Fort Dodge, Iowa.
Referrals for placement are made by the court as a condition of probation, by the Parole Board or by the probation/parole officer. Federal
referrals are also generated by the Bureau of Prisons. The average length of stay for a client in the program is 6 months. The program
includes food service, employment assistance, social skills development, financial management assistance and access to the various
community and Department resources. Services are provided to assist residents in meeting their individual needs, and to support them in
becoming productive, socially responsible, law-abiding, self –sufficient members of the community.
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SUMMARY OF AUDIT FINDINGS
At the conclusion of the on-site audit, an "out-brief" meeting was held with the Residential Manager and PREA Compliance Coordinator.
It was noted that the facility was found in compliance with all standards. The auditor was provided with extensive and lengthy files prior to
the audit for review to support a conclusion of compliance with PREA. The facility staff were found to be courteous, cooperative,
knowledgeable and professional. All areas of the facility were found to be clean and well maintained. At the conclusion of the audit, the
auditor thanked the Residential Manager and staff for their hard work and dedication to the PREA process.

Number of standards exceeded: 0
Number of standards met: 37
Number of standards not met: 0
Number of standards not applicable: 2
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Standard 115.211 Zero tolerance of sexual abuse and sexual harassment; PREA Coordinator


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 101, Prevention Planning, section 1, addresses the facilities plan to establish zero tolerance as required by the standard. Section 2
addresses the facilities approach to preventing and responding to sexual abuse and sexual harassment. Policy 100 , Definitions, includes
definitions of prohibited behaviors regarding sexual abuse and harassment. Policy108, Discipline, sections A, B, and C, addresses the
facilities sanctions for those found to have participated in prohibited behaviors. Policy 101, Prevention Planning, includes a description of
agency strategies and responses to reduce and prevent sexual abuse and harassment of inmates. The agency has established an
agency wide PREA coordinator and a PREA compliance manager at each facility. A review of training records and staff interviews
confirmed that staff who have regular or frequent contact with residents receive PREA related training during new employee training and
annually on e-learning programs. The PREA Coordinator was interviewed and advised that he has sufficient time and authority to
coordinate efforts to comply with PREA standards. Compliance to this standard was determined through staff interviews and policy
review. All written documents are available in English and Spanish. Interpretive services are available for residents who do not speak or
read English, Spanish or other languages. All interviews with staff and residents confirmed that each was aware of the zero-tolerance
policy towards all forms of sexual abuse/harassment. The commitment to the enforcement and implementation of the PREA meets the
required compliance to this standard.

Standard 115.212 Contracting with other entities for the confinement of residents


Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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.
Not Applicable-The facility does not contract with other entities for the confinement of residents.
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Standard 115.213 Supervision and monitoring


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 entitled, Staffing Pattern 12, page 1, addresses this standard. Compliance with PREA and other safety and security issues are
always a primary focus when they consider and review their staffing plan. The plan is reviewed at least annually in consultation with the
PREA coordinator. There have been no instances in the previous year where the staffing plan was not complied with. The facility has
been provided with all necessary resources to support the programs and procedures to ensure compliance with PREA standards. The
audit included an examination of all video monitoring systems, resident access to telephones, documentation (staffing rosters) and staff
interviews. There was sufficient staffing and observation cameras to ensure a safe environment for residents and staff. As mentioned in
the Narrative, a general discussion was held with the Residential Manager of the benefits of an additional camera located in the television
viewing area to improve monitoring.

Standard 115.215 Limits to cross-gender viewing and searches


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 101, Prevention Planning, section 3, addresses this standard. Cross-gender strip and body cavity searches are prohibited, except
in emergency situations. Any potential strip searches would be completed by staff of the same gender as the resident and documented.
Interviews with staff indicated there are no cross gender pat down searches of female residents conducted. Residents, resident officers
and administrative staff stated residents are allowed to shower, dress and use the toilet privately without being viewed by the opposite
gender. Residents and staff reported that staff of the opposite gender announce their presence before entering the housing areas. Policy
101, Prevention Planning, section E, indicates the facility will never search or physically examine a trans-gender or inter sex inmate for the
sole purpose of determining the inmates genital status. Staff were aware of the policy prohibiting the search of trans-gender or inter sex
residents to determine their genital status. The training outline was reviewed and it was noted to contain information on the proper
methods to conduct cross-gender pat searches. This information is presented during initial and annual training sessions. This practice
was observed by the auditor during the facility tour. Compliance to this standard was determined through staff interviews, policy review,
and a review of the staff training curriculum.
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Standard 115.216 Residents with disabilities and residents who are limited English proficient


