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AUDIT FINDINGS
NARRATIVE
On January 30th, 2017, PREA America LLC was notified by Gary Stoll of Missouri Department of Corrections Purchasing Section of a
contract award regarding PREA Audits for Farmington Community Supervision Center, Fulton Community Supervision Center and
Hannibal Community Supervision Center. PREA America Project Manager Tom Kovach and PREA America PREA Auditor Will Weir and
Missouri DOC PREA Coordinator Vevia Sturm initiated communication and scheduled the audits of the facilities in question. Hannibal CSC
was scheduled for May 23, 2017, and notices of the audit went up by April 10. The auditor received a flash-drive containing the Pre-Audit
Questionnaire and well organized supporting documentation on May 5. Also, the audit team, and Ms. Strum, and facility officials,
exchanged emails and phone calls regarding the details of the upcoming audit, including the itinerary of the upcoming onsite audit.
The onsite audit was conducted May 23 as scheduled. The audit team, consisting of PREA America LLC Project Manager Tom Kovach
and PREA Auditor Will Weir, arrived at the facility at 9 AM. The audit began with a brief introductory meeting with Assistant PREA
Coordinator Adam Albach, District Administrator Kevin Knickerbocker and PREA Compliance Manager Craig Tallman, and then a facility
tour, paying special attention to the layout of the facility, posted notices, and the video monitoring system. The audit team was provided a
list of residents and 12 residents were randomly selected and interviewed privately. Both male and female residents had been interviewed
at length, representing both housing areas. The audit team was also given a list of staff and 12 Probation and Parole Officers and others
who supervise residents, including those with specialized duties, were selected for interviews and each was interviewed privately. In
addition Assistant MDOC PREA Coordinator Adam Albach who was present on behalf of Director Sturm was interviewed as well as PREA
Investigator Zach Whitehead.
The audit concluded with an Exit Conference with MDOC Assistant PREA Coordinator Adam Albach, Hannibal CSC PREA Compliance
Manager Craig Tallman, District Administrator Kevin Knickerbocker, Probation and Parole Assistant II Jennifer Brooks and Storekeeper II
Jill Chandler in attendance with the audit team. The audit team reported that, in summary, the Pre-Audit information reviewed, and the
activities of the onsite audit, indicated the facility is in compliance with the PREA Standards. Staff and residents have been trained
appropriately in PREA and indicate they understand what they need to understand. Many staff have been at the facility more than 10
years and know their duties very well, including their first responder duties. They make it clear that their primary concern is safety.
Interviews indicated the facility has effective leadership with a workforce that communicates well and helps each other out. They work
cohesively towards the goals of sobriety and successful reentry for their residents. They would love to do even more for the community
and certainly encourage the state to put more human resources toward this vital work. There's a banner in the control room that quotes a
former administrator, "Don't let the rules get in the way of the mission." This group of dedicated professionals follow the rules and know
why. An example of their excellence is the way they coordinate to provide transportation services to their residents providing greatly
increased possibilities for success in vocational and other activities. They apply the spirit and intent of PREA through the way they function
as they go the extra mile to help residents help themselves. For example, when there is a female driver, male residents sit in the back of
the vehicle. Residents at this facility express gratitude for the assistance and empowerment they receive, as well as consequences they
get that keep them focused on their goals. Residents told the audit team that they know it is a challenge for staff to provide reliable
transportation the way they do while getting all their other duties completed as well. Staff help them get shoes and uniforms for
employment and to assess services in the community like at the Salvation Army. Staff treat them like individuals who can live their
potential. Staff are busy and firm, but approachable and "here to help." They help with medical insurance and medical appointments. They
are "caring", "polite", and help you "get through the bad days." They are "on top of things" and provide a great atmosphere in addition to
making PREA and safety a top priority.
In addition, the Chief State Supervisor for the MDOC Division of Probation and Parole, Julie Kempker, was interviewed by phone as the
designee for the agency head. She demonstrated an excellent grasp of the systemic features of PREA she was questioned about, such as
monitoring for retaliation. She is privy to all the PREA allegations, as are other administrators who also are privy to promotions and
disciplinary actions, so she believes there is a strong multi layered system that can catch retaliation or other ways PREA might be
weakened or undermined. She is an avid supporter of the process of debriefing (known in the PREA Standards as SexuaI Abuse Incident
Reviews) that has been established across the state that collects information all along throughout the year and folds into their data
collection and quality improvement systems which includes data from staffing plan reviews and various other statistics. She supports the
regional Community Supervision Centers and their impressive, successful and ongoing local collaborative efforts.
Documentation Reviewed Included:
Schematic and Cameras; Population Report; Mission Statement; Pre Audit Questionnaire; State of Missouri Department of Corrections
PREA Allegation Notification Penetration/Non-Penetration form; Event Checklist - CRC/CSC; Coordinated Response to Offender Sexual
Abuse Response Protocol CRSs/CSCs, Missouri Department of Corrections Procedure Manual D1.8.13 Offender Sexual Abuse and
Harassment, PREA Coordinated Response Checklist; Missouri Department of Corrections Organizational Chart including Organizational
Charts for the Office of the Director, Division of Human Services, Division of Adult Institutions, Division of Offender Rehabilitation Services,
and Division of Probation and Parole; State of Missouri Office of Administration DPMM BAFO RFP for Residential Services; Example of
Residential Contract; Examples of audits; Missouri Department of Corrections Board of Probation and Parole Policy and Procedure
Manual; Resident Handbook; Staff Training Reports and Logs; Training Academy Lesson Plans; Training; Refresher Training; Statewide
Contract for numerous language interpretors and services; Language Interpretation Employee Listing; Sign Language Interpretation
Employee Listing; Offender PREA Educational Materials, Posters, Brochures, and Acknowledge Forms in 7 languages and large print;
Transcripts of Offender Educational Video; List of Communication and Support Services Contracts; DOC Volunteer/Student Intern
Application; DOC Application for Employment; Missouri Department of Corrections Procedure Manual D2-2.2 Background Investigations,
D2-2.8 Promotional Appointment, D2-2.10 Re-Employment Appointment, D2-13.1 Volunteers, D2-13.2 Student Interns, D2-11.14 Annual
Employment Requirements, D2-5.1 Maintenance of Employee Records, D1-8.8 Evidence Collection, Accountability and Disposal, and
D1-8.1 Investigation Unit Responsibilities and Actions (and etc.); related and supporting documentation in various emails and memos;
PREA Check Form for use between Institutional Employers; examples of completed background checks and annual follow-ups of
employees, volunteers, and contractors; Employee Handbook; Statewide List of SANE/SAFE Hospitals Utilized; MOU's; Advocacy
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Form; Letter to Sheriff requesting PREA be followed;2 PREA Incidents and Investigations; Screenings for Risk of
Victimization and Abusiveness; Regional Victim Advocate & Services; Field Residential Staffing Procedure; Standard Operating

