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The Honorable M;kg Fostear June 18, 1997
Governocr of Louisiana

State Capitol

P.O. Box 94004

Baton Rouge, LA 70804-5004

Re: Findings of Investication of Secure Corractional
Facilities for Juveniles in Louyisians

Dear Governcr Foster:

I am writing to rsport our findings with rasgect to our
investigation of the four securs correcticnal facilities for
juveniles in Louisiana -- Louisiana Training Institute - Bridge
City ("Bridge City”"), Jetscn Correctional Center for Youth
(“Jetson"), Swanson Corractional Center for Youth (“Swanscon”)
(formerly known as Louisiana Training Institute - Mcnroe), and
Tallulah Correctional Center for Youth ("Tallulah”). We first
notified you on April 25, 1996, that we were initiating an
investigation of these facilities pursuant to the Civil Rights of
Instituticnalized P=arsons Act (“CRIPX"), 42 U.S.C. § 1597 et s=q.
CRIPA authcrizes the Attorney General to investigats ccnditions
at juvsnile correcticnal institutions that ars cwned by a State
or oreratsd on behalf of a State. 42 U.S.C. § 19%7(1)(B). On
July 15 and Octcber 3, 1996, we notified ycu that conditions at
these four facilities werza also coversd by cur authority to
enforce the pattern or practice provisicon of the Viclent Crime
Control and Law Enforcement Act ¢f 1894, 42 U.S.C. § 14241,

We conducted our investigation beginning with tours of the
four facilities during the summer cf 1996 with five expert
consultants in the fields of juvsanile justics, education, medical
and mental health, and akuse prevention, and rs-tcur=d ezach
facilicy during the winter of 1896-%7 Our tours tock place on
the following dates: Bridce City con June 3-4, 19%6, July 29-31,
19¢6, and Lecember 16, 1996; Jetscn on June 5-7, 19%¢,

July 24-26, 1996, and December 17-18, 1996; Swanscn on

Augusc 19-21, 1996, August 26-28, 1995, and January 21-22,
1997; and Tallulah on August 21-23, 19%6, August 28-30, 15996, and
January 23-24, 1997. During our tours, we intcerviewed several
hundred juveniles confined at the facilities, as well as scaff
and administrators. In addiction, we raviewed numerocus facilicy
and State dccuments and individual juveniles' rscords before,
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during, and after the tours. Cur experts provided facilicy and
State cfficials with fesedback during their tcurs, and we had
several mestings and pheone ccnfersnces with these officials to
discuss a number of issues that arcse during the course of cur
investigation. We wish to thank Louisiana officials, perscnnel,
and ccunsel for providing their full assistance and cooperation
throughout our investigaticn.

At each of the four facilitiess, we uncoversd systemic

life-threatening staff abuse and juven’le on- ]uven_-e iclence.
The gravity of the situation necessitatad ocur sending two inter
emergency letters to you -- the f;rsu on July 15, 1896
(Attachment A) and the seccnd cn Octcber 3, 1996 (Attachment B).
Our Octoker 3, 1996, letter also informed you that certain
medical and mental health prcktlems at Swanson and Tallulah posed
serious risks of harm to the juveniles confined thers. In both
emergency letters, ws nctified you that the rasults of our
investigation provide the Unitcsd Statss with a basis for action
pursuant to CRIPA and 42 U.S.C. § 14141,

o the ccncerns exprsessed in

The State respcnded immediatsly t
5, the Secretary for the
-

.
our letters to you. On August 1, 1
Department of Public Safety and Cor icns anncunced his
iniciative to eliminate viclence fro ouisiana's secures
corracticnal facilities for juveniles, calling the initiative
Project Zero Tolerance. The Secrstary's streong ccmmitment to the
gcals of the Project are ev*denc, and a numkter c¢f the efforts
made since the Project was initciated are significant. As we will
explain in mecrs detail belcow, however, thers is still much to ke
dene to achisve and maintain the goal of Project Zero Tolerance
in the facilities.

et -

hcugh the State implementzad many of the measurss

our emergency lettars to you with its Project Zerc
initiative, it either r=fused or failed to implement
several other suggestaed emergency measuras. Furthermers, a
numkter of the Secrstary's propcsed initiatives have been delaysd
due to lack of funding or other rssources. For instance, last
Octcokex, the State agrzaed to install additional suxveillancs
cameras at Tallulah. These cameras ars not y=t in place. Exit
intexriews conductad by the Project Zero Tolerance Task Force
confiirm that youth regard camera survsillancs as an impercant
compensnt in eficrts to stem the tide of excessive use cf forcs
in the facilities.

Consistent th the statutory reguirements of CRIPA, we
write to advise you cf the findings of our investigation. Many
conditions in Leuisiana's four sacurs corrscticnal facilities for
juveniles violate the constituticnal and statutory rights of the
juveniles confined therein. Ccnditicns in the Louisiana secure
corrscticnal facilities for juveniles violate the First, Eighth,
and Fcurteenth Amendments tc the Constitution of the United
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States. §S==2, e.g., United States v. Virginiz, 116 S. Ct. 2264
(19¢6) ; Youncberzs v. Romeg, 457 U.S. 307 (1982); Bounds v. Smith,
430 U.S. 817 (1977); Estelle v. Gamble, 429 U.S. 97 (1978);
Turner v. Safsly, 482 U.S. 78 (1987); Jackscn v. Indiapa, 406
U.S. 715 (1972); In r=s Gault, 387 U.S. 1 (1967). Conditions alsc
violata the Americans with Disakilities Act of 1990, 42 U.S.C.

§ 12132 and its implementing racgulations; the Individuals with
Disabilities Education Act ("IDEA"), 20 U.S.C. § 1400 et seg.;

and Secticn 504 of the Rehabilitation Act of 19873, 2% U.S.C.

§ 794. In addition, a pattern or practice of conduct that
deprives juveniles of rights, privileges, cor immunities protect=zd
by the Constitution or laws of the Unitasd Statss exists 1in
Louisiana securs correctional facilities for juveniles in
violation of the Violent Crime Control and Law Enforcement Act of
1994, 42 U.5.C. § 1l4141.