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 101, Prevention Planning, section 4 address the requirements of this standard. The facility takes appropriate steps to ensure
residents with disabilities and inmates with limited English proficiency have an opportunity to participate in and benefit from facilities efforts
to prevent, detect and respond to sexual abuse and harassment. The Language Link Interpretation System is utilized to ensure that
residents with Limited English Proficiency are fully aware of the PREA requirements. PREA handouts and resident handbooks are
available in English and Spanish. Staff interviewed were aware that under no circumstances are resident interpreters or assistants to be
used when dealing with PREA issues. There were no residents with disabilities or with limited English speaking proficiency available for
interview. Compliance to this standard was determined through staff interviews, observations and policy review.

Standard 115.217 Hiring and promotion decisions


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 101, section 5, address this standard. An interview with the Human Resources Manager indicates all employees, contractors, and
volunteers have had their background checks completed prior to hiring. Staff promotions require a background check before promotion is
approved. A tracking system is in place to ensure that updated background checks are conducted every five years. Potential employees
are questioned about any misconduct involving residents in previous employment. Any false information submitted by applicants is
grounds for termination. Auditor reviewed employment documentation supporting compliance to this standard. All employees and
contractors have had their background checks completed through the National Crime Information Center. Policy states false information
submitted by applicants or staff is grounds for termination. Compliance to this standard was determined through staff interviews, policy
review and employment documentation.
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Standard 115.218 Upgrades to facilities and technologies


Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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.
Non-Applicable. This facility has not made any structure upgrades or added any video technologies.

Standard 115.221 Evidence protocol and forensic medical examinations


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 102, Responsive Planning, addresses this standard. The Residential Manager is trained as an investigator for administrative
evidence including the gathering and preserving of physical evidence. The facility has a MOU with the Fort Dodge police department to
investigate any sexual assault incidents. During interviews staff were aware who was responsible for conducting investigations.
Residents will be transported to the Trinity Regional Medical center where they would be examined by a SANE nurse. The facility also
has a Memorandum of Understanding (MOU) with the local Crisis Intervention Service to provide counseling as need in the event of a
sexual assault. Staff were aware who was responsible for conducting investigations. There were no forensic medical examinations
conducted during the previous 12 months. Compliance to this standard was determined through interviews with staff, a victim advocate, a
hospital management official and policy review.
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Standard 115.222 Policies to ensure referrals of allegations for investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 102, Responsive Planning, section 2, addresses this standard. Administrative or criminal investigations will be completed on all
allegations of sexual abuse/harassment. There are four trained investigators in the district who received training through the Moss Group.
These include the Residential Manager and PREA coordinator. The local police department will respond and gather evidence for a
criminal investigation. There were no reported incidents of sexual assault or harassment in the previous year. Compliance to this
standard was determined through staff interviews, policy review and an examination of the investigations.

Standard 115.231 Employee training


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 103, Training and Education, addresses this standard. The facility Annual Training Plan address all training required by this
standard. The Iowa Department of Corrections provides extensive web-based E-Learning of PREA standards training which all staff have
successfully completed. Contractors and volunteers are provided training relative to their duties and responsibilities. Annual refresher
training including PREA topics is provided to all staff. Staff receive continuous updating throughout the year. Staff training files and facility
training curriculum was reviewed and contained documentation supporting compliance to this standard. All staff interviewed indicated they
had received PREA training. Staff interviews, training files and the facility training curriculum were reviewed and supported compliance to
this standard.
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Standard 115.232 Volunteer and contractor training


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 103, Training and Education, section C, addresses this standard. An interview with one contractor indicated that training relative to
the service provided had been completed. Documentation indicated the PREA training had been completed successfully. The training
outline for contractors was found to be adequate to meet this standard.

