
 
 

 Monitoring Visit to Dixon Correctional Center 2013 
 

Dixon Correctional Center (Dixon) is a medium-security facility that operates: the maximum-
security Dixon Psychiatric Unit (DPU), which serves as the primary psychiatric correctional 
facility for the Illinois Department of Corrections (IDOC); a Special Treatment Center (STC) for 
inmates with mental illness or developmental disabilities; and a substantial healthcare unit.  
 
                         Vital Statistics: 

 
 
                                 

       

  

Population: 2,415 
Rated Capacity: 1,430 
Operational Capacity: 2,528 
Average Age: 42 
Percentage of Population aged 50+: 29% 
Average Annual Cost per Inmate (FY 2011): 
$24,714 
Convicted in Cook County: 57% 
Convicting Offense: 17% Murder, 33% Class X, 
15% Class 1, 19% Class 2, 8% Class 3, and 8% 
Class 4 felonies. 
Population by Race: 54% Black, 30% White, 
15% Hispanic/Latino, 1% Other 
Source: IDOC, March 2013 

Key Observations 

 

• As Dixon houses a large percentage of elderly inmates, as well as providing mental  
      health housing, it presents a preview of the increasing needs of Illinois’ growing prison         
      special populations and related healthcare issues.  

 

• However, without examination and agency or public data on such issues, IDOC and 
Illinois remain limited in their planning capacity.  
 

• Dixon would benefit from offering some substance abuse programming; however, current 
demands on counselors make offering even voluntary substance abuse educational 
programs difficult.  
 

• The facility had critical vacancies at the time of the visit including healthcare 
administrators and the chaplain.  
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Monitoring Visit to Dixon Correctional Center 2013 

 

Executive Summary 
 
As set out in JHA’s 2012 healthcare report, IDOC struggles to treat the growing number of 
inmates with special needs, including the elderly and individuals with mental illness.1 Since 
JHA’s 2010 visit, Dixon houses almost 200 more inmates,2 while its general population houses 
more than twice its rated or design capacity.3 As reflected in the crowding and demand for beds 
at Dixon, “[t]oday’s inmates are older, sicker, and staying in prison longer than ever before.”4  
 
The increased population and need at Dixon foreshadows a mounting crisis in correctional 
healthcare. In Illinois and across the country, inmates over 50 represent the fastest growing 
segment of prisoners.5 The average age of inmates at Dixon is on the rise; currently it is 42, 
roughly six years older than the average age of IDOC inmates.6 Age 50 and above is considered 
“elderly” for inmates, who are physiologically about 11 years older than their non-incarcerated 
peers.7 About 30 percent of the Dixon population are age 50 or older.8  

                                                 
1 See, JHA’s 2012 healthcare report, Unasked Questions, Unintended Consequences: Fifteen Findings and 

Recommendations on Illinois’ Prison Healthcare System, p. 1, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf; Minutes of the Illinois 
Department of Corrections Adult Advisory Board Meeting, (July 26, 2010), p. 2, noting a quadrupling of the elderly 
prison population, available at 
http://www2.illinois.gov/idoc/aboutus/advisoryboard/Documents/20100726_Advisory_Board_Minutes.pdf; and, 
Human Rights Watch, U.S.: Number of mentally ill in prisons quadrupled, (2006), available at  
http://www.hrw.org/legacy/english/docs/2006/09/06/usdom14137_txt.htm.  
2 This report is based on September 6, 2011 and March 21, 2013 monitoring visits, and ongoing communications 
with staff and inmates. Dixon and IDOC administrators reviewed and fact-checked a draft of this report and it was 
last discussed with JHA on August 26, 2013. No factual substantive changes have been made since this time prior to 
publication. All statements of opinions and policy recommendations herein are JHA’s unless otherwise stated. This 
report supplements JHA’s previous monitoring reports, available at http://thejha.org/publications. 
3 Excluding the mental health housing, DPU and STC, during the 2013 visit, Dixon’s population was 1,824, while 
rated capacity is 891. Rated capacity does not account for the fact that now most Illinois inmates are double-celled 
in areas designed to be single-celled. Practically this means that many parts of the facility get twice the use they 
were designed for. Operational capacity reflects bedspace; in total Dixon housed 113 inmates fewer inmates than 
operational capacity at the time of the visit.  
4 U.S. Department of Justice, National Institute of Corrections, Correctional Health Care: Addressing the Needs of 

Elderly, Chronically Ill, and Terminally Ill Inmates, 1-58, p.58 (February 2004), available at 
http://static.nicic.gov/Library/018735.pdf.  
5 See Carrie Abner, Graying Prisons: States Face Challenges of an Aging Inmate Population, The Council of State 
Governments, available at http://www.csg.org/knowledgecenter/docs/sn0611GrayingPrisons.pdf; Human Rights 
Watch, US Number of Aging Prisoners Soaring: Corrections Officials Ill-Prepared to Run Geriatric Facilities 

(January 27, 2012), available at http://www.hrw.org/news/2012/01/26/us-number-aging-prisoners-soaring; Human 
Rights Watch, Old Behind Bars: The Aging Prison Population in the United States, 1-83, p.10 (January 2012), 
available at http://www.hrw.org/sites/default/files/reports/usprisons0112webwcover_0.pdf. 
6 See IDOC FY2011 Annual Report, p. 20, available at 
http://www2.illinois.gov/idoc/reportsandstatistics/Documents/FY2011%20Annual%20Report.pdf.  
7 See R.V. Rikard; Ed Rosenberg, Aging Inmates: A Convergence of Trends in the American Criminal Justice 

System, Journal of Correctional Health Care, Vol. 13, No. 3, 150-62, p. 151 (July 2007), available at 
http://jcx.sagepub.com/content/13/3/150.full.pdf+html. 
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Dixon offers an “Over 55” housing unit and a special gym time for those over 50. The facility 
must increasingly accommodate issues common to elderly individuals including loss of mobility 
and dementia, both of which can be particularly challenging in a correctional environment. 
Dixon administrators stated they are already witnessing the expected actuarial wave of elderly 
inmates with significant medical issues, noting 11 of 12 inmates transferred to the facility the 
week of the visit were over 60.  
 
Yet, it is unclear how Illinois will pay for the housing, treatment, and medical care of the 
growing elderly inmate population.9 While Dixon serves as a repository for elderly inmates in 
IDOC, it is not alone in this responsibility. JHA has observed older inmates throughout the 
system in facilities ill-equipped for their care. Absent a substantial reduction in the prison 
population and restructuring of Illinois’ sentencing and parole practices, Illinois’ elderly prison 
population and the cost and complexity of correctional healthcare will continue to increase 
exponentially at Dixon and throughout IDOC.10 As it stands, Illinois is ill-prepared to meet this 
challenge.  
 
Illinois will have to make difficult decisions and be open to a wide range of policy and program 
options that may include expanding geriatric and medical release; creating secure nursing and 
community treatment facilities; training and preparing staff to deal with the medical, behavioral, 
and psycho-social difficulties of managing this population; partnering with volunteers, private 
contractors, universities or community healthcare providers to deliver the best quality cost-
effective services; and modifying existing facilities to provide additional concentrated housing, 
medical care, and programming for elderly inmates. JHA and the experienced correctional 
leadership at Dixon are in agreement that IDOC also needs to quickly implement electronic 
medical records and Offender 360 to track inmates’ medical needs.11 
 
Because of the age, diversity, increased medical and mental health demands, and disparate 
security levels of its population, Dixon reasonably requires greater resources, funding and 
staffing compared to other IDOC facilities. However, it must make do with much less than 
needed. At the time of the 2013 visit, critical vacancies included the Health Care Unit 

                                                                                                                                                             
8 In 2013, 369 Dixon inmates were age 50-59, 247 inmates were 60-69, 71 inmates were 70-79, 12 were inmates 80-
89, and one inmate was 92. 
9 See JHA’s 2012 healthcare report, Recommendation 11, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf; see also, Edward 
McClelland, Are prisons turning into nursing homes?, Time Out Chicago, (February 21, 2013), available at 
http://www.timeoutchicago.com/arts-culture/16075701/are-prisons-turning-into-nursing-homes; Jessica Pupovac, 
Guarding Grandpa: Illinois is Spending Money it Doesn’t Have To Keep Convicts Who Can Barely Walk Behind 

