PREA Facility Audit Report: Final

Name of Facility: Maple Street House
Facility Type: Community Confinement
Date Interim Report Submitted: NA
Date Final Report Submitted: 07/03/2024

Auditor Certification

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.

| have not included in the final report any personally identifiable information (PII) @
about any inmate/resident/detainee or staff member, except where the names of
administrative personnel are specifically requested in the report template.

Auditor Full Name as Signed: Latera M. Davis Date of Signature: 07/03/2024

AUDITOR INFORMATION

Auditor name: | Davis, Latera

Email: | laterad@yahoo.com

Start Date of On- | 05/21/2024
Site Audit:

End Date of On-Site | 05/22/2024
Audit:

FACILITY INFORMATION

Facility name: | Maple Street House

Facility physical | 575 Maple Street , Bridgeport, Connecticut - 06608
address:

Facility mailing
address:

Primary Contact




Name:

Email Address:

Telephone Number:

Facility Director

Name: | Shanik Elliston

Email Address: | selliston@ctrenaissance.org

Telephone Number: | 2032586423

Facility PREA Compliance Manager

Name:

Email Address:

Telephone Number:

Facility Characteristics

Designed facility capacity: | 61
Current population of facility: | 35
Average daily population for the past 12 | 40
months:
Has the facility been over capacity at any | No
point in the past 12 months?
Which population(s) does the facility hold? | Males
Age range of population: | 18+
Facility security levels/resident custody | Level 1
levels:
Number of staff currently employed at the | 16

facility who may have contact with




residents:

with residents, currently authorized to

Number of individual contractors who have | 0
contact with residents, currently
authorized to enter the facility:

Number of volunteers who have contact | O

enter the facility:

AGENCY INFORMATION

Name of agency: | Connecticut Renaissance, Inc. Headquarters

Governing authority
or parent agency (if
applicable):

Physical Address:

One Waterview Drive, Suite 202, Shelton, Connecticut - 06484

Mailing Address:

Telephone number:

203-336-5225

Agency Chief Executive Officer Information:

Name:

Kathleen Deschenes

Email Address:

kdeschenes@ctrenaissance.org

Telephone Number:

203-336-5225 ext 222

Agency-Wide PREA Coordinator Information

Name:

Katie Seto Email Address:

kseto@ctrenaissance.org

Facility AUDIT FINDINGS

Summary of Audit

Findings

The OAS automatically populates the number and list of Standards exceeded, the number of
Standards met, and the number and list of Standards not met.




Auditor Note: In general, no standards should be found to be "Not Applicable" or "NA." A
compliance determination must be made for each standard. In rare instances where an auditor
determines that a standard is not applicable, the auditor should select "Meets Standard” and

include a comprehensive discussion as to why the standard is not applicable to the facility being
audited.

Number of standards exceeded:

0

Number of standards met:

41

Number of standards not met:

0




POST-AUDIT REPORTING INFORMATION

GENERAL AUDIT INFORMATION

On-site Audit Dates

1. Start date of the onsite portion of the 2024-05-21
audit:
2. End date of the onsite portion of the 2024-05-22

audit:

Outreach

10. Did you attempt to communicate
with community-based organization(s)
or victim advocates who provide
services to this facility and/or who may
have insight into relevant conditions in
the facility?

@ Yes

No

a. Identify the community-based 0 Just Detention International (JDI)
organization(s) or victim advocates with o National Sexual Violence Resource Center
whom you communicated: (NSVRC)
o Connecticut Sexual Assault Crisis Services
Line
AUDITED FACILITY INFORMATION
14. Designated facility capacity: 61
15. Average daily population for the past | 40
12 months:
16. Number of inmate/resident/detainee 5
housing units:
17. Does the facility ever hold youthful Yes

inmates or youthful/juvenile detainees?

No

@ Not Applicable for the facility type audited
(i.e., Community Confinement Facility or
Juvenile Facility)




Audited Facility Population Characteristics on Day One of the Onsite
Portion of the Audit

Inmates/Residents/Detainees Population Characteristics on Day One of the Onsite Portion
of the Audit

36. Enter the total number of inmates/ 36
residents/detainees in the facility as of
the first day of onsite portion of the
audit:

38. Enter the total number of inmates/ 0
residents/detainees with a physical

disability in the facility as of the first
day of the onsite portion of the audit:

39. Enter the total number of inmates/ 0
residents/detainees with a cognitive or
functional disability (including
intellectual disability, psychiatric
disability, or speech disability) in the
facility as of the first day of the onsite
portion of the audit:

40. Enter the total number of inmates/ 1
residents/detainees who are Blind or
have low vision (visually impaired) in the
facility as of the first day of the onsite
portion of the audit:

41. Enter the total number of inmates/ 0
residents/detainees who are Deaf or
hard-of-hearing in the facility as of the
first day of the onsite portion of the
audit:

42. Enter the total number of inmates/ 4
residents/detainees who are Limited
English Proficient (LEP) in the facility as
of the first day of the onsite portion of
the audit:

43. Enter the total number of inmates/ 0
residents/detainees who identify as
lesbian, gay, or bisexual in the facility as
of the first day of the onsite portion of
the audit:




44. Enter the total number of inmates/ 0
residents/detainees who identify as
transgender or intersex in the facility as
of the first day of the onsite portion of
the audit:

45. Enter the total number of inmates/ 0
residents/detainees who reported sexual
abuse in the facility as of the first day of
the onsite portion of the audit:

46. Enter the total number of inmates/ 1
residents/detainees who disclosed prior
sexual victimization during risk
screening in the facility as of the first
day of the onsite portion of the audit:

47. Enter the total number of inmates/ 0
residents/detainees who were ever
placed in segregated housing/isolation
for risk of sexual victimization in the
facility as of the first day of the onsite
portion of the audit:

48. Provide any additional comments No text provided.
regarding the population characteristics
of inmates/residents/detainees in the
facility as of the first day of the onsite
portion of the audit (e.g., groups not
tracked, issues with identifying certain
populations):

Staff, Volunteers, and Contractors Population Characteristics on Day One of the Onsite
Portion of the Audit

49. Enter the total number of STAFF, 14
including both full- and part-time staff,
employed by the facility as of the first
day of the onsite portion of the audit:

50. Enter the total number of 0
VOLUNTEERS assigned to the facility as
of the first day of the onsite portion of
the audit who have contact with
inmates/residents/detainees:




51. Enter the total number of
CONTRACTORS assigned to the facility as
of the first day of the onsite portion of
the audit who have contact with
inmates/residents/detainees:

52. Provide any additional comments
regarding the population characteristics
of staff, volunteers, and contractors who
were in the facility as of the first day of
the onsite portion of the audit:

No text provided.

INTERVIEWS

Inmate/Resident/Detainee Interviews

Random Inmate/Resident/Detainee Interviews

53. Enter the total number of RANDOM 5
INMATES/RESIDENTS/DETAINEES who

were interviewed:

54. Select which characteristics you (@) Age
considered when you selected RANDOM
INMATE/RESIDENT/DETAINEE (@ Race

interviewees: (select all that apply)

(@) Ethnicity (e.g., Hispanic, Non-Hispanic)
(@) Length of time in the facility
(@ Housing assignment

Gender

Other

None

55. How did you ensure your sample of
RANDOM INMATE/RESIDENT/DETAINEE
interviewees was geographically
diverse?

The auditor was provided a list of all residents
based on their housing unit. The auditor
randomly selected which individuals to
interview.

56. Were you able to conduct the
minimum number of random inmate/
resident/detainee interviews?

@ Yes

No




57. Provide any additional comments No text provided.
regarding selecting or interviewing
random inmates/residents/detainees
(e.g., any populations you oversampled,
barriers to completing interviews,
barriers to ensuring representation):

Targeted Inmate/Resident/Detainee Interviews

58. Enter the total number of TARGETED 5
INMATES/RESIDENTS/DETAINEES who
were interviewed:

As stated in the PREA Auditor Handbook, the breakdown of targeted interviews is intended to
guide auditors in interviewing the appropriate cross-section of inmates/residents/detainees who
are the most vulnerable to sexual abuse and sexual harassment. When completing questions
regarding targeted inmate/resident/detainee interviews below, remember that an interview with
one inmate/resident/detainee may satisfy multiple targeted interview requirements. These
questions are asking about the number of interviews conducted using the targeted inmate/
resident/detainee protocols. For example, if an auditor interviews an inmate who has a physical
disability, is being held in segregated housing due to risk of sexual victimization, and disclosed
prior sexual victimization, that interview would be included in the totals for each of those
questions. Therefore, in most cases, the sum of all the following responses to the targeted
inmate/resident/detainee interview categories will exceed the total number of targeted inmates/
residents/detainees who were interviewed. If a particular targeted population is not applicable in
the audited facility, enter "0".

60. Enter the total number of interviews 0
conducted with inmates/residents/
detainees with a physical disability using
the "Disabled and Limited English
Proficient Inmates" protocol:

a. Select why you were unable to (@) Facility said there were "none here" during
conduct at least the minimum required the onsite portion of the audit and/or the
number of targeted inmates/residents/ facility was unable to provide a list of these
detainees in this category: inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.




b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.

61. Enter the total number of interviews
conducted with inmates/residents/
detainees with a cognitive or functional
disability (including intellectual
disability, psychiatric disability, or
speech disability) using the "Disabled
and Limited English Proficient Inmates"”
protocol:

a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@) Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.

b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.

62. Enter the total number of interviews
conducted with inmates/residents/
detainees who are Blind or have low
vision (i.e., visually impaired) using the
"Disabled and Limited English Proficient
Inmates" protocol:

63. Enter the total number of interviews
conducted with inmates/residents/
detainees who are Deaf or hard-of-
hearing using the "Disabled and Limited
English Proficient Inmates" protocol:




a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@) Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.

b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.

64. Enter the total number of interviews
conducted with inmates/residents/
detainees who are Limited English
Proficient (LEP) using the "Disabled and
Limited English Proficient Inmates"
protocol:

65. Enter the total number of interviews
conducted with inmates/residents/
detainees who identify as lesbian, gay,
or bisexual using the "Transgender and
Intersex Inmates; Gay, Lesbian, and
Bisexual Inmates" protocol:

a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@) Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.

b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.




66. Enter the total number of interviews
conducted with inmates/residents/
detainees who identify as transgender
or intersex using the "Transgender and
Intersex Inmates; Gay, Lesbian, and
Bisexual Inmates" protocol:

a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@ Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.

b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.

67. Enter the total number of interviews
conducted with inmates/residents/
detainees who reported sexual abuse in
this facility using the "Inmates who
Reported a Sexual Abuse" protocol:

a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@) Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.

b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.




68. Enter the total number of interviews
conducted with inmates/residents/
detainees who disclosed prior sexual
victimization during risk screening using
the "Inmates who Disclosed Sexual
Victimization during Risk Screening"
protocol:

a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@) Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.

b. Discuss your corroboration strategies
to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and
discussions with staff and other inmates/
residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.

69. Enter the total number of interviews
conducted with inmates/residents/
detainees who are or were ever placed
in segregated housing/isolation for risk
of sexual victimization using the
"Inmates Placed in Segregated Housing
(for Risk of Sexual Victimization/Who
Allege to have Suffered Sexual Abuse)"
protocol:

a. Select why you were unable to
conduct at least the minimum required
number of targeted inmates/residents/
detainees in this category:

(@) Facility said there were "none here" during
the onsite portion of the audit and/or the
facility was unable to provide a list of these
inmates/residents/detainees.

The inmates/residents/detainees in this
targeted category declined to be interviewed.




b. Discuss your corroboration strategies

to determine if this population exists in
the audited facility (e.g., based on
information obtained from the PAQ;
documentation reviewed onsite; and

discussions with staff and other inmates/

residents/detainees).

There were no reported residents in the
targeted area and the auditor did not identify
in file review.

70. Provide any additional comments
regarding selecting or interviewing
targeted inmates/residents/detainees

(e.g., any populations you oversampled,

barriers to completing interviews):

No text provided.

Staff, Volunteer, and Contractor Interviews

Random Staff Interviews

71. Enter the total number of RANDOM
STAFF who were interviewed:

11

72. Select which characteristics you
considered when you selected RANDOM
STAFF interviewees: (select all that

apply)

(@) Length of tenure in the facility
(@) Shift assignment
(@ Work assignment

Rank (or equivalent)

Other (e.g., gender, race, ethnicity,
languages spoken)

None

73. Were you able to conduct the
minimum number of RANDOM STAFF
interviews?

@) Yes

No

74. Provide any additional comments
regarding selecting or interviewing
random staff (e.g., any populations you
oversampled, barriers to completing
interviews, barriers to ensuring
representation):

No text provided.




Specialized Staff, Volunteers, and Contractor Interviews

Staff in some facilities may be responsible for more than one of the specialized staff duties.
Therefore, more than one interview protocol may apply to an interview with a single staff
member and that information would satisfy multiple specialized staff interview requirements.