I. FINDINGS

The State provides secure cars for arpreximatsly
juveniles adjudicatad delinquent in thxrse stace-owned and
operatad correctional facilities, Jetson, Swanscn, and Bridge
City, and in one privately-owned and ogeratsd facility, Tallulah.
Jetscn prcovides carse for 470 males and 150 females. Bridge City
provides cars for 180 males, mcst of whem have been identified as
young and vulnerable. Swanscn provides cars for 3%6 males.
Tallulah, which provides care for 536 males, cperates both a boot
camp and the system's mosSt secure settings con a closed camgpus.
Juveniles confined to these facilities range in age from 10 to
20; 85 percent of the ycuth ars under age 18. Akcut 70 percent
of the 1700 juveniles are at or below an grads education
level; akcut one-third of the 1700 juveniles have been identified
as nesding sgecial education. Eightyv-thr cant of the
juveniles ars african American. In 1355, r than a quartar ci
the youth confined in these facilities ccmmittad violent crimes.

"
1

a
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A. Failure to Protect Juveniles from Earm

)}
(o}

Cur invsstigaticn unccversd ss , svstemic, and, in
certain cases, l-f:-chrea“ening, harm keing inflicted on the
juveniles in all four facilitiss. We cited numerous examples in

our pricr correspendencs. Sericus physical injuries to youth
frem officer assaulc or from attacks by cther yout& have occurrsd
at all four facilities. Literally dczans of juveniles ars being

seriously injured on a mcnithly basis across the four facilities.
Espeﬂ’“’l/ z- Tallulah and Swanscn, the incidence c¢f fracturas to
jaws, ncses, cne_ks, and eve scckats, as well as serious
lacerations requiring suturse (USUa-l/ also to faces) 1is
disturbing. At all four training institutes, correctional staff
abuse the juveniles. The abuse ranges from officers physically
hitting, punching or kicking youth <scmetimes when they are
handcuffzd), to officers nsgotiating “contracts” with juveniles






- 4 -

to beat up other juveniles to officers compelling juveniles to
sit, stand, or lay in positicns that ars clearly painful and
constitute corporal punishment. We also found evidence of sexual
abuse and assault at each of the fcur facilities. The vioclence
at the facilities is so pexvasive that our consultant concluded
that “the grsatsst responsibility for the proklems seen must be
directed to the institutes' administrators and senior staff. It
is clear that these men and wcmen either knew or intantionally
sought not to know of the seriocus viclence to childrsn that was
occurring [at the facilities].”

Unfortunately, despite the initiatives the Stats has taken
in recent months to stem the violence we discoversd during our
inicial tours during the summer of 18%6, re-tcurs ccnfirm that an
unacceptable level of violence ramains at all of the facilities,
especially at Tallulah and Swanscn. In additicn, at all
facilities, little attention has kesn paid to sexual activity
between juveniles and between officers and juveniles.

This is not to say that ths Secrstary's Project Zero
Tclerance initiative has had nc eifzact With the pcssikle
excepticn of Tallulah, interviews with children and staff at all
facilities indicatz a strong awarsness of Project Zero Tolerance
and changes in the institutions' culturs whers only a few months
earlier the rule of violence had besen so accepted. The singular
prograss at Jetson bears special mention. At Jetscn, the
superintendent has undertakasn many initiatives beycond those
specified in Project Zero Tolerzance and is a strong perscnal
voice in rzinforcing the missicn of the Project. The Jetscn
superintendent alsc has recruited a strong managsment tsam cver
both sescurity and prcgram services that daily resinforcas the
gcals of Project Zaro Tolerance. Ofiicers and program stafif at
Jetscn report that the “code c¢f silencs” ameong ciffiicsrs is
breaking dcwn, rssulting in cfficers ccming ferward to rspert
misdesds and abusive conduct cf their colleagues.

1. Aruse
At each facility, thers arz corrsctional staff who have nct
embracsed the geocals of Project Zero Tolerance Indeed, it is
disturbing that in spite of the clezr message that no undue use
of force wculd be tolerated with thes initiaticn c¢f Project Zero
Tolerance, scme staff have continued to physiczllyv assault the
juvenilss in their carsa. For instance, ginge tha incsprion of
Proisct Zexro Tolerxance, the follcwing examples ci staff abuse
have occurrsd:
’ a lieutenant at Bridge City punched a child in the eye
and threw him throuch a scrzen dcor, while a tezacher

watchead;
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. videctares at Swanson have rescorded separate incidents
of a guard karate kicking a juvenile in the head and a
guard punching a juvenile;

. at Jetson, juvenilaes alleged that gna*ds bezat them with
broken brocms hidden in the attic above thEI* dorm, and
when facilitcy investigators found the brooms, the
guards refused to be fingerprinted;

. at Jetson, a guard rspeatadly whipped two females with
a belt - cne girl was whipped allegedly because it was
her birthday and the guard had a practice of whipping
juveniles on their birthdays, and the other girl was
whipred allegedly because she was going to be
discharged shortly;

. at Tallulah, a captain discoverad guards beating up
juveniles, lncludlnc one child whose hands wers cuf
behind his back who was bleeding hearily from the
mouth, and guards macing ycuth while they were being
held bv other guards; and

ad

zed

. at Tallulah, a guard told a juvenile that he wanted to
“drive his dick” in the juvenile's mother's mcuth
during visitation, leading to a verbal argument that
resulted in the guard rspeatedly punching the child in
the jaw with both his left and richt fists, even afterxr
the child fell to the flocr and attemptad to block the
gua*d s blows, and th_ guard throwing and hitting the
child in the head with a radio.

Regrettably, mentis after the implementaticn of Prcject Zero
Tolerance, records ané interviaws confirm that staff routlnel
continue to kick, hit, slap, stomp, choks, scratch, and slap
juveniles in these facilities. 1In fact, in its December 1996
Report, the Project Zero Tclerance Task Force concluded that
“(tlhe use of force in the institutions is still a big proklem.”

-
-
R
-~

The abusive use cf mace at all facilities except Bridge City
also violatss juveniles' constitutional rights. Many juveniles
at Swanson and Tallulah reportsd that guards scmetimes mace
juveniles in restraints, which clesaxly consticutss use cof
excessive force. At all facilicies except Bridge City, juv.ailes
also continue to be spraved inarzpropriately with mace in
situations where therzs is nc prssent danger to the juvenile or to
others. For example, juveniles recently have besn sprayed with
mace for refusing to shave, rafusing to stop talking, r=fusing to
sit down, resfusing to leave a cuiet time rccm, kicking their
decor, and, on the morning of ocur most recent tour of Tallulah,
not arising from bed promptly enough. In none of these incidents
did the juvenile engage in dangerous behavior pricr to being
sprayed. Rather, staff routinely use mace instead of less
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intrusive, more appropriate measuras of contrecl and
de-escalation. Furthermore, in mary situations, mace continuss
to ke used as a disciplinary measure long after a threat cf
danger has passed. At Tallulah, both staff and juveniles told
our consultant that the use of mace is under-reported.

imilarly, the Project Zero Tolarance Task Force noted in its
Decamber 1996 Repcrt that althcucgh thers wers no official repor:ts
of use of mace at Tallulah during Decemkber, youth at Tallulah
reported that cfficers had maced them during that menth.