Standard 115.233 Resident education


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 103, Training and Education, section C, addresses this standard. All residents receive a copy of a Prison Rape Elimination Act
(PREA) Offender Training Handbook. This handbook is very comprehensive and includes sections on definitions, zero tolerance,
reporting procedures, crisis intervention services, medical treatment, retaliation, grievances, discipline, investigations, and outcomes of
investigations. Residents are also required to view a 30 minute video on PREA. There are zero tolerance posters throughout the facility
and a "hot line" telephone number to call and an address for the Iowa Ombudsman Office. Interviews with staff and residents, as well as
documentation review, support the facility meets compliance of the standard.
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Standard 115.234 Specialized training: Investigations


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 107, Investigations, addresses this standard. Certificates of completion of a course on "Introduction to Conducting PREA
Investigations" were noted for the Residential Manager and PREA Coordinator. These were provided through the Moss Group Training
Program and allow them the ability to conduct administrative investigations. Training records were reviewed confirming the completion of
the required training. The local police department is responsible to maintain training for their members who conduct criminal investigations.
Compliance to this standard was determined through staff interviews, policy review and a review of training records.

Standard 115.235 Specialized training: Medical and mental health care


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 are no full or part time medical and mental health care practitioners assigned to this facility. The facility has an agreement with
Trinity Regional Medical Center to provide SANE examination services, if needed. They also have a MOU with the local Crisis
Intervention Service to provide counseling services (confirmed through telephone interview). All staff are trained as first responders to
refer victims to a local hospital for medical treatment and how to protect the alleged crime scene from evidence contamination. SANE
certified staff are available at the hospital at all times (confirmed through contact with the local hospital). Staff also receive refresher
training annually and documentation of participation is on file. The auditor reviewed the training lesson plan and training sign-in sheets.
Staff interviews confirmed compliance to this standard.
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Standard 115.241 Screening for risk of victimization and abusiveness


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 104, Screening for Risk of Sexual Victimization, addresses this standard. All residents are assessed at intake immediately upon
arrival at the facility for their risk of being sexually abused or harassed by other residents or being sexually abusive towards other
residents. An intake staff member screens all new arrivals within their first 72 hours but they are almost always seen the first day of
intake. The "Iowa Department of Corrections Sexual Violence Propensity Assessment Scoring Guide for Offenders" is utilized for
screening. It is a scoring based system that is completed and maintained electronically. Passwords are required to access the system for
recalling information about residents screening. Staff review all relevant information from other facilities and continues to reassess when
additional information is received within 30 days of arrival. Staff interviewed indicated residents do not receive disciplinary reports for
refusing to answer questions during the process.

Standard 115.242 Use of screening information


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 104, Screening for Risk of Sexual Victimization and Abusiveness , addresses this standard. Policy indicates all residents shall be
assessed using the Sexual Violence Propensity (SVP) Assessment upon arrival to determine proper housing, bed assignment, work
assignment, education and other program assignments with the goal of keeping residents at high risk of being sexually abused / harassed
separate from those residents who are at a high risk of being sexually abusive. Housing and program assignments are made on a case
by case basis for all residents with continued follow-up and monitoring when needed. Staff and resident interviews and review of
screening documents confirm compliance with the standard. The facility does not have dedicated housing for Lesbian,Gay, Bisexual,
Trans-gender or inter sex residents. Youthful offenders are not housed at the facility. Interviews with staff, observations of the facility and
an examination of documentation confirm compliance to this standard.
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Standard 115.251 Resident reporting


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 105, Reporting of Incidents, section A, addresses this standard. The PREA Offender Training Handbook contains multiple ways
that a resident can report an incident either in person, by telephone, anomalously, or in writing. A review of posters and staff/resident
interviews indicated that there are multiple ways (including verbally, in writing, anonymously, privately, "hot line" telephone calls and from a
third party) for residents to report sexual abuse/harassment. There are posters and other documents, on display throughout the facility,
observed by the auditor, that explain reporting methods. The facility does have a MOU with a local advocacy center to provide support
services relevant to this standard. Documentation review and interviews with residents and staff confirmed that the facility meets
compliance with this standard.

Standard 115.252 Exhaustion of administrative remedies


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 105 Reporting of Incidents, section B, addresses this standard. Residents may file a grievance without time frames. A resident
can file a complaint in numerous ways without having to submit it to a staff member who is the subject of the complaint. The Department
shall issue a final agency decision on the merits of any portion of a grievance alleging sexual abuse within 90 days of the initial filing of the
grievance. Third parties, including fellow residents, staff members, family members, attorneys and outside advocates, shall be permitted
to assist residents in filing requests for administrative remedies relating to allegations of sexual abuse, and shall also be permitted to file
such requests on behalf of residents. After receiving an emergency grievance alleging a resident is subject to a substantial risk of
imminent sexual abuse, the department shall immediately forward the grievance (or any portion thereof that alleges the substantial risk of
imminent sexual abuse) to a level of review at which immediate corrective action may be taken, shall provide an initial response within 48
hours and shall issue a final Department decision within 5 calendar days. The initial response and final Department decision shall
document the department’s determination whether the resident is in substantial risk of imminent sexual abuse and the action taken in
response to the emergency grievance.
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Standard 115.253 Resident access to outside confidential support 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)