Bars, The Chicago Reader, (January 6, 2011), available at http://www.chicagoreader.com/chicago/illinois-prisons-
budget-elderly-old-inmates/Content?oid=3013140. 
10 See generally, Ronald H. Aday, Aging Prisoners: Crisis In American Corrections, 1-219, p. 88-89 (Praeger 
Publishers, 2003) (documenting at length the factors contributing to rise in the elderly prisoner population and 
shocking increase in correctional healthcare costs across the United States); See also American Civil Liberties Union 
Report, At America’s Expense: The Mass Incarceration of the Elderly, 1-98 (June 2012), available at 
http://www.aclu.org/criminal-law-reform/report-americas-expense-mass-incarceration-elderly 
11 See JHA’s 2012 healthcare report, Recommendation 2, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. Currently IDOC 
officials report that electronic medical records are planned to be piloted at just the female facilities this summer.  
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Administrator, Psychologist Administrator, and Chaplain.12 Meanwhile, crowded conditions at 
Dixon are further exacerbated by deteriorating physical plant conditions throughout the facility. 
Parts of the facility infrastructure are 75 to 100 years old, and there are leaking roofs, plumbing 
problems, failing dietary equipment, needed fire alarm and intercom system updates, and 
disrepair of sidewalks and roadways. Staff explained the maintenance budget is $10,416 per 
month for Fiscal Year 2013 for 76 buildings, and there are many needed repairs. Dixon was also 
experiencing difficulty maintaining vendor relationships due to nonpayment by the state, but 
administrators noted they are allowed to purchase needed items through other vendors. 
 
Nonetheless, many inmates JHA interviewed expressed that Dixon is a good place within IDOC. 
Inmates repeatedly reported that Dixon administrators were fair and wanted to help. JHA 
commends Dixon for welcoming volunteer programs and promoting programs that build 
inmates’ knowledge and self-respect. Dixon has several remarkable staff members who go above 
and beyond their duties and offer innovative programs that build skills, confidence, and trust 
within and among inmates. One example of this is the Positive Living Unit, where inmates who 
have undergone an intensive application process live and participate in staff-supervised peer-
facilitated group programs, currently 19 different groups a week.13 Inmates JHA interviewed 
loved living on this unit and were focusing on their future, education, reentry success, and trying 
to be models to guide others.14 Reentry preparation is an important focus for the facility, as more 
than half of the population will be released within two years, and nearly three-fourths within five 
years.15 
 
This report addresses the following: Healthcare, Hospice/Adult-Care Program, Mental Health, 
Staffing, Grievances, and Programming.  
 

 

 

 

 

 

                                                 
12 Administrators reported as of August 2013, they had posted the Health Care Unit Administrator position and 
interviewed for the Psychologist Administrator and hoped to fill these positions soon. 
13 Some of these offerings have included Arabic, Shedding Burdens from the Past, STD and AIDS education, AA, 
NA, Gamblers Anonymous, Stepping Forward, Interfaith Religions, Bible Study, Tutoring for GED, 
English/Spanish, Business Classes in Interviewing, Writing Business Proposals, Accounting, Finance, Parenting, 
Anger Management, Conflict Resolution, and Domestic Violence. The unit also operates an on unit library and 
publishes a newsletter. For further information, see, Vincent Carter, Rehabilitation is happening at Dixon prison, 
Sauk Valley Media, (June 10, 2013), available at http://www.saukvalley.com/2013/06/03/rehabilitation-is-
happening-at-dixon-prison/aqwbhjw/. 
14 JHA was particularly impressed that inmates on this unit have written a proposal that was being considered by 
Dixon administrators for one cell in the unit to be designated for inmates desiring placement and transitioning from 
the STC to general population. JHA was also informed a cell on the unit is available for inmates who have not yet 
met participation requirements to use on a trial basis with a possibility of moving onto the unit with demonstrated 
behavioral improvement.  
15 At the time of the visit, 32 percent of the population had a year or less remaining to serve, 19 percent had one to 
two years, 23 percent had 25 to 60 months, 11 percent had 61 to 96 months, 11 percent had 97 to 240 months, two 
percent had 240 months or more, one percent had indeterminate sentences, and one percent had life sentences. 
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Recommendations 
 

• JHA repeats our recommendation that Illinois study its growing elderly prison population 
with an eye towards safe, cost-effective approaches to their care in prison and potential 
alternatives to incarceration.16  

 

• JHA also reiterates our recommendation that Illinois implement a permanent, reliable, 
centralized system for data collection, auditing, and analysis of inmate healthcare 
services to assist policy makers, legislators and IDOC administrators in the current and 
future management of correctional healthcare, particularly with special populations such 
as elderly inmates and inmates with mental illness.17 
 

• JHA recommends that Illinois reexamine correctional counselor caseloads and increase 
staff training, particularly in regard to mental illness. 
 

• JHA continues to recommend that elected officials make it a priority to fund substance 
abuse treatment, including treatment for co-occurring disorders, at Dixon and all IDOC 
facilities.18 
 

• JHA again recommends Illinois abolish the $5 copay for healthcare.19 
 

• JHA recommends that Dixon and IDOC review vocational programming in relation to 
whether such programming actually aids inmates in reentry employment success.   
 

Healthcare  
 
The air conditioned healthcare unit at Dixon includes a 28-bed infirmary (including one 
segregation bed and a negative pressure room), a 23-bed second-floor wheelchair unit used to 
house inmates with mobility issues, and an 84-bed third-floor unit, where inmates with medical 
conditions warranting close proximity to healthcare are housed. At the time of the 2013 visit, the 
infirmary housed 20 inmates and the wheelchair unit was at capacity, housing 23 inmates. Dixon 
housed in total 165 inmates identified as having a disability including acute mental illness or 
physical needs. There were 36 patients and 38 inmate volunteer caregivers participating in the 
hospice/adult care program, including six terminal inmates requiring end-of-life care. Most of 
hospice/adult care patients are housed in the infirmary or on the third floor, but some are able to 
reside in other housing units.  
 

                                                 
16 See JHA’s 2012 healthcare report, Recommendation 11, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
17 See JHA’s 2012 healthcare report, Unasked Questions, Unintended Consequences: Fifteen Findings and 

Recommendations on Illinois’ Prison Healthcare System, p.5-6, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
18 See e.g., JHA’s 2012 healthcare report, Recommendation 3, available at: 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
19 See e.g., JHA’s 2012 healthcare report, Recommendation 5, available at: 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
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Although Dixon has one of the larger infirmaries within IDOC, there are occasionally times 
when it reaches capacity, given that there are on average nine to 11 live-in inmates requiring 
round-the-clock care. When this occurs, administrators report that inmate patients will be 
returned to general population with proper medical follow-up. Administrators stated that they 
struggle with maintaining availability of acute beds; if a housing unit could be designated for 
assisted living for inmates who struggle with activities of daily living, there would be more space 
in the infirmary for other treatment needs. Further, administrators reported that expansion of the 
infirmary for housing inmates requiring skilled nursing would be helpful. 
 
Dixon had two crucial healthcare leadership vacancies at the time of the 2013 visit, the 
Psychologist Administrator, which had been vacant since January 2012, and the Health Care 
Unit Administrator (HCUA), which had been vacant since January 2013. As of August 2013, the 
facility had recently interviewed to fill the Psychologist Administrator position and the HCUA 
position was posted. 
 
Mental health staff at Dixon expressed that they could use three times the current number of 
staff.20 Healthcare staff stated that the population is increasing, while becoming older and sicker. 
Hence, they need more nurses, as well as physician assistants and nurse practitioners.21 
Administrators agreed, stating that ideally they would have another physician or physician 
assistant, six more nurses, three additional nursing assistants, and another staff assistant. While 
Dixon’s two authorized full-time physician positions were filled, these staffing levels on their 
face are insufficient to meet the needs of a population of roughly 2,400 inmates—particularly a 
population with a high concentration of inmates who are elderly, in poor health, or have chronic 
disease and illness. Current minimum staffing levels for nurses at the facility are nine nurses on 
weekday dayshift, seven on weekend and evening shift, and two on nightshift. Understaffing of 
nurses appears to be a consistent, chronic problem at Dixon and throughout IDOC.22 
Administrators noted that all uncovered hours are filled with overtime and use of Wexford 
temporary nurses.  