The final type of abuse foundé at all four facilities
involves the use cf corpcral and cther forms of uncfficial
discipline against juveniles. Staff who are poorly trained an
supervised have rsesorted to unapovrcved methods ¢f disciplining
youth that have become institutionalized Examples -
include: wunit “initiations” (whipring and beating juveniles) and
forcing offencders into “the cut’ (OLC of camera range) to fight

other youth or be punished phvsically by quaxds.

- H

The extant cf abuse at the facilities arvears to
understatad due to systemic deficisncis rapcrting. Scmetimes
guards rsfuss to taka abuse victims to the infirmary to seck

edical attention. When juveniles ars brought to the infirmaxry,
oftentimes, fearing retaliaticn, the juveniles camcuflage the
real cause of their injuries, repcrTing them as accidents instesz
of staff abuse. The Project Zero Tclerance Task Force concluded
in ics December 1996 Report that “very fsw ycuth had confidence
in the [abuse] rapcriing systam,” and our consultant found that
just filing an a71=catlon of abuse could get a child into troukle
with the staff assi gﬂcﬁ to cars fcr him cr her. Infirmary logs
at all facilities indicate that juwvsniles continue to suffer
suspiciocus injuries that rs=guirs mcrz folleow-up cr investigation
than the facility provided. Dccumentatzicn also suggests that
medical personnel rzadily accert acccunts of anu-*-s that aprez
spurious and they oftan do nct maks substantial efforts to
encourage youth to be mors forthccocming akcut the true cause of
the injury. Medical perscnnel at scme cf the facilities also
cecntinue to interview juveniles akcut the cause of their injuries
in the prssence of security personnzal frcom the juvenile's
dormitcry who esccrtad the ju"::;lv tc the infirmary. Finally,
staff's legal and profasssional ckligation to repcrt suspected
abuse has not been rzinforced in training cr in daily superviscry
practices. The Project Zerc Tolerancs Task Fcrce concluded in
its Decsmpber 1996 Report that “(tlhe training nesdés for
correctional, treatment and medical staff at the juvenile
institutions is cverwhelming. It 11 taks a lcng time to get
the staff trained in the manner that is nesedsd to addrsess the
issues that have beﬂome evident through the PZT [DrOJect Zero
Tolerance] Project.” In short, in a svstem where all but a few
youth expressad a fear of rataliation, it is evident that

-~
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Louisiana is failing to provide injursd children with a
meaningful and appropriate copportunity to rsport all instances of
abuse.

Staff at each of the fcour facilities are inadeguatsly
trained to intervene in crisis situations inveolving juveniles,
which is a contributing factor to the ongoing constituticnal
viclations. 1In many cases, staff are leftc to their own devices
tec control the juveniles. This, cf course, creates a dangerous
environment for all invelved. A raview of use of force incidents
occurring both befors and after the Project Zero Tolerance
initiative confirmed staff's lack of training and knowledge
ragarding technigues cther than brutal force for intervening
effectively in crisis situaticns involwving youth. These rsperts
revealed that it was common and exgectsd that officers would
brezk up fights between juveniles by joining in the fight and
‘winning.” Officers in the facilities have racszived police-type
training inapprcpriate for working with ceonfined youth.

2. Unreascnabls Restraints

Restraints ars inapopropriatsely used at the facilities. For
instance, when we tcoured Jetscon during the summer of 1996,
institutional policy permitted juveniles to be *hog-tied;” that
is, youths wers forced to sit for several hours cuffed at both
the ankles and wrists, with the wrist cuffs attached to the ankle
cuffs under the thighs, as a punishment for behaviocr. We found
several incidents cf this type of restraint being used on youth.
Cne girl was even hog-tied as a suicide przcaution. To his
cradit, the Secretary banned this practice cn the spot when we
told him akout itc. Hewever, handcuffs continue to be used in the
facilities long aftar ycuths are calm and pose no clear and
presant danger to anycne.

All facilities except Bridge City use segregated isolation
as punishment. Despite the Secretary's November 1596
announcement that segregated isclaticn may be used only when a
youth presents a danger, at all facilities excert Bridge City,
segragated isclation continues to ke usad fraquently, cften in
nen-dangerous situations, often nct as a last rasort, and often
as a punitive measure. Tallulah administrative staff did nct
denyv that ssgragatsed isolaticon ceorntinues to ke usad as
punishment. At Swanson, isclaticn continues to be used for
relatively minor offenses and as punishment for a large
percentage of the rssident youth. At Jetson, many offenders
continue to be confined arbitrarily to 24-hour disciplinary
isclation while awaiting their hearing. These practices deviate
from accepted standards of cars and ars in direct viclation of
the Secretary's newly-promulgated policy. In addition, at
Tallulah, youth with suicidal tendenciss and youth engaging in
self-mutilation are disciplined with segregated isoclation for
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their mental health problems. This rssponse to such dangerous
behaviors is contrary to accepted medical standard

3. Juvenile-on-Juvenile Violence

In addition to the continuing excessive use of force by
guards, Lcuisiana continues to fail to protsct juveniles
adequately from harm in several other critical respects.
Infirmary logs at all four facilities still document daily fights
among juveniles, scme of which result in severe injuries.
Furthermors, because these altsrcations are often halted with use
of force by the officers, juveniles continue to get hurt in
situations where less restrictive interventions than physical
force would have besn aprrcopriat=. At Swanson, in addition to
frequent juvenile-cn-juvenile fights, there was also a marksd
increase in gang fights invelving as many as 15-20 juveniles. At
Tallulah, during a recsnt two month pericd, 40 youth wers
transported to the local hospital for incidents involving acutea
trauma, primarily due to fighring.

