PREA AUDIT REPORT

 INTERIM


■ FINAL

COMMUNITY CONFINEMENT FACILITIES

Auditor Information
Auditor name: Will Weir
Address: 133 24th Ave NW, Suite 188; Norman, OK 73069
Email: Will@preaamerica.com
Telephone number: 405-945-1951
Date of facility visit: June 15 and 16, 2015
Facility Information
Facility name: Catalyst Behavioral Services - Enid Halfway House
Facility physical address: 1824 South Van Buren; Enid, OK 73703
Facility mailing address: (if different from above)
Facility telephone number: 580-540-8965
The facility is:

■
Facility type:

Federal

State

County

Military

Municipal

Private for profit

Private not for profit

Community treatment center
■ Halfway house
Alcohol or drug rehabilitation center

Community-based
confinement facility
Mental health facility

Other

Name of facility’s Chief Executive Officer: Joe Johnson and Mike Fleetwood
Number of staff assigned to the facility in the last 12 months: 19
Designed facility capacity: 110
Current population of facility: 98
Facility security levels/inmate custody levels: minimum
Age range of the population: 19-65
Name of PREA Compliance Manager: Renee Vandevoir
Email address: rvandevoir@catalystok.org

Title:

PREA Comp. Mgr.

Telephone number:

580-540-9828

Agency Information
Name of agency: Catalyst Behavioral Services
Governing authority or parent agency: (if applicable) provides contracted services for Oklahoma Department of Corrections
Physical address: 3033 N. Walnut Ave.; Oklahoma City, OK 73105
Mailing address: (if different from above)
Telephone number: 405-232-9804
Agency Chief Executive Officer
Name: Joe Johnson

Title:

CEO

Email address: jjohnson@catalystok.org
Agency-Wide PREA Coordinator

Telephone number:

405-232-9804

Name: Renee Vandevoir
Email address: rvandevoir@catalystok.org

Title:

PREA Coordinator

Telephone number:

580-540-9828
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AUDIT FINDINGS
NARRATIVE
PREA auditor Will Weir and Catalyst Behavioral Services (CBS) Executive Vice President Mike Fleetwood met on 02-24-2015 and began
plans and preparations for the PREA audit. Notices announcing the audit and providing confidentiality and contact information were posted
by May 1. The Pre-Audit Questionnaire was provided in advance of the onsite audit and the auditor had several conversations with PREA
Coordinator Renee Vandevoir about the specifics of Catalyst's efforts to comply with the PREA standards.
The onsite audit of the Enid facility was conducted June 15 and 16, 2015. The worker arrived by 9 AM June 15 and randomly selected
residents and staff from lists provided. 10 residents were randomly selected. Auditor met briefly with Chief of Security Tarisha Evans and
the Sergeant on Duty and Office Manager, who were very helpful and reliable throughout the audit. Auditor then immediately starting to
interview residents in a private room. A resident was assigned to be a "runner" for the auditor. The names of the randomly selected
residents were not known until the auditor gave the name of the next person to be interviewed to the runner. The facility tour was
conducted later in the morning when Ms. Vandevoir, Oklahoma City Chief of Security Angelika Arnold, and Director Fleetwood arrived
from Oklahoma City. After the tour, interviews resumed until lunch. The auditor, Ms. Vandevoir, Chief Arnold, and Mr. Fleetwood had lunch
together and then interviews continued throughout the afternoon. The auditor took a two hour break and returned at 6 to interview staff
that came on at 3, and the remaining selected residents. The auditor returned the next morning at 6:30 to interview overnight staff. Staff
interviews included: Director Mike Fleetwood, PREA Coordinator Renee Vandevoir, and Chief of Security Tarisha Evans. Also interviewed
was the Chief of Security of the Oklahoma City facility, Angelika Arnold, because she was present for the audit and has been developing
and writing policy for both facilities. Also, Chief Arnold is Ms. Vandevoir's back up PREA Coordinator. In addition, the auditor interviewed
10 of the remaining 15 employees listed on the roster. These were randomly selected. Auditor met CEO Joe Johnson in person on June
17 in Oklahoma City, but he was not interviewed since he has designated Mr. Fleetwood. Also interviewed on June 17 was Human
Resources Manager Julie Deason who is housed in the Catalyst Administrative Offices in Oklahoma City.
There were two meetings that can be considered exit interviews concluding the onsite audit of the Enid facility. The first was held June 15
in Enid expressing appreciation for all the help the auditor was given during the onsite audit, and the second was on June 18 in Oklahoma
City, with administration, including Chief Evans arriving from Enid, when the auditor was able to explain the findings that would be in the
auditor's report.
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DESCRIPTION OF FACILITY CHARACTERISTICS
The one story facility is located in a former nursing home with the entrance on Van Buren, one of the busiest streets in Enid. However, the
back of the property fits seamlessly into a well populated residential area of Enid, an established older neighborhood populated by workers
and retires. The building is shaped simply like an "H". Staff in each of the long hallways can see the entire length of that portion of the
building, except one leg of the "H" at the back of the building is closed off, not open to residents. There are no single occupancy rooms. All
rooms have either two or three beds. The two long hallways are connected in the middle by the dining room, the kitchen, and offices. The
control center, with video camera monitoring, is at the entrance to the building, and along the main hallway. There is a privacy fenced area
outside, between the two wings, where some cookouts and recreational activities can occur, but the perimeter of the building is not fenced,
but instead has a grassy lawn matching the lawns of the houses in the rest of the neighborhood.
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SUMMARY OF AUDIT FINDINGS
The halfway house operated by Catalyst Behavioral Services in Enid, Oklahoma, at 1824 South Van Buren, received its onsite Prison
Rape Elimination Act (PREA) audit on June 15 and 16, 2015. The results of the audit indicate that the facility met standards in all
applicable areas.