                                                 
20 At the time of the visit, there were seven of the eight authorized full-time psychologists and three social workers. 
In addition to the Psychologist Administrator vacancy, Dixon had only 110.8 hours of psychiatrist coverage weekly, 
though 141 hours are authorized. Contractor Wexford Health Sources (Wexford) was responsible for filling the 
vacant psychologist position, the Psychologist Administrator position, and 131 hours of psychiatry. 
21 Authorized state healthcare positions at Dixon include the HCUA, the Director of Nursing, Nursing Supervisor, 
16 nurses, a health information administrator, a health information associate, a dental assistant, and a pharmacist 
technician. At the time of the visit, state vacancies included the HCUA, nursing supervisor, one nurse, and the health 
information administrator. Authorized Wexford positions include the Medical Director, staff physician, physician 
assistant, nursing supervisor, eight RNs, 10 LPNs, three certified nurse assistants, a radiology technician, a lab 
technician,  three pharmacy technicians,  six staff assistants, the chief dentist, a part-time dentist (16 hours a week), 
a dental assistant, a physical therapist (eight hours a week), and optometrist (eight hours a week). At the time of the 
visit, seven nurses were on leaves; however, administrators reported that with overtime and Wexford PRN 
temporary nurses, there were no additional uncovered hours. As of August 2013, administrators reported only one 
nurse vacancy.   
22 See JHA Monitoring Tour of Dixon Correctional Center, June 22, 2010, p. 4, noting the facility had only 1,200 
hours weekly of nursing coverage, available at http://www.thejha.org/dixon0510, as well as JHA’s reports on other 
IDOC facilities. Nurse understaffing  is a critical issue, as nurses form the backbone of care in most healthcare 
systems, including the prison healthcare system. Nursing shortages and high patient-to-nurse ratios are strongly 
associated with medication errors, negative patient outcomes, adverse events, medical neglect, increased mortality, 
and high rates of nursing staff turnover. Understaffing of correctional nurses is a pressing issue that must be 
addressed with increased hiring and timely filling of vacant positions. 
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Healthcare staff and administration indicated that, apart from increasing staffing levels, the 
quality of healthcare and inmates’ access to that care could be improved by: (1) providing 
facility staff with a yearly discretionary budget for purchasing and maintaining medical 
equipment; and (2) providing staff with increased training opportunities. Dixon staff further 
reported that healthcare services could be improved and costs reduced by consolidating and 
improving the transmission of medical records and data to prevent costly and inefficient repeat 
health screenings at multiple locations.   
 

Administrators also noted equipment needs included new IV pumps, new hospital beds, updated 
software for pharmacy, computer equipment and electronic medical record software, a new x-ray 
machine, and dental autoclave. During the 2011 visit, staff noted need for additional costly 
dental equipment. While urgent dental issues are addressed immediately, there is roughly a 12-
week wait period for other dental treatment. Dixon is unable to provide inmates with dental 
cleanings because the facility does not have sufficient staffing, space, or equipment. With only 
eight hours of optometrist coverage a week, Dixon also struggles to meet its population’s eye 
care needs, with a current wait time estimate of eight weeks.23 Administrators also reported some 
delays in chronic clinic care based on lack of physician coverage. There were six week delays for 
ultrasounds and eight weeks for MRIs and CAT or PET scans.  
 

Administrators and healthcare staff shared that they believe Illinois needs to use compassionate 
release, home incarceration, or some other community setting for terminally ill inmates or those 
with significant medical conditions to better meet their medical and end-of-life needs. 
Nonetheless, some healthcare staff also stated they are confident that many inmates receive far 
better care in prison than they would “on the streets.” IDOC officials also stated that some 
difficulties inmates report are also common with non-correctional healthcare. Healthcare staff 
that JHA spoke with showed admirable dedication and genuine concern for the health and 
welfare of Dixon inmates, despite working in very stressful conditions with limited resources.   
 

The number of inmate deaths at Dixon over the 
last five years was 63. This higher mortality rate 
is likely attributable to the fact that Dixon is the 
primary facility used to house inmates with 
serious medical issues and has a significantly 
older average age.  Eight of these deaths were 
suicides.25 Dixon reported 395 instances of 
suicide watch in the past year. 
 
Staff and administrators indicated that timely 
access to medical specialists outside the facility, 

                                                 
23 This is a marked improvement from the 2011 visit where JHA interviewed inmates who reported much longer 
waits. Administrators stated the longest wait they were aware of was 10 months. In 2013, an inmate with cataracts 
reported that he had been waiting four months for a specialist eye care appointment. 
24 Data provided by Dixon administrators from March 2013. 
25 In addition to suicides being more prevalent among individuals with mental illness, studies confirm that rates of 
inmate suicide may increase with age, with the exception of inmates under 18 who have a higher rate. See, 
Christopher J. Mumola U.S. Department of Justice, Bureau of Justice Statistics: Special Report: Suicide and 

Homicide in State Prisons and Local Jails, 1-12, p. 5-6 (August 2005), available at 
http://bjs.ojp.usdoj.gov/content/pub/pdf/shsplj.pdf. 

Number of Dixon Inmates Diagnosed24 

Asthma 145 

Cancer 28  

Diabetes (Type 1) 168 (65) 

Hepatitis C 145 

HIV 36 

Hypertension 430 

Seizure  76 

General Medical  76 

MIC (two or more conditions) 249 
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mostly at the University of Illinois, Chicago (UIC), can be challenging. Most specialty referrals 
are seen within eight weeks, but Urology and Neurology sometimes take more than 16 weeks. 
Administrators stated that during such waits the medical director will monitor inmates’ 
conditions, and if there is an emergent need before a UIC appointment is available, they will be 
sent out locally for treatment. Dixon inmates went out on 1,262 medical writs in the prior year.  
 
Dixon uses telepsychiatry (Telepsych) with stable general population inmates and telemedicine 
(Telemed) is used for HIV and Hepatitis C clinics. JHA received mixed reviews from Dixon’s 
staff on its efficacy. Administrators noted that the UIC clinical services have been very helpful, 
but Telepsych has some drawbacks. Some problems reported were that the room where 
Telepsych/Telemed is conducted is glass-enclosed, though officials report that the room is 
soundproof, this visibility interferes with patient privacy, and there are also difficulties 
scheduling and sharing inmate medical records with providers.  
 
Dixon healthcare staff explained that inadequate staffing levels put an added strain on the clinical 
relationship between medical providers and inmates because the demand for medical services far 
outpaces supply. Consistent with this report, JHA received reports from inmates expressing 
confusion over their medical conditions or treatment, reflecting a breakdown in the 
communication between provider and patient, additionally discussed in the Grievance section.26  
 
During the 2013 visit to the healthcare unit, JHA observed both positive and negative 
interactions between inmates and staff. Some inmates expressed that, compared to other IDOC 
facilities, the care they received at Dixon was substantially better. However, the demand and 
volume of inmates in the healthcare unit appeared substantial and overwhelming.27 One elderly 
inmate had been waiting more than six hours for treatment, had missed lunch, and soiled himself.  

 

Hospice/Adult-Care Program 
 

Dixon’s hospice/adult-care program began in 1994 employing volunteer inmate caregivers to 
provide end-of-life and adult-care and assistance to infirm inmates. Dixon’s program is founded 
on a holistic approach in which trained inmate caregivers, in conjunction with inter-disciplinary 
professional teams (chaplains, social workers, doctors, psychologists) and community 
volunteers, provide comfort, care, and assistance to chronically and terminally-ill inmates and 
attend to their psychological, medical, and spiritual needs. Inmate caregivers are given extensive 
screening to determine if they are appropriate candidates, followed by 14 weeks of training in all 
aspects of care-giving before they are paired with patients. Care-giving tasks range from 

                                                 
26 This particularly seemed to be an issue when specialist care was involved. For example, an inmate who recently 
had his eye removed explained to JHA that he was confused because he had been given conflicting information from 
different providers about the nature his condition, the need for the procedure, whether his condition was cancerous 
or precancerous, and whether further intrusive surgical procedures would be needed. Another inmate who had nasal 
cancer said his specialist instructed that he needed follow-up treatment to have his nasal cavity cleaned or else there 
is build up and foul odor, which other inmates on his housing unit complained of, but that he had not been receiving 
such care. Yet another inmate was confused about treatment for cancerous skin lesions. A better medical record 
system could greatly improve communications. 
27 In the prior year, Dixon administrators reported that there were: 13,536 physician or physician assistant non-
emergent sick call visits and 9,744 nurse non-emergent sick calls, 796 emergency contacts, and 5,538 chronic clinic 
visits.  
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assisting patients with hygiene, cleaning and laundry, and clerical and physical activities to 
providing emotional and spiritual support and companionship. At the time of the 2013 visit, there 
were 36 patients and 38 inmate caregivers participating. 
 
