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Auditor Information

Auditor name: Kyle D. Barrington

Address: po Box 10751, College Station, TX 77842-0751

Email: webkd@zajonc-corp.com

Telephone number: 979-696-6373

Date of facility visit: 7/13/2015 to 7/16/2015

Facility Information

Facility name: Guif Coast Trades Center

Facility physical address: 143 Forest Service Rd., #233, New Waverly, TX 77358

Facility mailing address: (ifdifferent fromabove)

Facility telephone number: 936-344-6677

The facility is: O Federal O State O County

O Military O Municipal O Private for profit

Private not for profit

Facility type: O Correctional O Detention m Other

Name of facility’s Chief Executive Officer: pr. pale Underwood

Number of staff assigned to the facility in the last 12 months: 150

Designed facility capacity: 196

Current population of facility: 101

Facility security levels/inmate custody levels: moderate to Specialized

Age range of the population: 15-17

Name of PREA Compliance Manager: Mmary Reece Title: PREA Manager

Email address: Mary.Reece@GCTCW.org Telephone number: 936-203-7956

Agency Information

Name of agency: Gulf Coast Trades Center

Governing authority or parent agency: (if applicable)NIA

Physical address: 143 Forest Service Rd., #233, New Waverly, TX 77358

Mailing address: (if different fromabove)

Telephone number: 936-344-6677

Agency Chief Executive Officer

Name: py pale Underwood Title: Executive Director
Email address: Dale.Underwood@GCTCW.org Telephone number: 936-344-6677
Agency-Wide PREA Coordinator

Name: Mary Reece Title: PREA Manager
Email address: Mary.Reece@gctcw.org Telephone number: 936-203-7659
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AUDITFINDINGS

NARRATIVE

The Gulf Coast Trades Center (GCTC) requested a PREA Audit for their Gulf Coast Trades Center residential facility (Gulf Coast), located
in New Waverly, Texas, on May 14, 2014. The Mission of Gulf Coast is to "promote the social and economic independence of
disadvantaged youth". The original data for the PREA Audit was July of 2014. However, the facility notified this Auditor in early July 2014
that it was not ready for an audit at that time and rescheduled the audit for July 2015. The facility had never had a previous PREA Audit.
During the previous 12 month period, the facility reported one allegation of sexual abuse and three (3) allegations of sexual harassment.
The Pre-Audit work commenced on May 27, 2015 and the Onsite Audit was conducted from July 13, 2015 through July 16, 2015. A
Corrective Action Period began on August 14, 2015 and a follow-up onsite visit was conducted on February 3, 2016. The GCTC exited the
Corrective Action Period on February 5, 2016.
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DESCRIPTION OF FACILITY CHARACTERISTICS

The 57-acre GCTC campus is located in the Sam Houston National Forest. It comprises 25 different buildings including a
10,000-square-foot GCTC Administration Building, the Family/Life/Visitor Center (Center), a gymnasium, eight dormitories, an infirmary,
and a cafeteria. The Center includes visitor facilities and banquet and meeting facilities. The north side of that building houses the school's
information technology and social services departments, while the south side of the building houses the counselor and the residential
department managers and supervisors. The vocational training class area is located in the south side of the Center. There are currently
eight (8) living units with another housing unit, which was not included in the July 2015 audit, under construction within the gymnasium
facility.

GCTC has a designed capacity of 196 and the facility is designed to house residents aged 15 through 17. The facility’s security level is
rated as a “moderate” and the resident custody levels range is considered “moderate to specialized” per interviews with staff and the
information provided via the Pre-Audit Questionnaire. GCTC is not considered a "secure" facility, per PREA, as residents are expected,
and required, to leave the facility and take part in community activities (e.g., vocational training, employment opportunities, etc.). During
these offsite activities they are unsupervised by GCTC staff.

As of June 2015, the facility was authorized to employ up to 133 staff members (125 full-time staff and eight [8] part-time staff). All staff are
considered 'security’ staff for the purpose of the staff-to-resident ratio as defined by PREA. The facility has two security cameras located in
the gym area that were not operational during the time of the audit. Staff noted that all security cameras were disabled due to a licensing
ruling.

Medical care services are provided onsite via the medical staff and more severe cases are referred to local area medical clinics and

hospitals. Contracted mental health therapists and staff caseworkers provide mental health services onsite. At the time of this PREA audit,
there were four (4) active volunteers and 16 contractors authorized to enter the facility.
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SUMMARY OF AUDIT FINDINGS

The onsite PREA Audit was conducted on July 13, 2015, through July 15, 2015. Photographic evidence provided via email from the facility
confirmed that the required PREA Audit notice was posted at least 42 days in advance. The photographs confirmed that the notices were
posted in various, conspicuous areas throughout the facility.

On June 26, 2015, an email with multiple attachments arrived containing the completed Pre-Audit Questionnaire, policies, and other
supporting documentation from the GCTC. Upon review of the data provided, it became clear that the facility had made significant
progress toward becoming PREA compliant. A conference call with administrators from the facility was held on June 29, 2015, and this
called confirmed that the facility was ready for a PREA audit. A second conference call was held on July 6, 2015, at approximately
10:00AM in which the facility was able to provide additional information related to the upcoming PREA Audit and compliance with specific
standards.

On the first day of the onsite auditing an introduction meeting was held at approximately 8:30AM with various facility administrators (four
total GCTC staff). Following this meeting, a tour of the facility was conducted and this Auditor noted the location of the security cameras
(two in the gym), the physical grounds, and the structures. Further, during the tour this Auditor interviewed staff and residents. Notification
of the PREA Audit, as well as, notices regarding the rights of the residents to be free from sexual abuse and sexual harassment were
observed. These notices included information on how residents could report sexual abuse and sexual harassment and these notices were
in the predominate languages for the area: (1) English, and (2) Spanish.

During the tour it was noted that there were areas of the facility that had "blind spots" but staff noted that these areas were already
identified and a list of facility blind spots was maintained by GCTC staff. It was also noted that there were no cameras in the residents'
sleeping quarters or in the residents' shower/toileting areas.

On the first day of the PREA audit there were a total of 100 residents assigned to the facility; however, two residents were on authorized
leave making 98 the total number of residents physically present at the facility. While touring the facility, this Auditor observed residents
being supervised by GCTC staff (i.e., security staff) and teaching staff (Raven School staff).

This Auditor interviewed 13 randomly selected residents at the facility as part of the PREA Audit. Residents reported being informed of the
facility's Zero-Tolerance Policy related to sexual abuse and sexual harassment and their right to be free from sexual abuse and sexual
harassment as well as their right to be free from retaliation for reporting sexual abuse and/or sexual harassment. Seven (7) of the 13
residents, or 53.9%, noted that they received their PREA Information at their time of intake. All residents reported that they received their
PREA Education within 10 days of intake. A later review of 27 randomly-selected files noted that 27 out of 27 current residents (100.0%)
did not receive PREA information at their time of intake and 18 of the 27 residents, or 66.7%, did not have the required documentation
supporting the fact that the residents received their PREA Education within the 10-day timeline.

During the onsite audit this Auditor talked to security staff, counselors, contractors, and intake staff. In all, during the onsite audit a total of
20 staff (including employees and contractors) were interviewed. Thirteen (13) of these staff were randomly selected from all shifts and
seven (7) were specialized staff. Overall, the staff interviews revealed that staff felt that they had been trained in the PREA standards, their
obligations as first-responders, and their respective responsibilities and duties to prevent, detect, and respond to sexual abuse, sexual
harassment, and allegations of retaliation for reporting sexual abuse and sexual harassment. However, a total of ten (10) out of the 13
randomly selected staff, or 76.9%, reported not being trained in how to search transgender or intersex residents in a professional and
respectful manner and five (5) of the 13 randomly selected staff, or 38.5%, reported not being provided training on how to communicate
effectively and professionally with residents, including lesbian, gay, bisexual, transgender, intersex, or gender nonconforming residents.
Only three (3) of the 13 staff, or 23.1%, noted that they had received training on the gender and unique attributes of the residents of the
facility (e.g., the facility houses only male residents and all residents come to the facility from another institution, etc.). The counseling staff
noted that they have completed a risk factor analysis (including an objective assessment called a 72-Hour PREA Plan) for each resident to
determine proper room and programmatic assignments. This auditor found that the risk factor assessment included all the required
elements as per PREA. However, a review of the 27 files noted only 18 files, or 66.7%, had a risk factor assessment completed. Of these
18 files, only six (6), or 22.2% of all 27 files reviewed, had a risk factor assessment completed within the required 72-hour timeline. The
Mental Health and Medical staff reported being aware that residents who reported prior sexual abuse victimization and/or perpetration
were to be referred for additional services if the resident so chose. In a review of the 27 randomly-selected files, one resident reported
past sexual abusiveness. This youth was referred for a mental health follow-up and records indicated that this youth received the follow-up
within the required time period.