75. Enter the total number of staff in a
SPECIALIZED STAFF role who were
interviewed (excluding volunteers and
contractors):

18

76. Were you able to interview the
Agency Head?

@ Yes

No

77. Were you able to interview the
Warden/Facility Director/Superintendent
or their designee?

@) Yes

No

78. Were you able to interview the PREA
Coordinator?

@ Yes

No

79. Were you able to interview the PREA
Compliance Manager?

@ Yes

No

NA (NA if the agency is a single facility
agency or is otherwise not required to have a
PREA Compliance Manager per the Standards)




80. Select which SPECIALIZED STAFF
roles were interviewed as part of this
audit from the list below: (select all that

apply)

Agency contract administrator
(@) Intermediate or higher-level facility staff
responsible for conducting and documenting
unannounced rounds to identify and deter

staff sexual abuse and sexual harassment

Line staff who supervise youthful inmates
(if applicable)

Education and program staff who work with
youthful inmates (if applicable)

Medical staff
Mental health staff

Non-medical staff involved in cross-gender
strip or visual searches

(@ Administrative (human resources) staff

Sexual Assault Forensic Examiner (SAFE) or
Sexual Assault Nurse Examiner (SANE) staff

(@) Investigative staff responsible for
conducting administrative investigations

Investigative staff responsible for
conducting criminal investigations

(@) Staff who perform screening for risk of
victimization and abusiveness

Staff who supervise inmates in segregated
housing/residents in isolation

(@ Staff on the sexual abuse incident review
team

(@) Designated staff member charged with
monitoring retaliation

(@) First responders, both security and non-
security staff

(@ Intake staff




Other

81. Did you interview VOLUNTEERS who Yes

may have contact with inmates/

residents/detainees in this facility? @ No

82. Did you interview CONTRACTORS Yes

who may have contact with inmates/

residents/detainees in this facility? @ No

83. Provide any additional comments No text provided.

regarding selecting or interviewing
specialized staff.

SITE REVIEW AND DOCUMENTATION SAMPLING

Site Review

PREA Standard 115.401 (h) states, "The auditor shall have access to, and shall observe, all areas
of the audited facilities." In order to meet the requirements in this Standard, the site review
portion of the onsite audit must include a thorough examination of the entire facility. The site
review is not a casual tour of the facility. It is an active, inquiring process that includes talking
with staff and inmates to determine whether, and the extent to which, the audited facility's
practices demonstrate compliance with the Standards. Note: As you are conducting the site
review, you must document your tests of critical functions, important information gathered
through observations, and any issues identified with facility practices. The information you
collect through the site review is a crucial part of the evidence you will analyze as part of your
compliance determinations and will be needed to complete your audit report, including the Post-
Audit Reporting Information.

84. Did you have access to all areas of @ Yes
the facility?
No

Was the site review an active, inquiring process that included the following:

85. Observations of all facility practices @ Yes
in accordance with the site review
component of the audit instrument (e.g., No
signhage, supervision practices, cross-
gender viewing and searches)?




86. Tests of all critical functions in the @ Yes
facility in accordance with the site
review component of the audit No
instrument (e.g., risk screening process,
access to outside emotional support
services, interpretation services)?

87. Informal conversations with inmates/ @ Yes
residents/detainees during the site

review (encouraged, not required)? No

88. Informal conversations with staff @ Yes

during the site review (encouraged, not

required)? No

89. Provide any additional comments No text provided.

regarding the site review (e.g., access to
areas in the facility, observations, tests
of critical functions, or informal
conversations).

Documentation Sampling

Where there is a collection of records to review-such as staff, contractor, and volunteer training
records; background check records; supervisory rounds logs; risk screening and intake
processing records; inmate education records; medical files; and investigative files-auditors must
self-select for review a representative sample of each type of record.

90. In addition to the proof @ Yes
documentation selected by the agency
or facility and provided to you, did you No

also conduct an auditor-selected
sampling of documentation?

91. Provide any additional comments No text provided.
regarding selecting additional
documentation (e.g., any documentation
you oversampled, barriers to selecting
additional documentation, etc.).




SEXUAL ABUSE AND SEXUAL HARASSMENT ALLEGATIONS AND
INVESTIGATIONS IN THIS FACILITY

Sexual Abuse and Sexual Harassment Allegations and Investigations
Overview

Remember the number of allegations should be based on a review of all sources of allegations
(e.g., hotline, third-party, grievances) and should not be based solely on the number of
investigations conducted. Note: For question brevity, we use the term “inmate” in the following
questions. Auditors should provide information on inmate, resident, or detainee sexual abuse
allegations and investigations, as applicable to the facility type being audited.

92. Total number of SEXUAL ABUSE allegations and investigations overview during
the 12 months preceding the audit, by incident type:

# of allegations
# of
L. # of that had both
sexual # of criminal . . ) . .
. ) ) administrative | criminal and
abuse investigations |, . . . . .
. investigations | administrative
allegations . . .
investigations
Inmate- | 0 0 0 0
on-
inmate
sexual
abuse
Staff- 0 0 0 0
on-
inmate
sexual
abuse
Total 0 0 0 0




93. Total number of SEXUAL HARASSMENT allegations and investigations overview
during the 12 months preceding the audit, by incident type:

# of allegations

# of sexual .. # of that had both
# of criminal . . . . .
harassment | . i i administrative | criminal and
) investigations |, . . . . )
allegations investigations |administrative
investigations
Inmate-on- | 0 0 0 0
inmate
sexual
harassment
Staff-on- 2 0 2 0
inmate
sexual
harassment
Total 2 0 2 0

Sexual Abuse and Sexual Harassment Investigation Outcomes

Sexual Abuse Investigation Outcomes

Note: these counts should reflect where the investigation is currently (i.e., if a criminal
investigation was referred for prosecution and resulted in a conviction, that investigation
outcome should only appear in the count for “convicted.”) Do not double count. Additionally, for
question brevity, we use the term “inmate” in the following questions. Auditors should provide
information on inmate, resident, and detainee sexual abuse investigation files, as applicable to
the facility type being audited.




94. Criminal SEXUAL ABUSE investigation outcomes during the 12 months preceding
the audit:

Referred Indicted/ .
. Convicted/ .
Ongoing | for Court Case . .. Acquitted
. . Adjudicated
Prosecution | Filed
Inmate-on- 0 0 0 0 0
inmate sexual
abuse
Staff-on- 0 0 0 0 0
inmate sexual
abuse
Total 0 0 0 0 0

95. Administrative SEXUAL ABUSE investigation outcomes during the 12 months
preceding the audit:

Ongoing | Unfounded | Unsubstantiated | Substantiated

Inmate-on-inmate | 0 0 0 0
sexual abuse

Staff-on-inmate 0 0 0 0
sexual abuse

Total 0 0 0 0

Sexual Harassment Investigation Outcomes

Note: these counts should reflect where the investigation is currently. Do not double count.
Additionally, for question brevity, we use the term “inmate” in the following questions. Auditors
should provide information on inmate, resident, and detainee sexual harassment investigation
files, as applicable to the facility type being audited.




96. Criminal SEXUAL HARASSMENT investigation outcomes during the 12 months

preceding the audit:

Indicted/
Referred .
Ongoing | for Court ST Acquitted
Sl . Case Adjudicated 9
Prosecution | _.
Filed
Inmate-on- 0 0 0 0 0
inmate sexual
harassment
Staff-on- 0 0 0 0 0
inmate sexual
harassment
Total 0 0 0 0 0

97. Administrative SEXUAL HARASSMENT investigation outcomes during the 12
months preceding the audit:

Ongoing | Unfounded | Unsubstantiated | Substantiated

Inmate-on-inmate | 0 0 0 0

sexual

harassment

Staff-on-inmate 0 0 2 0

sexual

harassment

Total 0 0 0 0

Sexual Abuse and Sexual Harassment Investigation Files Selected for

Review

Sexual Abuse Investigation Files Selected for Review

98. Enter the total number of SEXUAL
ABUSE investigation files reviewed/

sampled:

a. Explain why you were unable to
review any sexual abuse investigation

files:

There were zero reported sexual abuse
allegations.




99. Did your selection of SEXUAL ABUSE
investigation files include a cross-
section of criminal and/or administrative
investigations by findings/outcomes?

Yes
No

@ NA (NA if you were unable to review any
sexual abuse investigation files)

Inmate-on-inmate sexual abuse investigation

files

100. Enter the total number of INMATE-
ON-INMATE SEXUAL ABUSE investigation
files reviewed/sampled:

101. Did your sample of INMATE-ON-
INMATE SEXUAL ABUSE investigation
files include criminal investigations?

Yes
No

@ NA (NA if you were unable to review any
inmate-on-inmate sexual abuse investigation
files)

102. Did your sample of INMATE-ON-
INMATE SEXUAL ABUSE investigation
files include administrative
investigations?

Yes
No

@ NA (NA if you were unable to review any
inmate-on-inmate sexual abuse investigation
files)

Staff-on-inmate sexual abuse investigation files

103. Enter the total number of STAFF-
ON-INMATE SEXUAL ABUSE investigation
files reviewed/sampled:

0

104. Did your sample of STAFF-ON-
INMATE SEXUAL ABUSE investigation
files include criminal investigations?

Yes
No

@ NA (NA if you were unable to review any
staff-on-inmate sexual abuse investigation
files)




105. Did your sample of STAFF-ON-
INMATE SEXUAL ABUSE investigation
files include administrative
investigations?

Yes
No
@ NA (NA if you were unable to review any

staff-on-inmate sexual abuse investigation
files)

Sexual Harassment Investigation Files Selected for Review

106. Enter the total number of SEXUAL
HARASSMENT investigation files
reviewed/sampled:

2

107. Did your selection of SEXUAL
HARASSMENT investigation files include
a cross-section of criminal and/or
administrative investigations by
findings/outcomes?

@ Yes

No

NA (NA if you were unable to review any
sexual harassment investigation files)

Inmate-on-inmate sexual harassment investigation files

108. Enter the total number of INMATE-
ON-INMATE SEXUAL HARASSMENT
investigation files reviewed/sampled:

0

109. Did your sample of INMATE-ON-
INMATE SEXUAL HARASSMENT files
include criminal investigations?

Yes
No
@ NA (NA if you were unable to review any

inmate-on-inmate sexual harassment
investigation files)

110. Did your sample of INMATE-ON-
INMATE SEXUAL HARASSMENT
investigation files include administrative
investigations?

Yes
No

@ NA (NA if you were unable to review any
inmate-on-inmate sexual harassment
investigation files)




Staff-on-inmate sexual harassment investigation files

111. Enter the total number of STAFF-
ON-INMATE SEXUAL HARASSMENT
investigation files reviewed/sampled:

2

112. Did your sample of STAFF-ON-
INMATE SEXUAL HARASSMENT
investigation files include criminal
investigations?

@ Yes

No

NA (NA if you were unable to review any
staff-on-inmate sexual harassment
investigation files)

113. Did your sample of STAFF-ON-
INMATE SEXUAL HARASSMENT
investigation files include administrative
investigations?

@ Yes

No

NA (NA if you were unable to review any
staff-on-inmate sexual harassment
investigation files)

114. Provide any additional comments
regarding selecting and reviewing
sexual abuse and sexual harassment
investigation files.

No text provided.

SUPPORT STAFF INFORMATION

DOJ-certified PREA Auditors Support Staff

115. Did you receive assistance from any
DOJ-CERTIFIED PREA AUDITORS at any
point during this audit? REMEMBER: the
audit includes all activities from the pre-
onsite through the post-onsite phases to
the submission of the final report. Make
sure you respond accordingly.

Yes

@No




Non-certified Support Staff

116. Did you receive assistance from any
NON-CERTIFIED SUPPORT STAFF at any
point during this audit? REMEMBER: the
audit includes all activities from the pre-
onsite through the post-onsite phases to
the submission of the final report. Make
sure you respond accordingly.

Yes

@No

AUDITING ARRANGEMENTS AND COMPENSATION

121. Who paid you to conduct this audit?

The audited facility or its parent agency

My state/territory or county government
employer (if you audit as part of a consortium
or circular auditing arrangement, select this
option)

@ A third-party auditing entity (e.g.,
accreditation body, consulting firm)

Other

Identify the name of the third-party
auditing entity

Diversified Correctional Services




Standards

Auditor Overall Determination Definitions

e Exceeds Standard
(Substantially exceeds requirement of standard)

¢ Meets Standard

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

¢ Does Not Meet Standard
(requires corrective actions)

Auditor Discussion Instructions

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.

Zero tolerance of sexual abuse and sexual harassment; PREA
coordinator

115.211

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:
Documentation:

Pre-Audit Questionnaire

Prison Rape Elimination Act (PREA)

Agency Organization Chart

Interviews:




Agency PREA Coordinator

Compliance Determination by Provisions and Corrective Actions:

115.211 (a)

An agency shall have a written policy mandating zero tolerance toward all forms of
sexual abuse and sexual harassment and outlining the agency’s approach to
preventing, detecting, and responding to such conduct.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

The policies mandate a zero tolerance toward all forms of sexual abuse and
sexual harassment (p. 1). The policies outlined the approach to prevent, detect, and
response to sexual abuse and sexual harassment. The policy further defines sexual
abuse and sexual harassment (pp.3-4).

Corrective Actions:
N/A. There are no corrective actions for this provision.

A review of the appropriate documentation, interviews with staff, and review of
relevant policies indicate that the facility is in compliance with the provisions of this
standard.

115.211 (b)

An agency shall employ or designate an upper-level, agency-wide PREA coordinator
with sufficient time and authority to develop, implement, and oversee agency
efforts to comply with the PREA standards in all its facilities.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

The agency/facility has PREA policies which ensure the sexual safety of facility
residents and staff. The policy includes zero-tolerance philosophy from the agency
central office through the front-line staff in its facilities. The agency/facility PREA
coordinator has direct access to the head of the agency and regular communication
with the senior leadership team.

As reported in the PAQ, the agency employs or designates an upper-level,
agency-side PREA coordinator. It was further reported that the PREA Coordinator
has sufficient time and authority to develop, implement, and oversee agency efforts




to comply with the PREA standards in all of its community confinement facilities.
The position of the PREA Coordinator is the Clinical Performance and Outcomes
Director.