Number of standards exceeded: 0
Number of standards met: 36
Number of standards not met: 0
Number of standards not applicable: 3
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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.
Catalyst Behavioral Services has a written policy mandating zero tolerance toward all forms of sexual abuse and sexual harassment in
facilities it operates. They have a written policy outlining how they will implement the agency's approach to preventing, detecting, and
responding to sexual abuse and sexual harassment which includes definitions of prohibited behaviors regarding sexual abuse and sexual
harassment and includes sanctions for those found to have participated in prohibited behaviors. The policy includes a description of
agency strategies and responses to reduce and prevent sexual abuse and sexual harassment of residents. The agency serves inmates of
the Oklahoma Department of Corrections (ODOC). ODOC also has these zero tolerance policies in place, and requires it of contractors.
Catalyst employs an upper-level, agency wide PREA coordinator for the two Oklahoma facilities, as required by this standard. This PREA
coordinator, Renee Vandevoir, has sufficient time and authority to develop, implement, and oversee agency efforts to comply with the
PREA standards in the community confinement facilities at Enid and Oklahoma City. She answers directly to Director Mike Fleetwood,
who answers directly to the CEO, Joe Johnson. Interviews indicate Ms. Vandevoir is at the Enid facility two days per week and is
otherwise available by phone. Director Fleetwood assists and supports her efforts, as does the Chief of Security at Enid, Tarisha Evans.
Mr. Johnson, CEO, has attended PREA training and is vocal and active in his support as well. The interviews indicate the staff and
residents of the Enid Halfway House know about, and agree with, the zero tolerance policy. Residents are getting ready for discharge and
say the facility is safer and better than previous facilities, with staff genuinely interested in assisting them: being supportive, not
undermining, and not tolerating rule violations, distractions, or abuse. The staff seem to be invested in the community as well as in their
work. Several of the most experienced staff told the auditor they would not consider working for a facility that tolerated abuse.

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. Catalyst Behavioral Services does not contract out for the confinement of its residents.