Through the pre-audit and onsite audit processes, it was determined that two standards (115.312 and 115.352) did not apply to the facility;
7 standards were not met; and 32 standards were met. A Corrective Action Plan for compllance was developed and implemented to

F PR LY o Ve L o PR I SR R PRy Hlmimd cndidle 21l AN A cdbmia A a A Lallai.. tioa mcnnlda .0 varmm mmmdAdiimabtad aa MFaAlhiimime . N ANAC MNa
Number of standards exceeded: 0
Number of standards met: 39

Number of standards not met: O

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

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: As evidence of compliance with this standard, the agency submitted to this Auditor the agency’s PREA Policy
[Policy Number A.0155, effective 4/27/2014 and Revised 2/27/2015]; the Pre-Audit Questionnaire; GCTC Organizational Chart; and
interviews with staff.

ANALYSIS AND REASONING: Several policies and procedures needed to be revised to included required PREA language and the
Organizational Chart needed to match the policies and procedures.

INITIAL DETERMINATION: All items noted above were addressed prior to the publication of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.312 Contracting with other entities for the confinement of residents

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility submitted to this Auditor the Pre-Audit Questionnaire
and provided interviews with staff.

ANALYSIS AND REASONING: Interviews with the facility staff noted that the agency does not contract for confinement services.

INITIAL DETERMINATION: Based on agency information and staff interviews it was determined that this standard does not apply to this
agency.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: This standard does not apply to this agency.
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Standard 115.313 Supervision and monitoring

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility submitted to this Auditor the agency’s PREA Policy
[Policy Number A.0155, effective 4/27/2014 and Revised 2/27/2015]; the Pre-Audit Questionnaire; GCTC's Organizational Chart;
interviews with staff; and a written facility Staffing Plan which was reviewed in April 2015.

ANALYSIS AND REASONING: The facility’s Staffing Plan was presented, and interviews noted that the Staffing Plan had been developed
and that it was reviewed quarterly. However, the Staffing Plan was not signed by the PREA Coordinator and several areas needed to be
updated (e.g., location of supervisors, etc.). All deviations from the Staffing Plan are reported with the primary cause being staff calling in
sick. The facility does conduct unannounced rounds checks.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.315 Limits to cross-gender viewing and searches

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: The facility’s PREA Policy (A.0155 revised 2/27/2015); a tour of the facility; and the Pre-Audit Questionnaire. In
addition, interviews with 20 staff (employees and volunteers/contractors) and 13 residents, along with reviews of facility forms helped to
form the basis of the determination for this standard.

ANALYSIS AND REASONING: The Pre-Audit Questionnaire and the information gathered during the onsite visit and the interviews
indicate that cross-gender pat-downs are prohibited, unless there is an exigent circumstance. No cross-gender pat-down searches were
noted by staff or residents. All 13 of the randomly selected staff interviews (100%) and six (6) of the 12 resident interviews (50%), reported
that staff of the opposite gender always announce themselves prior to entering an area where the resident may be showering, changing
clothes, and/or performing bodily functions. None of the 13 randomly selected staff (0%) indicated that they had received training on how
to conduct searches of transgender and intersex inmates, in a professional and respectful manner, and in the least intrusive manner
possible, consistent with security needs. Two (2) of the 13 staff (15.4 %) noted that they perform “complete pat-down searches.” Further,
in Dorms 1, 2, and 3, it was found that upon entry into the building there was a direct line of sight into the shower and toilet area. This
meant that residents could be viewed by staff members of the opposite sex while showering or changing clothes.

INITIAL DETERMINATION: Based on the information collected during the Pre-Audit and Onsite Audit processes, including the staff and
resident interviews, it was determined that GCTC did not meet this standard and, thus, a CAP was developed.
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Standard 115.316 Residents with disabilities and residents who are limited English proficient

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: The agency’s PREA Policy (A.0155 revised 2/27/2015); the Pre-Audit Questionnaire; interviews with 20 staff
(employees, contractors/volunteers) and 13 residents, along with reviews of the facility’s forms helped to form the basis of the
determination for this standard.

ANALYSIS AND REASONING: The agency had training materials and notices in the predominate languages of the residents (English and
Spanish). All 13 of the randomly selected staff interviews (100%) noted that they would not use residents as interpreters. Further, staff
indicated that they had access to bi-lingual staff and/or the Administrator on Duty (AOD) who could secure bi-lingual services. All
residents’ noted that they were provided with appropriate education and information. One resident with identified disabilities and with
limited English proficiency noted that the staff ensured he understood the education he received by verbally explaining the materials and
asking questions to ensure he understood the materials. In addition, residents were asked to complete a “test” to ensure they understood
their rights.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PLAN: Not Applicable.

Standard 115.317 Hiring and promotion decisions

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility relied on the Pre-Audit Questionnaire, the reviews of
staff files, the agency and facility policies and procedures, and the Onsite Audit interviews with staff.

ANALYSIS AND REASONING: Evidence presented noted that background checks were conducted and that child registries were
accessed. However, there was no evidence that sexual harassment was considered in hiring and promotion decisions. Further, no sexual
misconduct questions were not asked during promotion decisions. Finally, there was no evidence presented that the agency attempts to
contact prior institutional employers relative to employee or contractor background checks. This information resulted in five CAP items.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard.

CORRECTIVE ACTION PERIOD: The developed CAP has seven corrective action items that included revising policies and procedures
and submitting to a Desk Audit. These items were accomplished and completed on or before December 8, 2015.

FINAL DETERMINATION: Meets standard.
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Standard 115.318 Upgrades to facilities and technologies

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility submitted to this Auditor the Pre-Audit Questionnaire,
the facility tour, and provided interviews with staff. This information was used to assess compliance with this standard.

ANALYSIS AND REASONING: A major remodeling of the facility’s gymnasium is underway to include additional living units. Staff noted
that security of residents was considered by ensuring staff offices provided a line of sight to all areas of the living space and the living
units. Additionally, this remodeling will allow for residents to shower, change clothes, and perform bodily functions without being viewed by
staff of the opposite gender.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

Standard 115.321 Evidence protocol and forensic medical examinations

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility submitted to this Auditor A.0155 (effective 4/21/2014
and revised 2/27/2015); the Pre-Audit Questionnaire; email correspondence with local hospitals, advocacy groups, and local law
enforcement; and interviews with staff.

ANALYSIS AND REASONING: For criminal investigations the facility would rely on local law enforcement and Child Protective Services
(CPS). The facility presented email evidence that they had requested that local law enforcement (Walker County Sheriff's Office) and CPS
utilize an approved, uniform PREA evidence protocol. The facility has developed a relationship with St. Joseph’s in Livingston, Texas, for
the provision of SAFE and/or SANE nurses. GCTC requested that St. Joseph'’s use a protocol for forensic exams that complies with the
PREA standards. SAAFE House would provide the trained victim advocate and a phone call with SAAFE House staff on July 28, 2015, at
1:40PM CST, by this Auditor noted that SAAFE House could provide a trained victim advocate 24/7.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC does meet this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINIAI DFTFRMINATION: GCTC in all material wave meete thic atandard
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Standard 115.322 Policies to ensure referrals of allegations for investigations

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: The facility presented their PREA Policy (A.0155); the Pre-Audit Questionnaire; and interviews with staff. This
information was used to assess compliance with this standard.

ANALYSIS AND REASONING: During the onsite visit and prior to the Interim Report being issued, the facility addressed policy and
procedures items related to this standard.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.331 Employee training

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC referenced A.0155 (PREA Policy); completed and signed training forms; the Texas Juvenile Justice
Department (TJJD) training videos; and interviews with staff members as evidence of completion.

ANALYSIS AND REASONING: The facility had documentation that staff attended PREA training. A review of staff training records noted
that all staff members had been trained in PREA and that a plan to ensure that staff receive the required PREA Refresher Information was
already in place. Prior to the issuance of the Interim Report the facility was able to provide all necessary training.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.
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Standard 115.332 Volunteer and contractor training

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire and interviews with the GCTC Facility Administrator were used to assess
compliance with this standard.

ANALYSIS AND REASONING: At the time of the Onsite Audit the facility had four (4) active volunteers and 16 contractors authorized to
enter the facility. During interviews of these staff, all (three of three, or 100.0%) reported having received the required training and
documentation in the files supported these statements.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the interviews
with contracted staff, it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

Standard 115.333 Resident education

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: This Auditor reviewed GCTC’s PREA Policy (A.0155); the agency’s Pre-Audit Questionnaire; 27
randomly-selected files; and interviews with 20 GCTC staff and the 13 randomly-selected facility residents to assess compliance with this
standard.