D

4. Inadequate Apuse Investigations

In order to facilitate the rsporting of akuse by staff and
other juveniles at the facilities, the Secrestary instituted a
toll free hotline to the Project Zero Tolerance Task Force
Special Investigator in Baton Rouge. During cur investigation,
hcwever, we found that juveniles did not have reasonable access
to the hotline. At Tallulah, access to the hotline was
inadequate because youth could nct use the phcne ancnymously.
Youth requesting to use ths hotline were cuffed and shackled and
esccrted to the phene locatzad in the infirmaxy by security. A
log was kspt cof the ycuth who used the phcens. Given the
pervasive fear cof rataliation exprassed by all but a few
interviewed youth, this sysctem discourages use of the hectline at
Tallulah. 1In addition, Tallulah failesd adegquatsly to educats
juveniles rsgarding opcortunities for hotline access. For the
other thrse facilities, yocuth did nct have diract access to the
hotline, although the Sacretary racently anncunced that all
juveniles would have access to the hotline on dermitory phones.
Nonetheless, the Project Zero Tolerancs Task Force concluded in
its Decemker 1996 Report that the hotline is "not working for the
majority of incarceratz=d youth who do not have advocative
parsntal rzlationships, who ars weak, develormentally disabled or
fearful of retaliation.”

With the exception of Jetson, where rscent internal
investigations now meet acceptad professional standards for child
abuse investigations, facility akuse investigations continue to

depart substantially from accepted professional standards. At
Bridge City, Swanson, and Tallulah, abuse allegations are rarsly
sustained, even where the victim's allegations are very specific,
document injuries that ars consistent with the allegaticns, and
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several other juveniles witness the akbuse. Until very recently,
phoctographs were not usually taksn of injuries. Physical
evidence alleged to have been used as weapons (for instance,
chairs, kays, handcuffs, etc.) ars almest never safeguarded after
violent incidents. Victim's stataments are often not taken in
private. Initial statements of cfficars, victims, and witnesses
ars not taken by the special investigator, but by supervisory
corracticnal staff, thersby def=ating the inderendence and
cbjectivity of the investigaticn. Investigators rsgularly
discount the testimeny of a juvenile without any rezasoned raview
of its credibility, even when thers ars similar, cradible, and
specific accounts from multiple youtih. Thers is some evidencs,
hcwever, in rescent investigations conducted at Swanscn that
investigators are beginning to factor the testimeny of juveniles
into their findings.

Many very serious injuries to juveniles ars not investicatad
at all. Injuries that youthl attributa te accidents or assaults
by cther ycuth usually are nct investigatsd. This is
particularly troubling in light cf the numcer of juveniles who
allege that guards avoid the ccnsesquencss c¢f staZ? akuse by
negotiating contracts with juveniles to act as “hit men” for the
guards and assault their peers for payments such as extra snacks
or cigarettes. The practice of disciplining juveniles for filing
abuse allegations that are nct sustained further contributes to
the juveniles' wariness to come forward with allegations.

In stark contrast to intsrnal investigations that continue
uniformly to evidencs serious problems, the quality of the
investigations ccnductcad by sucerviscry investigator Major
McDonald were completse and thorouch and rz=flectsd a thoughtful
and critical resview of the evidence. Major McDcrald recently
resigned to accept employment in the grivats sactor. Majer
McDonald's successors, Major Ted Price and other members of the
Project Zero Tolerance special investigations t=zam, should
continue to develop and implemsnt the special investigatory
process, which will assist in rsducing the violsnce at the
juvenile facilities in Louisiana.

roject Zerc

Alchough the Secrstary has ensursd, through P
i cigator, these

!
Tolerance, that each facili:ty has a scecial inves
designatad individuals had rsceived very little training as cf
our January 1987 tours. Major McDonald's supervisicn of

individual facility investigators has resulted, except at
Tallulah, in investigations that ars slowly beccocming mors
thoroucgh, and instances whers cificers maks false or misleading
statements ars beginning to ke addressed. In additicn to
insufficient training, facility investigators continue to be
supervised by facility acdministrators rather than by the
Secrstary cor his designee. This arrangement dces not adegquatsaly
ensura that facility investigators can perform their duties
independently and be assursd full cocceration by facility staff.
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In addition, thers are not encugh investigatcrs in light of
the large number of abuse allagaticns made. Most cf the facility
investigators are expected to perform cother duties. These
additional assignments not conly rch investigators of time need
to deveote to investigations, but alsc, in scme cases, may pras
dirsct conflicts of intersst with their roles as srecial
investigators. Moreover, the Stats has not established a policy
setting forth reasonable time frames to conduct investigations in
a timely fashion. For example, the investigators are made to
work under unreasonably truncated time frames at Bridge City,
Jetson and Swanson, forcing investigators fraguently to fcrago a
thorough investigation for the saks of a timely one. v
contrast, at Tallulah, whers thers ars no time frames for
conducting an investigation, the investigator has an
extraordinarily large copen casaload, manvy of which have kesn oren
for lconger than 60 days. Guidslines setting rsascnable time
frames would help ensure that investigations are completad in an
exgeditious and thecrough mannexr.

d

e
ant

5. 1Inadequate Classification

Another contributing factor to the unsafs environment in
Lecuisiana's juvenile facilities is that all four facilities fa:il
to meet current accepted standards relating to classificaticn to
protact juveniles from harm. For instance, at Bridge City, which
is supposed to provide protective custody for the system's mest
vulnerable childrsn, older, strongsr juveniles ars ofzsn hcused
with younger, smaller boys. This practice has led to unsafa
conditions for the system's mcst vulneraple children. Almest all
of the yocunger children at Bridce City veoiced fears akcut their
safsty not only to us but to ccunsslors and medical stalfi. We
heard respeated accounts cof phyvsical and sexual assault by cther
childr=sn. At Swanson, scme juvenilss, through no faul:s of their
own, aras forced to live in restrictive conditions with aggrassive
peers in order that the facilitcy £i11 all of its beds. Finally,
youth with mental health problems that result in disruptive
and/or self-destructive kehaviors arza transfsrred routinsly to
Swanson's and Tallulah's restrictiwve units wherza they experiencs
prolonged periods of isclaticn and deprivaticn of a numker of
services withcocut needed trsatmsnt f£or their underlving mental
healch problems. For many of thess youth, such a transifsr is
countarpreductive to treatment nesds. Many cf these ycuth
incrsased their self-mutilaticn and disruptive behavicrs as a
result of incrsased isclation.