Policy: Prison Rape Elimination Act (PREA) Policy states that “CT Renaissance
shall employ or designate an upper-level, agency-wide PREA Coordinator. The PREA
Coordinator will be responsible for implementing and overseeing the agency’s
efforts to comply with policies and procedures related to PREA standards. The PREA
Coordinator is also responsible for initiating internal administrative investigations for
allegations of sexual harassment, administrative reviews of all reported incidents,
maintaining documentation, writing reports, presenting findings and ensuring
appropriate referrals are made” (p. 1).

Agency Organization Chart
Interviews:

PREA Coordinator: The interviewed staff reported that as the PREA coordinator
they oversee the agency’s PREA response, and the agencies man point of contact
for PREA. My efforts include, but not limited to taking PREA reports, monitoring and
updating PREA policies and written materials, providing PREA training and guidance,
handling administrative investigations, answering questions about PREA and CT
Renaissances PREA response, and generally reinforcing the agency’s zero tolerance
policy and client safety.

As the PREA Coordinator issues with complying with a PREA standard, | first seek
more information by reviewing the standard. | then consider what agency policies
and practices are in place to meet the standard and what is at the root of the
compliance issue. Consideration of policy changes or practices will be made along
with specific issues related that can be contributed. Once issues are determined,
appropriate action will be taken. Overall, there is enough time to manage the duties
and responsibilities.

Corrective Actions:
N/A. There are no corrective actions for this provision.

A review of the appropriate documentation, interviews with staff, and review of
relevant policies indicate that the facility is in compliance with the provisions of this
standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and Residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.




115.212

Contracting with other entities for the confinement of residents

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Prison Rape Elimination Act (PREA) Policy

Findings (By Provision):

115.212 (a). As reported in the PAQ, the agency has not entered or renewed any
contract for the confinement of residents.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

The agency/facility does not contract with another entity for the confinement
of its Residents.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.212 (b). As reported in the PAQ, the agency has not entered or renewed any
contract for the confinement of residents.

The facility has demonstrated substantial compliance with this provision of the
standard because:

The agency/facility does not contract with another entity for the confinement
of its Residents.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.212(c). As reported in the PAQ, the agency has not entered or renewed any




contract for the confinement of residents.
Compliance Determination:

The facility has demonstrated compliance with this provision of the standards
because:

The facility has not had any emergency circumstances in which all reasonable
attempts to find a private agency or other entity in compliance with the PREA
standards have failed because the facility does not contract with other entities to
house their residents.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.213

Supervision and monitoring

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Supervision and Monitoring-Staff

Staff Plan Assessment (March 2024)

Staffing Plan

Interviews:

Acting Director or Designee




PREA Coordinator
Findings (By Provision):

115.213(a). As reported in the PAQ, the agency requires each facility it operates to
develop, document, and make its best efforts to comply on a regular basis with a
staffing plan. Since August 20, 2012, or last PREA audit, whichever is later, the
average daily number of residents: 37. Since August 20, 2012, or last PREA audit,
whichever is later, the average daily number of residents on which the staffing plan
was predicated: 61.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standards
because:

Policy: The Supervision and Monitoring-Staff Policy states that “Each
Connecticut Renaissance Residential Drug Treatment and Community Work Release
facility contracted with CSSD or Dept. of Correction, shall maintain adequate staffing
and supervision to ensure the safety and wellbeing of the residents. Each Program
Director will develop a staffing plan. The staffing plan will be reviewed and assessed
for resident sexual safety at least annually by the PREA Coordinator (or designee)
and the Program Director. The staffing plan will be kept in the PREA binder at each
site in the COD office and a copy will be submitted to the PREA Coordinator. (p. 1).

The policy further states that the “Staffing shall take into consideration the
following: ¢ The physical layout of the facility. « The composition of the resident
population « The use of the pop-sheet to identify and monitor any residents
identified as vulnerable victims (VV) or sexually aggressive (SA) ¢ Prevalence of
substantiated and unsubstantiated incidents of sexual abuse and/or harassment” (p.
1).

Staffing Plan Assessment

Staffing Plan: The staffing plan minimum requirements are determined by the
funder, CT Department of Corrections. The number of residents in the program
determines the minimum number of staff that should always remain on the floor.
The minimum staff requirements can never be deviated from so the staff will always
ensure that the minimum staffing is present on the floor. The facility has video
monitoring in blind spots throughout the facility and continues to add cameras as
money becomes available. Staff complete hourly headcounts/rounds as an
additional means of supervision.

The Staffing Matrices are established by the funding source however the
funding source is open to suggestions based on the agency’s on-going assessments
of their needs. The staffing matrix is submitted every year. If the agency/facility has
changes to recommend, the funding agency does consider the justifications for the
requests.

The facility has cameras to supplement supervision of residents. They are in




and out of the facility to help eliminate blind spots and to assist in monitoring
residents.

Site Review: During the site review the auditor observed adequate staffing
levels of direct care staff. There were several staff engaging residents based on the
immediate clients’ needs. A staff was located in an office that continuously monitors
the camera system. Clients are free to move around the site without a controlled
movement. Indirect conversation with staff discussed how rounds are conducted
and how staff will search residents upon return to the site. The site recently installed
an electronic (staff room check) system.

Interviews

Acting Director or Desighee - The interviewed staff reported that the facility has a
staffing plan. Currently there is a minimum of three staff per shift however when the
other housing units reopen there will be two staff per shift. Every direct care staff
has access to view the video monitoring system. Tours (site inspections) are
conducted hourly, and the inspections are logged. When assessing for adequate
staffing levels all areas have camera coverage and hourly tours of the entire
premise conducted by staff. Client screenings such as risk assessments during
intake are utilized to help inform housing and treatment decisions. Surveillance
cameras and staff monitoring are done on every shift. PREA incidents are reviewed
within 30 days. Every report is investigated and a decision on the outcome is made.
The program director updates the staffing schedule every month, including vacation
and open shifts. Open shifts are offered to all staff who ensure that the minimum
coverage is met. If an open shift becomes available and no staff volunteers to cover,
a staff member from the previous shift is mandated or a supervisor will cover.

PREA Coordinator - The interviewed staff reported that Staffing plans are assessed
for resident sexual safety at least annually and reviewed by the Director of Work
Release, the Facility Director and the PREA Coordinator. Each plan considers and
specifies the physical layout of the facility, the resident population, prevalence of
incidents and other factors that impact client safety and monitoring. Findings from
any incident reviews are incorporated into the plan with respect to addressing
factors that may contribute to PREA incidents including accounting for staff’s ability
to appropriately monitor residents throughout the facility. The staffing plan is kept in
a binder on site. Our Work Release program must ensure certain staffing levels, so
there are no deviations of the staffing plan reported. Our location is adequately
monitored by video surveillance which has the ability to play back videos. At least
once a year, assessments of video monitoring needs are conducted including
ahalyzing the number of cameras, the placement, and monitoring/dependability of
systems. In addition to the annual update of the facility staffing plan, any changes
that may be needed throughout the year are overseen by the PREA Coordinator, in
consultation with the Director of Residential and Facility Director.

Corrective Actions:

N/A. There are no corrective actions for this provision.




Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.213(b). N/A-As reported in the PAQ, there were no deviations in the staffing
plan.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standards
because:

The facility staffing plan is based on the contract with CT DOC. In
circumstances where the staffing plan is not complied with, the facility document
and notified CT DOC of deviations.

In situations in which a deviation is made from the staffing plan, written
justification for such deviation is documented and sent to the PREA coordinator by
the facility supervisors.

Interviews

Acting Director or Designee - The interviewed staff reported that all shifts are
covered by staff and if no staff is available the Supervisor or Program Director will
cover the shift.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.213(c). As reported in the PAQ, at least once every year the facility, reviews
the staffing plan to see whether adjustments are needed in (1) the staffing plan, (2)
prevailing staffing patterns, (3) the deployment of video monitoring systems and
other monitoring technologies, or (4) the allocation of facility/agency resources to
commit to the staffing plan to ensure compliance with the staffing plan.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standards
because:

Staffing Plan Assessment
Staffing Plan (March 2024)

The staffing plan is reviewed annually. Per protocol, the PREA coordinator/
compliance manager would be notified in advance if there were any adjustments




made to the plan.

The staffing plan is objective with the number and placement of staff and some
video technology that is necessary to ensure the sexual safety of the resident
population given the facility layout and characteristics, classifications of residents,
and security needs and programming. The staffing plan considers sick leave,
vacation, FMLA, callouts, training days, military leave, etc...

The agency/facility makes its best efforts to comply on a regular basis with the
staffing plan and the facility document deviations from the staffing plan. Annually
the agency/facility adjusts as needed to resource available to ensure adherence to
the staffing plan. The agency PREA coordinator/Facility Compliance Manager is a
part of the annual review.

The agency/facility intermediate-level and upper-level supervisors conduct
unannounced rounds on all shifts to prevent, detect and respond to allegations of
sexual abuse and sexual harassment. Staff are prohibited from alerting other staff
members of PREA to unannounced rounds.

The facility has cameras located in and around the facility that are always
monitored. The cameras in the facility cover the inside of the visiting room, rear,
front, administration, inside front lobby, and recreation areas. There are no cameras
in residents’ rooms.

The facility has identified blind spots within the facility that are accessible to
residents, to ensure the safety of the residents in the areas that may be considered
blind spot. Staff are directed to be observant of those areas and are not allowed to
have one-on-one contact outside of the camera’s view. Staff are briefed on the
locations of all blind spots and those identified areas are checked during supervisory
security checks and unannounced rounds.

Interviews

PREA Coordinator - The interviewed staff reported that all staffing plan updates are
made in consultation with the PREA Coordinator and reviewed at least once per
year.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on




analysis, the facility is compliant with all provisions in this standard.

115.215

Limits to cross-gender viewing and searches

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:
Pre-Audit Questionnaire (PAQ)

Policy: Search Facility and Person

Cross-Gender Pat-Down Search Documentation Report
Pat Search Curriculum

Copy of Pat Search Steps

Cross Gender Search Training Record (15)

12-month Cross Gender Pat Search Log

Corrective Action:

Staff Searches Additional Training (6/6/2024)
Interviews:

Resident Interview Questionnaire (10)

Random Sample of Staff (11)

Compliance Determination by Provisions and Corrective Actions:

115.215 (a). As reported in the PAQ, the facility does not conduct cross-gender strip
or cross-gender visual body cavity searches of residents. In the past 12 months, the

number of cross-gender strip or cross-gender visual body cavity searches of
residents: O

In the past 12 months, the number of cross-gender strip or cross-gender visual body
cavity searches of residents that did not involve exigent circumstances or were

performed by non-medical staff: 0

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard

because:




The facility does not conduct strip searches or body cavity searches at all. Staff
are also prohibited from conducting any form of search that involves “touching” by
either gender staff. Residents are afforded the utmost privacy in restroom/shower
areas where the restroom has stalls and doors, and the showers have stalls and
curtains and the doors to the restroom/shower areas may be closed as well. Staff
are respectful of residents living areas and their privacy.

There have been no strip search or body cavity searches, and these are
prohibited, nor have there been any searches involving “touch”. Residents have
privacy while changing clothing because of doors on their rooms. Policy requires
Residents and staff to be subject to hands-off searches that will be conducted in a
manner that avoids force, embarrassment or indignity to the person being searched.
It also requires that pat downs, body cavity and strip searches are prohibited
regardless of the gender of the staff or Resident, even in exigent circumstances.

Policy: The Searches Facility and Person policy states that “when, in exigent
circumstances, a cross gender pat down search occurs, documentation shall be
completed and submitted to DOC and the Clinical Performance and Outcomes
Department” (p.3).

12-month Cross Gender Pat Search Log: the log process was updated from the
staff logging based on the staff to the logs being based off of the date of the search.

Audit Site Review: During the site review the auditor did not observe any staff
conducting body searches. The auditor was able to observe residents come into the
site however they were searched by male staff

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.215 (b). NA-the facility houses male residents.
Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Interviews

Random Sample of Staff - The interviewed staff reported that there are no females
housed at the site.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.




115.215 (c). N/A-the facility does not conduct cross-gender strip searches or visual
cavity searches.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Searches Facility and Person Policy states that “when, in exigent
circumstances, a cross-gender pat down search occurs, documentation shall be
completed and submitted to DOC and the Clinical Performance and Outcomes
Department” (p.3).

12-month Cross Gender Pat Search Log: The site does not allow for strip
searches or visual cavity searches. However, the auditor observed a pat down
search process.

115.215 (d). As reported in the PAQ, the facility has implemented policies and
procedures that enable residents to shower, perform bodily functions, and change
clothing without non-medical staff of the opposite gender viewing their breasts,
buttocks, or genitalia, except in exigent circumstances or when such viewing is
incidental to routine cell checks (this includes viewing via video camera).

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policies and procedures require staff of the opposite gender to announce their
presence when entering an area where residents are likely to be showering,
performing bodily functions, or changing clothing.

Policy: The Searches Facility and Person Policy states that “all agency staff is
prohibited from viewing residents while dressing, showering, or performing bodily
functions. Searches of a client's belongings shall be conducted upon admission,
discharge, upon return to facility after a community activity and when additional
personal belongings enter the facility” (p. 1).

The policy further states that “The following guidelines shall be adhered to
when searching a particular client's room: a. Respect the client's property rights,
taking care not to break or otherwise harm their property. b. Do not disrupt the
room any more than necessary. Avoid unnecessarily embarrassing the client or
ridiculing them in the process of the search. c. Do not use any force. d. Opposite
gender staff will announce themselves prior to entering a resident’s room or
bathroom” (p. 2).