DESCRIPTION OF FACILITY CHARACTERISTICS
The modern Community Supervision Center is in back and side of the regional Probation and Parole building. There is one housing unit
for males and one for females. The housing units are dormitory style with each resident not having his or her own room, but having an
area for a few personal items. Each housing unit has one bathroom and laundry area. There are other toilet/shower areas that can be
used for searches or if someone needs to shower separately. The residents are not allowed into the area where the Parole Officer's
cubicles are without staff escort. The PO's are not counted as facility staff since they are busy working their probation and parole
caseloads and do not supervise residents or work in the residential areas.
In addition to the PO's office area and the housing units, there is a clerical area, front public lobby, control center, programming offices,
classrooms, and indoor and outdoor common areas. There are strict rules separating male and female residents, enforced through
scheduling and supervision protocols. The facility is locked from the outside, but residents are not locked inside. If someone leaves, the
security system is activated and protocols are followed, such as police being notified, as appropriate to that particular offender's case. The
facility is very fortunate to have numerous high quality cameras with a monitoring system that is actively updated as funding allows.
There are residents who have never been to prison and are assigned to the Community Supervision Center as a diversion from (or
alternative to) incarceration or as a consequence to a rule violation, or an inability to meet the requirements of probation or parole. Other
residents have been in prison and are in the process of returning to the community, or have already been released to the community and
have violated a rule or condition or their parole.
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SUMMARY OF AUDIT FINDINGS
Hannibal Community Supervision Center received its onsite PREA Audit on May 23, 2017. The facility demonstrated compliance with all
PREA Standards, exceeding standards in six areas.

Number of standards exceeded: 6
Number of standards met: 31
Number of standards not met: 0
Number of standards not applicable: 2
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Standard 115.211 Zero tolerance of sexual abuse and sexual harassment; PREA Coordinator


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has a written policy mandating zero tolerance, outlining how it will implement the agency’s approach to preventing, detecting,
and responding to sexual abuse and sexual harassment, including definitions of prohibited behaviors regarding sexual abuse and sexual
harassment. The policy includes sanctions for those found to have participated in prohibited behaviors and includes a description of
agency strategies and responses to reduce and prevent sexual abuse and sexual harassment of residents. The agency employs an
upper-level, agency-wide PREA coordinator, and also a facility Compliance Manager even though the agency is not required by PREA
standards to have both. These professionals have sufficient time and authority to develop, implement, and oversee agency efforts to
comply with the PREA standards. The Agency PREA Coordinator is Vevia Sturm and she reports to Richard Williams, Chief Legal Council.
Unit Supervisor Craig Tallman is the Facility PREA Compliance Manager. During the onsite audit, the auditor verified these policies are in
place and available to staff and residents. Signs are posted around the facility. All staff and inmates interviewed indicated an
understanding of the zero tolerance policy, as well as how to report.

Standard 115.212 Contracting with other entities for the confinement of residents


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
N/A. The facility does not contract out for the confinement of its residents. However the agency does contract our for these services, and
requires PREA be followed. The auditor reviewed an example contract as well as the audits of several facilities. The link to these contracts
is: http://doc.mo.gov/DHS/Professional_Services_Awarded.php
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Standard 115.213 Supervision and monitoring

■


Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility has developed and documented a staffing plan that provides for adequate levels of staffing to protect residents against sexual
abuse. In fact, the staffing at Hannibal appears to exceed MDOC minimum requirements, as well as the minimum requirements of this
PREA standard. This plan considers the physical layout of the facility, the composition of the resident population, the prevalence of
substantiated and unsubstantiated incidents of sexual abuse; and any other relevant factors. At least annually the facility reviews the
staffing plan to see whether adjustments are needed in the staffing plan, prevailing staffing patterns, the deployment of video monitoring
systems and other monitoring technologies, or the allocation of facility/agency resources to commit to the staffing plan to ensure
compliance with the staffing plan. The staffing plan was provided to the auditor, as well as policy that guides the plan. The onsite audit
indicates the staffing plan is being followed. No staff or inmate interviews indicated any incidents of staffing plan deviations, or times when
the facility was not adequately staffed. There is documentation of the staffing plan being reviewed. However, in circumstances where the
staffing plan is not complied with, policy requires the facility to document and justify all deviations from the plan. The average daily number
of residents is 26. The staffing plan was predicated on a population of 34. Exceeding standards, the staffing plan requires one male and
one female staff be on duty at all times. Interviews indicate there is a floating staff member assuring coverage for transporting residents
and other extra coverage that might be helpful. Interviews with residents indicate staff are very dedicated to providing a high standard of
care, including transportation services that includes picking up some residents from employment at unusual times. Also worthy of note is
that most staff is well credentialed and experienced.

Standard 115.215 Limits to cross-gender viewing and searches

■


Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Facility policy forbids cross-gender strip or cross-gender visual body cavity searches of residents. If evidence exists that a resident has
swallowed contraband or is concealing contraband in a body cavity, efforts will be made to ensure the health of the resident is maintained
which might involve law enforcement and medical services, depending on the circumstances. Since the facility has less than 50 residents,
PREA allows cross gender pat downs through August 20, 2017, however, at Hannibal CSC cross gender pat down searches of female
residents are already prohibited. In the MDOC Board of Probation and Parole Policy and Procedure Manual, it states, "Thorough pat
searches of female clients shall be conducted by female staff except in exigent circumstances. Any thorough pat search of a female client
by male staff under exigent circumstances shall be documented . . ." At Hannibal, the director extends the prohibition of cross gender
searches and states that cross gender searches of male residents are also "not authorized" unless in exigent circumstances. Exceeding
PREA standards, and also exceeding Missouri policy requirements, no cross gender searches of any kind are being performed at
Hannibal, absent exigent circumstances, and according to documentation provided, and interviews conducted, no exceptions have
occurred. Searches are conducted under full view of a camera, or with a witness present, and there are immediate protocols to employ if a
resident ever complains about how the search was conducted. The facility does not restrict residents' access to regularly available
programming or other outside opportunities in order to comply with this provision. 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). Policies and procedures require staff of the opposite gender to announce their presence when entering a
resident housing unit. Interviews indicate staff are very conscientious about this and provide plenty of notice before entering the area of
residents of the opposite sex. Typically female residents are supervised by female staff, or they step outside of their small unit prior to
male staff
from searching or physically examining a transgender or
PREA
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Reportthe area. The facility also has a policy prohibiting staff
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inter-sex resident for the sole purpose of determining the resident's genital status. None of these searches are known to have occurred
and no openly transgender resident resides at the facility. Records indicate all security staff have received training on conducting