Utilizing inmate aides gives chronically and terminally ill inmates a quality of service and level 
of attention that would otherwise be cost-prohibitive and impossible to provide in a correctional 
setting. Studies show that correctional palliative/hospice care programs are extremely cost-
effective and eliminate considerable expense by eliminating extra staffing, trips to the hospital, 
and security during transportation.28 Inmate caregivers are also provided with the opportunity to 
learn valuable new skills and knowledge. Dixon’s program has proved to be a profoundly 
rehabilitative experience for these inmates, who indicate that the most rewarding part is having 
the opportunity to give back and redefine themselves as “good people” through caring for others. 
 
Much has been written about Dixon’s program, and it serves as a model and standard-bearer for 
correctional hospice programs across the country.29 In June 2012, St. Ambrose University’s 
School of Social Work awarded the Dawson Social Justice Award to the program.30 Dixon’s 
hospice/adult-care program is a testament to the possibilities for reform where talented 
correctional leaders are given enough resources and flexibility to create new rehabilitative 
programs and innovative forms of treatment. JHA has recommended exporting Dixon’s hospice 
program model to other facilities.31 

 

Mental Health 
 

Dixon has the largest psychiatric care capacity within IDOC, with 410 inmates assigned to the 
medium-security Special Treatment Center (STC) and 131 assigned to the maximum-security 
Dixon Psychiatric Unit (DPU) at the time of the 2013 visit.32 Administrators explained that 
inmates assigned to the STC have chronic needs, while those housed in DPU have more acute 
needs, have maximum-security designation, or require placement in the most structured 
environment. Inmates can be placed in DPU and STC directly from a reception and classification 
center upon a determination that the inmate needs intensive mental health treatment and 
monitoring, or they can be transferred from other correctional facilities upon referral by a mental 

                                                 
28 See, e.g., Svetlana Yampolskaya and Norma Winston, Hospice Care in Prison: General Principles and Outcomes, 
American Journal of Hospice and Palliative Medicine, Vol. 20, No. 4, 290-96, p. 294 (July/August 2003 ), available 
at http://ajh.sagepub.com/content/20/4/290.  
29 See, e.g., Svetlana Yampolskaya and Norma Winston, Hospice Care in Prison: General Principles and Outcomes, 
American Journal of Hospice and Palliative Medicine, Vol. 20, No. 4, 290-96, (July/August 2003 ), available at 
http://ajh.sagepub.com/content/20/4/290. See also Cheryl Price, To Adopt or Adapt?, National Prison Hospice 
Association, (August 12, 1998) (describing methodology, philosophy and experience as the Dixon Hospice 
Coordinator in organizing the hospice program and working with Dixon’s inmate volunteers and patients), available 
at http://npha.org/npha-articles/models/to-adopt-or-adapt/. The rights and responsibilities of patients and inmate 
volunteers are adapted directly from Dixon’s program in the National Hospice and Palliative Care Organization’s 
(NHPCO) Quality Care Guidelines for Hospice and End-Of-Life Care in Correctional Settings, available at 
http://www.nhpco.org/files/public/access/corrections/CorrectionsQualityGuidelines.pdf. 
30 See St. Ambrose University News, School of Social Work Awards Dawson Social Justice Award, (June 2012), 
available at http://www.sau.edu/News_and_Events/N120604_Dawson_Social_Justice_Award.html.  
31 See JHA’s 2012 healthcare report, Recommendation 12, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
32 At the time of the visit approximately 50 STC inmates were housed in DPU due to segregation status. 
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health professional. Dixon mental health professionals review inmates’ mental health placement 
within six to eight weeks following an inmate’s arrival to determine if placement in DPU or STC 
is still appropriate. Inmates have the right to appeal their placement in a specialized mental 
health setting and have the right to biannual administrative review of the placement decision.  
 
Administrators stated that they try to only assign officers who are willing to work with patients 
with mental health issues to DPU and STC. Also they attempt to keep the same staff on the units 
to help inmates stabilize, keep continuity, and have familiarity so that there can be earlier 
recognition and intervention in instances where inmates are decompensating.  
 
Inmates in both STC and DPU generally had positive or neutral things to say, although a number 
were difficult to interview. Some were hallucinating. A few inmates expressed various concerns 
about their medications. Staff stated that inmates often sell or trade their medications and JHA 
interviewed one inmate in DPU segregation for doing so. 
 
In STC and DPU, JHA observed several positive interactions with staff who were very familiar 
with inmates and their needs. However, JHA also witnessed some teasing behavior that was 
inappropriate, including staff telling inmates that JHA visitors were there to “give out good 
time.” Some inmates reported that they are punished for behaviors that are part of their disorder, 
discussed further in the Grievance section. Administrators stressed that mental health staff will 
be consulted to determine whether an inmate with mental health issues can be held accountable 
for his actions and to what degree, as well as whether discipline is appropriate. Tickets will be 
expunged if mental health staff find they are inappropriate given mitigating factors.  
 
At the time of JHA’s 2013 visit, a total of 884 inmates at Dixon were receiving psychiatric 
treatment, and 870 inmates were taking psychotropic medications, of which 111 inmates were 
receiving medications involuntarily.33 Of the 139 inmates in either general population 
segregation or DPU segregation, 114 were taking psychotropics, 45 involuntarily.  
 
Like other IDOC facilities, Dixon suffers from understaffing of mental health professionals, as 
noted above. However, the average caseload per mental health staff member was reported to be 
significantly lower than other IDOC facilities, at 72 inmates. Mental health staff offer individual 
and group therapy sessions, covering issues such as anger management and life skills, which are 
available to all Dixon inmates. A closed focus therapy group is also available to inmates 
convicted of sex offenses with 16 inmates participating and eight on the wait list; 21 percent of 
Dixon inmates are sex offenders, including 10 who have been approved for release but who are 

                                                 
33 Staff indicated that the majority of Dixon inmates who receive involuntary medications are diagnosed with 
paranoid schizophrenia or bipolar disorder, with Haldol and Prolixin being common drugs used with these inmates. 
Staff also stated that some psychiatrists prefer to use “chemical restraints,” such as intramuscular Ativan, rather than 
physical restraints when inmates are in crisis and acting out violently, though administrators note this is a rare 
occurrence. Staff observed that once an inmate is placed on involuntary medication through the treatment review 
committee process, he can stay on involuntary medication an inordinate amount of time. At the discretion of an 
inmate’s psychiatrist, the inmate may be returned to a voluntary medication status. Inmates being involuntarily 
medicated also have the right to grieve and appeal the decision every six months. At the appeal hearing, a non-
treating psychiatrist is present to review the case, and there must be a unanimous decision to keep an inmate on 
involuntary medication. Additionally, the inmate can appeal at the facility level the appeal decision regarding 
involuntary medication with the Agency Medical Director for final decision. 
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still incarcerated due to a lack of approved placement for release.34 In total 38 inmates at Dixon 
at the time of the visit had been approved for release but could not be released because of 
inability to meet parole requirements due to factors including mental health needs and electronic 
monitoring accommodation.  
 