6. Inappropriate Ccmmitments to the Facilitis

Leuisiana is failing to protsc:t a substantial numker of the
children confined in its secure facilities from harm by placing
them in these facilities in the first place. The Stata's own
post-adjudication screenings identified a number of juveniles,
many of whcm have special needs, including mental or physical

- - -






- 11 -

disabilities, who wers appropriate for nonsescurs placements upon
commitment to the Department. Hcowever, these recommendatiocons
wers cverridden, resulting in thess youth being placed in securs
facilicies. Stats officials have advised us that these
recommendations wers not implemented because thers ars an
insufficient numter of appropriats alternative placements for
these juveniles. Indeed, the Project Zero Tolerance Task Force
concluded in its Decemker 1556 Repcrt that “[t]he [securs
juvenile] institutions are filled with discarded children and
youth from the mental health, developmental disabilities,
educational, puklic health and child welfare systems of cars.”

In addition, the Task Fcrce also concluded that small and
young childrsn, who ars especially vulnerakle and at risk, have
been inaprropriately placed in Louisiana's securs facilities and
ars being harmed during their confinement. For instance, the
Task Force cited the case of a small, hyperactive ycuth at Bridge
City who was seversly beaten by an officsxr at Bridge City in
Decemper 15%¢, concluding that the ycuth is “completely
inappropriate for commitment to the Department.” Our consultants
agresed that many juveniles confined in Louisiana's securs
juvenile facilities have been placsd inaprropriately in the
facilicies and ares at risk when thev arz co-mingled with mors
dangerous ycuth.

B. Inadequate Medical and Mental Eealth Care
Louisiana fails to provide acdecuate medical and mental
health cars to a substantial number of juveniles confined in its

securs corracticnal svstem. Ncne c¢cf the four facilities have
adeqguate physician and psychiatrist coverage to ensurs adequatsa
medical and mental health servicss. The Statz2 is violating these
juveniles' constituticnal rights tc adecguate medical and mental
health cars whils confined by failing to provide adequate
scrsening and assessment at intaks; failing to provide mental
health carz for a numker of seriously mentally ill children at
Tallulah; permitting guards to deny access to medical care at
thrae cf the four facilities; and failing to provide adequats
treatment programs and & numbex of routine medical practices.

- e

i
3
1

1. Inacdeguate Medical Czars

The lszvel cf viclence at all four facilities forces
understaffsd infirmaries at each facility to focus primarily on
emergency medicine. In spite cf the efforts of Project Zero
Tolerance, medical staff at each facility continue to treat youth
for a high numcer cof injuries everv day. For instance, ycuth at
Tallulah suffersd 126 dccumented orthopedic injuries for ‘the twe-
month periocd from 11/23/96 through 1/23/97. In the same two-
month pericd, at least four juveniles at Tallulah suffered
perforated eardrums due to blows tc the hezd. 1In each of these
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four cases, the juveniles alleged that the blows wers caused by
officers. At Swanson, the infirmary log indicated that during
the brief 20-day pericd betwesn 12/10/96 and 12/30/96, at least
16 diffsrent children suffered injuries due to trauma, including
at least three children who suffered two traumatic injuries
during this periecd. At least seven of these childrsn suffered
such serious injuries that they requirsd hospitalization for
treatment. Thus, infirmary beds thraughcut the system, but
particularly at Swanson and Tallulah, arz filled with children
with serious injuries, such as brcken jaws and noses. 1In
addition, with the exception of the rzcently-cpened infirmary at
Tallulah, the infirmaries at all of the facilities are locatsd in
substandard buildings that have lnqde guate sgpace and facilities
to mest basic sanitation and rescurcs rsguirements of a health
cars facilicy. The infirmary at Swanson is particularly
deficient.

Routine medical care provided at- the faciliciss is
deficient. Intaks scresenings and asssssments are inadequate.
Screening and asssssment information c~ncer1-nc medical and
mental health conditicns is often incomplets and ccentains
conflicting information; quality ass¢r:-c* precedures do nct
adeguately identify these errors. ilure to identify health
prcblems at intaks rssults in 1naaeﬁua e medical ard mental
health care for a number of juven*Tns and inapprepriate placement
within the facilitcies. For example, some juveniles with mental
and physical disabilities have detericratad significantly after
being placed inapoprcpriately in Tallulah's boct camp.

At each facility, discxrete deficisncies in the delivery of
medical cars wers notad. At Jetson, the deficiencies
include: 1) failurse to provide adegquats medical care to

juvaniles with disabilities; and 2) fzailur=s to track laboratory
results adequately, such as the case cI cne juvenile who had not
racsived treatment for gonorrhea because the facility misfiled
the lab results. Stafi at Jetson alsc rspcortsd a need for

training regarding HIV.

At Tallulah, the deficisncies include: 1) denial of access
to medical cars by corrsctional staff whe rafuss to escort
injursd youth to the infirmary; 2) failurs to provide adequate
nursing services; 3) failure to follow medical orders resgarding
health conditions, such as the case of a juvenile with glaucoma
who was sprayed in the eyes with macs in spics of explicit
medical orders nct to do so; 4) failurs to rzview adequately
lakoratory rssults; 5) failure to provide HIV tests to juveniles
who rsguest them, such as the case of cne ju"‘nile who has
rapeatedly asked for but has not been testzad for HIV and whose
medical chart reveals at least ten sexual contacts while confine
at Tallulah, including two with a guaxd; 6) failurs to practice
universal prescautions; and 7) failurs to provide adegquate
nutriticnal planning, such as for the thirty youth in a
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segrsgated isolaticmn unit, each of whom had lost five or more
pounds since admission to the unit.

At Bridge City, the deficiencies include: 1) denial of
access to medical care by correctional staff who refuse tc escort
injured youth to the infirmary; and 2) failure to have a policy
regarding follow-up of laboratory results.

At Swanscon, the deficiencies include: 1) denial of access
to medical care by correctional staff, where children are
scmetimes denied permission to go to sick call with injury
complaints when they are misbehaving; and 2) failurs to follow
the facility's HIV testing pclicy, which requirss that a tast be
provided if requested, including arbitrary denial to provide the
test, such as the juvenile who reported that his resquest for an
HIV test was refused kecause he had not “lost encugh weight.”

All four facilities provide inadequate dental services,
which are generally limited to extractions.

2. Inadeguate Mental Hezalth Care

The mecst egrasgious deficisncies in mental health cars wers
noted at Tallulah, where juveniles with extensive psychiatric
histories who self-mutilate and/or threaten suicide have never
been referred to a psychiatrist. Tallulah employs no
psychiatrist and provides no mental health care to its many youth
with sericus mental illness. At most, counselors who are not
trained in mental health cars and not supervised by mental health
professionals speak to juveniles. This complecs denial of
necessary cars is causing great harm at Tallulah.