PREA Audit Report

5

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.
Catalyst Behavioral Services - Enid uses the guidelines of their ODOC contract in the development of their staffing plan that provides for
adequate levels of staffing, and video monitoring to protect residents against sexual abuse. Since August 20, 2012 the average daily
number of residents has been 94, the same number upon which the staffing plan was predicated. According to the PREA Coordinator, the
facility has not deviated from the staffing plan, but employee walkouts and staff shortages have affected staffing levels. She verifies that at
least once every year the facility reviews the staffing plan to see whether adjustments are needed in (1) the staffing plan, (2) prevailing
staffing patterns, (3) the deployment of video monitoring systems and other monitoring technologies, or (4) the allocation of facility/agency
resources to commit to the staffing plan to ensure compliance with the staffing plan. 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, although they are looking to fill open positions. Catalyst Behavioral Services PREA Policy and Guidelines, Part III, A(8) states, "In
the event that staff is no show, or leave their post; leaving offenders without the required supervision and according to the Catalyst
Employee Handbook this violation would be identified as negligence in the performance of duty. Violation of Catalyst attendance
requirements can and or will result in disciplinary action up to and including termination. (Catalyst Policy 3.01 Attendance and
Tardiness/4.01 Prohibited Conduct)"

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.
The facility does not conduct cross-gender searches of residents. Deviations must be documented, but interviews indicate there have
been no cross-gender searches performed in the past year. Not counting administrators housed in Oklahoma City, there are no male staff
working at the facility so it is clear the facility does not restrict female 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. Facility has a
policy prohibiting staff from searching or physically examining a transgender or inter-sex resident for the sole purpose of determining the
resident's genital status. Interviews indicate there have been no transgender or inter-sex residents in the past 12 months, but general
training regarding these searches has been received.
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Standard 115.216 Residents with disabilities and residents who are limited English proficient


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
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. Catalyst Behavioral Services 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. 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’s safety, the performance of first-response duties under §115.264, or the investigation of the
resident’s allegations. In the past 12 months, there have been no allegations, so there have been no instances where resident interpreters,
readers, or other types of resident assistants have been used, or that their use, or lack of use, affected safety, reporting, or investigation.
The onsite audit interviews confirmed that all residents can participate fully, with no exceptions found. Staff who were questioned about
this policy agreed that residents would not be used as interpreters and that appropriate interpretors can be located. Spanish interpretors
are on staff and other types of interpretors are available through ODOC, and the YWCA, and other services that can be utilized when a
need is identified. In addition, a number of Catalyst staff have previous professional experience dealing with people with a variety of
mental and emotional limitations and disabilities.

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.
CBS 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: 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); 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 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. CBS 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 at least every five years for current employees and contractors who may have contact with
residents. Agency policy states that material omissions regarding such misconduct, or the provision of materially false information, shall be
grounds for termination. CBS has revised their employee application to include questions about whether potential employees have ever
been civilly or administratively adjudicated to have engaged in abuse or harassment in a confinement setting. Human Resources staff
agree, that unless prohibited by law, the agency shall provide information on substantiated allegations of sexual abuse or sexual
harassment involving a former employee upon receiving a request from an institutional employer for whom such employee has applied to
work. Audit
AuditorReport
reviewed the application for employment, checklists that7 are followed during the hiring process, background check
PREA
documentation on several employees, as well as interviewing the Director and Human Resources, to verify 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.
There have been no new facilities and no substantial expansions or modifications of existing facilities have been made since August 20,
2012. The agency/facility has installed a video monitoring system since August 20, 2012, and it is documented that inmate safety has
been taken into consideration as this was done. Interviews indicate this system is contributing to the safety of the facility and PREA will
continue to be considered as reviews are conducted and if any future modifications and improvements are implemented.