12-month Cross Gender Pat Search Log
Onsite Review/Observations:

During the site review, the auditor observed the facility critical function of




cross-gender viewing. The auditor observes areas where residents may be in a state
of undress, showers, toilet, and changing of clothing. The areas observed were
housing, intake, showers, bathrooms, and recreation areas.

During the site review, the auditor observed the facility critical function of
cross-gender announcements. The auditor observes staff announcing their present
when entering housing unit/living areas of the opposite gender. The phrase most
used by staff is “female on floor”.

During the site review, the auditor observed the facility critical function of
cross-gender viewing. The auditor viewed the placement and angle of electronic
surveillance monitoring in the main control room. The cameras do not show
Residents naked, using the showers or toilets on camera monitors. Cameras were
not located in the individual rooms however in the hallways near the room

During the site review, the auditor observed the facility critical function of the
physical storage area of any information/documentation collected and maintained
as hard copy. The hard copies of the PREA Screening are kept in the residents’ files
and maintained in lock file room. There was no confidential resident information
located in places where other residents or unnecessary staff can review.

Interviews

During the site review, the auditor informally interviewed residents regarding staff
of the opposite gender announcing the present when enter the living units. All
residents indicated yes that staff announced their present.

Resident Interview Questionnaire - The interviewed residents reported that female
staff announce their presence when entering the housing area. All of the
interviewed residents reported consistency with staff announcements. All of the
interviewed residents reported that they are never naked in full view of opposite
gender staff.

Random Sample of Staff - The interviewed staff reported that opposite gender staff
announce themselves when entering the housing area. It was further reported that
residents are able to dress, shower, and use the toilet without being viewed by staff
of the opposite gender. Several staff reported that they will obtain permission first
before entering the rooms

Correction Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.215 (e). As reported in the PAQ, the facility has a policy prohibiting staff from
searching or physically examining a transgender or intersex resident for the sole
purpose of determining the resident’s genital status. There were zero reported




searches that occurred in the last 12 months.
Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Searches Facility and Person states that “all staff is prohibited from
searching a transgender or intersex client for the purpose of determining genital
status” (p. 3).

Interviews

Random Sample of Staff - Most of the interviewed staff reported that they are
prohibited from searching or physically examining a transgender or intersex
resident for the sole purpose of determining the resident’s genital status.

Corrective Actions:

Some staff appeared on clear of the process of searching a transgender
resident. The auditor recommended additional training is provided to clarify the
process. The site conducted the additional training and provided the auditor with
documentation of the completed training. No further action is needed.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.215 (f). As reported in the PAQ, 100% of staff who have received training on
conducting cross-gender pat-down searches and searches of transgender and
intersex residents in a professional manner with security needs. The facility has a
form (Cross-Gender Pat-Down Search) to document any pat down searches.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

The agency/facility provided the auditor copies of staff training power points
that include slides on conducting cross-gender pat down searches, and searches of
transgender and intersex Residents in a respectful manner.

Cross-Gender Pat Down Search Training (15)
Pat Search Steps
Copy of Pat Search Steps

Interviews

Random Sample of Staff - All but two of the interviewed staff reported that they
have received training on how to conduct cross gender pat down searches and




searches of transgender and intersex residents in a professional and respectful
manner. When probed, half of the staff could not recall the details regarding
searching a transgender resident. Searches are only pat-down. Most of the staff are
new and when discussing searches training several would try to reflect on training
that was conducted at other sites where they worked.

Corrective Actions:

Due to the inconsistency on staff knowledge on searching transgender
residents, it is recommended that staff receive additional training to further expand
their knowledge of transgender resident searches and to ensure all new hires are
proficient in the pat down search procedure.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.216

Residents with disabilities and residents who are limited English
proficient

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Prison Rape Elimination Act (PREA)

Admission and Orientation Policy

Language Line Handout

Pictures (how to report/victim advocacy)

PREA Refresher PPT

Corrective Action:




Resident Education in Spanish

Interviews:

Agency Head

Residents (with disabilities or who are limited English proficient) (4)
Random Sample of Staff (11)

Findings (By Provision):

115.216 (a). As reported in the PAQ, the agency has established procedures to
provide disabled residents equal opportunity to participate in or benefit from all
aspects of the agency’s efforts to prevent, detect, and respond to sexual abuse and
sexual harassment.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

To ensure effective communication with residents or residents who are deaf or
hard of hearing, the agency provide access to interpreters who can interpret
effectively, accurately, and impartially both receptively and expressively, using any
necessary specialized vocabulary.

The agency also provides written materials in formats or through methods that
ensure effective communication with residents/residents, who have intellectual
disabilities, limited reading skills or who are blind or have low vision.

The agency/facility has established procedures to ensure residents who are LEP
or have disabilities (including, for example, residents who are deaf or hard of
hearing, those who are blind or have low vision, or those who have intellectual, or
speech disabilities), have an equal opportunity to participate in or benefit from all
aspects of the agency’s/facility’s efforts to prevent, detect, and respond to sexual
abuse and sexual harassment.

The agency has documents in Spanish and English, signs in the program are in
Spanish, Spanish speaking Case Managers in some of the programs, and would use
a translating service if needed. If Residents are unable to read, a staff member
reads and review all PREA information with the residents in person.

Policy: The Prison Rape Elimination Act (PREA) Policy states that “the Agency
will provide materials related to the zero-tolerance policy in the language of current
limited English proficient residents. The agency will create a system for staff to
access alternative language lines for additional interpretive services. Information
regarding access to the Language Line is available in the PREA Binder available
through the program Director or in the COD office. In the case of a LEP client
(limited English proficiency) or disabled person unable to read and/or understand
the written PREA policy, a staff member will read the PREA policy and elicit




responses to confirm that the person understands the policy. Someone who is
severely disabled may meet our exclusionary criteria for admission” (p. 1).

Admission and Orientation Policy further confirms the above.

Site Review: During the onsite audit the auditor informally discussed with staff
how interpreter services are addressed. It was determined that several staff speak
the more common need for services (Spanish) and are readily available to interpret.
Staff further reported and showed the auditor the PREA binder where there is a list
of interpreter services to contact if needed. The auditor observed PREA related
information throughout the facility in Spanish and English.

Language Line (handout)
Interviews

Agency Head - The interviewed agency head reported that residents with
disabilities such as behavioral health issues are provided with information about
how the organization works to prevent sexual abuse and/or harassment. PREA
guidelines are reviewed with each resident upon admission. Those who are Spanish
speaking will receive PREA guidelines in Spanish. CT Renaissance has access to
interpreters if translation in other languages is needed.

Residents (with disabilities or who are limited English proficient) - There were six
residents identified with a disability and two that were limited English proficient. The
interviewed residents reported that the facility provided information about sexual
abuse and sexual harassment in a manner in which they could understand. The
disabled individuals further reported that they either didn’'t need assistance or staff
read over the documentation. The limited English proficient resident further
reported that a staff interpreter was made available and is readily available as
needed.

Corrective Actions:
N/A. There are no corrective actions.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.216 (b). As reported in the PAQ, the agency has established procedures to
provide residents with limited English proficiency equal opportunity to participate in
or benefit from all aspects of the agency’s efforts to prevent, detect, and respond to
sexual abuse or sexual harassment.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Prison Rape Elimination Act (PREA) Policy states that “the Agency




will provide materials related to the zero-tolerance policy in the language of current
limited English proficient residents. The agency will create a system for staff to
access alternative language lines for additional interpretive services. Information
regarding access to the Language Line is available in the PREA Binder available
through the program Director or in the COD office. In the case of a LEP client
(limited English proficiency) or disabled person unable to read and/or understand
the written PREA policy, a staff member will read the PREA policy and elicit
responses to confirm that the person understands the policy. Someone who is
severely disabled may meet our exclusionary criteria for admission” (p. 1).

Admission and Orientation Policy further confirms the above.
Staff Training

Site Review: Site Review: During the onsite audit the auditor informally
discussed with staff how interpreter services are addressed. It was determined that
at times there is staff who speak Spanish however not at this time. Staff further
reported and showed the auditor the PREA binder where there is a list of interpreter
services to contact if needed. The auditor observed PREA related information
throughout the facility in Spanish and English. It should also be noted that the
auditor had to access language line services to conduct two of the interviews. The
questionnaire had to be asked in multiple ways as the interpreter had a difficult time
translating some of the questions in a way the resident could understand.

PREA Refresher PPT: The PPT training contains the required staff training.
Interviews

Residents (with disabilities or who are limited English proficient) - There was
residents identified with a disability who was also limited English proficient. There
were three additional residents who were limited English proficient. The interviewed
residents reported that the facility did not provide information about sexual abuse
and sexual harassment in a manner in which they could understand. Two of the
interviewed residents reported that they either didn’t need assistance or staff read
over the documentation. Two of the limited English proficient residents further
reported that staff did not provide information in a way that they could understand.

Corrective Actions:

Two of the interviewed residents who did not speak English reported that there was
no interpreter available for them nor did they receive information in Spanish. It is
recommended that the intake staff are retrained on providing information in a
manner that the client can understand, and that the facility provide all of the limited
English proficient residents with information in a manner that they can understand.
Such information shall be documented and provided to the auditor. The site
provided documentation that information as provided to the Spanish speaking
residents in Spanish. No further action needed.

Discussion: A review of the appropriate documentation, interviews with staff, and




review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.216 (c). As reported in the PAQ, the agency policies prohibit other use of
resident interpreters, resident readers, or other type of resident assistants except in
limited circumstances where an extended delay in obtaining an effective interpreter
could compromise the resident’s safety, the performance of first-response duties, or
the investigation of the residents’ allegations. Furthermore, the agency or facility
documents the limited circumstances in individual cases where resident
interpreters, readers, or other types of resident assistants are used.

In the past 12 months, the number of instances where resident interpreters,
readers, or other types of resident assistants have been used and it was not the
case that an extended delay in obtaining another interpreter could compromise the
resident’s safety, the performance of first-response duties under § 115.264, or the
investigation of the resident’s allegations: 0.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

The program has not relied on resident interpreters, resident readers, or other
types of resident assistants.

All staff indicated that they would not let residents serve as interpreters. The
facility has staff interpreters.

The agency/facility has access to professional translations services. Prior to
entry into the facility/program, residents are screened out about certain disabilities
because of the nature of the program, which is work release, however when a
disabled resident is admitted the facility “meets them at the point of their needs”.

Policy: The Prison Rape Elimination Act (PREA) Policy states that “the agency
prohibits the use of residents as interpreters in matters regarding allegation of
sexual abuse/harassment during an internal investigation unless the delay could
compromise the resident’s safety. The agency has identified a staff member for
Spanish speaking individuals who would be able to provide interpreter assistance as
needed” (p. 1).

Interviews

Random Sample of Staff - All of the interviewed staff reported that they have never
seen the agency allow resident to serve as interpreters for each other. Most staff
stated that they would access an interpreter if needed. The staff further reported
that there are several Spanish speaking staff onsite. One staff reported that they
would allow the resident to interpret. However, when probed the staff confirmed
that they could not rely on what a resident would say if they could not understand
what was being said.




Residents (with disabilities or who are limited English proficient) - There was
residents identified with a disability who was also limited English proficient. There
were three additional residents who were limited English proficient. The interviewed
residents reported that the facility did not provide information about sexual abuse
and sexual harassment in a manner in which they could understand. Two of the
interviewed residents reported that they either didn’t need assistance or staff read
over the documentation. Two of the limited English proficient resident further
reported that staff did not provide information in a way that they could understand.

Corrective Actions:

Two of the interviewed residents who did not speak English reported that there was
no interpreter available for them nor did they receive information in Spanish. It is
recommended that the intake staff are retrained on providing information in a
manner that the client can understand, and that the facility provide all of the limited
English proficient residents with information in a manner that they can understand.
Such information shall be documented and provided to the auditor. The site
provided documentation that information as provided to the Spanish speaking
residents in Spanish. No further action needed.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant

115.217

Hiring and promotion decisions

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Hiring

Policy: Employment Background Checks




Personnel File (12 new hire):
New Hire Orientation Checklist
Reference Check Form
PREA-Employment Questionnaire
Background Check
Staff PREA Understanding

5-year background checks (1)

Interviews:

Administrative (Human Resources) Staff

Findings (By Provision):

115.217 (a). As reported in the PAQ, the agency policy does not prohibit hiring or
promoting anyone who may have contact with residents and prohibits enlisting the
services of any contractor who may have contact with residents who:

1. Has engaged in sexual abuse in a prison, jail, lockup, community confinement
facility, juvenile facility, or other institution.

2. Has been convicted of engaging or attempting to engage in sexual activity in
the community facilitated by force, overt or implied threats of force, or coercion, or
if the victim did not consent or was unable to consent or refuse; or

3. Has been civilly or administratively adjudicated to have engaged in the activity
described in paragraph (a) (2).

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: Employment Background Checks states that “to ensure that individuals
who join CT Renaissance are well qualified and have a strong potential to be
productive and successful, it is the policy of CT Renaissance to make inquiries into a
candidate’s background in the following areas including, but not limited to, the




following examples: 1. Criminal History 2. Employment Reference Checks 3.
Verification of Education, Licenses and/or Certifications 4. Driver Record Check 5.
Drug Screen - Urine Test 6. Medical Condition, including Tuberculosis Certification 7.
Citizenship / Valid Work Permit Status Check 8. Consumer Credit History (if
applicable) Notification of any prior criminal acts (including sexual abuse or sexual
harassment) or illegal substance use history is requested and a criminal records
check shall be conducted prior to making a job offer” (p. 1). The policy further
states that “CT Renaissance shall not hire, appoint or promote anyone who has
engaged in, or has attempted to engage in sexual abuse or sexual harassment” (p.
1).