We found numercus suicide hazards throuchcut the securs
juvenile facilities in Louisiana. For example, at Tallulah,
“rails” - horizontal bars on the sacond tier of scme housing
units - represent a serious suicide hazard. Ycuth at Tallulah
have a practice of climbing the rails and thrzatening or
attempting suicide. In fact, on cne of our tours of the
facility, our expert psychiatrist obsexrvad blccd on the rails
from an attemptsd suicide the previous day. On ancther expert
tour of Tallulah, we witnessed two youths climb the rails, tie
nocses around their necks, and threatan suicide. Although
Tallulah has recently taksn steps to mcdify the rails in respcnse
to our alerting the facility tc the danger, it aprears that the
mcdifications ars inadequate. We have received several recent
reports indicating that youth at Tallulah continue to climp the
rails and threatsan to hurt themselves. The Mentana unist at
Tallulah has blind spots and numercus fixturss that could serve
as anchors for hanging attempts. The infirmary at Jetson has
many blind spots, and some patient care areas have expcsed wires,
cutlets and kncbs that provide potential for self harm. There
wera numercus unenclosed overhead pipes throughcut Bridge City,
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despite the fact that depressed and suicidal youth ars
specifically assigned to this facility due to their
vulnerakilities.

At Tallulah and Jetscn, psychotropic medications arz managed
inadequately. Beth facilities fail to mcnitor for medicaticn
efficacy or side effacts adeguately. Tallulah has no
psychiatrist toc monitor the medications. In addition, both
facilicies fail to dccument consent for treatment with these
medications in the medical record. Mcrzover, at Jetson,
juveniles reported being put in isolation or being beaten for
refusing to take psychotropic medicaticns. Bridge City nursin
staff abruptly stop all psychotropic medications at intake until
a juvenile sees a psychiatrist. For some psychotropic
medicaticns, this is a dancercus practice that does not ccmpor:s
with accepted professicnal standaxds.

Mental health assessments and counseling ars seversly
deficisnt at all four facilitiss. The mental health assassments
performed at intaks into the systam ares particularly inadequate.
Because juveniles with mental hezlth problems are 1nadecuat=7v
assessad, they receives inaprropriats tresatment. At all four
facilities, access to group therapv is severaly limited.
Individual mental health trsatment plans, whers they exist, fail
to mest professional standarxds. A review of treatment plans at
all four facilities reswvealed inadequate documentation of goals
and youths' prograss toward the gecals. Many treatment plans were
incomplete. Moracover, because an estimated 80-90 percent of the
youth in these four facilities have behavior problems,
facility-wide bkehavior management programs ars necsessary. The
lack ¢f adecuate behavricral management programs contributes to
the pervasive vioclencs within tha facilities.

= that the numercus ycuth with

S securs ccrrectional

atment and training while

c re upon dﬂscharae Special
nile with mental retardation

1 Aucus 1896, 56 juveniles at

ity as being mentally

vide mecst of these juveniles

Louisiana is failing to ens:
mental disabilities confined in
facil*tles receive accrccrla:e

t*aln-ng and s&_lls e
are ncn-existent. FcC st
Tallulah wers identified by
retarded, yet, Tallulah £fail
with any soeCLa’ procrams t

Staff at all four fa s ar=s not adegquately trained to
reccgnize and meet tihe ns cuths with mental retardation
and/or mental illness cor juveniles with a history of substance
abuse. Staff at all four facilities lack adeguate training in
behavioral management techniques. Staff at Tallulah acknowledged
the need for training in suicide assessment, crisis management,
psvchiatric medicaticns, seizure management, therapeutic
techniques, and working with viclent juveniles. At Jetson, the
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nursing dirsctor recognized the nesd for expanded mental health
training for nurses. Jetson nursing and counseling scaff
exprassed the need for mers information rsgarding psychetrepic
medications. At Bridge City, both the psychiatrist an
psychologist identified a need for further staff training in
working with youth with mental disabilities.

C. Inadequate Education and Rehabilitative Services

Lecuisiana law rasguires that all children under the age of 17
attsend scheool. Any failure by the State to enforce its
compulsory education laws in the four secure juvenils facilities
must be raticnally rslated tc a lagitimate penological interest.

See Ggss v. Leogpez, 419 U.S. 585, 573-76 (1974); Depnell C. v.

Illinois State Boaxrd of Education, 82% F. Supp. 1015, 1018 (N.D.
I11l. 153%3). In addition, federal law raguires that juveniles

with learning disabilities in these facilities receive special
education and relatsd servicss. I¢&. Realated servicss means
“such developmental, corractive, and other sugpeortive services as

are raguired to assist a child with a disabilicy to benefit from

<

special education.” 34 C.F.R. § 300.15 (1994).

Education services in the facilicies do nct comply with
applicable State regulations, faderal statutas, or profsssional
standards. Our consultants ccncludsd that the education programs
in the facilities “cperate completaly cutside the bounds of
acceptable educaticnal practice.” The Louisiana Department of
Education dces not monitor adegquatsly the education program at
the facilities, ncr dces it ensurs thas sarvices to children wich
disabilities comply with Stats policies regarding special
education. As a result of current practices, our consultants
ceoncluded that “students are unabla tc maintain thelr academic
pregress, fail to develcp new skills, and ars no mors prspared to
re-entar theilr home communities cr cother instcitutions than when
they were initially confined.” 1In sum, Leuisiana fails to
provide an adequate educaticn to ycuth confined in its
corrsctional facilities.

Our consultants identified syscem-wide disrsgard of State or
partment of Public Safety and Corractiens ("DPSC") policies in
2 arsas of schocl budgeting and finance; minimal length of
hecel day; discipline of handicarcs cudents; instructional

i and equipment; schecl librariss; hich school graduaticn
rements; program of study; and vccaticnal programs. Most
ycuth, if they attend schocl at all, éc not racsive a Stats
mandated minimum 5% hours per day c¢f instructional time. With
the excesption of the juveniles undsr ace 17 con the cpen campus of
Swanson who receive 5% hours per day of instruction, mest
juveniles receive no mcre than four hcurs a day of school.