ANALYSIS AND REASONING: The files of 27 current residents who had entered the facility since April 1, 2015, were reviewed. It was
found that 27 out of 27 of the files, or 100%, did not contain documentation to show that the resident received PREA Information at the
time of their intake (called Admission at GCTC). Further, only nine (9) of the 27 resident files, or 33.3%, contained documentation that the
resident had received PREA Education. Of the nine (9) residents with appropriate PREA Education documentation, all nine, or 100.0%,
received this education within 10-days of their Admission.

INITIAL DETERMINATION: Based on the observations and information noted above, it was determined that GCTC did not meet this
standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has four corrective action items that include revising policies and procedures and
submitting to a Desk Audit. These items were accomplished and completed on or before January 20, 2016.

FINAL DETERMINATION: Meets standard.
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Standard 115.334 Specialized training: Investigations

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC presented their PREA Policy (A.0155) and their Pre-Audit Questionnaire along with the interviews with
GCTC staff. This information was used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC has four (4) designated investigators who conduct administrative investigations. Before the
issuance of the Interim PREA Report GCTC was able to provide the necessary training and revise policies to better meet this standard.
Based on email exchanged between the facility and the Walker County Sherriff's Department, it was determined that the Sherriff's
Department was asked to ensure that their investigators received this training.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.335 Specialized training: Medical and mental health care

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC presented their PREA Policy (A.0155) and their Pre-Audit Questionnaire and interviews with GCTC staff
as evidence of completion of this standard.

ANALYSIS AND REASONING: Interviews with effected staff noted that they all had received PREA Education. Before the issuance of the
Interim Report all required training of identified staff was completed.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.
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Standard 115.341 Screening for risk of victimization and abusiveness

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; resident files; GCTC'’s “72-Hour
PREA Plan”; interviews with staff; interviews with residents, as evidence of compliance with this standard.

ANALYSIS AND REASONING: The facility uses an objective risk assessment tool that utilizes each resident’s intake responses to a
variety of questions, including past incidents of victimization and/or abusiveness. This objective risk assessment tool is called the “72-Hour
PREA Plan.” This Plan includes a personal interview, a review of prior charges, and other available relevant records to assess each
youth’s risk for sexual aggressive behavior and vulnerability to sexual victimization. Staff stated that they would consider gender
nonconforming and manner of identification as part of their risk assessment. Files are maintained in locked file cabinets, inside locked
offices, inside a locked building. A review of 27 client files notes that 16, or 66.7%, of resident files reviewed had a completed 72-Hour
PREA Plan but only six (6) of the 27, or 22.2%, had the 72-Hour PREA Plan completed within 72 hours of intake.

INITIAL DETERMINATION: Based on the observations and information noted above, it was determined that GCTC does not meet this
standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has three corrective action items was developed that included providing specific
training of staff and submitting to a Desk Audit. These items were accomplished and completed on or before February 4, 2016.

Standard 115.342 Use of screening information

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; the resident files; and the staff
interviews as evidence of compliance with this standard.

ANALYSIS AND REASONING: Interviews noted that all information about a resident, including the 72-Hour PREA Plan, is used in making
housing and programmatic decisions for residents. Thirteen out of 13 (100.0%) random staff interviews supported the contention that the
facility “never” places a resident in isolation for their own protection against sexual victimization but does move any alleged victim to
another housing unit, if needed. It was noted that the GCTC facility does not have an isolation room.

INITIAL DETERMINATION: Based on the observations noted above, it was determined that GCTC, in all material ways, meets this
standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

PREA Audit Report 12



Standard 115.351 Resident reporting

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; interviews with the GCTC staff; and
interviews with residents as evidence of compliance with this standard.

ANALYSIS AND REASONING: During the onsite interviews, all staff and residents were able to identify multiple internal ways for a youth
to report privately to facility officials about sexual abuse, sexual harassment, retaliation, and staff neglect or violation of responsibilities that
may have contributed to any such incidents. All of the interviewed residents noted that they would call CPS, tell a trusted staff member, tell
someone at school, or utilize the Youth Complaint Forms. Posters with the Toll Free number were observed posted in each residential unit
at GCTC. All staff, who were interviewed, acknowledged that they must report all verbal reports, anonymous reports, written reports, and
reports from third parties regarding allegations of sexual abuse and sexual harassment. Staff noted that they do not have residents
detained solely for civil immigration holds but, if so, they would allow the youth to contact their consular officials, if needed. It was
observed that the Youth Complaint Box, where Youth Complaint Forms are to be deposited, was in a place accessible to all residents.
Two of the nine (11.1%) staff reported that they “didn’t know” how to privately report sexual abuse and sexual harassment of residents.

INITIAL DETERMINATION: Based on the observations noted above, it was determined that GCTC, in all material ways, meets this
standard. However, it is suggested that staff receive a fresher training related to how GCTC staff can private report sexual abuse and
sexual harassment of residents

Standard 115.352 Exhaustion of administrative remedies

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; and interviews with the GCTC staff
and residents as evidence of completion of this standard.

ANALYSIS AND REASONING: The agency notes that it does not have administrative procedures to address resident grievances
regarding sexual abuse

INITIAL DETERMINATION: Based on the observations and information noted above, it was determined that GCTC is exempt from this
standard.

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: GCTC is determined to be exempt from this standard.
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Standard 115.353 Resident access to outside confidential support services

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, interviews with the GCTC staff and residents, and an
interview with the at SAAFE House staff, were used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC provided contact phone numbers and addresses to the local area rape crisis center (SAAFE
House) and to Child Protective Services as evidence of compliance with this standard. Interviews with GCTC staff noted that an MOU was
signed with SAAFE House. A phone interview (conducted by this Auditor) with St. Joseph’s in Livingston, Texas, (a hospital with access to
SANE/SAFE nurses) confirmed that this facility would work with GCTC residents. All interviews (staff and residents) confirmed and
acknowledged that residents are provided with reasonable access to parents or legal guardians and that all residents are provided
reasonable and confidential access to their attorneys or other legal representative, if needed.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.
FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

Standard 115.354 Third-party reporting

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire along with interviews with the GCTC Facility Administrator, staff, and residents
were used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC has multiple means of receiving third-party reports, including phone calls to the facility and via the
CPS number. Further, the agency’s website has a process for families to report sexual abuse and sexual harassment via the agency’s
email system.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.361 Staff and agency reporting duties

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC'’s Pre-Audit Questionnaire, GCTC's policy A.0155, and interviews with staff and residents were used to
assess compliance with this standard.

ANALYSIS AND REASONING: All staff understood their reporting requirements related to this standard with the exception of 115.361(d)
(2). Based on interviews, the medical and mental health staff did not always inform residents at the initiation of services of their duty to
report and of their limitations of confidentiality. However, training provided before the issuance of the Interim Report noted that medical

and mental health staff now require staff to inform residents at the initiation of services of their duty to report and of their limitations of
confidentiality.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.362 Agency protection duties

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with staff and residents were used
to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155 adequately addresses this standard. Further, during interviews all 13 randomly
selected staff, or 100.0%, noted that they would act immediately to protect a resident who was subject to a substantial risk of imminent
sexual abuse. Further, all interviewed residents noted that they would “tell staff” if they felt they were at a substantial risk of imminent
sexual abuse.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.363 Reporting to other confinement facilities

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and interviews with staff and residents were used to
assess compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155 fully complies with this standard. Further, interviews with staff confirmed that any
allegations of sexual abuse or sexual harassment would be reported to CPS, law enforcement, and to the facility administrators at the
facility where the abuse is alleged to have happened within 72-hours (all staff noted this would be done immediately). In addition, staff
noted that these interactions would be documented and that the GCTC’s administrative staff would ensure that any allegation is
investigated in accordance with this standard.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

Standard 115.364 Staff first responder duties

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and interviews with staff and residents were used to
assess compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155 does not differentiate between security staff and non-security staff; it states “the first
staff member to respond.” Further, in each staff interview the staff noted that they understood their role if they happen to be a first
responder and each staff answer was compliant with PREA standards. In addition, GCTC’s Coordinated Response Plan notes that staff
are to report the incident and seek medical/mental health care as needed. GCTC's policy A.0155 notes that “Upon learning of an
allegation that a youth was sexually abused, the first staff member to respond to the report must” and then Policy A.0155 identifies the
processes that staff member to take. These written policies note compliance with the PREA 115.364. All staff interviews noted that they
were trained in how to handle a situation if they are the first responder.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.
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Standard 115.365 Coordinated response

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC'’s Sexual Assault Response Team policy, and interviews with staff and
residents were presented as evidence of compliance with this standard.