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.
Oklahoma Department of Corrections (ODOC), the Enid Police Department, and other agencies with jurisdiction, are responsible for
conducting criminal and administrative investigations. Catalyst Behavioral Services (CBS) has a Memorandum of Understanding with the
Enid YWCA Rape Crisis Services. CBS follows this standard by reporting to and cooperating and coordinating with the investigative
agency. Staff interviewed understand the first responder protocols, which includes protecting evidence. ODOC policy clearly states they
will follow appropriate evidence protocol as per this standard. Interviews with staff and administrators verify that Catalyst will assist and
cooperate, including the process of offering forensic medical examinations without cost to the victim, documenting efforts to obtain
SAFE/SANE, and making victim advocate available.
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Standard 115.222 Policies to ensure referrals of allegations for investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
The agency ensures that an administrative or criminal investigation is completed for all allegations of sexual abuse and sexual harassment
(including resident-on-resident sexual abuse or staff sexual misconduct). Misconduct reports are reviewed for possible PREA related risk
factors, and added to risk screening process and review as appropriate. During the past 12 months, there have been no allegations of
sexual abuse and sexual harassment that were received, and no investigations performed. During interviews, numerous staff
spontaneously shared a deep commitment to PREA concepts. They mentioned a constant vigilance and awareness they try to have to
keep residents safe, prevent abuse, help them be successful with their re-entry goals, and to notice possible warning signs and risk
factors. The agency has a policy that requires that allegations of sexual abuse or sexual harassment be referred for investigation to an
agency with the legal authority to conduct criminal investigations, unless the allegation does not involve potentially criminal behavior.
Policies regarding the referral of allegations of sexual abuse or sexual harassment for criminal investigation is publicly available. The
agency documents all referrals of allegations of sexual abuse or sexual harassment for criminal investigation.

Standard 115.231 Employee training


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
CBS trains all employees who may have contact with residents 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. There are 18 staff currently employed by the facility who may have contact with residents who were trained or retrained on the
PREA requirements enumerated above. Annual refresher training is provided. The agency documents that employees who have contact
with residents understand the training they have received through employee signature. The auditor reviewed the PREA training
documentation. All staff interviews indicate the staff have been trained. Also, all residents interviewed indicated they believe the staff take
this seriously and are trying to follow the PREA guidelines. Also, residents say, if staff have something to address with a resident, rather
than yelling at them in an embarrassing and degrading way, they address issues as discretely as possible, respecting the resident's
feelings and privacy needs. This makes residents know they would be able to report confidentially to staff, if sexual abuse was to happen,
because they can trust them to be discrete and protect the source of the information.
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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 volunteers and contractors who have contact with residents have been trained on their responsibilities under the agency’s policies and
procedures regarding sexual abuse/harassment prevention, detection, and response. Training curriculum, logs, and signature sheets were
reviewed by the auditor. There are 21 volunteers or individual contractors who have contact with residents who have been trained in
agency 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. 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. The auditor reviewed PREA training documentation signed by vendors and
religious volunteers. The agency maintains documentation confirming that volunteers and contractors who have contact with residents
understand the training they have received. In addition, CBS PREA Policy and Guidelines, Part III, A (7) states, "Any contractor or vendor
providing goods or services shall be escorted and/or visually observed by staff upon making any entrance onto facility grounds and shall
remain under escort and/or visual observation until they exit the facility." As staff were interviewed about this, they were able to relate
specific examples of this policy being followed.

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.
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. 130 residents were admitted during past 12 months who
were given this information at intake. 232 residents were transfered to the facility and received refresher training. 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 documentation, and interviewed 10 randomly selected residents. All residents acknowledged receiving the PREA
information and most said they have received it numerous times by now, since it was also provided at previous placements. Also,
reinforcing some of the content of the PREA training is the Domestic Violence classes provided to them by the YWCA. In addition to
learning about how to be safe at the facility, they are learning about how to be safe when they return to the community.
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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.
N/A. ODOC agency policy requires that investigators are trained in conducting sexual abuse investigations in confinement settings, but
this standard does not apply to Catalyst since they do not conduct their own investigations. Catalyst policy, as well as their contract with
ODOC, makes it clear that ODOC, or other agency with jurisdiction, will conduct sexual abuse investigations. Interviews with the Director,
PREA Coordinator, and Chief of Security also confirm this.