~
—
by

my3soanmn
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At Tallulah, wheres the schcocl is extremely overcrowded,
youth attend schecl only thrse hcours a day as a spacs saving
measurzas. Children confined to the Phase II section of Tallulah
attend a thrze hour daily class in the small day rooms of their
living unitcs. Little or no instructicn occurs in this chactic
environment and instructional matarials are not available much of
the time. Moreover, throughout the system, there are some
students not enroclled in schocl at all. For exampls, at Bridge
City, we met one ll-year-o0ld who had not been in school for a
number of months. Instead, he spent his days cleaning the
facility.

When teachers are absent, students either raceive no
instruction or students ares distributed randemly among ctiher
classrocms, in viclaticon of State pclicy mandating substitute
teachers. At Bridge City, sericus problems with ragard to
teacher absences and lack of substitute teachers are resulting in
classrocms supervised by corracticnal cfficers, rafarrsd tc by

the children as “CSC classes.” One Bridge City tsacher had been
out for five mcnths earlier in 19%5 while corracticnzal cfficers
“taucht” her class. Our consultants foundéd that no meaningful

instruccion takss place in CSCO classes. On the ccntrary, the
cfficers either meoniter the children minimally or sleep. This
situaticn is not cnly resulting in a failure to educate, but can
result in sericus harm. Several children at Bridge City reported
that while an officer slept in one CSO class, a juvenile was
forcsd to perform cral sex on ancther juvenile.

Our consultants concluded that education decisions aprear to
ke driven sclely by security and fiscal conceras. Throughcut the
system, hcmework is prohvolceﬁ by security staii, who fear that
writing utensils may beccome used as weapons in the derms. In all
living units exceczt for the Phase II units at Tallulah, security
stafZ do nct even permit bocks, explaining that contraband can ke
hidcen in bocks. Security and educational staff shculd work
togethar to devise a methed to allcw homework and rsading
matsrial on the living units that wculd also addérsss security's
legitimate concerns. Students alsc have inadeguats access to
library services. Fiscal limitations ressult in datad and limitad
llb*“’? materials, andé pay differentials between teachers in the
cemmunity and tezchers in the facilities result in stafl turnover
that adversely imgpacts educaticnal services in the facilities.

ial educaticn prcgrams at all four facilities fail
to meet IDEA legzl mandatses and fall far belcew minimum
profisssional standards Screening and identificaticn of eligible
ycouth ars inadeguate. For instance, threse mcnths after his
confinement to State custo dy, a l2-y=ar-old at Tallulah with an
IQ of 68 was not yet raceiving special education services. Even
if a child has been identified as eligible for special education
beZors being confined, the facilities fail to provide services

The sgeac!
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within the legally prescribed time limit. Although State and
federal regulations resquire that students enrolled in special
education transferring from cne schocl district to ancther
receive appropriate services within five days, students dc not
receive any special education services during intake and
orientation - which in scme cases can taks months. One child at
Jetson who was eligible for special education services rasportad
that she had spent about twc menths in the intake dormitory
without being enrolled in schocl. Girls in the intake dorm, she
reported, “slept all day because thers were no programs.” Many
teachers at Tallulah repcrted that students may be rsady to lesave
the facility by the time the tsachers can schedule special
education.

At all four facilities, students dc not raceive adegquate
instructional time nor adeguats rslated services rsguired by IDEA
to ensure that children eligible for special education benefit
from the services provided. At Bridge Citv, faderally mandated
planning mestings are inadecuataly staffed. At Tallulah, none of
the teachers is certified in special educaticn and the four
teachers providing special educaticn services do not attend
in-service training with the other special educators employed in
the public schools.

Vccational education is inadequats at Jetson and Swanson and
non-existent at Bridge City and Tallulah. At best, Jetson and
Swanson expcse the students to vocational skill aresas but fail to
teach rudimentary skills adecuately; at worst, the vocaticnal
programs of these twe facilities seriously ccmpromise the
children's' health and safety. In cne case, a l4-year-old taking
his first shop class lost parts of fcur fingers in an extremely
dangerous pcwer tcol that is not appropriate for entry level
shop experience. At Swanscon, well qualified instructors ars
unakle to provide instructicn due to insufficient instructional
materials, excessively large classes, and a curriculum driven by
the maintesnance needs of the institutiocon.

The bcys placad in isolation at Swanson and Tallulah rsceive
no educational services, including special education services.
Although the boys placed in isclation at Jetson receive some
educaticnal services, the girls placed in isclation at Jetscn
raceive no such services. Svstam-wide, the facilities fail to
provide special education servicss to children who are
administratively isclated for their own protsction. Because
students with emotional or behavicral discrders, including ycuth
with serious mental health nesds, ars vulnerabls to behavioral
sancticns such as isolation, this is a sericus proclem.

Although one purpose of Leuisiana's securs correctional
facilities is to rshabilitate youth, all four facilities lack
adequate youth development programs, including adequate behavior
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management pregrams, life skills training, and adecuats
structured daily activities, including rescresational
opportunities. During nen-school hours, officers force the
majority of juveniles at all four facilities to spend several
hours every day sitting in mandatsd silence in their units with
nothing to read or do. We found instances where juveniles were
punished or hit by officers if they spoke or shifted in their
seats during these periods.

D. Other Juvenile Justice Deficiencies

1. As noted thrcocughout this lettsr, inadegquats staffing and
pecorly trained staff contribute to the unconstitutional
conditions at the facilities. Officer-to-juvenile ratics are
inadequats to properly supervise and cars fcr the juveniles
ccnfined in the State's facilities.

2. Overly-rastrictive practices with rasgect to mail,
telepheone, and visitation work tcgether to deny juveniles in all
four facilities the ability to communicats and asscciats with
their families and communities. For instance, many ycuth allsged
that a limitc exists on the number cf letters that can be mailed,
even for those ycuth who pay for all associated ccsts. At Bridge
City, juveniles stated they could only writs letters on Sunday.
No facility allows childrsn mcre than two outgecing calls weskly,
except for emergencies. Children at all four facilities ars
prohibited from taking incoming calls. We observed brokan
telephones at Tallulah wheres juveniles raportad that the
telerhones had been brcken for several weeks befors cur touxr.
All four facilities fail to provids adeguats visitaticn
opvortunities. Visitation is permittad cnly one Sunday each
month. Many juveniles statad that their placsment in facilities
far from hcme, combined with such limited visitaticn righcs,
causad families tc be unable to visit. The Stata cfferad nc
justificaticn for its rsstrictions on family contact. In sum,
the facilities' limitacions on mail, talephone access, and
visitation estrange juveniles from their familiss instead cf
strengthening family ties that incrsase the likeslihocd that the
juvanile will succeed after relezase.