ANALYSIS AND REASONING: The GCTC Sexual Assault Response Team policy is written and details the coordinated action that staff
are to take in response to an incidence of sexual abuse. This includes the responsibilities of first responders, medical and mental health
practitioners, and facility leadership. Interviews with staff confirmed that the staff knew of the plan and that it needed to be followed if there

was in allegation of sexual abuse. However, the plan did not include the role of agency investigator or how the SAAFE House resources
would be contacted/utilized.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

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

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire and an interview with the staff personnel responsible for contracts were used
to assess compliance with this standard.

ANALYSIS AND REASONING: During interviews with a high level staff it was noted that the agency does not have any collective
bargaining agreements.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.367 Agency protection against retaliation

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC'’s policy A.0155, and the interviews with staff and residents were used
to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155 includes a provision to ensure staff and residents are monitored for retaliation when
the staff or resident alleges sexual abuse/sexual harassment or assists in an investigation of sexual abuse or sexual harassment. Further,
interviews confirmed that specific staff assigned to monitor for retaliation. However, in interviews with the specific staff who monitor
retaliation revealed that they were unclear about what to look for and how long retaliation monitoring should continue.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard and, thus, a
CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has three corrective action items was developed that included training of staff
responsible for retaliation monitoring. These items were accomplished and completed on or before August 25, 2015.

FINAL DETERMINATION: Meets standard.

Standard 115.368 Post-allegation protective custody

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with staff and residents were used
to determine compliance with this standard.

ANALYSIS AND REASONING: Based on the pre-onsite visit conference calls with agency staff and the interviews with staff and residents
at GCTC, it was determined that GCTC does not, ever, place a resident in isolation or in segregated housing for their own safety. This was
confirmed by staff and resident interviews.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.371 Criminal and administrative agency investigations

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with staff and residents were used
to determine compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155 relates to this standard. A review of the investigators personnel training records
noted that training was not completed. Interviews with the assigned investigators noted that they may sometimes assign investigations, or
parts of investigations, to staff who were not trained investigators. One investigator stated he/she might consider allowing a polygraph
examination if requested by an outside entity if a legal authority (i.e., State Agency) required it.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, including specific training for
investigators, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.372 Evidentiary standard for administrative investigations

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire and the interviews with staff and residents were used to determine compliance
with this standard.

ANALYSIS AND REASONING: Interviews with one of the four facility investigator noted that he/she use “no standard higher than a
preponderance of the evidence” in determining whether allegations of sexual abuse or sexual harassment are substantiated.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.373 Reporting to residents

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire and the interviews with staff and residents along with a review of files from a
completed investigation into sexual abuse were used to determine compliance with this standard.

ANALYSIS AND REASONING: In a review of completed investigations, there was no documentation about the resident(s) being notified.
In an interview one staff member noted that they would notify a resident verbally, in the presence of “caseworkers”. However, this staff
member noted they were not sure who would document this attempt to notify the resident.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.376 Disciplinary sanctions for staff

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC'’s Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with GCTC staff and residents were
used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155, page 15, section XII, notes that “Termination of employment is the presumptive
disciplinary sanction for staff members who have engaged in sexual abuse.” Interviews with administrative staff noted that the disciplinary
sanctions for violations of the agency policies relating to sexual abuse or sexual harassment (other than actually engaging in sexual
abuse) are commensurate with the nature and circumstance of the acts committed. Interviews with administrative staff noted that law
enforcement is notified and investigations completed even if the alleged abuser(s) resigns.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.377 Corrective action for contractors and volunteers

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with GCTC's staff and residents
were used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC's policy A.0155 applies to this standard and is considered compliant. Interviews with GCTC staff
noted that any sexual abuse allegation would be reported to law enforcement regardless if the alleged abuser was a resident, staff,
contractor, or volunteer. Additional interviews with staff, including administrative and management staff, noted that the facility would take
appropriate remedial measures and would consider 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.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

Standard 115.378 Disciplinary sanctions for residents

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with GCTC'’s staff and residents
were used to determine compliance with this standard.

ANALYSIS AND REASONING: It was noted that GCTC's policy A.0155 states that youth will be disciplined if sexual abuse occurs
between youth but that this discipline will be “commensurate with the nature and circumstance of the abuse committed” (page 16). Based
on the pre-Onsite Audit conference calls with GCTC staff, the Pre-Audit Questionnaire, and via interviews during the Onsite Audit, GCTC
would not use isolation as the sole sanction for resident-on-resident sexual abuse. Interviews with staff noted that they consider “whether
a resident’s mental disabilities or mental iliness contributed to his or her behavior when determining what type of sanction, if any, should
be imposed.”

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.381 Medical and mental health screenings; history of sexual abuse

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC'’s Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with GCTC's staff and residents
were used to determine compliance with this standard.

ANALYSIS AND REASONING: Interviews with staff responsible for completing the risk assessments noted that if a resident experienced
prior sexual victimization that the resident is offered a medical and/or mental health follow-up within 14 days of intake. Information
obtained from residents is maintained in file folders that are housed in locked file cabinets, in locked offices, in a locked building. However,
staff noted that they would report all allegations of sexual abuse, including sexual abuse that happened in the community, for residents,
regardless of age.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.382 Access to emergency medical and mental health services

Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with GCTC'’s staff and residents
were used to determine compliance with this standard.

ANALYSIS AND REASONING: The Onsite Audit interviews noted that resident victims of sexual abuse are provided with unimpeded
access to emergency medical treatment and crisis intervention services. GCTC Policy A.0155 on page 17, section XllI, subsections b (i),
provides clear directive that supports this component of the standard. Thirteen of 13 interviews (100.0%) with staff, who are all trained as
first responders, confirmed this component and noted that they are trained to protect the victim and to notify a supervisor who will notify
the appropriate medical and mental health practitioners.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
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Standard 115.383 Ongoing medical and mental health care for sexual abuse victims and abusers

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's Policy A.0155, and the interviews with GCTC's staff and residents
were used to determine compliance with this standard.

ANALYSIS AND REASONING: The PREA Final Rule notes on page 147 that “The Department [U.S. Department of Justice] has
expanded the duty to provide non-emergency medical and mental health care to victims of sexual abuse by requiring care for individuals
who were victimized in any prison, jail, lockup, or juvenile facility rather than only for those who were victimized “during their present term
of incarceration.” However, the Department has clarified that such care need not be “ongoing” but needs be provided only “as
appropriate.” Interviews with GCTC’s medical staff indicated that the facility does offer any and all necessary medical and mental health
care. GCTC's Policy A.0155 (on page 17, section XIlIl), provides clear directive that supports this component of the standard. Interviews
with facility staff confirmed that this standard is followed.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINIAI DFTFRMINATION: GCTC in all _mnf_nrinl wave _mnnf: thic etandard
Standard 115.386 Sexual abuse incident reviews

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire and the interviews with GCTC staff were used to assess this standard.
ANALYSIS AND REASONING: GCTC's policy A.0155 provides specific direction that complies with the PREA standards. Interviews with
staff and residents noted that there were three previous sexual abuse allegations. A Sexual Abuse Incident Review was completed on all
three investigations. A review of these reports noted that there was no confirmation that the Facility Head or PREA Compliance Manger
had reviewed the reports.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.
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Standard 115.387 Data collection

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire and the interviews with GCTC staff were used to assess this standard.
ANALYSIS AND REASONING: GCTC noted that they did not use a standardized instrument and set of definitions. During interviews it
was determined that the agency does collect data to complete the Department of Justice’s Survey of Sexual Violence (SSV). However,
these data have not been collected and aggregated.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is
considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard.

Standard 115.388 Data review for corrective action

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with agency staff were used to
assess this standard.

ANALYSIS AND REASONING: GCTC has not published an annual report.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard and, thus, a
CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has four corrective action items was developed that included preparing an annual
report and publishing the report. These items were accomplished and completed on or before February 5, 2016.

FINAL DETERMINATION: Meets standard.
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Standard 115.389 Data storage, publication, and destruction

O Exceeds Standard (substantially exceeds requirement of standard)

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

O Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.

EVIDENCE RELIED ON: GCTC's Pre-Audit Questionnaire, GCTC's policy A.0155, and the interviews with agency staff were used to
assess this standard.

ANALYSIS AND REASONING: Interview with agency staff indicated that incident-based and aggregated data are securely retained.
GCTC's Policy A.0155 procedures are compliant with this standard. However, no report was found on the agency’s website and, thus, this
Auditor could not confirm that the agency’s reports was sans personal identifiers.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit
(including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard and, thus, a
CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has two corrective action items was developed that included ensuring that
published reports are without personal identifiers. These items were accomplished and completed on or before February 5, 2016.

FINAL DETERMINATION: Meets standard.