Standard 115.216 Residents with disabilities and residents who are limited English proficient


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
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. 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 and sexual harassment. Agency policy prohibits use of resident interpreters, resident
readers, or other types of resident assistants except in limited circumstances where an extended delay in obtaining an effective interpreter
could compromise the resident safety, the performance of first-response duties under § 115.264, or the investigation of the resident
allegations. The agency or facility documents the limited circumstances in individual cases where resident interpreters, readers, or other
types of resident assistants are used, although none have been used in the past 12 months according to information provided the auditor.
There is a spreadsheet, as well as lengthy printed lists of vendors who are approved by the state and can be utilized for assisting with
verbal and written language interpretation and translation services, as well as services for those with hearing loss. Although records
indicate there are no LEP or disabled residents at the facility at this time, residents and staff can provide examples of when residents have
been assisted in their understanding of their rights and other things they needed to know.

Standard 115.217 Hiring and promotion decisions

■


Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Facility policy prohibits 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 (as defined in 42 U.S.C. 1997); (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) of this section. 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. 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 there have been no persons
hired who may have contact with residents who have not had criminal background record checks. Agency policy requires that a criminal
background record check be completed before enlisting the services of any contractor who may have contact with residents. It is required
that criminal background record checks be conducted annually for current employees and contractors who may have contact with
residents. This exceeds PREA standards which requires checks every 5 years. Agency policy states that material omissions regarding
such misconduct, or the provision of materially false information, shall be grounds for termination. Potential employees are asked if they
have ever been civilly or administratively adjudicated to have engaged in abuse or harassment in a confinement setting. Human
Resources staff agree to provide information to future institutional employers as required. MDOC Human Resources Director Jennifer
Zamkus has clarified, by email, the agency requirements before giving out this information. The audit team reviewed the application for
employment,
checklists that are followed during the hiring process, and
PREA
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these standards are followed.

Standard 115.218 Upgrades to facilities and technologies


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility has not acquired a new facility or made a substantial expansion or modification to existing facilities in the past 12 months.
However the facility does regular reviews and updates of the video surveillance system considering PREA.

Standard 115.221 Evidence protocol and forensic medical examinations


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency/facility is responsible for conducting administrative and criminal sexual abuse investigations (including
resident-on-resident sexual abuse or staff sexual misconduct), according to industry standards and protocols with respect to jurisdictional
deference. When conducting a sexual abuse investigation, the agency investigators follow a uniform evidence protocol as discussed in the
“A National Protocol for Sexual Assault Medical Forensic Examinations”. The facility offers to all residents who experience sexual abuse
access to forensic medical examinations without financial cost to the victim. Where possible, examinations are conducted by Sexual
Assault Forensic Examiners (SAFEs) or Sexual Assault Nurse Examiners (SANEs). These would be coordinated through AVENUES
Domestic and Sexual Violence Advocacy Services according to the Memorandum of Understanding (MOU) in place with them which was
verified by the auditor. When SANEs or SAFEs are not available, a qualified medical practitioner performs forensic medical examinations
and the facility documents efforts to provide SANEs or SAFEs. No incidents of forensic medical exams have occurred since the facility
opened, according to District Administrator Kevin Knickerbocker. Should an exam be needed, it is provided at no expense to the resident
and would be done at Hannibal Regional Hospital (6000 Hospital Dr. Hannibal, MO 63401 (573) 248-1300). The facility attempts to make
a victim advocate from a rape crisis center available to the victim, either in person or by other means, and these efforts are documented.
The facility attempts to make a victim advocate from a rape crisis center available to the victim, either in person or by other means, and
these efforts are documented. The auditor verified that the state has an ongoing working relationship with the Missouri Coalition Against
Domestic and Sexual Violence (217 Oscar Drive, Suite A; Jefferson City, MO 65101; Phone: (573) 634-4161). 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. 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
provides emotional support, crisis intervention, information,
and referrals. MDOC Procedure Manual D1-8.8 Evidence
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Collection, Accountability and Disposal divides the various types of misconduct and criminal behavior into categories. Verbal abuse
(including sexual) and retaliation are among the numerous Category I offenses of residents and/or staff. Categories II and III include

Standard 115.222 Policies to ensure referrals of allegations for investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Excerpt from MDOC Procedure Manual D1-8.13: "H. INVESTIGATIONS: 1. The department shall ensure that an administrative and/or
criminal investigation is completed for all allegations of sexual abuse and sexual harassment and all referrals for such allegations shall be
documented in accordance with the coordinated response to offender sexual abuse located on the department's intranet website. (a.)
Allegations of sexual abuse and harassment that meet the criteria of category I and IV behaviors as defined in the departments
procedures regarding administrative inquiries, shall be investigated by the administrative inquiry officer or designee in accordance with the
department procedure regarding administrative inquiries. (b.) Allegations of sexual abuse and harassment that meet the criteria of
category II and III behavior as defined in the departments procedures regarding administrative inquiries, shall be investigated by the office
of inspector general in accordance with the department procedure regarding investigation unit responsibilities and actions. 2. Investigators
and AIOs or designee shall receive specialized training in sexual abuse investigations within the first year of employment. 3.
Administrative and criminal investigation shall be conducted in accordance with investigations responsibilities and roles and administrative
inquiry procedures. 4. Administrative investigations shall include an effort to determine whether staff actions or failure to act contributed to
the abuse. 5. Administrative investigations shall impose no standard higher than preponderance of evidence in determining whether an
allegation of offender sexual abuse or harassment is substantiated. 6. When outside agencies investigate sexual abuse, staff members
shall cooperate with outside investigators and shall make effort to remain informed about the progress of the investigation. (a.) The
department shall ensure any state entity or Department of Justice component that conducts such investigations shall do so pursuant to the
requirements set forth by PREA." The State of Missouri maintains the COIN system, in which all PREA related incidents are recorded and
tracked. It tracks victims and perpetrators as well as outcomes. The Community Supervision Facilities provide the information to the state
coordinator,115.231
Vevia Sturm,
who is responsible
Standard
Employee
trainingfor entering the information. As written by the PREA Coordinator for the state, “The Inspector
General conducts all criminal and Administrative PREA investigations in the Community Supervision Centers. The IG reports to the
Department
In addition
to documentation
also of
indicate
this system is in place and working throughout the
 Director.”
Exceeds
Standard
(substantiallyreviewed,
exceedsinterviews
requirement
standard)
state, although there have been no allegations or investigations relating to this standard at Hannibal CSC during the past 12 months.