An administrator conservatively estimated that at least half of Dixon’s population would benefit 
from substance abuse treatment; however, there is no such programming at Dixon. 
Consequently, inmates who have co-occurring mental illness and substance abuse issues cannot 
receive integrated, comprehensive treatment. Roughly 50 percent of persons with severe mental 
disorders are also affected by substance abuse.35 Staff and administration indicated that for 
inmates with co-occurring disorders, Dixon can only triage the case, work to stabilize the mental 
health condition, and determine if the inmate can be transferred to another facility where 
treatment for co-occurring disorders may be available. Research shows that providing integrated 
treatment to individuals with co-occurring disorders, as opposed to mental health treatment 
alone, is more effective, leads to reduced recidivism, and engenders positive outcomes, including 
lower rates of substance use and reduced arrests.36  
 
JHA recommends provision of substance abuse treatment at Dixon, as it could be more clinically 
effective and fiscally responsible to provide integrated substance abuse/mental health treatment. 
As a matter of sound fiscal and public policy, JHA advocates that elected officials make it a 
priority to fund substance abuse treatment, including treatment for co-occurring disorders, at 
Dixon and all IDOC facilities.37 
 

Staffing 
 

Having long-time, experienced administrators at Dixon, is a correctional asset that has been 
instrumental in enabling the facility to function as well as it has, despite inadequate resources 
and staffing and the complex demands of growing special populations. Unfortunately, attracting 
and retaining such experienced and capable administrators is difficult under Illinois’ system in 
part due to reverse economic incentives in place, whereby administrators typically earn less than 
senior security staff, which effectively discourage senior correctional staff from seeking 

                                                 
34 For further discussion of sex offender treatment and reentry challenges see JHA’s 2013 Big Muddy report, 
available at http://thejha.org/bigmuddy. 
35 See National Alliance on Mental Illness, Fact Sheet: Dual Diagnosis and Integrated Treatment of Mental Illness 

and Substance Abuse Disorder (2003), available at 
http://www.nami.org/Template.cfm?Section=By_Illness&template=/ContentManagement/ContentDisplay.cfm&Con
tentID=13693.  
36 See, e.g., Sacks, S., Sacks, J., McKendrick, K., Banks, S., & Stommel, J. , Modified Therapeutic Community for 

MICA offenders: Crime Outcomes, Behavioral Sciences and the Law, Vol. 22, Issue 4, 477-501 (2004), available at 
http://onlinelibrary.wiley.com/doi/10.1002/bsl.599/pdf. Best practices dictate that: (1) both disorders should be 
treated as primary; and (2) integration of treatment services is advisable whenever possible, but “[i]s especially 
important when treating individuals with severe and persistent mental illness and substance abuse disorders.” See 
Harry K. Wexler, The Promise of Prison-based Treatment for Dually Diagnosed Inmates, Journal of Substance 

Abuse Treatment, Volume 25, Issue 3, 223-31 (October 2003), available at 
http://www.sciencedirect.com/science/article/pii/S0740547203001211. 
37 See e.g., JHA’s 2012 healthcare report, Recommendation 3, available at: 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
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promotion to leadership positions.38 Investment in professional correctional leadership is key to 
improving prison conditions and establishing safe, well-run, humane facilities.39 To that end, 
JHA believes that to attract and retain experienced and capable correctional administrators, 
salaries for these positions must be made more competitive. 
 
At the time of the 2013 visit, Dixon 
employed 529 staff, of whom 126 
were female. The racial make-up of 
the staff was 90 percent White, five 
percent Hispanic/Latino, three percent 
Black, and one percent Other.   
 
Administrators indicated that for 
security staffing ideally they would have 401 officers, 25 lieutenants, seven shift supervisors 
(Majors), and 25 sergeants; they indicated that minimally two additional shift supervisors, three 
lieutenants, and two sergeants are needed. Other staffing needs included mailroom,40 
administrative assistants, commissary workers, dietary staff, as well as key maintenance 
positions. Further, administrators stated that having an additional four counselors would be ideal, 
as well as adding a casework supervisor. JHA has found throughout IDOC that counselor 
caseloads are unmanageable and inmates experience difficulty as a result. 
 
At the time of the visit, critical vacancies at Dixon included two positions that can have major 
impacts on inmates’ quality of life, the librarian and chaplain. Administrators during the visit 
stated there had not been a librarian in at the facility for more than a year, and as a result library 
hours were limited. Since the visit, the librarian position was filled. The chaplain position has 
been vacant since August 2011. The facility was experiencing delays in processing religious 
requests, including religious dietary requests. Although there are some contractual and volunteer 
religious services available, inmates complained that Sunday services are sporadic. Chaplains 
within IDOC also function as volunteer coordinators at facilities. JHA interviewed Jewish and 
Rastafarian inmates who were having difficulty getting religious issues resolved. Some inmates 
interviewed in segregation stated they had not seen any religious providers. While IDOC’s Chief 
Chaplain has been helping Dixon, as well as some volunteer and contractual other clergy, the 
chaplain vacancy needs to be filled. Since February 2013, Dixon has not been allowed to fill 
vacancies with long-term “temporarily assigned” union employees.  
 

 

                                                 
38 In Illinois, the pay scale for Wardens (i.e. “Senior Public Service Administrators” in the Department of 
Corrections) is routinely less than the pay scale for subordinate, senior correctional staff positions, such as 
Lieutenant and Shift Supervisor. See The State Journal Register, Database of State of Illinois Salaries, available at 
http://databases.sj-r.com/salaries/state-of-il/department/department-of-corrections/list/?page=3.  
39 See James B. Jacobs, Elana Olitsky, Leadership & Correctional Reform, Pace Law Review, Vol. 24, 477-96 
(December 13, 2004).   
40 Unlike most IDOC facilities, JHA received no complaints about mail delays at Dixon at the time of the visit. 
Administrators indicated they are addressing mailroom staff shortages with overtime and are closely monitoring the 
situation. We believe this is one example of administrators’ good management of the facility, as they recognize the 
importance of contact with the outside world for inmates. 

Dixon Staff Authorized Actual 

Major 6 5 

Lieutenant 19 23 

Sergeant 19 20 

Correctional Officer 378 361 

Correctional Counselor 14 14 

Other 142 119 
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Grievances 
 
For the prior year Dixon recorded 3,037 grievances. In 2012, the most common category of 
grievance was staff conduct with 646 grievances, followed by medical with 579 grievances. 
Several inmates interviewed at Dixon particularly complained of the flaws in the grievance 
process for contesting tickets. Some inmates stated that staff who oversee grievances and tickets 
never rule in favor of inmates and that it is easy for officers to give “bogus” tickets.41 Grievances 
regarding discipline were the third most common category with 413 recorded in 2012. 
Administrators emphasized that they review tickets, and where there is supporting evidence, will 
expunge them; they also noted that the Administrative Review Board will review and expunge 
tickets where merited. JHA has repeatedly recommended that IDOC investigate and review its 
grievance procedure.42  
 
To be clear, JHA cannot confirm or deny the validity of particular inmates’ reports set forth 
herein.43 Complaints presented are not presented as fact, rather they reflect common concerns 
and attitudes that JHA believes should be acknowledged and addressed. Attitudes shape the 
culture of facilities and can have wider implications for security.44  
 
Healthcare Grievances 

 
While JHA did hear some positive comments about healthcare compared to other IDOC 
facilities, we received a substantial number of complaints from Dixon inmates regarding lack of 
access and poor quality of care. IDOC officials stated those are subjective terms and stated that 
the agency finds inmate claims largely unsubstantiated. To be clear, JHA finds many complaints 
expressed herein to be common throughout Illinois’ prisons and not unique to Dixon. While we 
cannot verify individual complaints, the volume of reports JHA received regarding delays and 
lack of access to adequate healthcare are consistent with objective data showing that Dixon is 
understaffed and under-resourced for tremendous need. Further, many of the individual 
unverified complaints we receive actually involve application of IDOC policy. We hope the 

                                                 
41 There were 4,294 major tickets and 3,369 minor tickets issued in the prior year. 
42 See e.g., JHA’s 2012 healthcare report, Recommendation 14, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. In this report, in 
addition to recommending an independent entity audit of Illinois’ correctional healthcare system to begin to 
investigate the prevalence of healthcare grievances, JHA recommended: “that the Illinois Governor and General 
Assembly, in cooperation with IDOC, appoint an ombudsmen panel, including at least one independent medical 
professional and one mental health professional, to: (1) study, review and audit prisoner grievances and the 
grievance systems at each individual facility; (2) identify problems and sources of unreliability or inconsistency in 
the existing grievance system and make recommendations for improvement; and (3) formulate and present a plan to 
the General Assembly for instituting a permanent prison ombudsman program to provide independent, external 
oversight and regular review of inmate claims and grievances.” 
43 See JHA’s 2013 Statement on How JHA’s Prison Monitoring Works, available at www.thejha.org/method.  
44 For instance a study found that “the lowest levels of tension and violence seem to exist in facilities where staff 
clearly follow policies, where there is meaningful communication between prisoners and staff, and where prisoners 
feel respected. All of these qualities flow from good leadership.” Confronting Confinement: A Report of the 

Commission on Safety and Abuse in America’s Prisons, p. 23, available at 
http://www.vera.org/sites/default/files/resources/downloads/Confronting_Confinement.pdf. 
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planned National Commission on Correctional Health Care (NCCHC) audit of IDOC’s 
healthcare system will improve matters.45 
 
A significant number of Dixon inmates reported instances where lack of timely medical 
treatment, particularly access to specialty medical care, resulted in medical conditions being 
exacerbated.46 In addition to complaints about wait times for specialist appointments, JHA heard 
reports of inmates being transferred for specialist appointments without appropriate records 
accompanying them. Some inmates complained of being denied treatment as they approached 
their release date, having trouble obtaining medical records from the facility, and not receiving 
appropriate linkages to services on release. Other inmates reported being denied necessary 
medical procedures, being taken off of medications, not receiving prescribed medications, and 
being offered other medication because it was cheaper. For example, one man said he had not 
received his diabetes medicine in the two weeks he had been in intake, while an asthmatic inmate 
indicated that he was chastised for using his inhaler too much and warned that he would be 
denied a refill.  
 