Policy: The Hiring Policy states that “Renaissance relies upon the accuracy of
information contained in the employment application, as well as the accuracy of
other data presented throughout the hiring process and while employed. Any
misrepresentations, falsifications, or material omissions in any of this information or
data may result in Renaissance's exclusion of the individual from further
consideration for employment or, if the person has been hired, termination of
employment shall be considered” (p. 1). The policy further states that “CT
Renaissance will not knowingly hire, appoint, or promote anyone who may have
contact with individuals in the custody of the Judicial Branch or the Department of
Correction, and has been convicted of, has engaged in, or has attempted to engage
in sexual activity in the community facilitated by force, overt or implied threats of
force, or coercion or if the victim did not consent or was unable to consent; or has
been civilly or administratively adjudicated to have engaged in the activity describe
above. CT Renaissance will consider any prior reported incidents of sexual
harassment in determining whether to hire, appoint, or promote an individual who
may have contact with a person in the custody of the Judicial Branch or the
Department of Correction” (p. 2).

New Hire Personnel Files (12)
Corrective Actions:
N/A. There are no corrective actions.

Discussion: The auditor reviewed the personnel files for all staff hired in the last 12
months. The agency has a process in place to ask the pre-employment questions,
and throughout the programs have consistently completed the requirement.

115.217 (b). As reported in the PAQ, the agency policy requires the consideration of
any incidents of sexual harassment in determining whether to hire or promote
anyone, or to enlist the services of any contractor, who may have contact with
residents.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:




Policy: The Hiring Policy states that “Renaissance relies upon the accuracy of
information contained in the employment application, as well as the accuracy of
other data presented throughout the hiring process and while employed. Any
misrepresentations, falsifications, or material omissions in any of this information or
data may result in Renaissance's exclusion of the individual from further
consideration for employment or, if the person has been hired, termination of
employment shall be considered” (p. 1). The policy further states that “CT
Renaissance will not knowingly hire, appoint, or promote anyone who may have
contact with individuals in the custody of the Judicial Branch or the Department of
Correction, and has been convicted of, has engaged in, or has attempted to engage
in sexual activity in the community facilitated by force, overt or implied threats of
force, or coercion or if the victim did not consent or was unable to consent; or has
been civilly or administratively adjudicated to have engaged in the activity describe
above. CT Renaissance will consider any prior reported incidents of sexual
harassment in determining whether to hire, appoint, or promote an individual who
may have contact with a person in the custody of the Judicial Branch or the
Department of Correction” (p. 2).

Interviews

Administrative (Human Resources) Staff - The interviewed staff reported that the
agency does consider prior incidences of sexual harassment. We have a very strict
policy and will not consider someone for employment if there are claims of sexual
harassment. For existing staff, any sexual harassment complaint is handled with a
thorough, HR department led investigation that can ultimately lad to immediate
termination if a claim is found.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.217 (c). As reported in the PAQ, the agency policy requires that before it hires
any new employees who may have contact with residents, it (a) conducts criminal
background record checks, and (b) consistent with federal, state, and local law,
makes its best efforts to contact all prior institutional employers for information on
substantiated allegations of sexual abuse or any resignation during a pending
investigation of an allegation of sexual abuse.

In the past 12 months, the number of persons hired who may have contact with
residents who have had criminal background record checks: 15.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard




because:

Policy: The Hiring policy states that “CT Renaissance’s procedures in obtaining
and reviewing a candidate’s criminal history. Criminal Record Checks shall be
completed prior to hire and every 5 years thereafter for all potential employees,
volunteers, interns, and contractors. Policy reviewed Oct 2020 DP Policy updated 5/
31/19 DP The Reference Check will utilize the signed Reference Check Authorization
and Release of Information Form and consist of the following: 1. Assessing the
accuracy of information provided on the application/resume; 2. Personal or
professional character references; 3. Educational History; 4. Prior Employers; 5.
Other Relevant Sources. 6. Will include an inquiry as to whether the candidate
engaged in any substantiated allegations of sexual abuse or resigned during the
pendency of an investigation of alleged sexual abuse” (pp. 3-4).

Policy: The Employment Background Checks states that “to ensure that
individuals who join CT Renaissance are well qualified and have a strong potential to
be productive and successful, it is the policy of CT Renaissance to make inquiries
into a candidate’s background in the following areas including, but not limited to,
the following examples: 1. Criminal History 2. Employment Reference Checks 3.
Verification of Education, Licenses and/or Certifications 4. Driver Record Check 5.
Drug Screen - Urine Test 6. Medical Condition, including Tuberculosis Certification 7.
Citizenship / Valid Work Permit Status Check 8. Consumer Credit History (if
applicable)” (p. 1).

Personnel Files hired in the last 12 months (12)
Interviews

Administration (Human Resources Staff): The interviewed staff reported that the
agency conducts criminal background checks at the state and federal level, in
addition to conducting motor vehicle checks. The agency also conducts a drug
screening for all new hires, regardless of role.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.217 (d). As reported in the PAQ, the agency policy requires that a criminal
background record check be completed before enlisting the services of any
contractor who may have contact with residents. In the past 12 months, the
number of contracts for services where criminal background record checks were
conducted on all staff covered in the contract who might have contact with
residents: 0.

Compliance Determination:




The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Hiring policy states that “criminal Record Checks shall be completed
prior to hire and every 5 years thereafter for all potential employees, volunteers,
interns and contractors” (p. 3).

Interviews

Administration (Human Resources Staff): The interviewed staff reported that the
agency conducts criminal background checks at the state and federal level, in
addition to conducting motor vehicle checks. The agency also conducts a drug
screening for all new hires, regardless of role.

Corrective actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.217 (e). As reported in the PAQ, the agency policy requires that either criminal
background record checks be conducted at least every five years for current
employees and contractors who may have contact with residents, or who may have
contact with residents, or that a system is in place for otherwise capturing such
information for current employees.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Hiring policy states that “criminal Record Checks shall be completed
prior to hire and every 5 years thereafter for all potential employees, volunteers,
interns and contractors” (p. 3).

Policy: The Employment Background Checks policy states that “criminal
records checks shall also be performed on all Renaissance employees every five
years following their hiring. If the checks reveal any criminal charges or cases not
previously reported in writing by the employee to Renaissance, the employee may
be subject to termination. Any employee who is applying for an internal transfer or
promotion shall also undergo a criminal background check prior to the agency
offering the employee the requested transfer or promotion” (p. 1).

5- year background check (1)
Interviews

Administrative (Human Resources) Staff - The interviewed staff stated that every
employee at the agency is required to complete a successful background check




prior to being employed officially by the agency. Prior to a new hire start date, the
agency arranges a meeting with the candidate at the administrative building to
complete paperwork authorizing the background check, as well as complete a urine
drug screening which is collected at that time. The vendor we use to submit
background checks is Employer Reference Source (ERS). Background checks are
conducted every title change, every promotion, and every five years. If there is a
background check that reveals criminal history the employee could be subject to
termination.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: There were two staff who were eligible for the five-year background
check. While the facility did not already have the checks run, the checks were
conducted during the post audit phase of the audit. No further action is needed.

115.217 (f). The agency shall also ask all applicants and employees who may have
contact with residents directly about previous misconduct described in paragraph
(a) of this section in written applications or interviews for hiring or promotions and
in any interviews or written self-evaluations conducted as part of reviews of current
employees. The agency shall also impose upon employees a continuing affirmative
duty to disclose any such misconduct.

Compliance Determination:
Pre-employment questionnaire (12)

The facility has demonstrated compliance with this provision of the standard
because:

Interviews

Administrative (Human Resources) Staff - The interviewed staff reported that new
hires and staff considered for promotion in our residential areas must complete a
PREA Employment Questionnaire. It was further reported that the facility does
impose a continuing affirmative duty to disclose any such previous misconduct.

Corrective Actions:
N/A. There are no corrective actions.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.217 (g). As reported in the PAQ, the agency policy states that material
omission regarding such misconduct, or the provision of materially false
information, shall be grounds for termination.

Compliance Determinations:




The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Hiring Policy states that “Omissions on the part of the employee,
volunteer, intern or contractor or the provision of materially false information, shall
be grounds for termination” (p. 3).

Corrective Actions:
N/A. There are no corrective actions.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.217 (h). Unless prohibited by law, the agency shall provide information on
substantiated allegations of sexual abuse or sexual harassment involving a former
employee upon receiving a request from an institutional employer for whom such
employee has applied to work.

Compliance Determination:
There were no identified requests involving a former employee.

The facility has demonstrated compliance with this provision of the standard
because:

Interviews

Administrative (Human Resources) Staff - The interviewed staff stated that the
agency does disclose sexual abuse or sexual harassment information to other
institutional employers about former employees, upon request from that institution.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.218

Upgrades to facilities and technology




Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Monitor Technology Upgrade Work Orders (Hawkeye Communications and IMC, LLC)
Amazon Order

Fencing Work Order

Interviews:

Agency Head

Acting Director

Findings (By Provision):

115.218 (a). As reported in the PAQ, the agency/facility has not acquired a new
facility or made a substantial expansion or modification to existing facilities since
August 20, 2012, or since the last PREA audit, whichever is later.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Site Review: During the site review and interviews with staff it was determined
that the site put up a fencing system to enclose part of the site in between housing
and a staff housing check system that logs when housing checks are conducted.

Fencing Work Order
Interviews

Agency Head - The interviewed agency head reported that CT Renaissance seeks to
provide a safe residential environment that protects its residents by providing
adequate interior and exterior lighting and video surveillance. Tours of the buildings
are conducted at regular intervals and bed checks are conducted hourly throughout
the night. Bathrooms are equipped with shower curtains that are clear on the upper
portion.

Acting Director or Designee - The interviewed staff reported that there has been no
substantial expansions or modifications to existing facilities since August 20, 2012,
or since the last PREA audit, whichever is later. However, upon further review it was
determined that the site added fencing to close off areas between housing units.




Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.218 (b). As reported in the PAQ, the facility has installed or updated a video
monitoring system, electronic surveillance system, or other monitoring technology
since the last PREA audit. The facility provided documentation of the upgrades
made to the video monitoring system.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Upgrade to camera system: Monitor Technology Upgrade Work Orders
(Hawkeye Communications and IMC, LLC)

Amazon Order

Site Review: During the onsite portion of the audit, the auditor checked the
monitoring system. The monitoring system is located in the COD (case manager on
duty) office. The office is utilized to watch cameras and make announcements;
along with other duties/responsibilities of staff.

Interviews:

Agency Head - The interviewed agency head reported that interior and external
video surveillance is used at all locations. The counselor on duty monitors the
cameras of multiple areas within and outside of each residence. The cameras have
the ability to record; if there is a report of abuse, staff have the ability to review the
recording.

Acting Director or Designee - The interviewed staff reported that electronic
surveillance equipment has been added to enhance supervision and monitoring of
the residence and to protect the residents from sexual abuse. Additionally, an hour
check system was added for the site tours.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility




documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.221

Evidence protocol and forensic medical examinations

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:
Pre-Audit Questionnaire (PAQ)

Policy: Reviewing and Responding to Allegations of Sexual Abuse and/or Sexual
Harassment

Policy: Medical and Mental Health Care for Victims of Sexual Abuse
Email Correspondence with Waterbury Hospital (4/2024)

Center for Family Justice Information Sheet (sexual assault hotline)
Interviews:

Random Sample of Staff (11)

Findings (By Provision):

115.221 (a). As reported in the PAQ, the agency/facility is responsible for conducting
administrative sexual abuse investigations (including resident-on-resident sexual
abuse or staff sexual misconduct). The agency/facility is not responsible for
conducting criminal sexual abuse investigations (including resident-on-resident
sexual abuse or staff sexual misconduct). The Connecticut State Policy is
responsible for conducting criminal investigations. When conducting a sexual abuse
investigation, the agency investigators follow a uniform evidence protocol.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: Responding to Allegations of Sexual Abuse and/or Sexual Harassment
states that:

Investigations into allegations of sexual abuse and sexual harassment shall be done




so promptly, thoroughly, and objectively for all allegations including third-party and
anonymous reports. Investigations shall be conducted by law enforcement for
sexual abuse reports, internal reviews, and investigations of reports of sexual
harassment incidents will be reviewed and coordinated by the PREA Coordinator.
PREA Coordinator, Program Director or designee shall contact the State Police
Department to initiate a criminal investigation when appropriate. * Law
enforcement will take the lead role in investigations into sexual abuse and CTR staff
will cooperate with such investigations and shall endeavor to remain informed about
the progress of the investigation. « CT Renaissance Administrative Review shall
include o An effort to determine whether staff actions or failures to act contributed
to the abuse of Shall be documented in written reports of the review and the
findings” (p. 1).

The policy provides the following staff first responder guidance to address
uniform evidence protocol:

“Upon learning of an allegation that a resident was sexually abused, the first staff
person to receive the report must notify the Program Director. « Arrangements will
immediately be made to separate the alleged victim and abuser ¢ Law enforcement
will immediately be called in the case of alleged sexual abuse * The crime scene will
be closed off until the arrival of law enforcement. « The alleged victim will be asked
not to take any actions that could destroy physical evidence, including, as
appropriate, washing, brushing teeth, changing clothes, urinating, defecating,
smoking, drinking, or eating. ¢« The alleged abuser will be asked to not take any
actions that could destroy physical evidence, including, as appropriate, washing,
brushing teeth, changing clothes, urinating, defecating, smoking, drinking, or
eating. * The Program Director or first responder if Director is not available shall
make immediate notification to the PREA Coordinator and the referral source. ¢ The
PREA Coordinator will take the lead, provide direction, and coordinate the activities
necessary to ensure care to the victim. Law enforcement will be called immediately
to investigate the allegations” (p. 1).