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility trains all employees initially and at least annually, as verified by training logs and interviews, on the following matters: (1)
Agency’s zero-tolerance policy for sexual abuse and sexual harassment; (2) How to fulfill their responsibilities under agency sexual abuse
and sexual harassment prevention, detection, reporting, and response policies and procedures; (3) The right of residents to be free from
sexual abuse and sexual harassment; (4) The right of residents and employees to be free from retaliation for reporting sexual abuse and
sexual harassment; (5) The dynamics of sexual abuse and sexual harassment in confinement; (6) The common reactions of sexual abuse
and sexual harassment victims; (7) How to detect and respond to signs of threatened and actual sexual abuse; (8) How to avoid
inappropriate relationships with residents; (9) How to communicate effectively and professionally with residents, including lesbian, gay,
bisexual, transgender, intersex, or gender-nonconforming residents; and (10) How to comply with relevant laws related to mandatory
reporting of sexual abuse to outside authorities. Employees are initially trained on how to work with residents of all genders. The auditor
reviewed the training curriculum provided.
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Standard 115.232 Volunteer and contractor training


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
All 19 volunteers and contractors who have contact facility residents have been trained on their responsibilities under the agency’s policies
and procedures regarding sexual abuse/harassment prevention, detection, and response. 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, however, most get the full
training. 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. Excerpt from D1-8.13 Offender Sexual Abuse and
Harassment: "e. Part-time Employees/Volunteers/Contract Staff Members/Vendors: (1) All part-time employees, volunteers and contract
staff members shall receive PREA specific training to their classification as determined by the appropriate division director and chief of
staff training. (2) Vendor contractors shall be escorted by a staff member at all times or shall receive PREA training prior to entering the
facility. (3) Contracted residential facilities shall ensure all staff are trained on PREA as outlined in the residential contract. (4) Work
release supervisors shall receive specific PREA training during their offender work release procedure training." The agency maintains
documentation confirming that volunteers and contractors who have contact with residents understand the training they have received.
The auditor reviewed the records during the audit. PREA was added to the state's Volunteer Training Curriculum in 2011. Also, there is an
informative PREA brochure given to all volunteers annually.

Standard 115.233 Resident education

■

Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Hannibal CSC 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. Resident PREA education is available in
formats accessible to all residents, including those who are: Limited English proficient, Deaf, Visually impaired, Otherwise disabled, and
Limited in their reading skills. The agency maintains documentation of resident participation in PREA education sessions. 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. During the onsite audit, the auditor observed the notices and posters, examined the training logs and
materials, and interviewed randomly selected inmates. The overwhelming majority of inmates reported multiple PREA trainings and full
understanding of all questions asked of them. They know they can get help reporting and that they can be anonymous. They know they
should not be retaliated against and do not believe they would be retaliated against. Also, the staff interviews indicated that the residents
have been educated about PREA and know they can report and that victims of sexual assault and harassment can get help. Residents are
encouraged to report to any staff member either verbally or in writing, whether or not they are involved in the incident. They are also
encouraged to call the PREA hotline, 573-526-0516. As residents of a community release center they can also call 855-773-6391. Also,
they can write the Missouri Department of Public Safety, Crime Victims Services Unit at POB 749, Jefferson City MO 65102. Exceeding
standards, the facility makes sure PREA education and screening is completed in the first 24 hours.
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Standard 115.234 Specialized training: Investigations


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Missouri Department of Corrections' policy requires that investigators are trained in conducting sexual abuse investigations in confinement
settings. The agency maintains documentation showing that investigators have completed the required training. Specialized training
includes 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. To
verify compliance with this standard the audit team reviewed investigator training policy, investigator training curriculum and random
investigator training documentation, in addition to interviewing investigator Zach Whitehead.

Standard 115.235 Specialized training: Medical and mental health care


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
N/A. The agency has a policy related to the training of medical and mental health practitioners who work regularly in its facilities; however,
residents at this facility, and other Community Supervision Centers, must receive care off site in the community. Each resident is informed
regarding community medical and mental health resources and are often assisted and/or encouraged in taking advantage of these
opportunities. No Medical or Mental Health Professionals are employed by the Community Supervision Center, nor utilize office space in
the building. The Community Supervision Center Requirements in the Missouri Department of Corrections Board of Probation and Parole
Policy and Procedure Manual states: "Clients are responsible for all medical expenses unless identified as a PREA event." Care regarding
a PREA event is provided under other standards and policies.
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Standard 115.241 Screening for risk of victimization and abusiveness

■

Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility has a policy and practice that requires screening for risk of sexual abuse victimization or sexual abusiveness toward other
residents within 72 hours of their intake. Exceeding standards, Hannibal CSC makes sure this screening is completed within the first 24
hours. It is usually completed immediately upon the resident's arrival. This risk assessment is conducted using an objective screening
instrument and policy also requires that the facility reassess each resident's risk of victimization or abusiveness within a set rime 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 screening considers whether the resident has a mental, physical, or developmental disability; the age of
the resident; the physical build of the resident; whether the resident has previously been incarcerated; whether the resident’s criminal
history is exclusively nonviolent; whether the resident has prior convictions for sex offenses against an adult or child; whether the resident
is or is perceived to be gay, lesbian, bisexual, transgender, intersex, or gender nonconforming; whether the resident has previously
experienced sexual victimization; and the resident's own perception of vulnerability. Policy prohibits disciplining residents for refusing to
answer (or for not disclosing complete information related to) questions regarding whether or not the resident has a mental, physical, or
developmental disability; whether or not the resident is or is perceived to be gay, lesbian, bisexual, transgender, inter-sex, or gender
non-conforming; whether or not the resident has previously experienced sexual victimization; and, the resident's own perception of
vulnerability. The audit team interviewed the staff conducting the screenings to verify these policies are being followed, in addition to
reviewing documentation. Also, the residents interviewed indicated they have been screened and that they believe the information
collected is being discretely used to keep them safe.