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. ODOC agency policy ensures that medical and mental health care practitioners are trained. The Catalyst contract with ODOC puts
the responsibility of medical and mental health care on ODOC.
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Standard 115.241 Screening for risk of victimization and abusiveness


Exceeds Standard (substantially exceeds requirement of standard)


■

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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy requires screening (within 72 hours of admission or transfer to another facility) for risk of sexual abuse victimization or sexual
abusiveness toward other residents. The updated screening tool utilizing all the PREA standards has been used since March 1. All
residents admitted since that date have been screened using this objective screening risk assessment instrument. The other residents
currently at the facility were admitted before March and screening information was captured during the regular admissions process, which
captured most of the information, but not all, in the updated screening tool. Policy requires the facility reassess each resident’s risk of
victimization or abusiveness within a set time period, not to exceed 30 days after the resident’s arrival at the facility, based upon any
additional, relevant information received by the facility since the intake screening. There have been 3 residents reassessed so far, not
because they were initially assessed as being at risk, but because additional information was received after admission that was deemed to
be relevant to their risk of victimization or abusiveness. The policy requires that a resident’s risk level be reassessed when warranted due
to a referral, request, incident of sexual abuse, or receipt of additional information that bears on the resident’s risk of sexual victimization
or abusiveness. Policy prohibits disciplining residents for refusing to answer (or for not disclosing complete information related to) the
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, intersex, or gender non-conforming; Whether or not the resident has previously
experienced sexual victimization; and, The resident’s own perception of vulnerability. During the audit, all inmate and staff interviews
indicate these screenings are conducted and the information is used appropriately to protect inmates, but kept confidential among PREA
Coordinator, Director, and Chief of Security (or designee) to protect privacy. There is always at least one of these administrators available.

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.
The facility uses information from the risk screening required by § 115.241 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. Residents interviewed had no complaints about their room assignments. They indicate their requests regarding room
assignments are heard and considered, and that, in the event of issues between roommates, staff are quick to respond appropriately,
respecting all parties involved. The facility makes individualized determinations about how to ensure the safety of each resident. The
facility makes housing and program assignments for transgender or intersex residents in the facility on a case-by-case basis. Sensitive
information obtained during screening is available to the PREA Coordinator, Chief of Security, and the Director or designee. Chief Evans
keeps the information under lock and key.
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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. 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 within 24 hours. The agency has established procedures for staff to privately report sexual abuse and sexual
harassment of residents verbally and in writing. Staff are informed of these procedures. All inmates interviewed know they can report and
all staff interviewed say they can take reports and know how to instruct and assist inmates to make reports. They are given the number to
the local YWCA Crisis Line (1-800-966-7644) as well as following information through handouts and postings: PREA Reporting Line:
1-855-871-4139; ODOC Office of Inspector General: 405-425-2571 or report by email to: preareport@doc.state.ok.us.

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.
CBS has an administrative procedure for dealing with resident grievances regarding sexual abuse. A resident is allowed to submit a
grievance regarding an allegation of sexual abuse at any time, regardless of when the incident is alleged to have occurred. Residents are
not required to use an informal grievance process, or otherwise to attempt to resolve with staff, an alleged incident of sexual abuse. A
resident may submit a grievance alleging sexual abuse without submitting it to the staff member who is the subject of the complaint, and it
will not be referred to the staff member who is the subject of the complaint. A decision on the merits of any grievance or portion of a
grievance alleging sexual abuse must be made within 90 days. In the past 12 months, no grievances have been filed that alleged sexual
abuse. The agency always notifies a resident in writing when the agency files for an extension, including notice of the date by which a
decision will be made. Agency policy and 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 file such requests on behalf of residents. Policy requires that if a resident declines to have third-party assistance in filing a grievance
alleging sexual abuse, the agency documents the resident’s decision to decline. CBS has a policy and established procedures for filing an
emergency grievance alleging that a resident is subject to a substantial risk of imminent sexual abuse. Policy for emergency grievances
alleging substantial risk of imminent sexual abuse requires a final agency decision be issued within five days. Policy limits the 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. Statements made during the audit interviews are consistent with these policies being followed.
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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.
CBS provides residents with access to outside victim advocates for emotional support services related to sexual abuse by having a
Memorandum of Understanding (MOU) with the Enid YWCA Crisis Services. CBS enables reasonable communication between residents
and the Enid YWCA, and such 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. Residents interviewed at CBS-Enid
indicate no problems being able to participate in such communication freely, without being monitored. The facility informs residents, prior
to giving them access to outside support services, 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. Auditor Weir reviewed the MOU and verified it with YWCA Crisis Line staff by calling the Crisis Line.