Some inmates reported that they had not received requested mental health assistance. Other 
inmates complained of no responses to their requests for treatment for issues including stomach 
pains, trouble swallowing, swollen glands, loss of feeling in limbs, and even broken bones. JHA 
spoke with several inmates who were diagnosed with Hepatitis C who were dissatisfied with 
their treatment. Several inmates reported hernias not being treated. One inmate reported that he 
has a cyst in his genital area causing pain and making movement difficult, but was told that since 
it is not life-threatening nothing will be done. JHA heard many complaints about healthcare 
related to having an older population including issues with bottom bunk requests and reports of 
arthritis, back, and hip issues. One inmate requested that he be able to keep a walker that had a 
built in seat that was confiscated due to security concerns. IDOC wishes to note that JHA cannot 
confirm or deny the validity of particular inmates’ reports. 
 
JHA received numerous complaints that copays were charged for chronic clinic care, particularly 
medication refills. Administrators explained that inmates should not be charged for medications 
taken in relation to their clinical care, however, that inmates in a clinic may be charged for non-
clinic medication. They explained that if an inmate believes he has been charged in error he 
should bring this to the attention of the Director of Nursing, who due to staffing issues was 
handling copay paperwork in addition to other duties. Some inmates also reported they were 

                                                 
45 See Illinois House Resolution 57 (adopted May 22, 2013), available at 
http://www.ilga.gov/legislation/fulltext.asp?GAID=12&SessionID=85&GA=98&DocTypeID=HR&DocNum=57&
LegID=72056&SpecSess=&Session.  
46 In one instance, an inmate stated that after suffering a stroke, he was placed under observation but not provided 
with the immediate, aggressive medical intervention needed to minimize permanent damage and impairment of 
mental and motor faculties. A high number of Dixon inmates have hypertension, which is the single most important 
risk factor for stroke, and prevailing standards of care dictate that early medical intervention is key to improve 
survival and reduce stroke complications and long-term disability. See World Heart Federation, Hypertension and 

Stroke Fact Sheet, available at http://www.world-heart-federation.org/cardiovascular-health/stroke/stroke-and-
hypertension/; Mayo Clinic, Stroke: Treatment and Drugs Fact Sheet, available at 
http://www.mayoclinic.com/health/stroke/ds00150/dsection=treatments-and-drugs; Centers for Disease Control, 
Stroke Fact Sheet, available at http://www.cdc.gov/stroke/facts.htm.  
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assessed copays when they were not seen by healthcare. Administrators stated that this should 
not occur as inmates sign a voucher for the copay when they are seen by the provider.  
 
Inmates complained that they would be seen and assessed a copay when they were not offered 
any treatment. Inmates stated that they would be seen and charged for the same condition, which 
would not be addressed, over and over. Also the policy that inmates must be seen multiple 
occasions for more than one healthcare issue, and assessed the copay each time, was 
problematic. Many inmates stated that they could not afford the $5 copay. IDOC policy is that 
inmates will not be charged the copay for emergent issues, chronic illness related care, or if they 
are indigent, measured at Dixon by whether the inmate has had less than $20 in his account for 
the prior 30 days. Many inmates receive just $10 state pay a month, which they must use to 
purchase things including postage and hygiene items. JHA continues to recommend abolishing 
the $5 copay for healthcare.47  
 
There were numerous complaints about medical staff professionalism. Inmates indicated that 
they were spoken to rudely. JHA observed some exchanges in the healthcare unit that were testy 
on both inmates’ and staff’s parts. In one inmate report, a nurse yelled at inmates and complained 
about being the only one there and working overtime. Another report was that healthcare staff 
make pronouncements in front of others (e.g. “we have a faker”) when denying care. IDOC 
wishes to note that JHA cannot confirm or deny the validity of particular inmates’ reports. 
 
JHA received several reports from Dixon inmates that the healthcare staff were not changing 
their gloves between patients. This is consistent with reports from Wexford staff who stated that 
they must ration supplies including gloves. One inmate reported that he was ticketed for refusing 
treatment when he saw that a needle was already opened and he worried that it was being reused. 
Administrators stated that they were unaware of these problems, but would like inmates and staff 
to bring such concerns to their attention so that they could be addressed; for example, they 
explained that if needed, healthcare staff could simply temporarily use the security staff glove 
supply instead of jeopardizing patient care and their professional licensure.  
 
As mentioned above, some inmates with mental illness stated that they have been punished for 
behavior that is related to their illness, including being put in segregation for hurting themselves 
or being loud. JHA recommends segregation not be used to punish inmates experiencing serious 
mental illness48 and recommends mental health staff have input on decisions of the Adjustment 
Committee, which is the disciplinary committee that investigates and determines rules violations 
by inmates that may result in segregation placement.49 Inmates with mental illness generally 

                                                 
47 See e.g., JHA’s 2012 healthcare report, Recommendation 5, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. See also, National 
Commission on Correctional Heath Care, Position Statement: Charging Inmates a Fee for Health Care Services 
(October 2005, reaffirmed with revision October 2012), available at http://www.ncchc.org/charging-inmates-a-fee-
for-health-care-services. 
48 See e.g., JHA’s 2012 healthcare report, Recommendation 9, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. 
49 See ABA Criminal Justice Standards on Treatment of Prisoners, Standard 23-4.3, “Disciplinary Sanctions,” which 
provides that “[s]anctions should be reasonable in light of the offense and the prisoner’s circumstances, including 
disciplinary history and any mental illness or other cognitive impairment.” Available at 
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have much higher rates of disciplinary infractions.50 Dixon administrators reported that mental 
health staff are consulted by the Adjustment Committee for inmates receiving mental health 
treatment, or where there are concerns, to establish mental health status and accountability before 
determining guilt or innocence and imposing disciplinary sanctions. 
 

JHA continues to stress the importance of staff training51 and IDOC has in the past year 
increased training for staff on mental health issues.52 Studies indicate that such measures can 
greatly reduce suicide risk, as well as staff assaults and incidents involving use of force.53 The 
issue of staff safety is of particular concern, as in 2011, Dixon had 56 staff assaults, the highest 
rate of staff assaults of all Level 2 Secure Medium facilities, and the third highest rate of staff 
assaults of all Illinois facilities, including Level 1 Maximum Security facilities. Dixon’s 
administrators stated they would continue to welcome the opportunity to increase training for 
staff, noting, “There is no shortage of good ideas, there is just a shortage of money.”54  
 

Dietary Concerns 
 
JHA has recommended that IDOC increase the availability of medical and therapeutic diets for 
chronic disease management and special populations, including elderly inmates.55

 Several Dixon 

                                                                                                                                                             
http://www.americanbar.org/publications/criminal_justice_section_archive/crimjust_standards_treatmentprisoners.ht
ml#23-4.3. 
50 See, e.g., Hans Toch and Kenneth Adams, Pathology and Disruptiveness among Prison Inmates, Journal of 
Research in Crime & Delinquency, Vol. 23, No. 1, 7-21 (1986), available at 
http://jrc.sagepub.com/content/23/1/7.full.pdf+html; Jamie Fellner, A Corrections Quandary: Mental Illness and 

Prison Rules, Harvard Civil Rights-Civil Liberties Law Review, Vol. 41, 391-412 (2010), available at 
http://www.churchandprison.org/files/3483016/uploaded/Mental%2520health-
A%2520Corrections%2520Quandary%2520Men. 
51 “Correctional staff who have the most contact with prisoners and who are often called upon to make decisions 
regarding their needs — particularly in the evenings when mental health staff are not present — often lack the 
training to recognize symptoms of mental illness and to handle appropriately prisoners who are psychotic or acting 
in bizarre or even violent ways. It is easy for untrained correctional staff to assume an offender is deliberately 
breaking the rules or is faking symptoms of illness for secondary gain.” Human Rights Watch, Ill-Equipped: U.S. 