Standard 115.242 Use of screening information


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Information from the risk screening required by § 115.241 is used to inform housing, bed, work, education, and program assignments with
the goal of keeping separate those residents at high risk of being sexually victimized from those at high risk of being sexually abusive.
MDOC policies regarding these practices are echoed in the Hannibal CSC SOP. Individualized determinations are made about how to
ensure the safety of each resident. All staff indicate an understanding that some residents are at higher risk of sexual abuse or
abusiveness than others, although anyone can be a victim. Staff indicate an ability to be respectful of cultural diversity, as well as being
sensitive to the needs of LGBTI residents even though they have no current residents who identify openly as LGBTI. The facility makes
housing and program assignments for transgender or intersex residents in the facility on a case-by-case basis. A transgender or intersex
resident’s own views with respect to his or her own safety is given serious consideration. Transgender and intersex residents are given the
opportunity to shower separately from other residents. The facility is prohibited from placing lesbian, gay, bisexual, transgender, or
intersex residents in dedicated facilities, units, or wings solely on the basis of such identification or status, unless such placement is in a
dedicated facility unit, or wing established in connection with a consent decree, legal settlement, or legal judgment for the purpose of
protecting such residents
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Standard 115.251 Resident reporting


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has established procedures allowing for multiple internal ways for residents to report privately to agency officials about sexual
abuse or sexual harassment; retaliation by other residents or staff for reporting sexual abuse and sexual harassment; and staff neglect or
violation of responsibilities that may have contributed to such incidents. The agency provides at least one way for residents to report
abuse or harassment to a public or private entity or office that is not part of the agency. This outside agency is the Missouri Department of
Public Safety. The agency has a policy mandating that staff accept reports of sexual abuse and sexual harassment made verbally, in
writing, anonymously, and from third parties. Staff are required to document verbal reports by the end of their shift. The agency has
established procedures for staff to privately report sexual abuse and sexual harassment of residents. Methods to report sexual abuse and
harassment are made available to the public via the Department’s website which can be accessed at http://doc.mo.gov/OD/PREA.php.

Standard 115.252 Exhaustion of administrative remedies


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has an administrative procedure for dealing with resident grievances regarding sexual abuse. Agency procedure allows a
resident to submit a grievance regarding an allegation of sexual abuse at any time regardless of when the incident is alleged to have
occurred. Agency policy does not require a resident to use an informal grievance process, or otherwise to attempt to resolve with staff, an
alleged incident of sexual abuse. Agency procedure allows a resident to submit a grievance alleging sexual abuse without submitting it to
the staff member who is the subject of the complaint. Agency procedure requires that a resident grievance alleging sexual abuse not be
referred to the staff member who is the subject of the complaint. Agency procedure requires that a decision on the merits of any grievance
or portion of a grievance alleging sexual abuse be made within 90 days of the filing of the grievance. Hannibal CSC policy and procedure
states grievances will be "answered" within 30 days. The agency always notifies the resident in writing when the agency files for an
extension, including notice of the date by which a decision will be made. Agency procedure permits third parties, including fellow residents,
staff members, family members, attorneys, and outside advocates, to assist residents in filing requests for administrative remedies relating
to allegations of sexual abuse and to file such requests on behalf of residents. Agency procedure requires that if the resident declines to
have third-party assistance in filing a grievance alleging sexual abuse, the agency documents the resident the resident's decision to
decline. The agency has established procedures for filing an emergency grievance alleging that a resident is subject to a substantial risk of
imminent sexual abuse. Agency procedure for emergency grievances alleging substantial risk of imminent sexual abuse requires an initial
response within 48 hours. Agency procedure for emergency grievances alleging substantial risk of imminent sexual abuse requires that a
final agency decision be issued within five days. The agency has a written policy that limits its ability to discipline a resident for filing a
grievance alleging sexual abuse to occasions where the agency demonstrates that the resident filed the grievance in bad faith. According
to interviews and documents received, no grievances were received in the past 12 months alleging sexual abuse or harassment.
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Standard 115.253 Resident access to outside confidential support services


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility provides residents with access to outside victim advocates for emotional support services related to sexual abuse by: -Giving
residents mailing addresses and telephone numbers (including toll-free hotline numbers where available) for local, state, or national victim
advocacy or rape crisis organizations and -Enabling reasonable communication between residents and these organizations in as
confidential a manner as possible. The facility informs residents, prior to giving them access to outside support services, of the extent to
which such communications will be monitored and of the mandatory reporting rules governing privacy, confidentiality, and/or privilege that
apply to disclosures of sexual abuse made to outside victim advocates, including any limits to confidentiality under relevant federal, state,
or local law. Phone calls are not monitored and residents are allowed to leave facility and regularly have access to their own cell phones.
Postings in the facility common areas have contact information for Just Detention International and Rape, Abuse and Incest National
Network (RAINN). The facility has had a Memorandum of Understanding with AVENUES Domestic and Sexual Violence Advocacy
Services since 2015 to provide advocacy and other care for sexual abuse and harassment victims. AVENUES Hotline: 800-678-7713.
Website: http://www.avenueshelp.org/. The auditor verified these services are still in place for Hannibal CSC residents with Elizabeth
Edmondson at the shelter who answers hotline calls. The auditor also spoke with Virginia Mohammed, Missouri Coalition Against
Domestic and Sexual Violence (MCADSV) Member Services Specialist specializing in PREA. They provide training and support to
domestic and sexual violence service providers across the state. They have received training from Just Detention International and the
PREA Resource Center.