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 provides a method to receive third-party reports of resident sexual abuse or sexual harassment. The agency publicly
distributes information on how to report resident sexual abuse or sexual harassment on behalf of residents. The onsite audit facility tour,
as well as interviews with residents and staff, verified that staff and residents are instructed about third party reporting, and the information
is available publicly and on the agency's website. Residents indicated they know about third party reporting and know how it might benefit
them.
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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.
Catalyst 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. In addition,
policy requires that 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.
CBS also requires all staff to report immediately any retaliation against residents or staff who reported such an incident. All staff are to
report immediately and according to agency policy 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 services 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. All staff interviewed indicate they will report immediately, and all
inmates interviewed indicate they believe staff will report. Residents, as well as staff, state they have not observed any sexual abuse or
harassment at Catalyst in the past year.

Standard 115.262 Agency protection duties


Exceeds Standard (substantially exceeds requirement of standard)

■


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



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy and established procedure at Catalyst Behavioral Services requires that when the 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, there were no residents determined to be
at substantial risk of imminent sexual abuse. Interviews conducted during the onsite audit indicated that both staff and residents believe
Catalyst staff will take appropriate and effective immediate steps to protect a resident.
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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 auditor confirmed that 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 head of the facility or appropriate office of the agency or facility where
sexual abuse is alleged to have occurred. During the past 12 months, the facility has not received any allegations that a resident was
abused while confined at another facility. Agency policy requires the facility head to provide such notification as soon as possible, but no
later than 72 hours after receiving the allegation. The facility documents that it has provided such notification within 72 hours of receiving
the allegation. Facility policy requires that allegations received from other facilities and agencies are investigated in accordance with the
PREA standards. Information received during the audit indicates that in the past 12 months, there have been no allegations of sexual
abuse the facility received from other facilities.

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.
Catalyst has a first responder policy for allegations of sexual abuse. The policy requires that, 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/or (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. In the past 12 months, there have been no allegations that a resident
was sexually abused. All staff interviews indicate they know and understand the basic first responder duties. Interviews with staff and
residents indicate there have been no allegations in the past 12 months, and therefore no call for first responder protocol as it relates to
PREA.
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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, which was reviewed during the audit, 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 is
reinforced in the MOU with the Enid YWCA.

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, facility, or any other governmental entity responsible for collective bargaining on the agency’s behalf has not entered into or
renewed any collective bargaining agreement or other agreement since August 20, 2012. This was verified during the onsite audit. The
facility has the ability and authority to protect residents from contact with abusers.
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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.
CBS has a policy (CBS PREA Policy part VII(C)) 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) with monitoring for possible retaliation. The agency monitors 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. The agency monitors the conduct or treatment for at least 90 days. The agency acts promptly to remedy
any such retaliation. The agency continues such monitoring beyond 90 days if the initial monitoring indicates a continuing need. There
have been no known incidents of retaliation in the past 12 months. According to policy and interviews, the Community Services Program
Director and the HR Director are in charge of monitoring retaliation against staff and the Chief of Security monitors retaliation regarding
offenders. Chief Evans will review housing changes or transfers for resident victims or abusers, removal of alleged resident abusers from
contact with victims, and emotional support services for residents who fear retaliation for reporting sexual abuse or sexual harassment or
for cooperating with investigations. She also states she will monitor any resident disciplinary reports, housing, or program changes.
Director Fleetwood, and Human Resources Manager Julie Deason say they will review removal of alleged staff abusers from contact with
victims, and emotional support services for staff who fear retaliation for reporting sexual abuse or sexual harassment or for cooperating
with investigations. They also state they will monitor any negative performance reviews or reassignments of staff.