AUDITOR CERTIFICATION

| certify that:
The contents of this report are accurate to the best of my knowledge.
No conflict of interest exists with respect to my ability to conduct an audit of the agency under
review, and
I have not included in the final report any personally identifiable information (P11) about any
inmate or staff member, except where the names of administrative personnel are specifically
requested in the report template.
Digitally signed by Kyle D. Barrington
1 : cn=Kyle D. Barrington, o=Zajonc Corp, ou=Auditor, F b 09, 2016
Kyle D. Ba rrlngton eDn'\:‘aiI:wiyllka@Sajon?-tcor'p,coszc:Ug " Auor € ruary
Date: 2016.02.09 13:09:37 -06'00"
Auditor Signature Date
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	Auditor name: Kyle D. Barrington
	Address: PO Box 10751, College Station, TX 77842-0751
	Email: Webkd@zajonc-corp.com
	Telephone number: 979-696-6373
	Date of facility visit: 7/13/2015 to 7/16/2015
	Facility name: Gulf Coast Trades Center
	Facility physical address: 143 Forest Service Rd., #233, New Waverly, TX 77358
	Facility mailing address if different fromabove: 
	Facility telephone number: 936-344-6677
	Name of facilitys Chief Executive Officer: Dr. Dale Underwood
	Number of staff assigned to the facility in the last 12 months: 150
	Designed facility capacity: 196
	Current population of facility: 101
	Facility security levelsinmate custody levels: Moderate to Specialized
	Age range of the population: 15-17
	Name of agency: Gulf Coast Trades Center
	Governing authority or parent agency if applicable: N/A
	Physical address: 143 Forest Service Rd., #233, New Waverly, TX 77358
	Mailing address if different from above: 
	Telephone number_2: 936-344-6677
	PREA Compliance Manager Title: PREA Manager
	PREA Compliance Manager Telephone number: 936-203-7956
	Name of PREA Compliance Manager: Mary Reece
	PREA Compliance Manager Email address: Mary.Reece@GCTCW.org
	Title of Agency CEO: Executive Director
	Telephone number of Agency CEO: 936-344-6677
	Title of Agency-Wide PREA: PREA Manager
	Telephone number of Agency-Wide PREA: 936-203-7659
	Name of Agency CEO: Dr. Dale Underwood
	Email address of Agency CEO: Dale.Underwood@GCTCW.org
	Name of Agency-Wide PREA: Mary Reece
	Email address of Agency-Wide PREA: Mary.Reece@gctcw.org
	The facility is: Private not for profit
	Facility type: Other
	Description of Facility Characteristics: The 57-acre GCTC campus is located in the Sam Houston National Forest. It comprises 25 different buildings including a 10,000-square-foot GCTC Administration Building, the Family/Life/Visitor Center (Center), a gymnasium, eight dormitories, an infirmary, and a cafeteria. The Center includes visitor facilities and banquet and meeting facilities. The north side of that building houses the school's information technology and social services departments, while the south side of the building houses the counselor and the residential department managers and supervisors. The vocational training class area is located in the south side of the Center. There are currently eight (8) living units with another housing unit, which was not included in the July 2015 audit, under construction within the gymnasium facility.

GCTC has a designed capacity of 196 and the facility is designed to house residents aged 15 through 17. The facility’s security level is rated as a “moderate” and the resident custody levels range is considered “moderate to specialized” per interviews with staff and the information provided via the Pre-Audit Questionnaire. GCTC is not considered a "secure" facility, per PREA, as residents are expected, and required, to leave the facility and take part in community activities (e.g., vocational training, employment opportunities, etc.). During these offsite activities they are unsupervised by GCTC staff.

As of June 2015, the facility was authorized to employ up to 133 staff members (125 full-time staff and eight [8] part-time staff). All staff are considered 'security' staff for the purpose of the staff-to-resident ratio as defined by PREA. The facility has two security cameras located in the gym area that were not operational during the time of the audit. Staff noted that all security cameras were disabled due to a licensing ruling. 

Medical care services are provided onsite via the medical staff and more severe cases are referred to local area medical clinics and hospitals. Contracted mental health therapists and staff caseworkers provide mental health services onsite. At the time of this PREA audit, there were four (4) active volunteers and 16 contractors authorized to enter the facility. 

	Narrative: The Gulf Coast Trades Center (GCTC) requested a PREA Audit for their Gulf Coast Trades Center residential facility (Gulf Coast), located in New Waverly, Texas, on May 14, 2014. The Mission of Gulf Coast is to "promote the social and economic independence of disadvantaged youth". The original data for the PREA Audit was July of 2014. However, the facility notified this Auditor in early July 2014 that it was not ready for an audit at that time and rescheduled the audit for July 2015. The facility had never had a previous PREA Audit. During the previous 12 month period, the facility reported one allegation of sexual abuse and three (3) allegations of sexual harassment.  The Pre-Audit work commenced on May 27, 2015 and the Onsite Audit was conducted from July 13, 2015 through July 16, 2015. A Corrective Action Period began on August 14, 2015 and a follow-up onsite visit was conducted on February 3, 2016. The GCTC exited the Corrective Action Period on February 5, 2016. 


	Summary of Audit Findings: The onsite PREA Audit was conducted on July 13, 2015, through July 15, 2015. Photographic evidence provided via email from the facility confirmed that the required PREA Audit notice was posted at least 42 days in advance. The photographs confirmed that the notices were posted in various, conspicuous areas throughout the facility. 

On June 26, 2015, an email with multiple attachments arrived containing the completed Pre-Audit Questionnaire, policies, and other supporting documentation from the GCTC. Upon review of the data provided, it became clear that the facility had made significant progress toward becoming PREA compliant. A conference call with administrators from the facility was held on June 29, 2015, and this called confirmed that the facility was ready for a PREA audit. A second conference call was held on July 6, 2015, at approximately 10:00AM in which the facility was able to provide additional information related to the upcoming PREA Audit and compliance with specific standards.  

On the first day of the onsite auditing an introduction meeting was held at approximately 8:30AM with various facility administrators (four total GCTC staff). Following this meeting, a tour of the facility was conducted and this Auditor noted the location of the security cameras (two in the gym), the physical grounds, and the structures. Further, during the tour this Auditor interviewed staff and residents. Notification of the PREA Audit, as well as, notices regarding the rights of the residents to be free from sexual abuse and sexual harassment were observed. These notices included information on how residents could report sexual abuse and sexual harassment and these notices were in the predominate languages for the area: (1) English, and (2) Spanish. 

During the tour it was noted that there were areas of the facility that had "blind spots" but staff noted that these areas were already identified and a list of facility blind spots was maintained by GCTC staff. It was also noted that there were no cameras in the residents' sleeping quarters or in the residents' shower/toileting areas. 

On the first day of the PREA audit there were a total of 100 residents assigned to the facility; however, two residents were on authorized leave making 98 the total number of residents physically present at the facility. While touring the facility, this Auditor observed residents being supervised by GCTC staff (i.e., security staff) and teaching staff (Raven School staff). 

This Auditor interviewed 13 randomly selected residents at the facility as part of the PREA Audit. Residents reported being informed of the facility's Zero-Tolerance Policy related to sexual abuse and sexual harassment and their right to be free from sexual abuse and sexual harassment as well as their right to be free from retaliation for reporting sexual abuse and/or sexual harassment. Seven (7) of the 13 residents, or 53.9%, noted that they received their PREA Information at their time of intake. All residents reported that they received their PREA Education within 10 days of intake. A later review of 27 randomly-selected files noted that 27 out of 27 current residents (100.0%) did not receive PREA information at their time of intake and 18 of the 27 residents, or 66.7%, did not have the required documentation supporting the fact that the residents received their PREA Education within the 10-day timeline. 

During the onsite audit this Auditor talked to security staff, counselors, contractors, and intake staff. In all, during the onsite audit a total of 20 staff (including employees and contractors) were interviewed. Thirteen (13) of these staff were randomly selected from all shifts and seven (7) were specialized staff. Overall, the staff interviews revealed that staff felt that they had been trained in the PREA standards, their obligations as first-responders, and their respective responsibilities and duties to prevent, detect, and respond to sexual abuse, sexual harassment, and allegations of retaliation for reporting sexual abuse and sexual harassment. However, a total of ten (10) out of the 13 randomly selected staff, or 76.9%, reported not being trained in how to search transgender or intersex residents in a professional and respectful manner and five (5) of the 13 randomly selected staff, or 38.5%, reported not being provided training on how to communicate effectively and professionally with residents, including lesbian, gay, bisexual, transgender, intersex, or gender nonconforming residents. Only three (3) of the 13 staff, or 23.1%, noted that they had received training on the gender and unique attributes of the residents of the facility (e.g., the facility houses only male residents and all residents come to the facility from another institution, etc.). The counseling staff noted that they have completed a risk factor analysis (including an objective assessment called a 72-Hour PREA Plan) for each resident to determine proper room and programmatic assignments. This auditor found that the risk factor assessment included all the required elements as per PREA. However, a review of the 27 files noted only 18 files, or 66.7%, had a risk factor assessment completed. Of these 18 files, only six (6), or 22.2% of all 27 files reviewed, had a risk factor assessment completed within the required 72-hour timeline. The Mental Health and Medical staff reported being aware that residents who reported prior sexual abuse victimization and/or perpetration were to be referred for additional services if the resident so chose. In a review of the 27 randomly-selected files, one resident reported past sexual abusiveness. This youth was referred for a mental health follow-up and records indicated that this youth received the follow-up within the required time period. 