Policy: The Medical and Mental Health Care for Victims of Sexual Abuse policy
states that “CT Renaissance shall offer all victims of sexual abuse access to forensic
medical examinations without financial cost, where evidentiary or medically
appropriate. Such examinations shall be performed by Sexual Assault Forensic
Examiners (SAFEs) or Sexual Assault Nurse Examiners (SANEs) where possible. If
the area hospitals do not have available SAFE or SANEs then the examination can
be performed by other qualified medical practitioners” (p. 1).

The site has an agreement with Waterbury Hospital that further confirms the
SAFE/SANE examinations.

Interviews

Random Sample of Staff - The interviewed staff had various responses to the
agency’s protocol for obtaining usable physical evidence if a resident alleges sexual
abuse. The responses went from just reporting, removing the person from the area,
and getting them to a safe location, don’t touch anything, securing the scene, and




making sure no one contaminates the evidence. When probed, some of the ways it
was described that the evidence would not get contaminated includes no
showering, brushing teeth or changing clothes. When asked who conducts the
investigations staff reported the cops, the “PREA person”, Program Director, or the
police. A majority of the staff was proficient in their knowledge to secure the scene
and make sure the evidence was not tampered with and to remove parties from the
area.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.221 (b). NA-there are no youth housed at the placement.

115.221 (c). As reported in the PAQ, the facility offers all residents who experience
sexual abuse access to forensic medical examinations. Forensic medical
examinations are offered without financial cost to the victim. Where possible,
examinations are conducted by Sexual Assault Forensic Examiners (SAFEs) or
Sexual Assault Nurse Examiners (SANEs). When SANEs or SAFEs are not available, a
qualified medical practitioner performs forensic medical examinations.

The number of forensic medical exams conducted during the past 12 months: 0
The number of exams performed by SANEs/SAFEs during the past 12 months: 0

The number of exams performed by a qualified medical practitioner during the past
12 months: 0

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Medical and Mental Health Care for Victims of Sexual Abuse policy
states that “CT Renaissance shall offer all victims of sexual abuse access to forensic
medical examinations without financial cost, where evidentiary or medically
appropriate. Such examinations shall be performed by Sexual Assault Forensic
Examiners (SAFEs) or Sexual Assault Nurse Examiners (SANEs) where possible. If
the area hospitals do not have available SAFE or SANEs then the examination can
be performed by other qualified medical practitioners” (p. 1).

Center for Family Justice Information Sheet (sexual assault hotline)

Waterbury Hospital Sexual Assault Forensic Examinations email
correspondence confirming the SANE services offered.

Corrective Actions:




N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.221 (d). As reported in the PAQ, the facility attempts to make available to the
victim a victim advocate from a rape crisis center, either in person or by other
mean. If and when a rape crisis center is not available to provide victim advocate
services, the facility provides a qualified staff member from a community-based
organization or a qualified agency staff member.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Medical and Mental Health Care for Victims of Sexual Abuse policy
states that “the agency shall obtain and maintain Memorandum of Understanding
with local crisis centers and the hospitals to ensure a portal for services.
Documentation of the MOU will be maintained by the PREA Coordinator. « As
requested by the victim, the victim advocate, CT Renaissance staff and/or other
requested support may accompany the victim through the forensic medical
examination process and investigatory interviews and shall provide crisis
intervention, information, and referrals” (p. 1).

Center for Family Justice Information Sheet (sexual assault hotline)

Updated email correspondence with Waterbury Hospital indicated that the
scope of services identified in the MOU are still valid.

Interviews

PREA Coordinator - The interviewed staff reported that the facility has a
Coordinated Response Plan that specifically includes the directive to offer contact to
victim advocacy services. The agency maintains a Memorandum of Understanding
with the Center for Family Justice.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.221 (e). As reported in the PAQ, if requested by the victim, a victim advocate,
qualified agency staff member, or qualified community-based organization staff
member accompanies and supports the victim through the forensic medical
examination process and investigatory interviews and provides emotional support,
crisis intervention, information, and referrals.




Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Medical and Mental Health Care for Victims of Sexual Abuse policy
states that “the agency shall obtain and maintain Memorandum of Understanding
with local crisis centers and the hospitals to ensure a portal for services.
Documentation of the MOU will be maintained by the PREA Coordinator. * As
requested by the victim, the victim advocate, CT Renaissance staff and/or other
requested support may accompany the victim through the forensic medical
examination process and investigatory interviews and shall provide crisis
intervention, information, and referrals” (p. 1).

While the agency maintains a memo with the Center for Family Justice the
auditor nor the site was able to reach agency staff to confirm the continuation of the
agreement. However, it should be noted that the contracted agency lead (DOC) has
a statewide agreement with the Connective Alliance to End Sexual Violence that
provides emotional support and advocacy services.

Interviews

PREA Coordinator - The interviewed staff reported that victims of sexual abuse shall
receive timely access to emergency medical treatment and crisis intervention
services. Upon receiving a report, CT Renaissance will promptly connect the victim
to emotional support services, appropriate treatment planning, recommended
services, and referrals for continued care. CT Renaissance offers all victims access
to forensic medical examinations without financial cost where evidentiary or
medically appropriate which are performed by SAFE (Sexual Assault Forensic
Examiners) where possible or other qualified medical practitioners. Victims will be
referred to a victim advocate at a rape crisis center. As requested by the victim, the
victim advocate, CT Renaissance staff, or other requested support may accompany
the victim through the forensic exam process, investigatory interviews, crisis
intervention, information, and referral process. The agency doesn’t provide
specialized treatment for sexual assault but victims will be referred outside for
medical and mental health services.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.221 (f). As reported in the PAQ, if the agency is not responsible for
investigating allegations of sexual abuse and relies on another agency to conduct
these investigations, the agency has requested that the responsible agency follow
the requirements of paragraphs §115.221 (a) through (e) of the standards.




Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

MOU: Center for Family Justice
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.221 (g). Auditor is not required to audit this provision.
Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.222

Policies to ensure referrals of allegations for investigations

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Responding to Victims of Sexual Abuse

Sexual Harassment Allegations (2)

Interviews:

Agency Head

Investigative Staff

Findings (By Provision):

115.222 (a). As reported in the PAQ, the agency ensures that an administrative or




criminal investigation is completed for all allegations of sexual abuse and sexual
harassment (including resident-on-resident sexual abuse or staff sexual
misconduct).

In the past 12 months, the number of allegations of sexual abuse and sexual
harassment that were received: 2.

In the past 12 months, the number of allegations resulting in an administrative
investigation: 2.

In the past 12 months, the number of allegations referred for criminal investigation:
2.

Compliance Determinations:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Responding to Sexual Abuse and Harassment Policy provides
guidance on the administrative and criminal response to a sexual abuse or sexual
harassment allegation. The policy states that: Investigations into allegations of
sexual abuse and sexual harassment shall be done so promptly, thoroughly, and
objectively for all allegations including third-party and anonymous reports.
Investigations shall be conducted by law enforcement for sexual abuse reports,
internal reviews, and investigations of reports of sexual harassment incidents will be
reviewed and coordinated by the PREA Coordinator. « PREA Coordinator, Program
Director or designee shall contact the State Police Department to initiate a criminal
investigation when appropriate. « Law enforcement will take the lead role in
investigations for sexual abuse and CTR staff will cooperate with such investigations
and shall endeavor to remain informed about the progress of the investigation. « CT
Renaissance Administrative Review shall include: o an effort to determine whether
staff actions or failures to act contributed to the abuse o Shall be documented in
written reports of the review and the findings (p. 1).

Interviews

Agency Head - The interviewed agency head reported that an administrative
investigation is conducted into all allegations. If there is evidence that abuse or
harassment occurred, the DOC PREA Unit and the State Police are notified and the
investigation is turned over to them. The PREA Coordinator is notified of any
allegation and conducts the administrative investigation. If there is substantiating
evidence of sexual abuse or harassment, the DOC PREA unit is notified, and the
investigation is turned over to the State Police.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the




provisions of this standard.

115.222 (b). As reported in the PAQ, the agency has a policy that requires that
allegations of sexual abuse or sexual harassment be referred for investigation to an
agency with the legal authority to conduct criminal investigations, including the
agency if it conducts its own investigations, unless the allegation does not involve
potentially criminal behavior. The agency’s policy regarding the referral of
allegations of sexual abuse or sexual harassment for criminal investigation is
published on the agency website or made publicly available via other means. The
agency documents all referrals of allegations of sexual abuse or sexual harassment
for criminal investigation.

Compliance Determinations:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Responding to Sexual Abuse and Harassment Policy provides
guidance on the administrative and criminal response to a sexual abuse or sexual
harassment allegation. The policy states that: Investigations into allegations of
sexual abuse and sexual harassment shall be done so promptly, thoroughly, and
objectively for all allegations including third-party and anonymous reports.
Investigations shall be conducted by law enforcement for sexual abuse reports,
internal reviews, and investigations of reports of sexual harassment incidents will be
reviewed and coordinated by the PREA Coordinator. « PREA Coordinator, Program
Director or designee shall contact the State Police Department to initiate a criminal
investigation when appropriate. « Law enforcement will take the lead role in
investigations for sexual abuse and CTR staff will cooperate with such investigations
and shall endeavor to remain informed about the progress of the investigation. « CT
Renaissance Administrative Review shall include: o an effort to determine whether
staff actions or failures to act contributed to the abuse o Shall be documented in
written reports of the review and the findings (p. 1).

Website: https://ctrenaissance.org/about/licensing-accreditation/prea/
Interviews

Investigative Staff - The interviewed staff stated allegations of sexual abuse or
sexual harassment are referred to the CT State Police for criminal investigations.
Administrative investigations are handled internally.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.222 (c). If a separate entity is responsible for conducting criminal




investigations, such publication shall describe the responsibilities of both the
agency and the investigating entity.

Compliance Determinations:

The facility has demonstrated compliance with this provision of the standard
because:

Website: https://ctrenaissance.org/about/licensing-accreditation/prea/
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.222 (d). Auditor is not required to audit this provision.
115.222 (e). Auditor is not required to audit this provision.
Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.231

Employee training

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Training Requirements

Policy: Outline of Training Requirements

Prevention and Responding to Corrections-Based Sexual Abuse & Harassment

PREA Training PPT




Employee New Hire PREA Training Acknowledgement (12)
Refresher Acknowledgement (3)

PREA Training Pamphlet (Preventing and Responding to Correctives-Based Sexual
Abuse: A PREA Training Pamphlet

Mandated Reporter Training PPT
Staff PREA Understanding Blank
Corrective Action:

Additional Staff Training
Interviews:

Random Sample of Staff (11)
Findings (By Provision):

115.231 (a). As reported in the PAQ, the agency trains all employees who may have
contact with residents on the agency's zero-tolerance policy for sexual abuse and
sexual harassment. The agency trains all employees who may have contact with
residents on how to fulfill their responsibilities under agency sexual abuse and
sexual harassment prevention, detection, reporting, and response policies and
procedures. The agency trains all employees who may have contact with residents
on the right of residents to be free from sexual abuse and sexual harassment. The
agency trains all employees who may have contact with residents on the right of
residents and employees to be free from retaliation for reporting sexual abuse and
sexual harassment. The agency trains all employees who may have contact with
residents on the dynamics of sexual abuse and sexual harassment in confinement.

The agency trains all employees who may have contact with residents on the
common reactions of sexual abuse and sexual harassment victims. The agency
trains all employees who may have contact with residents on how to avoid
inappropriate relationships with residents. The agency trains all employees who
may have contact with residents on how to communicate effectively and
professionally with residents, including lesbian, gay, bisexual, transgender, intersex,
or gender-nonconforming residents. The agency trains all employees who may have
contact with residents on how to comply with relevant laws related to mandatory
reporting of sexual abuse to outside authorities.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Training Requirements policy states that “sexual Abuse and
Harassment - agency policies and procedures in conjunction with PREA must be
attended annually by all staff and administration. The agency PREA coordinator and




any staff conducting PREA investigations will complete training in conducting sexual
abuse investigations in confinement settings (NIC PREA: Investigating Sexual Abuse
in a Confinement Setting or equivalent)” (p. 1).

During the onsite phase the auditor reviewed the PREA Training Curriculum,
and it was determined that the curriculum covers all of the required elements of
staff PREA training. The auditor reviewed a sample of 15 training records (PREA
Acknowledgement Statements).

PREA Training PPT
Review for Community Confinement Employees (PPT)
Outline of Training Requirements

PREA Training Pamphlet (Preventing and Responding to Correctives-Based
Sexual Abuse: A Guide for Community Corrections Professionals

Mandated Reporter Training PPT

Prison Rape Elimination Act (PREA) Judicial Branch, Court Support Services
Division Adult Residential Services (PPT)

Employee PREA Training Acknowledgement New hire and refresher (Blank)
Training Records (12)
Interviews

Random Sample of Staff - All but two of the interviewed staff reported that they
received training in the above-mentioned elements. The staff reported that they
received as a new hire and that they received a refresher recently. When probed the
staff were able to describe various components of the training such as signs to look
out for if someone is being victimized, and some of the common reactions of sexual
abuse victims. When probed some of the staff reported receiving training but could
not recall the elements of the training as they were previously trained at other jobs
and didn’t pay attention to the current agency training. One of the new hires was
pending his training class and an existing staff reported that they have not received
training as of yet. The staff were not very familiar with whether or not they received
training on how to communicate effectively and professionally with residents,
including lesbian, gay, bisexual, transgender, intersex, or gender non-conforming
residents.