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.
CBS and ODOC have policies related to criminal and administrative agency investigations. Substantiated allegations of conduct that
appear to be criminal are referred for prosecution. Since there have been no allegations, there have been no substantiated allegations of
conduct that appear to be criminal that were referred for prosecution since August 20, 2012. The agency retains all written reports
pertaining to the administrative or criminal investigation of alleged sexual abuse or sexual harassment for as long as the alleged abuser is
incarcerated or employed by the agency, plus five years. The audit indicates allegations will be turned over to ODOC immediately for
investigation by qualified investigators following industry standards in collecting evidence and in reviewing all pertinent information. When
the evidence supports prosecution, ODOC will not compel interviews without first consulting with prosecutors. The credibility of a victim,
witness, or suspect shall be assessed on an individual basis, not being determined by the person's status as resident or staff. Polygraph
examinations will not be used as a condition of proceeding with an investigation. Investigations will be fully documented. ODOC and CBS
policies also state that the departure of a victim or abuser from the control of the institution, or from employment, does not provide a basis
for terminating an investigation.
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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.
As clearly stated in policy and in interviews with the administrators, the agency and ODOC imposes a standard of a preponderance of
evidence, or a lower standard of proof, when determining whether allegations of sexual abuse or sexual harassment can be substantiated.

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.
As verified by a review of policy and during interviews conducted at the facility, CBS has a policy requiring that any resident who makes an
allegation that she suffered sexual abuse in the facility is informed, verbally or in writing, as to whether the allegation has been determined
to be substantiated, unsubstantiated, or unfounded following an investigation. There were no allegations and no criminal and/or
administrative investigations of alleged resident sexual abuse that were completed in the past 12 months. Since outside agencies conduct
sexual abuse investigations at Catalyst facilities, Catalyst requests the relevant information from the investigative entity in order to inform
the resident of the outcome of the investigation. Following a resident’s allegation that a staff member has committed sexual abuse against
the resident, the facility subsequently informs the resident (unless the facility has determined that the allegation is unfounded) whenever
the staff member is no longer posted within the resident’s unit; the staff member is no longer employed at the facility; the agency learns
that the staff member has been indicted on a charge related to sexual abuse within the facility; or 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 she has been sexually
abused by another resident in the 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; or 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.
Catalyst Behavioral Services staff are subject to disciplinary sanctions up to and including termination for violating agency sexual abuse or
sexual harassment policies. In the past 12 months, there have been no staff from the facility who have allegedly violated agency sexual
abuse or sexual harassment policies, so the auditor had no terminations, resignations, or disciplinary actions to review. The 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 sanctions
imposed for comparable offenses by other staff with similar histories. 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, but this has not happened in the past 12
months since there have been no reports or allegations according to the Pre-Audit Questionnaire. Also, the auditor questioned staff and
residents during their interviews as to whether they knew of any sexual abuse or harassment that has occurred at the facility during the
past year and they said they did not know of any incidents. Also, those questioned about this topic indicated they had no doubt staff would
probably be fired for such conduct.