Through the pre-audit and onsite audit processes, it was determined that two standards (115.312 and 115.352) did not apply to the facility; 7 standards were not met; and 32 standards were met. A Corrective Action Plan for compliance was developed and implemented to facilitate GCTC’s efforts to become compliant with all PREA standards. A follow-up onsite visit was conducted on February 3, 2016. On February 5, 2016, the facility completed its Corrective Action Plan. A summary of this Auditor’s findings and the corrective actions, as applicable, are provided under each applicable standard within this report.
	Number of standards met: 39
	Number of standards not met: 0
	Number of standards exceeded: 0
	Number of standards not applicable: 2
	115: 
	313 text: EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility submitted to this Auditor the agency’s PREA Policy [Policy Number A.0155, effective 4/27/2014 and Revised 2/27/2015]; the Pre-Audit Questionnaire; GCTC's Organizational Chart; interviews with staff; and a written facility Staffing Plan which was reviewed in April 2015.

ANALYSIS AND REASONING: The facility’s Staffing Plan was presented, and interviews noted that the Staffing Plan had been developed and that it was reviewed quarterly. However, the Staffing Plan was not signed by the PREA Coordinator and several areas needed to be updated (e.g., location of supervisors, etc.). All deviations from the Staffing Plan are reported with the primary cause being staff calling in sick. The facility does conduct unannounced rounds checks.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	315 text: EVIDENCE RELIED ON:  The facility’s PREA Policy (A.0155 revised 2/27/2015); a tour of the facility; and the Pre-Audit Questionnaire. In addition, interviews with 20 staff (employees and volunteers/contractors) and 13 residents, along with reviews of facility forms helped to form the basis of the determination for this standard.

ANALYSIS AND REASONING: The Pre-Audit Questionnaire and the information gathered during the onsite visit and the interviews indicate that cross-gender pat-downs are prohibited, unless there is an exigent circumstance. No cross-gender pat-down searches were noted by staff or residents. All 13 of the randomly selected staff interviews (100%) and six (6) of the 12 resident interviews (50%), reported that staff of the opposite gender always announce themselves prior to entering an area where the resident may be showering, changing clothes, and/or performing bodily functions. None of the 13 randomly selected staff (0%) indicated that they had received training on how to conduct searches of transgender and intersex inmates, in a professional and respectful manner, and in the least intrusive manner possible, consistent with security needs. Two (2) of the 13 staff (15.4 %) noted that they perform “complete pat-down searches.” Further, in Dorms 1, 2, and 3, it was found that upon entry into the building there was a direct line of sight into the shower and toilet area. This meant that residents could be viewed by staff members of the opposite sex while showering or changing clothes. 

INITIAL DETERMINATION: Based on the information collected during the Pre-Audit and Onsite Audit processes, including the staff and resident interviews, it was determined that GCTC did not meet this standard and, thus, a CAP was developed. 

CORRECTIVE ACTION PERIOD: The developed CAP has four corrective action items that include designing and installing barriers in the exposed showers and toilet areas and providing additional staff training.  These items were accomplished and completed on or before August 18, 2015. 

FINAL DETERMINATION: Meets standard.
	316 text: EVIDENCE RELIED ON: The agency’s PREA Policy (A.0155 revised 2/27/2015); the Pre-Audit Questionnaire; interviews with 20 staff (employees, contractors/volunteers) and 13 residents, along with reviews of the facility’s forms helped to form the basis of the determination for this standard.

ANALYSIS AND REASONING: The agency had training materials and notices in the predominate languages of the residents (English and Spanish). All 13 of the randomly selected staff interviews (100%) noted that they would not use residents as interpreters. Further, staff indicated that they had access to bi-lingual staff and/or the Administrator on Duty (AOD) who could secure bi-lingual services. All residents’ noted that they were provided with appropriate education and information. One resident with identified disabilities and with limited English proficiency noted that the staff ensured he understood the education he received by verbally explaining the materials and asking questions to ensure he understood the materials. In addition, residents were asked to complete a “test” to ensure they understood their rights. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PLAN: Not Applicable.

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

	317 text: EVIDENCE RELIED ON:  As evidence of compliance with this standard, the facility relied on the Pre-Audit Questionnaire, the reviews of staff files, the agency and facility policies and procedures, and the Onsite Audit interviews with staff.

ANALYSIS AND REASONING: Evidence presented noted that background checks were conducted and that child registries were accessed. However, there was no evidence that sexual harassment was considered in hiring and promotion decisions. Further, no sexual misconduct questions were not asked during promotion decisions. Finally, there was no evidence presented that the agency attempts to contact prior institutional employers relative to employee or contractor background checks. This information resulted in five CAP items.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard.

CORRECTIVE ACTION PERIOD: The developed CAP has seven corrective action items that included revising policies and procedures and submitting to a Desk Audit.  These items were accomplished and completed on or before December 8, 2015. 

FINAL DETERMINATION: Meets standard. 
	318 text: EVIDENCE RELIED ON:  As evidence of compliance with this standard, the facility submitted to this Auditor the Pre-Audit Questionnaire, the facility tour, and provided interviews with staff. This information was used to assess compliance with this standard.

ANALYSIS AND REASONING: A major remodeling of the facility’s gymnasium is underway to include additional living units. Staff noted that security of residents was considered by ensuring staff offices provided a line of sight to all areas of the living space and the living units. Additionally, this remodeling will allow for residents to shower, change clothes, and perform bodily functions without being viewed by staff of the opposite gender. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

	321 text: EVIDENCE RELIED ON:  As evidence of compliance with this standard, the facility submitted to this Auditor A.0155 (effective 4/21/2014 and revised 2/27/2015); the Pre-Audit Questionnaire; email correspondence with local hospitals, advocacy groups, and local law enforcement; and interviews with staff. 

ANALYSIS AND REASONING: For criminal investigations the facility would rely on local law enforcement and Child Protective Services (CPS). The facility presented email evidence that they had requested that local law enforcement (Walker County Sheriff’s Office) and CPS utilize an approved, uniform PREA evidence protocol. The facility has developed a relationship with St. Joseph’s in Livingston, Texas, for the provision of SAFE and/or SANE nurses. GCTC requested that St. Joseph’s use a protocol for forensic exams that complies with the PREA standards. SAAFE House would provide the trained victim advocate and a phone call with SAAFE House staff on July 28, 2015, at 1:40PM CST, by this Auditor noted that SAAFE House could provide a trained victim advocate 24/7.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC does meet this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

	322 text: EVIDENCE RELIED ON:  The facility presented their PREA Policy (A.0155); the Pre-Audit Questionnaire; and interviews with staff.  This information was used to assess compliance with this standard.

ANALYSIS AND REASONING: During the onsite visit and prior to the Interim Report being issued, the facility addressed policy and procedures items related to this standard. 

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 

	331 text: EVIDENCE RELIED ON:  GCTC referenced A.0155 (PREA Policy); completed and signed training forms; the Texas Juvenile Justice Department (TJJD) training videos; and interviews with staff members as evidence of completion. 

ANALYSIS AND REASONING: The facility had documentation that staff attended PREA training. A review of staff training records noted that all staff members had been trained in PREA and that a plan to ensure that staff receive the required PREA Refresher Information was already in place. Prior to the issuance of the Interim Report the facility was able to provide all necessary training. 

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	332 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire and interviews with the GCTC Facility Administrator were used to assess compliance with this standard.

ANALYSIS AND REASONING: At the time of the Onsite Audit the facility had four (4) active volunteers and 16 contractors authorized to enter the facility. During interviews of these staff, all (three of three, or 100.0%) reported having received the required training and documentation in the files supported these statements.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the interviews with contracted staff, it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	333 text: EVIDENCE RELIED ON:  This Auditor reviewed GCTC’s PREA Policy (A.0155); the agency’s Pre-Audit Questionnaire; 27 randomly-selected files; and interviews with 20 GCTC staff and the 13 randomly-selected facility residents to assess compliance with this standard.

ANALYSIS AND REASONING: The files of 27 current residents who had entered the facility since April 1, 2015, were reviewed. It was found that 27 out of 27 of the files, or 100%, did not contain documentation to show that the resident received PREA Information at the time of their intake (called Admission at GCTC). Further, only nine (9) of the 27 resident files, or 33.3%, contained documentation that the resident had received PREA Education. Of the nine (9) residents with appropriate PREA Education documentation, all nine, or 100.0%, received this education within 10-days of their Admission. 