Prisons and Offenders with Mental Illness, 1-214, p. 4, (2003) available at 
http://www.hrw.org/sites/default/files/reports/usa1003.pdf. 
52 Nonetheless, staff interviewed at facilities, including nursing staff and security officers working with inmates with 
mental illness, continue to report almost all of their training is “on-the-job.” 
53 See George F. Parker, M.D., Impact of a Mental Health Training Course for Correctional Officers on a Special 

Housing Unit, Psychiatric Services, Vol. 60 No.5, 640-45 (May 2009), available at  
http://ps.psychiatryonline.org/data/Journals/PSS/3878/09ps640.pdf. 
54 Similarly Human Rights Watch concluded, “Prescriptions for quality mental health care in prisons are plentiful. 
They are found in the standards and guidelines of the American Correctional Association, the National Commission 
on Correctional Health Care (NCCHC), the Criminal Justice/Mental Health Consensus Project coordinated by the 
Council of State Governments, in court rulings, expert reports, and in a voluminous professional literature. Little 
would be served by repeating here all those recommendations. Our research suggests that what is lacking in prison 
mental health services is not knowledge about what is needed, but the resources and commitment to do it.” 

Ill-

Equipped: U.S. Prisons and Offenders with Mental Illness, 1-214, p. 9 (2003), available at 
http://www.hrw.org/sites/default/files/reports/usa1003.pdf. 
55 See JHA’s 2012 healthcare report, Recommendation 4, available at 
http://thejha.org/sites/default/files/Unasked%20Questions-Unintended%20Consequences.pdf. “Correctional 
authorities should make appropriate accommodations for prisoners with special dietary needs for reasons of health 
or age.” ABA Standards on Treatment of Prisoners, Standard 23-3.4(b), available at 
http://www.americanbar.org/publications/criminal_justice_section_archive/crimjust_standards_treatmentprisoners.ht
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inmates, including inmates with diabetes,56 expressed distress over lack of access to special 
menus, healthy options in the commissary, and nutritional information and counseling in general. 
IDOC does not offer a special diabetic tray. However, IDOC officials stress that the IDOC state 
dietician oversees inmates’ diets and ensures that they meet federal guidelines. 
 
Several inmates reported that the amount of food was inadequate and that the food quality was 
“deteriorating.” Thus, many rely on the commissary to supplement their diets. JHA received 
complaints about there being few Kosher options in dietary or commissary. Again, IDOC 
officials stated that their dietician sets calorie count and menu in accordance with federal 
guidelines, and that each prison’s dietary management follows those directives. 
 
Inmates stated that the dietary bathrooms commonly do not have soap, and a JHA visitor 
observed that was the case at the time of the visit. Administrators stated that every effort is made 
to ensure adequate supplies, but acknowledged that they have a difficult time keeping public 
areas supplied with soap because inmates will take it for personal use. Other food handling 
concerns included inmate reports that food temperatures were not tested and DPU inmates’ 
concerns about tampering due to little supervision of the food delivery process. There were 
several complaints of there being too much soy in inmates’ diet, which caused digestive 
problems. Inmates worried that the staff did not drink the same water they do; however, 
administrators reported that this is untrue as all drinking water comes from the same source and 
noted that inmates and staff have the option of purchasing bottled water from commissaries. JHA 
visitors noted that the staff dining facility offered oranges and salad that were not observed in the 
inmate lunch.  
 
Staff Conduct 
 
While JHA witnessed many positive interactions with staff and heard good reports about many 
staff members, the reported conduct of a few tainted the positive impression. Grievances 
regarding staff conduct reported to JHA included examples of misconduct, lack of 
professionalism, and neglect. JHA heard reports from several inmates that some correctional 
officers were disrespectful or had quick tempers. Staff swearing and yelling were common 
complaints. Inmates complained that staff use racial slurs. Inmates indicated that some officers 
are unprofessional and “like to play,” including being inappropriate over loudspeakers. IDOC 

                                                                                                                                                             
ml#23-3.4. Further, the American Medical Association (AMA) also issued a policy resolution advocating for 
research and study into inmates’ nutritional status and needs, the development of clearer therapeutic correctional 
dietary standards, and the provision of more nutritious foods to inmates to avoid chronic diseases. AMA, Report of 

the Council On Science and Public Health: Dietary Intake of Incarcerated Populations- Resolution 420-A-10, (June 
2011), available at http://www.ama-assn.org/resources/doc/csaph/a11csaph4-summary.pdf; AMA News: AMA 

Adopts New Policies at Annual Meeting, (June 21, 2011), available at 
http://www.ama-assn.org/ama/pub/news/news/a11-new-policies.page. 
56 Ongoing correctional diabetes management is important in order to reduce the risk of later complications, 
including cardiovascular events, visual loss, renal failure, and amputation. The American Diabetes Association 
(ADA) has published proposed protocols for management of diabetes in correctional institutions, which include 
diabetic menu planning and providing inmates with nutritional information and education to assist them with self-
management of their disease. See ADA Position Statement, Diabetes Management in Correctional Institutions, 
Diabetes Care, Volume 33, Supplement 1, 575-81, (January 2010), available at 
http://care.diabetesjournals.org/content/33/Supplement_1/S75.full.pdf+html. 
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wishes to note that JHA cannot confirm or deny the validity of particular inmates’ reports. 
During the visit, JHA observed some correctional officers tease inmates inappropriately. One 
such officer noted the stress of working overtime and spending all of his time away from his 
family with inmates who “hate us.” 
 
JHA received reports from inmates that some officers speak to them “like women,” say sexually 
provocative things, and make lewd gestures. Several inmates also stated they were harassed for 
being gay.  IDOC has zero tolerance for sexual misconduct, which is also prohibited by the 
federal Prisoner Rape Elimination Act (PREA).  Inmates may call the IDOC PREA report line, 
or report by submitting a request slip, filing a grievance, telling a trusted staff member, or asking 
a family member or friend to call the IDOC report line, 217-558-4013.57 Inmates may also make 
PREA reports through JHA, where if an inmate states he wishes to remain anonymous, JHA will 
not pass on an inmate’s name to IDOC. However, in order for any allegation to be investigated 
by IDOC, there must be sufficient details (who, what, when, where).  
 
JHA has also received allegations of physical abuse of inmates at Dixon by staff, some of which 
involved inmates being treated for mental illness. We encourage inmates to document and report 
all such instances, so they can be investigated. Dixon administrators stated that they take all 
allegations of abuse seriously and will address reports; however, they cannot address allegations 
that are not reported. IDOC officials stated that they investigate all such charges and IDOC 
believes them grossly exaggerated. However, they stated they take all charges seriously and will 
never disregard them without investigating.  
 
Many inmates reported that they were not getting needed assistance from staff at Dixon. JHA 
interviewed many individuals who needed help with parole plans and placement, and reported 
that counselors and field services were not being responsive to requests for assistance even 
where release dates were near. Several inmates at Dixon reported that they had no assistance 
with legal matters and needed help. Inmates should be referred to some resources.58 
Administrators recommended that inmates make use of the library, including paralegals and law 
clerks. Some inmates reported that they did not understand why they were in segregation or how 
to protest a ticket. Again, counselors should be able to assist inmates in resolving issues or 
educate them about the grievance process. JHA continues to recommend that Illinois reexamine 
correctional counselor caseloads and increase training.  
 