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, according to the Pre-Audit Questionnaire and interviews
conducted, there have been no contractors or volunteers reported to law enforcement agencies and relevant licensing bodies for engaging
in sexual abuse of residents. 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.
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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.
CBS residents are subject to disciplinary sanctions only pursuant to a formal disciplinary process following an administrative finding, or a
criminal finding of guilt, that a resident engaged in resident-on-resident sexual abuse. According to the Pre-Audit Questionnaire and
interviews conducted at the site, there have been no such findings in the past year. The facility offers some therapy, counseling, or other
interventions, usually off site, designed to address and correct the underlying reasons or motivations for abuse, but focuses more on
getting residents employed and ready to discharge back to the community. The facility refers the offender back to DOC for consideration
of whether to require the offending resident to participate in such interventions as a condition of access to programming or other benefits.
Policy indicates 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 but deems such activity to constitute sexual abuse only if it determines that the activity is
coerced. Sanctions shall be commensurate with the nature and circumstances of the abuse committed, the resident’s disciplinary history,
and the sanctions imposed for comparable offenses by other residents with similar histories. The disciplinary process shall consider
whether a resident’s mental disabilities or mental illness contributed to his or her behavior when determining what type of sanction, if any,
should be imposed.

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.
According to policy, interviews with administrative staff, and the verified MOU with the Enid YWCA: Resident victims of sexual abuse will
receive timely, unimpeded access to emergency medical treatment and crisis intervention services. The nature and scope of such services
is to be determined by medical and mental health practitioners according to their professional judgment. The ODOC Health Services
Administrator is Nancy McGee, coordinated through ODOC's Kate Barnard Community Correctional Center in Oklahoma City. Medical and
mental health staff document the timeliness of emergency medical treatment and crisis intervention services that is provided and the
appropriate response by non-health staff in the event health staff are not present at the time the incident is reported. 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, and it is
documented. 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.
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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.
Catalyst Behavioral Services, and/or the Oklahoma Department of Corrections, according to contractual agreement, 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. Staff and residents interviewed believe treatment services would be 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. Resident victims of sexual abuse while incarcerated are offered tests for sexually transmitted infections as medically appropriate.
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.

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 at the conclusion of every criminal or administrative sexual abuse investigation,
unless the allegation has been determined to be unfounded. In the past 12 months, there have been no criminal and/or administrative
investigations of alleged sexual abuse completed at the facility. The facility ordinarily conducts a sexual abuse incident review within 30
days of the conclusion of the criminal or administrative sexual abuse investigation. The sexual abuse incident review team includes
upper-level management officials and allows for input from line supervisors, investigators, and medical or mental health practitioners who
report their findings and and any recommendations for improvement to the facility head. The facility implements the recommendations for
improvement or documents its reasons for not doing so. Interviews with Mr. Fleetwood, Chief Evans, and Ms. Vandevoir indicate all
administrative staff as well as the assigned case managers of the residents involved, will be on the sexual incident review team, along with
others who may be appropriate according to the nature of the allegations. The team will consider whether policies or practices need to be
changed; whether the incident or allegation was motivated by race, ethnicity, LGBTI status or perceived status, or gang affiliation or other
group dynamics at the facility; whether physical barriers in the area where the abuse allegedly occurred might enable abuse; and whether
monitoring technology should be augmented or changed.
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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 (SSV) conducted by the Department of Justice. The agency aggregates the
incident-based sexual abuse data at least annually. The agency maintains, reviews, and collects data as needed from all available
incident-based documents, including reports, investigation files, and sexual abuse incident reviews. The data complies with SSV reporting
regarding content. DOJ did not ask for the previous year's data. The ODOC annual report can be found at
http://www.ok.gov/doc/Organization/Inspector_General/PREA.html.

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, 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 actions with those from prior years. The
annual report 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. The agency indicates the nature of material redacted.
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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 be made readily available to the public at least annually through its website and the ODOC.
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 at least 10 years after the date of initial collection, unless federal, state, or local law requires
otherwise.

AUDITOR CERTIFICATION
I certify that:

■


The contents of this report are accurate to the best of my knowledge.

■


No conflict of interest exists with respect to my ability to conduct an audit of the agency under
review, and


■

I have not included in the final report any personally identifiable information (PII) about any
resident or staff member, except where the names of administrative personnel are specifically
requested in the report template.
06-28-2015

_
Auditor Signature

PREA Audit Report

Date

24