Standard 115.254 Third-party reporting


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency and facility provides a method to receive third-party reports of resident sexual abuse or sexual harassment and publicly
distributes information on how to report resident sexual abuse or sexual harassment on behalf of residents. These notices were observed
by the audit team during the tour and were known by residents and staff who were interviewed. Methods to report sexual abuse and
harassment are also made available to the public via the Department’s website at http://doc.mo.gov/OD/PREA.php.
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Standard 115.261 Staff and agency reporting duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency requires all staff to report immediately and according to agency policy: -Any knowledge, suspicion, or information they receive
regarding an incident of sexual abuse or sexual harassment that occurred in a facility, whether or not it is part of the agency. -Any
retaliation against residents or staff who reported such an incident. -Any staff neglect or violation of responsibilities that may have
contributed to an incident or retaliation. Apart from reporting to designated supervisors or officials and designated state or local service
agencies, agency policy prohibits staff from revealing any information related to a sexual abuse report to anyone other than to the extent
necessary to make treatment, investigation, and other security and management decisions. Unless otherwise precluded by Federal, State,
or local law, medical and mental health practitioners shall be required to report sexual abuse pursuant to paragraph (a) of this section and
to inform residents of the practitioner’s duty to report, and the limitations of confidentiality, at the initiation of services. (d) If the alleged
victim is under the age of 18 or considered a vulnerable adult under a State or local vulnerable persons statute, the agency shall report the
allegation to the designated State or local services agency under applicable mandatory reporting laws. (e) The facility shall report all
allegations of sexual abuse and sexual harassment, including third-party and anonymous reports, to the facility’s designated investigators.
The audit team was able to verify compliance with this standard through a review of documentation and through interviews conducted, but
was not able to review allegations or investigations since none were received or conducted during the prior 12 months reviewed for this
audit.

Standard 115.262 Agency protection duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
When the agency or facility learns that a resident is subject to a substantial risk of imminent sexual abuse, it takes immediate action to
protect the resident (i.e., it takes some action to assess and implement appropriate protective measures without unreasonable delay).
In the past 12 months, the agency or facility has not determined that a resident was subject to substantial risk of imminent sexual abuse.
Interviews indicate staff take this requirement seriously and that residents believe they will be protected.
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Standard 115.263 Reporting to other confinement facilities


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has a policy requiring that, upon receiving an allegation that a resident was sexually abused while confined at another facility,
the head of the facility must notify the appropriate office of the agency or facility where sexual abuse is alleged to have occurred. Agency
policy requires the facility head provides such notification as soon as possible, but no later than 72 hours after receiving the allegation, and
that such notification be documented. The agency or Facility policy requires that allegations received from other facilities/agencies are
investigated in accordance with the PREA standards. Although this has not happened in the past 12 months, administrators interviewed
indicate they take this policy seriously and provided the audit team with the form they would use.

Standard 115.264 Staff first responder duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has a first responder policy for allegations of sexual abuse. Upon learning of an allegation that a resident was sexually
abused, the first security staff member to respond to the report shall be required to: (1) Separate the alleged victim and abuser;
(2) Preserve and protect any crime scene until appropriate steps can be taken to collect any evidence; (3) If the abuse occurred within a
time period that still allows for the collection of physical evidence, request that the alleged victim not take any actions that could destroy
physical evidence, including, as appropriate, washing, brushing teeth, changing clothes, urinating, defecating, smoking, drinking, or eating;
and (4) If the abuse occurred within a time period that still allows for the collection of physical evidence, ensure that the alleged abuser
does not take any actions that could destroy physical evidence, including, as appropriate, washing, brushing teeth, changing clothes,
urinating, defecating, smoking, drinking, or eating. Agency policy requires that if the first staff responder is not a security staff member, that
responder shall be required to: Request that the alleged victim not take any actions that could destroy physical evidence and/or notify
security staff. Interviews indicate the staff have a pretty good grasp of these duties and this information is provided to them in various
formats, such as on a card that can be carried in their pocket or next to their ID, and reviewed regularly.
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Standard 115.265 Coordinated response


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility has developed a written institutional plan to coordinate actions taken in response to an incident of sexual abuse among staff
first responders, medical and mental health practitioners, investigators, and facility leadership. This plan includes details and specific
community partner information.

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


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has not entered into or renewed a collective bargaining agreement with the Service Employees International Union (SEIU)
that in any way hinders the the ability of the facility/agency to protect residents from contact with abusers. The union agreement was
reviewed by the auditor.
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Standard 115.267 Agency protection against retaliation


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has a written policy to protect all residents and staff who report sexual abuse or sexual harassment or cooperate with sexual
abuse or sexual harassment investigations from retaliation by other residents or staff. The agency designates staff member(s) or charges
department(s) with monitoring for possible retaliation. Although everyone plays a part in monitoring for retaliation, PREA Compliance
Manager Craig Tallman takes the lead in these efforts. For at least 90 days, they monitor the conduct or treatment of residents or staff who
reported sexual abuse and of residents who were reported to have suffered sexual abuse to see if there are any changes that may
suggest possible retaliation by residents or staff and act promptly to remedy any such retaliation. They continue such monitoring beyond
90 days if the initial monitoring indicates a continuing need. They provided the auditor with forms they use to document their efforts
although there have been no monitoring during the past 12 months since there have been no allegations of sexual abuse or harassment.
The policy and checklist employs multiple protection measures, such as housing changes or transfers for resident victims or abusers,
removal of alleged staff or resident abusers from contact with victims, and emotional support services for residents or staff who fear
retaliation for reporting sexual abuse or sexual harassment or for cooperating with investigations. They monitor resident disciplinary
reports, housing, or program changes, or negative performance reviews or reassignments of staff. In the case of residents, such
monitoring includes periodic status checks. If any other individual who cooperates with an investigation expresses a fear of retaliation, they
take appropriate measures to protect that individual against retaliation as well.