Corrective Actions:

Given the inconsistencies in staff knowledge regarding the required training
elements and the influx of new hires, it is recommended that the facility conducts
tabletop trainings or exercises to enhance staff familiarity with the training
components. Documentation of these trainings should be provided to the auditor.
Documentation of training was provided to the auditor. No further action needed.




Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.231 (b). As reported in the PAQ, the training is tailored to the gender of the
residents at the facility.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Training Curriculum
New Hire Training records (12)
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.231 (c). As reported in the PAQ, in between trainings the agency provides
employees who may have contact with residents with refresher information about
current policies regarding sexual abuse and harassment. The frequency with which
employees who may have contact with residents receive refresher training on PREA
requirements is annually.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Refresher: Employee PREA Training Acknowledgment (12)
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.231 (d). The agency documents that employees who may have contact with
residents understand the training they have received through employee signature
or electronic verification.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard




because:

Policy: The Training Requirements Policy states that “Each employee shall sign
a signature form to verify attendance and complete an instructor evaluation and
post-test if applicable” (p. 2).

New Hire Staff PREA Understanding Acknowledgement Signed (12)
Refresher Acknowledgement (3)

Corrective Actions:

N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.232

Volunteer and contractor training

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Volunteers and Interns

Policy: Independent Contractors

PREA Visitor/Contractor PREA Acknowledgement blank

PREA Volunteer Training

Findings (By Provision):

115.232 (a). As reported in the PAQ, all volunteers and contractors who have
contact with residents have been trained on their responsibilities under the




agency’s policies and procedures regarding sexual abuse and sexual harassment
prevention, detection, and response. The number of volunteers and individual
contractors who have contact with residents who have been trained in agency
policies and procedures regarding sexual abuse and sexual harassment prevention,
detection, and response: 0.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Volunteers and Interns policy states that “all applicants accepted as
Volunteers or Interns shall have a complete orientation and training period that
includes at a minimum client rights, security and confidentiality regulations,
emergency procedures, lines of communication and authority, information regarding
insurance coverage, information about personal risks and liability, and all agency
policies and procedures. Volunteers / Interns are given the opportunity to attend
internal workshop and seminars” (p. 1).

PREA Visitor/Contractor PREA Acknowledgement Blank
Interviews:

Volunteer(s) or Contractor(s) who may have Contact with Residents: There
were no volunteers or contractors at the program during the audit period.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.232 (b). As reported in the PAQ, the level and type of training provided to
volunteers and contractors is based on the services they provide and level of
contact they have with residents. All volunteers and contractors who have contact
with residents have been notified of the agency’s zero-tolerance policy regarding
sexual abuse and sexual harassment and informed how to report such incidents. It
was further reported that all volunteers and contracts receive the same training as
employees.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Volunteers and Interns policy states that “all applicants accepted as
Volunteers or Interns shall have a complete orientation and training period that
includes at a minimum client rights, security and confidentiality regulations,
emergency procedures, lines of communication and authority, information regarding




insurance coverage, information about personal risks and liability, and all agency
policies and procedures. Volunteers / Interns are given the opportunity to attend
internal workshop and seminars” (p. 1).

PREA Visitor/Contractor PREA Acknowledgement blank
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.232 (c). As reported in the PAQ, the agency maintains documentation
confirming that volunteers and contractors who have contact with residents
understand the training they have received.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

PREA Visitor/Contractor PREA Acknowledgement
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.233 | Resident education

Auditor Overall Determination: Meets Standard

Auditor Discussion




The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Admission and Orientation

Policy: Prison Rape Elimination Act (PREA) Policy (Client Signature) (25)
Client PREA Brochure Acknowledgement (English/Spanish) (25)

CT PREA Brochure (English/Spanish)

12-month roster of residents

Postings

Corrective Action:

Spanish PREA education and materials (2)

Interviews:

Intake Staff

Resident (10)

Findings (By Provision):

115.233 (a). Residents receive information at time of intake about the zero-
tolerance policy, how to report incidents or suspicions of sexual abuse or
harassment, their rights to be free from sexual abuse and sexual harassment and to
be free from retaliation for reporting such incidents, and regarding agency policies
and procedures for responding to such incidents. The number of residents admitted
during past 12 months who were given this information at intake: 125.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: Admission and Orientation, Waterbury states that “all clients who are
approved for admission shall complete an intake process upon arrival at the facility.
Under staff supervision, the clients shall complete case record paperwork, PREA
Screening and a drug screening. Furthermore, they shall be oriented to the facility,
assigned a primary counselor, have an opportunity to review and discuss program
rules and regulations, services available, program goals, rules governing conduct,
possible disciplinary actions, and any limitations of available services. Clients in
residential programs under the PREA standards will receive a brochure which will
explain PREA and provide emergency and reporting procedures. Clients shall agree
to abide by the rules, regulations, and general programming standards, and




acknowledge such understanding by signing the Client Handbook Acknowledgement
Form” (p. 1).

Admission and Orientation Policy further confirms the above process.
Client PREA Brochure Acknowledgement (English/Spanish) (25)

Policy: Prison Rape Elimination Act (PREA) Policy (Client Signature) (25)
CT PREA Brochure (English/Spanish)

12-month roster of residents

Audit Site Review: The auditor did not observe a new client intake; however,
the intake worker provided preview of the process with the auditor. The intake
worker informed the auditor that they verbally go over all of the documents, provide
the client with a brochure and have them sign showing receipt and knowledge of
understanding. The auditor asked if questions on the assessment tool are asked as
written and it was reported “yes” nothing is assumed except on worker opinion
questions.

Interviews:

Intake Staff - The interviewed intake staff reported that when new clients arrive the
intake process is started. Upon intake with use the Care Logic system to go over the
policies and procedures and have the client sign off. Additionally, | will give them a
brochure and read over the contents of the brochure. The information is provided to
them verbally, and | will go over with them there understanding of PREA. Clients will
verbally state their understanding and sign their name stating their understanding.
Additionally, they are notified of the postings throughout the facility.

Resident Interview Questionnaire - A majority of the interviewed residents reported
that when they first arrived at the facility there were given the rules against sexual
abuse and sexual harassment. When probed the residents stated that the staff went
over paperwork with them, and this occurred within the same day of placement. All
but two residents further confirmed that they were informed of their right to not be
sexually abused or sexually harassed and how to report sexual abuse or sexual
harassment. It should be noted that the residents who could not recall receiving
information were limited English Proficient as discussed in standard 115.216.

Corrective Actions:

During the interviews the limited English proficient residents reported not
receiving information in Spanish. The intake staff reported that information was
provided in Spanish; however, the auditor recommended that the site provide
documentation that residents receive information in Spanish. Documentation was
provided to the auditor. No further action needed.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the




provisions of this standard.

115.233 (b). As reported in the PAQ, the facility provides residents who are
transferred from a different community confinement facility with refresher
information referenced in 115.233(a)-1. The number of residents transferred from a
different community confinement facility during the past 12 months: 6. The number
of residents transferred from a different community confinement facility, during the
past 12 months, who received refresher information: 6.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: Policy: Admission and Orientation, Waterbury states that “PREA
Acknowledgement - Residents shall receive information explaining CT Renaissance’s
zero-tolerance policy regarding sexual abuse and sexual harassment, how to report
incidents or suspicions of sexual abuse or sexual harassment, their rights to be free
from sexual abuse and sexual harassment and to be free from retaliation for
reporting such incidents and the review process. Such information shall be provided
as a refresher whenever a resident is transferred to another facility. Client will
receive a brochure upon entrance to the facility and will sign receipt of brochure” (p.
2).

Client PREA Brochure Acknowledgement (English/Spanish) (25)
Policy: Prison Rape Elimination Act (PREA) Policy (Client Signature)
CT PREA Brochure (English/Spanish)

Interviews

Intake Staff - The interviewed staff reported that they go over their rights to be free
from sexual abuse and sexual harassment. Upon intake a PREA assessment is
completed, and they sign a PREA Acknowledgement statement form. The client
provides a signature and vocalizes their understanding. Intake is conducted on the
same day as arrival.

Resident Interview Questionnaire - All but one of the interviewed residents reported
that they arrived at the facility within the last twelve months. All of the interviewed
residents arrived at the facility from another site.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.233 (c). As reported in the PAQ, resident PREA education is available in formats




accessible to all residents, including those who are limited English proficient.
Resident PREA education is available in formats accessible to all residents, including
those who are deaf. Resident PREA education is available in formats accessible to all
residents, including those who are visually impaired. Resident PREA education is
available in formats accessible to all residents, including those who are otherwise
disabled. Resident PREA education is available in formats accessible to all
residents, including those who are limited in their reading skills.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

During the onsite inspection the auditor observed that the facility had signage
for translation services. The auditor utilized the language line services to conduct
interviews with residents.

Client PREA Brochure Acknowledgement (English/Spanish) (25)
Policy: Prison Rape Elimination Act (PREA) Policy (Client Signature) (25)
CT PREA Brochure (English/Spanish)

Corrective Actions:

During the interviews the limited English proficient residents reported not
receiving information in Spanish. The intake staff reported that information was
provided in Spanish; however, the auditor recommended that the site provide
documentation that residents receive information in Spanish. Documentation was
provided to the auditor. No further action needed.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.233 (d). As reported in the PAQ, the agency maintains documentation of
resident participation in PREA education sessions.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Client PREA Brochure Acknowledgement (English/Spanish) (25)
Policy: Prison Rape Elimination Act (PREA) Policy (Client Signature) (25)
CT PREA Brochure (English/Spanish)

PREA Care Logic Sign Off: provides the client with an overview of the agency
PREA policy




Interviews
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.233 (e). As reported in the PAQ, the agency ensures that key information about
the agency’s PREA policies is continuously and readily available or visible through
posters, resident handbooks, or other written formats.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Client PREA Brochure Acknowledgement (English/Spanish) (25)

Policy: Prison Rape Elimination Act (PREA) Policy (Client Signature) (25)
CT PREA Brochure (English/Spanish)

Posting (Spanish/English)

Audit Site Review: During the onsite inspection the auditor observed PREA
posters, resident handbooks, PREA brochures and information regarding the
advocacy services throughout the common areas of all sites. Information was
provided in Spanish and English. Additionally, information was provided in areas in
which visitors could access. Some of the signage appeared to be ripped on
mismanaged by the clients. The auditor actively observed various aspects of
signage throughout the facility to ensure that crucial sexual safety information is
effectively communicated to both staff and individuals confined in the facility. The
Signage language was clear and understandable.

0 Services- signage clearly outlines available services and their purposes.

o Signage was provided in English as well as translated into the other languages
(Spanish) commonly spoken in the facility.

o Text size, formatting, and physical placement accommodated most readers,
including those with visual impairments or physical disabilities.

o Information on signage was accurate and consistent throughout the facility. The
auditor tested the functionality and the numbers provided.

o Audit notices were relevant to the current audit, and contact information was
consistent for service providers or organizations.

o0 Signage was placed in areas accessible to staff and individuals confined in the




facility.

o Key PREA information was continuously and readily available throughout the
facility, including in staff dining areas, break rooms, multipurpose rooms, housing
areas, etc.

In addition to observation, the auditor engaged in informal conversations with both
staff and individuals to gather insights regarding signage, including its readability,
accessibility, consistency, and whether it is always available or only posted for
audits. Several residents articulated that information was provided at intake. Intake
occurred upon arrival at the facility.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.234

Specialized training: Investigations

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Policy: Training Requirements

Training Certificate of Completion (PREA: Investigating Sexual Abuse in a
Confinement Setting)

Training Certificate (PREA: Coordinators’ Roles and Responsibilities)

Interviews:




Investigator
Findings (By Provision):

115.234 (a). As reported in the PAQ, the agency policy requires that investigators
are trained in conducting sexual abuse investigations in confinement settings.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Training Requirements policy states that “sexual Abuse and
Harassment - agency policies and procedures in conjunction with PREA must be
attended annually by all staff and administration. The agency PREA coordinator and
any staff conducting PREA investigations will complete training in conducting sexual
abuse investigations in confinement settings (NIC PREA: Investigating Sexual Abuse
in a Confinement Setting or equivalent)” (p. 1).

Training Certificate of Completion (PREA: Investigating Sexual Abuse in a
Confinement Setting)

Training Certificate (PREA: Coordinators’ Roles and Responsibilities)
Interviews

Investigative Staff - The interviewed staff stated that they have completed the NIC
training courses called PREA: Investigating Sexual Abuse in a Confinement Setting
and PREA: Coordinators’ Roles and Responsibilities. The topics included in the
training were: PREA Investigative Standards, Criteria and Evidence for
Administrative Action and Prosecution, the Role of Medical and Mental Health in the
Investigative Process, Roles of the Victim Advocate, Working with Victims, Proper
use of Miranda and Garrity Warnings, Sexual Abuse Evidence Collection in
Confinement Settings, Interviewing Techniques, and Institutional Culture and
Investigations.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.234 (b). Specialized training shall include techniques for interviewing sexual
abuse victims, proper use of Miranda and Garrity warnings, sexual abuse evidence
collection in confinement settings, and the criteria and evidence required to
substantiate a case for administrative action or prosecution referral.