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 105, Reporting of Incidents, section C, addresses this standard. The facility has a memorandum of understanding with the local
Crisis Intervention Center to provide all services relevant to this standard. The auditor made contact with a representative from the Crisis
Intervention Center and noted it was their opinion that this facility has a very good PREA culture. They described their working
relationship as very good. Documentation reviewed by the auditor also supports compliance to this standard. The auditor observed
posters, pamphlets and other relevant information displayed and available in common areas of the facility. Interviews with staff and
residents confirmed that they were aware of the access to the outside victim advocacy group and where the telephone number and
address was located.

Standard 115.254 Third-party reporting


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 105, Reporting of Incidents, section D, addresses this standard. The Offender Training Handbook reveals staff will accept any
reports made verbally, in writing, anonymously, or from third parties. All reports of abuse or harassment will be promptly investigated.
Staff and resident interviews confirm compliance to this standard. Interviews with staff and residents confirmed that they were aware that
anonymous and third-party reporting procedures were available.
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Standard 115.261 Staff and agency reporting duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



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 106, Official Response Following A Resident Report, section A, addresses this standard. All staff interviewed were well aware of
their duty to immediately report all allegations of sexual abuse and harassment and retaliation relevant to PREA standards including third
party. This standard of compliance was verified through resident officers and administrative staff interviews and review of policies. Policy
requires the information concerning the identity of the alleged resident victim and the specific facts of the case to be limited to staff who
need-to-know because of their involvement with the victim’s welfare and the investigation of the incident. Additional compliance with all
aspects of the standard was verified through document and policy review. The facility does not house residents under the age of 18.

Standard 115.262 Agency protection duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



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 106, Official Response Following A Resident Report, section B, addresses this standard. All staff interviewed stated they would act
immediately to protect the resident if they learned there was a threat of imminent sexual abuse. There were no reports of instances of
imminent danger of sexual abuse during the previous year. All staff interviewed described their duties and responsibilities if they were
aware of a resident being sexually abused or harassed and said they would act immediately to protect the resident. The staff interviewed
stated they would separate residents, secure the scene, protect possible evidence, not allow residents to destroy possible evidence and
contact their Residential Manager. During the rating period there were no residents determined to be subject to substantial risk of
imminent sexual abuse. Compliance to this standard was confirmed through staff interviews and policy review.
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Standard 115.263 Reporting to other confinement facilities


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 106, Official Response Following A Resident Report, section B, addresses this standard. Policy requires the reporting of any
PREA related allegation by an resident that occurred at another facility. There were no allegations received during the rating period
stating that sexual abuse occurred at another facility. Policy requires the Director where the resident is currently being housed notify the
Director where the resident was previously housed within 72 hours after being notified. Interviews with staff confirmed this procedure
would be carried out if encountered. The policy requires an investigation be immediately initiated upon notification. Compliance with this
standard was confirmed by reviewing policy and interviews with the the Residential Manager and the agency PREA Coordinator.

Standard 115.264 Staff first responder duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



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 106, Official Response Following A Resident Report, section D, address this standard. All staff interviewed were very
knowledgeable concerning their first responder duties and responsibilities upon learning of a sexual abuse or harassment allegation by a
resident. The staff stated they would separate the residents, secure the scene, preserve evidence, and contact their supervisor. The
victim would be sent to the local hospital if needed. Interviews with staff and residents, as well as an examination of documentation,
confirm compliance with this standard.
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Standard 115.265 Coordinated response


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 106, Official Response Following A Resident Report, section E, addresses this standard. The facility has a comprehensive
coordinated response plan which meets the standard. There were no incidents that required a coordinated response in the past year.
Staff interviews and a review of policy confirmed compliance with this standard.