Standard 115.271 Criminal and administrative agency investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has a written policy related to criminal and administrative agency investigations. Substantiated allegations of conduct that
appear to be criminal are referred for prosecution. The agency retains all written reports pertaining to the administrative or criminal
investigation of alleged sexual abuse or sexual harassment for 90 years. The agency investigates promptly, thoroughly, and objectively for
all allegations, including third-party and anonymous reports using properly trained investigators. Investigators gather and preserve direct
and circumstantial evidence, including any available physical and DNA evidence and any available electronic monitoring data. They
interview alleged victims, suspected perpetrators, and witnesses; and review prior complaints and reports of sexual abuse involving the
suspected perpetrator. When the quality of evidence appears to support criminal prosecution, the agency conducts compelled interviews
only after consulting with prosecutors as to whether compelled interviews may be an obstacle for subsequent criminal prosecution. The
credibility of an alleged victim, suspect, or witness is assessed on an individual basis and not be determined by the person’s status as
resident or staff. No polygraph examinations are required in order to proceed with an investigation. Administrative investigations: (1)
include an effort to determine whether staff actions or failures to act contributed to the abuse; and (2) are documented in written reports
that include a description of the physical and testimonial evidence, the reasoning behind credibility assessments, and investigative facts
and findings. Criminal investigations are documented in a written report that contains a thorough description of physical, testimonial, and
documentary evidence and attaches copies of all documentary evidence where feasible. The departure of the alleged abuser or victim
from the employment or control of the facility or agency does not provide a basis for terminating an investigation. Although there were no
allegations of sexual abuse or harassment at Hannibal CSC during the past 12 months, the audit team was able to verify compliance with
this standard through a review of policy and during interviews conducted. This audit team is also auditing other facilities in the state for
compliance with PREA and has reviewed investigations conducted regarding allegations at other facilities and has found those
investigations
to have been conducted according to PREA and agency
PREA
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Standard 115.272 Evidentiary standard for administrative investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
For administrative investigations, the agency imposes a standard of a preponderance of the evidence when determining whether
allegations of sexual abuse or sexual harassment are substantiated. Compliance with this standard was verified through interviews a
review of policy.

Standard 115.273 Reporting to residents


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency has a policy requiring that any resident who makes an allegation that he or she suffered sexual abuse in an agency facility is
informed, verbally or in writing, as to whether the allegation has been determined to be substantiated, unsubstantiated, or unfounded
following an investigation by the agency. This is done by the MDOC PREA Coordinator. Although there have been no investigations at
Hannibal CSC during the past 12 months, the audit team has verified these notifications are happening as required at other MDOC
facilities. If an outside entity conducts such investigations, the agency requests the relevant information from the investigative entity in
order to inform the resident of the outcome of the investigation, but no investigations were done by outside entities during the past year.
Following a resident's allegation that a staff member has committed sexual abuse against the resident, the agency/facility subsequently
informs the resident (unless the agency has determined that the allegation is unfounded) whenever the staff member is no longer posted
within the resident's housing unit and/or when the staff member is no longer employed at the facility and/or when the agency learns that
the staff member has been indicted on a charge related to sexual abuse within the facility and/or when the agency learns that the staff
member has been convicted on a charge related to sexual abuse within the facility. Following a resident's allegation that he or she has
been sexually abused by another resident in an agency facility, the agency subsequently informs the alleged victim whenever the agency
learns that the alleged abuser has been indicted on a charge related to sexual abuse within the facility and/or when the agency learns that
the alleged abuser has been convicted on a charge related to sexual abuse within the facility. The agency has a policy that all notifications
to residents described under this standard are documented.
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Standard 115.276 Disciplinary sanctions for staff


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Staff is subject to disciplinary sanctions up to and including termination for violating agency sexual abuse or sexual harassment policies.
Termination is the presumptive disciplinary sanction for staff who have engaged in sexual abuse. Disciplinary sanctions for violations of
agency policies relating to sexual abuse or sexual harassment (other than actually engaging in sexual abuse) are commensurate with the
nature and circumstances of the acts committed, the staff member's disciplinary history, and the sanction imposed for comparable
offenses by other staff with similar histories. In the past 12 months, according to documentation reviewed by the auditor, no staff from the
facility was determined to have violated agency sexual abuse or sexual harassment policies and was referred for prosecution. All
terminations for violations of agency sexual abuse or sexual harassment policies, or resignations by staff who would have been terminated
if not for their resignation, are reported to law enforcement agencies, unless the activity was clearly not criminal, and to any relevant
licensing bodies. Compliance with this standard has been verified through interviews and a review of policy and procedures.

Standard 115.277 Corrective action for contractors and volunteers


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Agency policy requires that any contractor or volunteer who engages in sexual abuse be reported to law enforcement agencies, unless the
activity was clearly not criminal, and to relevant licensing bodies. Agency policy requires that any contractor or volunteer who engages in
sexual abuse be prohibited from contact with residents. In the past 12 months, no contractors or volunteers have been reported to law
enforcement agencies and relevant licensing bodies for engaging in sexual abuse of residents since there were no such allegations. The
facility takes appropriate remedial measures and considers whether to prohibit further contact with residents in the case of any other
violation of agency sexual abuse or sexual harassment policies by a contractor or volunteer. Compliance with this standard has been
verified through interviews conducted and policy reviews performed.
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Standard 115.278 Disciplinary sanctions for residents


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Residents are subject to disciplinary sanctions only pursuant to a formal disciplinary process following an administrative or criminal finding
that the resident engaged in resident-on-resident sexual abuse. Residents found to have engaged in sexual abuse probably do not qualify
to remain at the low security facility. The facility offers therapy, counseling, or other interventions designed to address and correct the
underlying reasons or motivations for abuse, although these services may be referred out and provided off site. The facility considers
whether to require the offending resident to participate in such interventions as a condition of access to programming or other benefits.
The agency disciplines residents for sexual conduct with staff only upon finding that the staff member did not consent to such contact. The
agency prohibits disciplinary action for a report of sexual abuse made in good faith based upon a reasonable belief that the alleged
conduct occurred, even if an investigation does not establish evidence sufficient to substantiate the allegation. The agency prohibits all
sexual activity between residents and disciplines residents for such activity, but deems such activity to constitute sexual abuse only if it
determines that the activity is coerced. Sanctions are commensurate with the nature and circumstances of the abuse committed, the
resident’s disciplinary history, and the sanctions imposed for comparable offenses by other residents with similar histories. The disciplinary
process considers whether a resident’s mental disabilities or mental illness contributed to his or her behavior when determining what type
of sanction, if any, should be imposed. Since there were no allegations regarding sexual abuse or harassment during the past 12 months,
and therefore no disciplinary sanctions against residents for such acts, compliance with this standard was verified through interviews and
through a review of policy.