INITIAL DETERMINATION: Based on the observations and information noted above, it was determined that GCTC did not meet this standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has four corrective action items that include revising policies and procedures and submitting to a Desk Audit. These items were accomplished and completed on or before January 20, 2016. 

FINAL DETERMINATION: Meets standard.
	334 text: EVIDENCE RELIED ON:  GCTC presented their PREA Policy (A.0155) and their Pre-Audit Questionnaire along with the interviews with GCTC staff. This information was used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC has four (4) designated investigators who conduct administrative investigations. Before the issuance of the Interim PREA Report GCTC was able to provide the necessary training and revise policies to better meet this standard. Based on email exchanged between the facility and the Walker County Sherriff’s Department, it was determined that the Sherriff’s Department was asked to ensure that their investigators received this training.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	335 text: EVIDENCE RELIED ON:  GCTC presented their PREA Policy (A.0155) and their Pre-Audit Questionnaire and interviews with GCTC staff as evidence of completion of this standard. 

ANALYSIS AND REASONING: Interviews with effected staff noted that they all had received PREA Education. Before the issuance of the Interim Report all required training of identified staff was completed. 

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	341 text: EVIDENCE RELIED ON:  GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; resident files; GCTC’s “72-Hour PREA Plan”; interviews with staff; interviews with residents, as evidence of compliance with this standard. 

ANALYSIS AND REASONING: The facility uses an objective risk assessment tool that utilizes each resident’s intake responses to a variety of questions, including past incidents of victimization and/or abusiveness. This objective risk assessment tool is called the “72-Hour PREA Plan.” This Plan includes a personal interview, a review of prior charges, and other available relevant records to assess each youth’s risk for sexual aggressive behavior and vulnerability to sexual victimization. Staff stated that they would consider gender nonconforming and manner of identification as part of their risk assessment. Files are maintained in locked file cabinets, inside locked offices, inside a locked building. A review of 27 client files notes that 16, or 66.7%, of resident files reviewed had a completed 72-Hour PREA Plan but only six (6) of the 27, or 22.2%, had the 72-Hour PREA Plan completed within 72 hours of intake. 

INITIAL DETERMINATION: Based on the observations and information noted above, it was determined that GCTC does not meet this standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has three corrective action items was developed that included providing specific training of staff and submitting to a Desk Audit. These items were accomplished and completed on or before February 4, 2016. 

FINAL DETERMINATION: Meets standard.
	342 text: EVIDENCE RELIED ON:  GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; the resident files; and the staff interviews as evidence of compliance with this standard.

ANALYSIS AND REASONING: Interviews noted that all information about a resident, including the 72-Hour PREA Plan, is used in making housing and programmatic decisions for residents. Thirteen out of 13 (100.0%) random staff interviews supported the contention that the facility “never” places a resident in isolation for their own protection against sexual victimization but does move any alleged victim to another housing unit, if needed. It was noted that the GCTC facility does not have an isolation room. 

INITIAL DETERMINATION: Based on the observations noted above, it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

	351 text: EVIDENCE RELIED ON:  GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; interviews with the GCTC staff; and interviews with residents as evidence of compliance with this standard.

ANALYSIS AND REASONING: During the onsite interviews, all staff and residents were able to identify multiple internal ways for a youth to report privately to facility officials about sexual abuse, sexual harassment, retaliation, and staff neglect or violation of responsibilities that may have contributed to any such incidents. All of the interviewed residents noted that they would call CPS, tell a trusted staff member, tell someone at school, or utilize the Youth Complaint Forms. Posters with the Toll Free number were observed posted in each residential unit at GCTC. All staff, who were interviewed, acknowledged that they must report all verbal reports, anonymous reports, written reports, and reports from third parties regarding allegations of sexual abuse and sexual harassment. Staff noted that they do not have residents detained solely for civil immigration holds but, if so, they would allow the youth to contact their consular officials, if needed. It was observed that the Youth Complaint Box, where Youth Complaint Forms are to be deposited, was in a place accessible to all residents. Two of the nine (11.1%) staff reported that they “didn’t know” how to privately report sexual abuse and sexual harassment of residents.

INITIAL DETERMINATION: Based on the observations noted above, it was determined that GCTC, in all material ways, meets this standard. However, it is suggested that staff receive a fresher training related to how GCTC staff can private report sexual abuse and sexual harassment of residents

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	352 text: EVIDENCE RELIED ON:  GCTC presented their PREA Policy (A.0155); their Pre-Audit Questionnaire; and interviews with the GCTC staff and residents as evidence of completion of this standard.

ANALYSIS AND REASONING: The agency notes that it does not have administrative procedures to address resident grievances regarding sexual abuse
 
INITIAL DETERMINATION: Based on the observations and information noted above, it was determined that GCTC is exempt from this standard. 

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: GCTC is determined to be exempt from this standard.

	353 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, interviews with the GCTC staff and residents, and an interview with the at SAAFE House staff, were used to assess compliance with this standard. 

ANALYSIS AND REASONING: GCTC provided contact phone numbers and addresses to the local area rape crisis center (SAAFE House) and to Child Protective Services as evidence of compliance with this standard. Interviews with GCTC staff noted that an MOU was signed with SAAFE House. A phone interview (conducted by this Auditor) with St. Joseph’s in Livingston, Texas, (a hospital with access to SANE/SAFE nurses) confirmed that this facility would work with GCTC residents. All interviews (staff and residents) confirmed and acknowledged that residents are provided with reasonable access to parents or legal guardians and that all residents are provided reasonable and confidential access to their attorneys or other legal representative, if needed. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	354 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire along with interviews with the GCTC Facility Administrator, staff, and residents were used to assess compliance with this standard. 

ANALYSIS AND REASONING: GCTC has multiple means of receiving third-party reports, including phone calls to the facility and via the CPS number. Further, the agency’s website has a process for families to report sexual abuse and sexual harassment via the agency’s email system. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.

	361 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and interviews with staff and residents were used to assess compliance with this standard. 

ANALYSIS AND REASONING: All staff understood their reporting requirements related to this standard with the exception of 115.361(d)(2). Based on interviews, the medical and mental health staff did not always inform residents at the initiation of services of their duty to report and of their limitations of confidentiality. However, training provided before the issuance of the Interim Report noted that medical and mental health staff now require staff to inform residents at the initiation of services of their duty to report and of their limitations of confidentiality.  

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	362 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with staff and residents were used to assess compliance with this standard. 

ANALYSIS AND REASONING: GCTC’s policy A.0155 adequately addresses this standard. Further, during interviews all 13 randomly selected staff, or 100.0%, noted that they would act immediately to protect a resident who was subject to a substantial risk of imminent sexual abuse. Further, all interviewed residents noted that they would “tell staff” if they felt they were at a substantial risk of imminent sexual abuse. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	364 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and interviews with staff and residents were used to assess compliance with this standard. 

ANALYSIS AND REASONING: GCTC’s policy A.0155 does not differentiate between security staff and non-security staff; it states “the first staff member to respond.” Further, in each staff interview the staff noted that they understood their role if they happen to be a first responder and each staff answer was compliant with PREA standards. In addition, GCTC’s Coordinated Response Plan notes that staff are to report the incident and seek medical/mental health care as needed. GCTC’s policy A.0155 notes that “Upon learning of an allegation that a youth was sexually abused, the first staff member to respond to the report must” and then Policy A.0155 identifies the processes that staff member to take. These written policies note compliance with the PREA 115.364. All staff interviews noted that they were trained in how to handle a situation if they are the first responder. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	363 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and interviews with staff and residents were used to assess compliance with this standard. 

ANALYSIS AND REASONING: GCTC’s policy A.0155 fully complies with this standard. Further, interviews with staff confirmed that any allegations of sexual abuse or sexual harassment would be reported to CPS, law enforcement, and to the facility administrators at the facility where the abuse is alleged to have happened within 72-hours (all staff noted this would be done immediately). In addition, staff noted that these interactions would be documented and that the GCTC’s administrative staff would ensure that any allegation is investigated in accordance with this standard.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	365 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s Sexual Assault Response Team policy, and interviews with staff and residents were presented as evidence of compliance with this standard.

ANALYSIS AND REASONING: The GCTC Sexual Assault Response Team policy is written and details the coordinated action that staff are to take in response to an incidence of sexual abuse. This includes the responsibilities of first responders, medical and mental health practitioners, and facility leadership. Interviews with staff confirmed that the staff knew of the plan and that it needed to be followed if there was in allegation of sexual abuse. However, the plan did not include the role of agency investigator or how the SAAFE House resources would be contacted/utilized. 

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	366 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire and an interview with the staff personnel responsible for contracts were used to assess compliance with this standard.