Standard 115.266 Preservation of ability to protect residents from contact with abusers


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The Collective Bargaining Agreement Between the State of Iowa and the American Federation of State, County, and Municipal Employees
Council 61 was reviewed and there were no noted restrictions for removing alleged abusers from contact with any residents pending the
outcome of an investigation or a determination of whether and to what extent discipline is warranted. The CBA will expire on June 30,
2017.
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Standard 115.267 Agency protection against retaliation


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 106, Official Response Following A Resident Report, section F, addresses this standard. The policy prohibits any type of
retaliation to any staff person or resident who has reported sexual abuse or harassment or cooperated in any PREA allegation
investigation. The Residential Manager is designated the retaliation monitor. She was interviewed and stated she would conduct checks
with the resident weekly or as needed up to 90 days or as long as needed to make sure the resident is safe from retaliation. There have
been no cases of retaliation during the rating period. Staff interviews and a review of policy confirmed compliance with this standard.

Standard 115.271 Criminal and administrative agency investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 107, Investigations, section A, addresses this standard. The Residential Manager and PREA Coordinator are trained to conduct
administrative investigations. The local police department will be contacted if there appears to be grounds for a criminal investigation. All
staff interviewed were aware of the proper investigative procedures for administrative and criminal cases. There were no criminal
investigations during this audit period. The Residential Manager stated the facility would cooperate fully with any outside agency who
conducts an investigation. Staff interviews and a review of policy confirmed compliance to this standard.
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Standard 115.272 Evidentiary standard for administrative investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 107, investigations, section B, addresses this standard. Investigator interviews indicated the evidence standard is a preponderance
of the evidence in determining whether allegations of sexual abuse or sexual harassment are substantiated. The investigators were aware
of the evidence standard.

Standard 115.273 Reporting to residents


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 107, Investigations, section C, addresses this standard. All residents will be informed of the findings of the investigation. The
victim will also be notified of the status of the perpetrator, either staff or resident. All notifications are made in writing. If the allegation and
investigation involves staff, the facility is to inform the victim whenever the staff member is no longer in the resident's facility, if the staff
member is no longer employed at the facility, when the staff member has been indicted on a charge related to sexual abuse within the
facility or when the staff member has been convicted on a charge related to sexual abuse within the facility. There were no criminal
investigations completed during the audit period. Compliance to this standard was determined through interviews with facility investigators
and documentation review.
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Standard 115.276 Disciplinary sanctions for staff


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 108, Discipline, section A, addresses this standard. Appropriate discipline for staff, contractors, and residents is addressed in policy
and meets the intent of the standard. The Collective Bargaining Agreement between the State of Iowa and (AFSCME) American
Federation of State, County and Municipal Employees, Council 61 AFL-CIO allows for disciplinary sanctions against staff including
termination for sexual abuse/harassment of an resident. All terminations for violations of agency sexual abuse or harassment policies will
be reported to law enforcement agencies. There have not been any reported cases of staff engaging in sex with residents during the
previous 12 months. Policy states that staff are subject to disciplinary sanctions up to and including discharge for violating agency sexual
abuse or sexual harassment policies. Policy also states a report of sexual abuse made in good faith based upon a reasonable belief that
the alleged conduct occurred shall not constitute falsely reporting an incident or lying, even if an investigation does not establish evidence
sufficient to substantiate the allegation. An interview with a facility investigator and a review of documentation confirm that the facility is in
compliance with this standard.

Standard 115.277 Corrective action for contractors and volunteers


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 108, discipline, section B, addresses this standard. During the audit period there were no contractors or volunteers accused of
sexual abuse/harassment of an resident. Interviews with the Residential Manager indicated contractors or volunteers would be terminated
immediately if they were found to have engaged in sexual abuse or harassment of an resident. Any criminal activity will be reported to law
enforcement immediately. In the past 12 months, there were no contractors reported to have engaged in any act of sexual abuse with a
resident. Interviews with staff and an examination of documentation confirm compliance to this standard.
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Standard 115.278 Disciplinary sanctions for residents


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 108, Discipline, section C, address this standard. Policy indicates sanctions shall be commensurate with the nature and
circumstances of the abuse committed, the resident’s disciplinary history and the sanctions imposed for comparable offenses by other
residents with similar histories. The disciplinary process shall consider whether a resident’s mental disabilities or mental illness
contributed to his or her behavior when determining what type of sanction, if any, should be imposed. There were no incidents that
required a resident to be disciplined for activities involving sexual abuse or harassment during this rating period. Sanctions shall be
commensurate with the nature and circumstances of the abuse committed, the resident's disciplinary history and the sanctions imposed
for comparable offenses by other residents with similar histories. The facility does not discipline residents who make allegations in good
faith, even if the investigation does not establish evidence sufficient to substantiate the allegation. An interview with a facility investigator
and a review of policy confirmed compliance to this standard.