Compliance Determination:




The facility has demonstrated compliance with this provision of the standard
because:

Training Certificate of Completion (PREA: Investigating Sexual Abuse in a
Confinement Setting)

Training Certificate (PREA: Coordinators’ Roles and Responsibilities)
Interviews:

Investigative Staff - The interviewed staff stated that the topics included in the
training were: PREA Investigative Standards, Criteria and Evidence for
Administrative Action and Prosecution, the Role of Medical and Mental Health in the
Investigative Process, Roles of the Victim Advocate, Working with Victims, Proper
use of Miranda and Garrity Warnings, Sexual Abuse Evidence Collection in
Confinement Settings, Interviewing Techniques, and Institutional Culture and
Investigations.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.234 (c). As reported in the PAQ, the agency maintains documentation showing
that investigators have completed the required training. The number of
investigators currently employed who have completed the required training: 1.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Training Certificate of Completion (PREA: Investigating Sexual Abuse in a
Confinement Setting)

Training Certificate (PREA: Coordinators’ Roles and Responsibilities)
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.234 (d). Auditor is not required to audit this provision.
Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility




documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.

115.235

Specialized training: Medical and mental health care

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:

Pre-Audit Questionnaire (PAQ)

Findings (By Provision):

115.235 (a). N/A-As reported in the PAQ, the agency has a policy related to the
training of medical and mental health practitioners who work regularly in its
facilities.

The number of all medical and mental health care practitioners who work regularly
at this facility and have received the training required by agency policy: 0.

The percent of all medical and mental health care practitioners who work regularly
at this facility and have received the training required by agency policy: 0

115.235 (b). N/A-As reported in the PAQ, the agency does not have onsite medical
and mental health services. During the onsite portion of the audit, it was
determined that the facility has one onsite clinical staff.

115.235 (c). As reported in the PAQ, the agency does not have onsite medical and
mental health services. During the onsite portion of the audit, it was determined
that the facility has one onsite clinical staff.

115.235 (d). As reported in the PAQ, the agency does not have onsite medical and
mental health services. During the onsite portion of the audit, it was determined
that the facility has one onsite clinical staff.

Overall Findings:

The auditor uses a triangulation approach, by connecting the PREA facility
documentation, agency policies, on-site observation, site review of the facility,
facility practices, interviewed staff and residents, local and national advocates, and
online PREA Audit: Pre-Audit Questionnaire to make determinations. Based on
analysis, the facility is compliant with all provisions in this standard.




115.241

Screening for risk of victimization and abusiveness

Auditor Overall Determination: Meets Standard

Auditor Discussion

The following evidence was analyzed in making compliance determination:
Supporting Documents, Interviews and Observations:
Pre-Audit Questionnaire (PAQ)

Policy: Admission and Orientation Waterbury

Policy: Screening for Risk of Victimization and Abusiveness
PREA Screening Risk Assessment (25)

PREA Screening Risk Assessment Tool (prior/updated)
Rescreening (17)

Corrective Action:

Assessment/Reassessment (8)

Interviews:

Staff Responsible for Risk Screening (1)

Resident Interview Questions (10)

PREA Coordinator

Findings (By Provision):

115.241 (a). As reported in the PAQ, the agency has a policy that requires
screening (upon admission to a facility or transfer to another facility) for risk of
sexual abuse victimization or sexual abusiveness toward other residents.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Admission and Orientation stated that “All clients who are approved
for admission shall complete an intake process upon arrival at the facility. Under
staff supervision, the clients shall complete case record paperwork, PREA Screening
and a drug screening. Furthermore, they shall be oriented to the facility, assigned a
primary counselor, have an opportunity to review and discuss program rules and
regulations, services available, program goals, rules governing conduct, possible
disciplinary actions, and any limitations of available services” (p. 1).




Policy: The Screening for Risk of Victimization & Abusiveness policy states that
“all residents will be assessed during and the intake and evaluation process for their
risk of being sexually abused by other residents or sexually abusive toward other
residents. CT Renaissance programs will utilize a screening tool to determine a level
of risk for abusiveness and/or victimization” (p. 1).

PREA Risk Screening (paper version) Blank

Audit Site Review: During the site review the auditor observed some PREA
signage in the main area of the site. The auditor did not observe a new intake as no
new intakes were scheduled; however, the intake worker provided an overview of
the process. The intake worker further stated that each of the questionnaire
questions are asked and no assumptions or shortcuts are taken. The intake worker
reported that depending on how they score and what the needs are would impact
which housing area they go to. Informal conversation with the program director
indicated that one of the housing areas is typically for older residents and if they
have a transgender or resident with high mental needs they will place in a single
room.

Additional review considerations:

The auditor verified the individuals responsible for conducting the risk screening, a
critical step to ensure targeted interviews with the appropriate staff members.

- Evaluation was conducted to ascertain whether the screening process occurred in
an environment conducive to privacy, minimizing the risk of sensitive information
exposure. This included ensuring screenings were conducted out of earshot of other
staff and confined individuals not involved in the process. Th auditor observed and
utilized the office that is used for intake.

- Screening staff's approach to questioning was analyzed to determine if it fostered
a sense of comfort and encouraged open responses from the individuals undergoing
screening.

Informal conversation occurred with the intake officer and discussed the importance
of asking all of the questions on the assessment tool and more detail of information.
Informal conversations with clients with limited proficiency or disability reported
that staff would assist during intake with understanding the information being
presented.

Interviews

Staff Responsible for Risk Screening - The interviewed staff reported that all
residents are screened upon admission or transfer.

Resident Interview Questionnaire - All but two of the interviewed residents reported
that on the facility they were asked questions like whether or not they had been in
jail or prison before, whether they have been sexually abused, whether they identify
as gay, lesbian, bisexual, or whether they may be in danger of sexual abuse. When
probed the residents reported that the questions were asked the same day, a few




days, or within a week. The two residents who reported that they were not asked
said questions were limited English proficient.

Corrective Actions:

Retrain intake staff on ensure they seek language line services for limited
English proficient residents. Additional information was provided that documented
additional training for staff.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.241 (b). According to the PAQ, the policy requires that residents be screened
for risk of sexual victimization or risk of sexual abuse of other residents within 72
hours of their intake. The number of residents entering the facility (either through
intake or transfer) within the past 12 months (whose length of stay in the facility
was for 72 hours or more) who were screened for risk of sexual victimization or risk
of sexually abusing other residents within 72 hours of their entry into the facility:
123.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: Policy: The Screening for Risk of Victimization & Abusiveness policy
states that “the PREA Screening Assessment shall be conducted with the client
within 72 hours of admission. * The PREA Screening assessment shall consider prior
acts of sexual abuse, prior convictions for violent offenses, and history of prior
institutional violence or sexual abuse, as known to the agency, in assessing
residents, for risk of being sexually abusive” (p. 1).

PREA Screening Risk Assessment (25). It should be noted that the risk
assessments were continuously completed on the same date of arrival at the site.

Interviews

Staff Responsible for Risk Screening - The interviewed staff reported that the risk of
sexual victimization or risk of sexually abusing other residents occurs within 72
hours of admission.

Resident Interview Questionnaire - All but two of the interviewed residents reported
that on the facility they were asked questions like whether or not they had been in
jail or prison before, whether they have been sexually abused, whether they identify
as gay, lesbian, bisexual, or whether they may be in danger of sexual abuse. When
probed the residents reported that the questions were asked the same day, a few
days, or within a week. The two residents who reported that they were not asked
said questions were limited English proficient.




Corrective Actions:
N/A No Corrective Action.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.241 (c). As reported in the PAQ, the facility uses a risk assessment which is
conducted using an objective screening instrument.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

PREA Screening Risk Assessment (25)
Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.241 (d). The intake screening shall consider, at a minimum, the following
criteria to assess residents for risk of sexual victimization: (1) Whether the resident
has a mental, physical, or developmental disability; (2) The age of the resident; (3)
The physical build of the resident; (4) Whether the resident has previously been
incarcerated; (5) Whether the resident's criminal history is exclusively nonviolent;
(6) Whether the resident has prior convictions for sex offenses against an adult or
child; (7) Whether the resident is or is perceived to be gay, lesbian, bisexual,
transgender, intersex, or gender nonconforming; (8) Whether the resident has
previously experienced sexual victimization; and (9) The resident's own perception
of vulnerability

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

PREA Screening Risk Assessment (25)
Interviews

Staff Responsible for Risk Screening - The interviewed staff reported that the
screening assesses if the client will be vulnerable to victimization. It looks t for prior
history of sexual assault, age of victim, first incarceration, mental health history,
intellectual history, and basically any factors that may make the client vulnerable
within the HWH population. The process is a series of questions to the client but also




includes questions regarding the clients’ charges and factors that the interviewer
perceives.

Corrective Actions:

When interviewed the residents had very limited knowledge of victim advocacy
anh emotional support service. The auditor requested that additional information is
provided to the residents. The facility provided documentation that additional
information was provided. No further action needed.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.241 (e). The intake screening shall consider prior acts of sexual abuse, prior
convictions for violent offenses, and history of prior institutional violence or sexual
abuse, as known to the agency, in assessing residents for risk of being sexually
abusive.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

PREA Screening Risk Assessment (17)
Interviews

Staff Responsible for Risk Screening - The interviewed staff reported that the
screening assesses if the client will be vulnerable to victimization. It looks t for prior
history of sexual assault, age of victim, first incarceration, mental health history,
intellectual history, and basically any factors that may make the client vulnerable
within the HWH population. The process is a series of questions to the client but also
includes questions regarding the clients’ charges and factors that the interviewer
perceives.

Corrective Actions:
N/A. There are no corrective actions for this provision.

Discussion: A review of the appropriate documentation, interviews with staff, and
review of relevant policies indicate that the facility is in compliance with the
provisions of this standard.

115.241 (f). As reported in the PAQ, the policy requires that the facility reassess
each resident’s risk of victimization or abusiveness within a set time period, not to
exceed 30 days after the resident’s arrival at the facility, based upon any additional,
relevant information received by the facility since the intake screening. The number
of residents entering the facility (either through intake or transfer) within the past
12 months whose length of stay in the facility was for 30 days or more who were
reassessed for their risk of sexual victimization or of being sexually abusive within




30 days after their arrival at the facility based upon any additional, relevant
information received since intake: 125.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Screening for Risk of Victimization and Abusiveness Policy states
that “within 30 days of admission, the program will reassess the resident’s risk of
victimization for abusiveness based upon any additional relevant information
received by the facility since the intake screening” (p. 3).

PREA Risk Screening Assessment (25)
Rescreening (30 Day Follow Up Review) (17)
Interviews

Staff Responsible for Risk Screening - The interviewed staff reported that the
initial screening occurs immediately upon intake and the residents are reassessed
typically around two weeks. Two weeks is the goal.

Resident Interview Questionnaire - Only two of the interviewed residents could
recall whether or not the staff have asked them the screening intake questions
again since they have been here. Several residents were new to the site and were
not due for a reassessment.

Corrective Actions:

Upon examining the reassessments, it was discovered that they were not
consistently completed within the 30-day timeframe. Consequently, corrective
action will be implemented, and the auditor will monitor compliance for at least 60
days. The site began corrective measures before the onsite portion of the audit. The
site provided additional assessments and reassessments to show compliance with
the 30 day reassessment requirements.

115.241 (g). As reported in the PAQ, the policy requires that a resident’s risk level
be reassessed when warranted due to a referral, request, incident of sexual abuse,
or receipt of additional information that bears on the resident’s risk of sexual
victimization or abusiveness.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Screening for Risk of Victimization and Abusiveness Policy states
that “a resident’s risk level shall be reassessed when warranted due to a referral,
request, incident of sexual abuse or receipt of additional information that bears on
the resident’s risk of sexual victimization or abusiveness.” (p. 3).




Rescreening (30 Day Follow Up Review) (17)
Interviews

Staff Responsible for Risk Screening -The interviewed staff reported that
reassessments occur within 30 days.

Resident Interview Questionnaire - Only two of the interviewed residents could
recall whether or not the staff have asked them the screening intake questions
again since they have been here. Several residents were new to the site and were
not due for a reassessment.

Corrective Actions:

Upon examining the reassessments, it was discovered that they were not
consistently completed within the 30-day timeframe. Consequently, corrective
action will be implemented, and the auditor will monitor compliance for at least 60
days. The site began corrective measures before the onsite portion of the audit. The
site provided additional assessments and reassessments to show compliance with
the 30 day reassessment requirements.

115.241 (h). As reported in the PAQ, the policy prohibits disciplining residents for
refusing to answer (or for not disclosing complete information related to) the
questions regarding: (a) whether or not the resident has a mental, physical, or
developmental disability; (b) whether or not the resident is or is perceived to be
gay, lesbian, bisexual, transgender, intersex, or gender non-conforming; (c)
Whether or not the resident has previously experienced sexual victimization; and (d)
the resident’s own perception of vulnerability.

Compliance Determination:

The facility has demonstrated compliance with this provision of the standard
because:

Policy: The Screening for Risk of Victimization and Abusiveness Policy states
that “Residents may not be disciplined for refusing to answer, or for not disclosing
complete information” (p. 3).

Interviews

Staff Responsible for Risk Screening - The interviewed staff reported that residents
are not disciplined for refusing to answer any portions of the assessment tool.

Corrective Actions:
N/A. There are no corrective actions for this provision.

115.241 (i). The agency shall implement appropriate controls on the
dissemination within the facility of responses to questions asked pursuant to this
standard in order to ensure that sensitive information is not exploited to the
resident's detrime