Standard 115.282 Access to emergency medical and mental health services


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Resident victims of sexual abuse receive timely, unimpeded access to emergency medical treatment and crisis intervention services. The
nature and scope of such services are determined by medical and mental health practitioners according to their professional judgment.
Medical and mental health staff maintain secondary materials (e.g., form, log) documenting the timeliness of emergency medical treatment
and crisis intervention services that were provided the appropriate response by non-health staff in the event health staff are not present at
the time the incident is reported and the provision of appropriate and timely information and services concerning contraception and
sexually transmitted infection prophylaxis. Resident victims of sexual abuse while incarcerated are offered timely information about and
timely access to emergency contraception and sexually transmitted infections prophylaxis, in accordance with professionally accepted
standards of care, where medically appropriate. Treatment services are provided to every victim without financial cost and regardless of
whether the victim names the abuser or cooperates with any investigation arising out of the incident. Residents with mental health issues
are referred to Mark Twain Behavioral Health or Hannibal Regional Hospital. Medical issues are referred to the hospital or local medical
providers. The facility does not provide onsite services.
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Standard 115.283 Ongoing medical and mental health care for sexual abuse victims and abusers


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility offers medical and mental health evaluation and, as appropriate, treatment to all residents who have been
victimized by sexual abuse in any prison, jail, lockup, or juvenile facility. Female victims of sexually abusive vaginal penetration while
incarcerated are offered pregnancy tests. If pregnancy results from sexual abuse while incarcerated, victims receive timely and
comprehensive information about, and timely access to, all lawful pregnancy-related medical services. No instances requiring these
services are known to have occurred in the past 12 months. Resident victims of sexual abuse while incarcerated are offered tests for
sexually transmitted infections as medically appropriate. Treatment services are provided to the victim without financial cost and
regardless of whether the victim names the abuser or cooperates with any investigation arising out of the incident. The facility attempts to
conduct a mental health evaluation of all known resident-on-resident abusers within 60 days of learning of such abuse history, and offers
treatment when deemed appropriate by mental health practitioners, however, the District Administrator does not believe known
resident-on-resident abusers would be admitted to the facility or remain at the facility. Residents with mental health issues are referred to
Mark Twain Behavioral Health or Hannibal Regional Hospital. Medical issues are referred to the hospital or local medical providers. The
facility does not provide onsite services.

Standard 115.286 Sexual abuse incident reviews


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The facility conducts a sexual abuse incident review (called debriefings) at the conclusion of every criminal or administrative sexual abuse
investigation, unless the allegation has been determined to be unfounded. (d) The review team shall: (1) Consider whether the allegation
or investigation indicates a need to change policy or practice to better prevent, detect, or respond to sexual abuse; (2) Consider whether
the incident or allegation was motivated by race; ethnicity; gender identity; lesbian, gay, bisexual, transgender, or intersex identification,
status, or perceived status; or gang affiliation; or was motivated or otherwise caused by other group dynamics at the facility; (3) Examine
the area in the facility where the incident allegedly occurred to assess whether physical barriers in the area may enable abuse; (4) Assess
the adequacy of staffing levels in that area during different shifts; (5) Assess whether monitoring technology should be deployed or
augmented to supplement supervision by staff; and (6) Prepare a report of its findings, including but not necessarily limited to
determinations made pursuant to paragraphs (d)(1)-(d)(5) of this section, and any recommendations for improvement, and submit such
report to the facility head and PREA compliance manager. These incident review team includes upper-level management officials as per
policy, and allowed for input from line supervisors, investigators, and medical or mental health practitioners. The facility prepares a report
of its findings from sexual abuse incident reviews, including but not necessarily limited to determinations made pursuant to this section,
and any recommendations for improvement, and submits such report to the facility head and PREA Coordinator. The facility implements
the recommendations for improvement or documents its reasons for not doing so. With no allegations of sexual abuse or harassment
received during the past year, the auditor had no reviews to evaluate. Compliance with this standard was verified through interviews and
policy reviews.
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Standard 115.287 Data collection


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency collects accurate, uniform data for every allegation of sexual abuse at facilities under its direct control using a
standardized instrument and set of definitions. The standardized instrument includes, at a minimum, the data necessary to answer all
questions from the most recent version of the Survey of Sexual Violence conducted by the Department of Justice. The agency aggregates
the incident-based sexual abuse data at least annually and maintains, reviews, and collects data as needed from all available
incident-based documents, including reports, investigation files, and sexual abuse incident reviews and can provide the Department of
Justice with data from the previous calendar year upon request.

Standard 115.288 Data review for corrective action


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency reviews data collected and aggregated pursuant to §115.287 in order to assess and improve the effectiveness of its sexual
abuse prevention, detection, and response policies, and training, including: Identifying problem areas; Taking corrective action on an
ongoing basis and; Preparing an annual report of its findings from its data review and any corrective actions for each facility, as well as the
agency as a whole. The annual report includes a comparison of the current year's data and corrective action with those from prior years
and it provides an assessment of the agency's progress in addressing sexual abuse. The agency makes its annual report readily available
to the public at least annually through its website. The annual reports are approved by the agency head. When the agency redacts
material from an annual report for publication the redactions are limited to specific materials where publication would present a clear and
specific threat to the safety and security of the facility.
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Standard 115.289 Data storage, publication, and destruction

■


Exceeds Standard (substantially exceeds requirement of standard)



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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency ensures that incident-based and aggregate data are securely retained. Agency policy requires that aggregated sexual abuse
data from facilities under its direct control and private facilities with which it contracts be made readily available to the public, at least
annually, through its website. Before making aggregated sexual abuse data publicly available, the agency removes all personal identifiers.
The agency maintains sexual abuse data collected pursuant to §115.287 for well over 10 years after the date of initial collection, unless
federal, state, or local law requires otherwise. Administrative and criminal investigation reports are retained for 90 years from the
completion of the investigation, exceeding PREA Standards. The website (http://doc.mo.gov/OD/PREA.php) has quality annual PREA
reports dating back to 2010. The website is to also be praised for providing a wealth of other information, such as regarding vendors and
contractors that provide medical, mental health, and advocacy services, just to name a few. In addition to the volume of information, and
information sources, made available to the auditor, and the various annual reports, interviews with officials such as Chief State Supervisor
for the MDOC Division of Probation and Parole Julie Kempker, and MDOC PREA Director Vevia Sturm, verify a strong commitment to this
standard, one that causes the collection, storage, and protection of various data and reports throughout the year, rather than always
playing catchup when reports are past due. Although there is always a desire for more information, faster, and of higher and higher quality
for various purposes, the MDOC team appear to have made this often tense and cumbersome process flow to the benefit of their
compliance of the other PREA standards as well, and for their agency quality control systems. The skill, perseverance, and insight of
PREA Coordinator Sturm, and Assistant PREA Coordinator Adam Albach, is credited with engineering many of the successful realities of
this system.
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