ANALYSIS AND REASONING: During interviews with a high level staff it was noted that the agency does not have any collective bargaining agreements.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	367 text: EVIDENCE RELIED ON: GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with staff and residents were used to assess compliance with this standard. 

ANALYSIS AND REASONING: GCTC’s policy A.0155 includes a provision to ensure staff and residents are monitored for retaliation when the staff or resident alleges sexual abuse/sexual harassment or assists in an investigation of sexual abuse or sexual harassment. Further, interviews confirmed that specific staff assigned to monitor for retaliation. However, in interviews with the specific staff who monitor retaliation revealed that they were unclear about what to look for and how long retaliation monitoring should continue.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has three corrective action items was developed that included training of staff responsible for retaliation monitoring. These items were accomplished and completed on or before August 25, 2015. 

FINAL DETERMINATION: Meets standard.
	368 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: Based on the pre-onsite visit conference calls with agency staff and the interviews with staff and residents at GCTC, it was determined that GCTC does not, ever, place a resident in isolation or in segregated housing for their own safety. This was confirmed by staff and resident interviews.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	371 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: GCTC’s policy A.0155 relates to this standard. A review of the investigators personnel training records noted that training was not completed. Interviews with the assigned investigators noted that they may sometimes assign investigations, or parts of investigations, to staff who were not trained investigators. One investigator stated he/she might consider allowing a polygraph examination if requested by an outside entity if a legal authority (i.e., State Agency) required it.  

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, including specific training for investigators, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	372 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire and the interviews with staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: Interviews with one of the four facility investigator noted that he/she use “no standard higher than a preponderance of the evidence” in determining whether allegations of sexual abuse or sexual harassment are substantiated. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	373 text: EVIDENCE RELIED ON: GCTC’s Pre-Audit Questionnaire and the interviews with staff and residents along with a review of files from a completed investigation into sexual abuse were used to determine compliance with this standard. 

ANALYSIS AND REASONING: In a review of completed investigations, there was no documentation about the resident(s) being notified. In an interview one staff member noted that they would notify a resident verbally, in the presence of “caseworkers”. However, this staff member noted they were not sure who would document this attempt to notify the resident.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 

	376 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with GCTC staff and residents were used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC’s policy A.0155, page 15, section XII, notes that “Termination of employment is the presumptive disciplinary sanction for staff members who have engaged in sexual abuse.” Interviews with administrative staff noted that the disciplinary sanctions for violations of the agency policies relating to sexual abuse or sexual harassment (other than actually engaging in sexual abuse) are commensurate with the nature and circumstance of the acts committed. Interviews with administrative staff noted that law enforcement is notified and investigations completed even if the alleged abuser(s) resigns. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	377 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with GCTC’s staff and residents were used to assess compliance with this standard.

ANALYSIS AND REASONING: GCTC’s policy A.0155 applies to this standard and is considered compliant. Interviews with GCTC staff noted that any sexual abuse allegation would be reported to law enforcement regardless if the alleged abuser was a resident, staff, contractor, or volunteer. Additional interviews with staff, including administrative and management staff, noted that the facility would take appropriate remedial measures and would consider 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.

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	378 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with GCTC’s staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: It was noted that GCTC’s policy A.0155 states that youth will be disciplined if sexual abuse occurs between youth but that this discipline will be “commensurate with the nature and circumstance of the abuse committed” (page 16). Based on the pre-Onsite Audit conference calls with GCTC staff, the Pre-Audit Questionnaire, and via interviews during the Onsite Audit, GCTC would not use isolation as the sole sanction for resident-on-resident sexual abuse. Interviews with staff noted that they 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.” 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	381 text: EVIDENCE RELIED ON: GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with GCTC’s staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: Interviews with staff responsible for completing the risk assessments noted that if a resident experienced prior sexual victimization that the resident is offered a medical and/or mental health follow-up within 14 days of intake. Information obtained from residents is maintained in file folders that are housed in locked file cabinets, in locked offices, in a locked building. However, staff noted that they would report all allegations of sexual abuse, including sexual abuse that happened in the community, for residents, regardless of age. 

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	382 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with GCTC’s staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: The Onsite Audit interviews noted that resident victims of sexual abuse are provided with unimpeded access to emergency medical treatment and crisis intervention services. GCTC Policy A.0155 on page 17, section XIII, subsections b (i), provides clear directive that supports this component of the standard. Thirteen of 13 interviews (100.0%) with staff, who are all trained as first responders, confirmed this component and noted that they are trained to protect the victim and to notify a supervisor who will notify the appropriate medical and mental health practitioners. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	383 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s Policy A.0155, and the interviews with GCTC’s staff and residents were used to determine compliance with this standard.

ANALYSIS AND REASONING: The PREA Final Rule notes on page 147 that “The Department [U.S. Department of Justice] has expanded the duty to provide non-emergency medical and mental health care to victims of sexual abuse by requiring care for individuals who were victimized in any prison, jail, lockup, or juvenile facility rather than only for those who were victimized “during their present term of incarceration.” However, the Department has clarified that such care need not be “ongoing” but needs be provided only “as appropriate.” Interviews with GCTC’s medical staff indicated that the facility does offer any and all necessary medical and mental health care. GCTC’s Policy A.0155 (on page 17, section XIII), provides clear directive that supports this component of the standard. Interviews with facility staff confirmed that this standard is followed. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC, in all material ways, meets this standard.

CORRECTIVE ACTION PERIOD: Not Applicable.  

FINAL DETERMINATION: GCTC, in all material ways, meets this standard.
	386 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire and the interviews with GCTC staff were used to assess this standard.

ANALYSIS AND REASONING: GCTC’s policy A.0155 provides specific direction that complies with the PREA standards. Interviews with staff and residents noted that there were three previous sexual abuse allegations. A Sexual Abuse Incident Review was completed on all three investigations. A review of these reports noted that there was no confirmation that the Facility Head or PREA Compliance Manger had reviewed the reports.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	311 text: EVIDENCE RELIED ON: As evidence of compliance with this standard, the agency submitted to this Auditor the agency’s PREA Policy [Policy Number A.0155, effective 4/27/2014 and Revised 2/27/2015]; the Pre-Audit Questionnaire; GCTC Organizational Chart; and interviews with staff. 

ANALYSIS AND REASONING: Several policies and procedures needed to be revised to included required PREA language and the Organizational Chart needed to match the policies and procedures. 

INITIAL DETERMINATION: All items noted above were addressed prior to the publication of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not Applicable. 

FINAL DETERMINATION: Meets standard.


	312 text: EVIDENCE RELIED ON: As evidence of compliance with this standard, the facility submitted to this Auditor the Pre-Audit Questionnaire and provided interviews with staff.

ANALYSIS AND REASONING: Interviews with the facility staff noted that the agency does not contract for confinement services.

INITIAL DETERMINATION: Based on agency information and staff interviews it was determined that this standard does not apply to this agency.

CORRECTIVE ACTION PERIOD: Not Applicable.

FINAL DETERMINATION: This standard does not apply to this agency.
	388 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with agency staff were used to assess this standard.

ANALYSIS AND REASONING: GCTC has not published an annual report. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has four corrective action items was developed that included preparing an annual report and publishing the report. These items were accomplished and completed on or before February 5, 2016. 

FINAL DETERMINATION: Meets standard.
	387 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire and the interviews with GCTC staff were used to assess this standard.

ANALYSIS AND REASONING: GCTC noted that they did not use a standardized instrument and set of definitions. During interviews it was determined that the agency does collect data to complete the Department of Justice’s Survey of Sexual Violence (SSV). However, these data have not been collected and aggregated.

INITIAL DETERMINATION: All items noted above were addressed prior to the issuance of the Interim Report, thus this standard is considered to “meet standard.”

CORRECTIVE ACTION PERIOD: Not applicable.

FINAL DETERMINATION: Meets standard. 
	389 text: EVIDENCE RELIED ON:  GCTC’s Pre-Audit Questionnaire, GCTC’s policy A.0155, and the interviews with agency staff were used to assess this standard.

ANALYSIS AND REASONING: Interview with agency staff indicated that incident-based and aggregated data are securely retained. GCTC’s Policy A.0155 procedures are compliant with this standard. However, no report was found on the agency’s website and, thus, this Auditor could not confirm that the agency’s reports was sans personal identifiers. 

INITIAL DETERMINATION: Based on the agency and facility policies and procedures, the Pre-Audit Questionnaire, and the Onsite Audit (including the facility tour and the staff and resident interviews), it was determined that GCTC does not meet this standard and, thus, a CAP was developed.

CORRECTIVE ACTION PERIOD: The developed CAP has two corrective action items was developed that included ensuring that published reports are without personal identifiers. These items were accomplished and completed on or before February 5, 2016. 

FINAL DETERMINATION: Meets standard.
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