Standard 115.282 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)



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 109, Medical and Mental Health Care, section A, addresses this standard. The facility will refer residents to Trinity Regional
Medical Center for emergency medical care and the Crisis Intervention Center for counseling. The treatment will be offered at no financial
cost to the victim. Policy states that resident victims of sexual abuse shall receive timely, unimpeded access to emergency medical
treatment and crisis intervention services, the nature and scope of which are determined by medical and mental health practitioners
according to their professional judgment. Resident victims of sexual abuse while incarcerated shall be offered timely information about
and timely access to emergency contraception and sexually transmitted infections prophylaxis, in accordance with professionally accepted
standards of care, where medically appropriate. Interviews with administrative staff and a review of policy confirmed compliance to this
standard.
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Standard 115.283 Ongoing medical and mental health care for sexual abuse victims and abusers


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 109, Medical and Mental Health Care, section B, addresses this standard. Any ongoing medical services and counseling services
related to the sexual abuse incident will be provided at no charge to the resident. The evaluation and treatment of such victims shall
include follow-up services, treatment plans and when necessary, referrals for continued care following their transfer to, or placement in,
other facilities. Resident victims of sexual abuse, while incarcerated, shall be offered tests for sexually transmitted infections as medically
appropriate. Compliance with this standard was determined by policy review, an interview with hospital staff, an interview with the local
victim advocate and administrative staff interviews.

Standard 115.286 Sexual abuse incident reviews


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 110, Data Collection and Review, section A, addresses this standard. Administrative and criminal investigations are completed on
all allegations of sexual abuse/harassment. The Residential Manager performs administrative investigations for sexual
abuse/harassment. All investigations ordinarily will be completed within 30 days. A review team consisting of the Director, Assistant
Director, PREA Coordinator and other administrative staff conduct a thorough review of each incident. The team will determine if the
allegation or investigation indicates a need to change policy or practice to better prevent, detect, or respond to sexual abuse. They will
consider whether the incident or allegation was motivated by race; ethnicity; gender identity; lesbian, gay, bisexual, trans-gender or inter
sex identification, status, or perceived status. They will also consider if gang affiliation was motivated or otherwise caused by other group
dynamics. If the incident happened in the facility they will assess whether physical barriers in the area may enable abuse, the adequacy
of staffing levels, and whether monitoring technology should be deployed or augmented to supplement supervision by staff. Two facility
staff have been properly trained on conducting sexual abuse investigations in a correctional setting. These staff include the Residential
Manager and PREA coordinator. Compliance of this standard was determined by interviews of administrative staff, policy review and a
review of the PREA Incident Review Form.
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Standard 115.287 Data collection


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 110, Data Collection and Review, section B, addresses this standard. The facility will collects accurate uniform data for every
allegation of sexual abuse/harassment. The agency aggregates all data annually and posts it on their website for public review. The
auditor reviewed the annual report. The incident-based data collected includes the data necessary to answer all questions from the most
recent version of the Survey of Sexual Violence conducted by the Department of Justice (provided by the IDOC). The agency aggregates
all data annually and reviews it annually. The auditor reviewed the annual report. Compliance with this standard was determined based
on an interview with the Residential Manager, PREA Coordinator and a review of policy and the most recent annual report.

Standard 115.288 Data review for corrective action


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 110, Data Collection and Review, section B, addresses this standard. The agency will compile, review, and assess all sexual
abuse/harassment data at least annually to improve the effectiveness of its sexual abuse prevention, detection and response policies.
The facility PREA Coordinator forwards data to the Iowa Department of Corrections. An annual report is prepared and placed on the
departments website www.iowacbc.org. The auditor reviewed the most recent annual report. Compliance with this standard was
determined based on an interview with the PREA Coordinator, a review of policy and an examination of the most recent annual report.
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Standard 115.289 Data storage, publication, and destruction


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence 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 110, Data Collection and Review, section D, addresses this standard. The facility PREA Coordinator reviews data compiled and
issues a report to the Iowa Department of Corrections. The data is securely retained and published on the department website. The data
is securely retained and published on the Department's website. Compliance with this standard was determined based on an interview
with the PREA Coordinator and a review of policy and examining the most recent annual report.
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