3. All four facilities fail to procvide adesquats access to
juveniles with physical disabilities who ars ccnfined to

wheelchairs. For instance, a disabled juvenile coniined to a
wheslchair at Jetscn must go to the infirmary in order to bathe

Or to use the bathrocm. One of cur inwvestigators was also
confined to a wheelchair and could not gain access to a numeer of
buildings at Bridge City and Jetson.

4. Louilsiana fails to provide adequats and meaningful
access to courts and counsel to juveniles confined in its
correctional facilities. The State fails to provide appropriate
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assistance to juveniles to pursue direct apreals of their
adjudication, collateral attacks on their confinement, and claims
regarding unconstituticnal conditions of confinement and other
civil rights claims relating tc confinement. In 1396, the Stats
admitted 1900 youth for incarceration in the four facilities.
Althcugh the vast majority of these youth were rapresentad by
public defenders, there ars only 10 reported cases of diract
appeals by juveniles represented by public defenders. Although
the State has an administrative grievance procsdure that
juveniles must exhaust before filing complaints in court, the
procedure is overly complex and no meaningful assistance is
provided. Most juveniles we interviewed regarding their options
for complaining about conditions of confinement were unawars of
the administrative prccedure.

ITI. MINIMUM REMEDIAL MEASURES

To rectify these deficienciss and toc ensursa that Louisiana's
secure corrsctional facilities for juveniles ccmply with fsderal
constitutional and statutory reguirsments, the following minimum
remedial measurss must be implemenced in addition to these set
forth in ocur July and Octcber 1996 letters to ycu:

1. Adeguately protect juveniles in the facilities from
staff abuse and juvenile-on-juvenile vioclence. Employ sufficient
trained, independent investigators, to ensurs that all incidents
of violence, use of force, or sericus injury are adequately
investigatad. Ensurs adequate investigatory procedures. Ensurs
that all juveniles have direct, reascnabls access to the Project
Zero Tolerance hetline.

2. Ensure that juveniles are classifisd and housed
adequatzaly to protact them from harm. Dewvelcp and utilize
appropriats placsmencs for juveniles with mental disabilities and
other special needs.

3. Ensurs that rsstraints and isclaticn ars used only when
a youth presents a clear and prasent danger. Provide adeguate
positive behavicr management programs.

4. Employ sufficient trained stafi to ensurs the safesty and
to satisfy the individual trsatment, training, and rehabilitative
needs cf juveniles confined in these facilities.

5. Train existing stafi to allow them to perform their
positicns adequately and ensure that all stcaff demonstratz an
understanding of and/or demcnstrate the appvlication of these
skills. For all staff working with juveniles, the areas of
training and demonstratad competence should include: passive
rastraint; stages cf adolescent development; ccmmunication
skills; therapeutic intervention skills; basic rights of
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residents and staff; report writing; basic medical terminclegy;
recognizing and responding to seizure disorders; commen side
effects of prescripticn and non-prescription medication; the
physical and emctional needs of prsgnant residents (for staff
working with female juveniles); universal precauticns to pravent
infection of TB and AIDS; the prevention and management of
suicidal behavior; confidentiality of medical information; the
provision of health education for residents; basic information
concerning learning disabilities; certification in first aid and
cardicpulmonary resuscitation; and adaptive activities for
physically and develormentally challenged juveniles.

6. Provide adequates mental health cares, medical cars, and
dental services tco juveniles confined to the four secure care
facilities and a sufficient number of qualifisd staff to provide
the services.

7. Take adeguate suicide prevention measurss, including
- removal of suicide hazards, and acdeguately supervise suicidal
juveniles.

8. Provide adequats and apprcrriats general education and
special educaticn services to juveniles cenfined to the four
secure care facilities. Provide adequats and appropriate
vocaticnal programs with work that is related to the purpose of
treatment and rehabilitation. Ensure that female juveniles
receive the same level of educational services as male juveniles.

9. Provide aprrcpriate activities during non-schcocol hours
anéd days. Provide juveniles with adeguats and appropriate
opportunitises for exercise, racreation, and rsading materials.

10. Provide juveniles with adeguate access to tslephone,
mail, and visitation.

11. Makes the facilities accessikle for juveniles with
physical disakilities.

12. Ensurs juveniles' meaningful access to courts during
confinement for dirsct apreals, collateral attacks on their
confinement, and cases r=lated to unconstitutional conditions of
confinement and other civil rights claims relating to
cenfinement.

-

13. Provide juveniles with adegquate transition and
aftercars services.

14. Develop and imgplement adeguate quality assurance
mechanisms and reviews to ensures the efficacy of corrective
measurss.
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Finally, because conditions at the four facilities are
before the court in Williams v. McKeithen, CA 71-98-B (M.D. La.),
we ars providing a ccpy of this letter to the ccurt and counsel
of record in that case.

Pursuant to CRIPA, the Attorney General may initiate a
- lawsuit to correct deficiencies at an institution 49 days after
appropriate local officials ars notified of them. 42 U.S.C.
§ 1997b(a) (1) . Under the pattern or practice provision of the
Violent Crime Control and Law Enforcement Act of 1994, the
Attorney General may initiate a lawsuit to correct the
deficiencies. 42 U.S.C. § 14141. We thersfore look forward to
conducting negotiations with the State of Louisiana to resolve
the existing systemic deficiencies. We look forward to working
with you and other State officials to resclve this matter in a
reasonable and expeditious manner.

Sincerely,
<M‘7@‘6%Z@

Isabelle Katz Pinzler
Acting Assistant Attorney General
Civil Rights Division

cc: The Honorable Cheney C. Josepn, Jr.
Executive Counsel to the Governor

The Hcnorable Richard Isvoub
Attorney General of Louisiana

Mr. Richard Stalder
Secretary for the Department of
Public Safety and Corrscticns

Mr. Richard Curry
Special Assistant Attorney General for the
Department of Public Safety and Corrections

Judge William Roberts
cterney for the Trans-America Corporation, owners of the
Tallulah Correctional Center for Youth

Ms. Susan Wible
Superintendent
Tallulah Correctional Center for Youth

Mr. Robert C. Dunavent

Superintendent
Louisiana Training Institute at Monroe
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L. J. Hymel, Jr., Esqg.
United States Attorney

Middle District of Louisiana

Michael D. Skinner, Esq.
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