JHA also encountered several inmates with limited English proficiency who needed translations 
to understand various issues. Their native languages included Spanish, Korean, and Arabic. 
Administrators also noted that Polish is common. JHA also communicated with a hearing 
impaired individual who was having difficulty getting information. Administrators noted that 
they have a significant Spanish speaking and deaf/hearing impaired population; however, Dixon 
has received additional agency resources so that the facility benefits from having some staff who 

                                                 
57 For further information see IDOC’s webpage: 
http://www2.illinois.gov/idoc/programs/pages/prisonrapeeliminationactof2003.aspx.  
58 Inmates’ constitutional right of access to the courts requires prisons to “assist inmates in the preparation and filing 
of meaningful legal papers by providing prisoners with adequate law libraries or adequate assistance from person 
trained in law” for non-frivolous claims regarding criminal convictions, sentencing, or conditions of confinement. 
See Bounds v. Smith, 430 U.S. 817, 828 (1977), and Lewis v. Casey, 518 U.S. 343 (1996). 



Monitoring Visit to Dixon Correctional Center 2013 
Page 19 of 21  

 
can serve as translators and a contractual sign language interpreter service used, for example, for 
education and Adjustment Committee hearings. Additionally, medical translation and interpreter 
services are available. Inmates who are having difficulties are encouraged to request these 
services from their counselors. IDOC must consider and prepare for these growing needs in staff 
hiring and training. 
  
Physical Plant and Supply Issues 
 
Leaking roofs are a problem in several parts of the facility, as noted by inmates. A roofing 
project has been approved for some buildings but others will still need to be addressed. Inmates 
also complained of poor ventilation. JHA observed some vents covered by newspapers, and 
inmates said this is because debris blows out of them. Inmates complained of mold and lack of 
drainage in the showers and sinks. JHA observed one example of a rotted out sink in a cell that 
had tape holding it up and what appeared to be mold. Some inmates reported lack of hot water. 
Windows in some areas were broken or cracked.  However, administrators stated that there were 
no resulting safety and security concerns. JHA observed peeling paint in the kitchen. In the part 
of the facility that had multiple-occupancy cells, inmates reported that there are insufficient 
facilities, in one case eight toilets and showers for 170 inmates.59 These inmates reported that 
because of overcrowding, the bathroom areas are unsanitary and stated a black market for 
cleaning products had developed. Inmates complained of raccoons, beetles, and roaches. 
Administrators stated that such issues are addressed and that while they have on occasion had 
issues with raccoons, they are removed with humane traps, and the facility is sprayed monthly 
for insect issues. 
 
Inmates reported at intake that they received only one pair of blues and other inmates at the 
facility said they only had one pair of pants and must buy additional apparel off commissary. 
Administrators reported that inmates should receive one new and one used pair of pants and two 
shirts at intake. Inmates may request additional clothing if this is not what they received. Some 
inmates complained that they had no pillows while others reported their pillows were old with 
sparse filling and complained of stained and deteriorated mattresses. Officials stated that 
although each inmate is issued a pillow, sometimes pillows are traded or used for other purposes. 
However, they stated that inmates without a full bed set could get this addressed. Inmates 
complained that they must buy toothbrushes, toothpaste, laundry soap, shampoo and soap at 
commissary because indigent inmates are issued only a small bar of soap and mini-toothpaste per 
month. Numerous inmates complained about the chronic shortage of key items in the 
commissary. Administrators explained that indigent inmates, as determined by trust fund record 
review, will receive monthly a full size soap, four ounce toothpaste, and two ounce shampoo, as 
well as 16 ounces of laundry soap. Further, indigent inmates may request one additional issue 
monthly from their counselor.  
 
At the time of the visit, IDOC was transitioning to a new phone system operated by Securus, and 
JHA received several complaints. Inmates stated that though rates are lower, there are surcharges 

                                                 
59 The American Public Health Association’s Standards for Health Services in Correctional Institutions (2003, at p. 
151) recommends for inmates housed in dormitories, one toilet for every eight inmates. 77 Ill. Adm. Code 890, 
Appendix A, Table B, Minimum Number of Plumbing Fixtures, also calls for one toilet for every eight inmates in 
penal dormitories, available at: http://www.ilga.gov/commission/jcar/admincode/077/07700890ZZ9996abR.html.  
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and the system is too sensitive because it detects background noise and cuts off a call as a 
prohibited three-way call. Inmates in Dixon’s intake complained about phone lists taking more 
than a month to be approved, while others complained of PIN problems. JHA hopes that such 
transitional problems will be resolved and will continue to monitor the issue. 
 

Programming 
 
Administrators expressed that with the vacancy for the chaplain, as well as the anticipated loss of 
the Education Facility Administrator in April 2013, programming was “hurting.” Inmates 
requested more programming and rehabilitative services at Dixon. Inmates complained of job 
restrictions and requested more assignments, particularly in the IDOC Correctional Industry 
program, which manufactures eyeglasses.60 Administrators reported there were 493 general 
population (GP), 114 STC, and nine DPU job assignments. Those inmates who participated in 
job assignments and programming spoke positively and with pride about the opportunities.61 
Ideally, more staff could be hired to run such programs and offer additional shifts or sections.62   
 
JHA visited the vocational area where we noted colorful new murals and students who seemed 
engaged in their work. JHA was particularly impressed by what we were told about the 
educational content of the custodial course at this facility, as well as the work done by students in 
the construction class, which included building housing frames for Habitat for Humanity, 
electrical wiring, and designing a dream home. JHA advises that Dixon review whether safety 
masks should be worn in the construction area due to dust observed. Further, JHA was concerned 
by the fact that upon completion of the intensive Cosmetology course, few inmates are obtaining 
licenses due to fees and ambiguity about whether formerly incarcerated people will be denied 
Illinois professional licenses for their criminal history.63 JHA recommends that Dixon and IDOC 
review vocational programming in relation to whether such programming actually aids inmates 
in reentry employment success and work to establish employment referral services.   
 

###  
 

                                                 
60 There were 95 inmates assigned to industry, with 272 inmates with applications on file. 
61 At the time of the visit there were 196 GP and 61 STC inmates partaking in Adult Basic Education (ABE) classes, 
and there were 10 GP and 23 STC inmates on the waitlist. For General Education Development (GED) classes, 74 
GP and four STC students were enrolled with just four GP and two STC on the waiting list. In the prior year 44 GP 
and one STC inmate obtained their GEDs. Inmates may obtain associate degrees through Lake Land College at 
Dixon; there were 97 full-time students taking two classes per module and 54 part-time students taking one class at 
the time of the visit, with 117 inmates on the waitlist. Vocational training at the facility include Commercial 
Custodial (GP only, 15 enrolled, 82 waitlisted, four month course), Bachelor Living (STC only, nine enrolled, two 
waitlisted), and Landry/Dry Cleaning (STC only, zero enrolled due to instructor leave of absence, nine waitlisted). 
The vocational courses offered by Lake Land College include Commercial Cooking (15 enrolled, 97 waitlisted, six 
month course), Cosmetology (15 enrolled, 27 waitlisted, 1,500 hour course), Construction Operations (16 enrolled, 
89 waitlisted, six to seven month course), and Career Technologies (13 enrolled, 117 waitlisted, 20-day course).    
62At the time of this report Lake Land College was hiring instructors for several IDOC facilities, see 

http://www.lakeland.cc.il.us/bs/hr/employptfac.cfm.  
63 See Illinois Criminal Justice Information Authority (ICJIA), Inventorying Employment Restrictions Task Force 

Final Report, (June 28, 2013), detailing restrictions on employment for persons with criminal history in Illinois and 
recommending more individualized and “business necessity” consideration, available at 
http://www.icjia.org/public/pdf/ResearchReports/IERTF%20Final%20Report.pdf.  
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This report was written by Gwyneth Troyer, Director of JHA’s Prison Monitor Project. Gwyn 
can be reached at (312) 503-6304 or gtroyer@thejha.org. 
 
Inmates may send privileged mail to JHA, 375 E. Chicago Ave., Suite 529, Chicago, IL 60611. 
 
Contributors to this report include: Maya Szilak and Christie Callahan, JHA staff members; Lisa 
Hendrickson, Dylan Hood, and Brooke Monea, JHA interns; and citizen volunteers, Michaela 
Bishop and Angela Weis.  
 
Since 1901, JHA has provided public oversight of Illinois’ juvenile and adult correctional 
facilities. Every year, JHA staff and trained volunteers inspect prisons, jails and detention centers 
throughout the state. Based on these inspections, JHA regularly issues reports that are 
instrumental in improving prison conditions. 
 
 

JHA’s work on healthcare in DOC is made possible through a generous grant by 
the Michael Reese Health Trust. 
 


