
 
 

Monitoring Visit to Pontiac Correctional Center 
 

Pontiac Correctional Center is located in Pontiac, Illinois, about two hours southwest of Chicago. 
Pontiac, which opened in 1871, is the oldest prison in Illinois and the eighth oldest prison in the 
country. The facility is comprised of a maximum security adult male unit and a medium security 
adult male unit.  

Vital Statistics* 
 
Population: 1,730 
Rated Capacity: 2,152 
Design Capacity: 1,800 
Average Annual Cost per Inmate: $31,712 
Average Age: 37 
Percentage of Population aged 50 or older: 16% 
  Racial Demographics: 55% Black; 24% White; 20% 
Hispanic; 1% Asian. 

*Sources: Pontiac administration, IDOC facility webpage, and IDOC Quarterly Report, July 1, 2012. 
 
Key Observations 
 

• Pontiac struggles with some serious physical plant issues, including inadequate air 
ventilation and poor temperature control in housing units.  
 

• Pontiac is understaffed with security, clerical, medical and mental health professionals. 
Inadequate mental health staffing is a particularly pressing issue, as almost 30 percent of 
Pontiac’s population is under psychiatric care. 
 

• There are inmates with serious mental illness being housed in long-term isolation at 
Pontiac. This practice, while widely used in Illinois and across the United Sates, has been 
increasingly repudiated by medical, psychiatric, correctional and legal authorities. JHA 
supports the ongoing efforts of IDOC and Pontiac administrators, working in 
collaboration with the Vera Institute of Justice, to reduce Illinois’ use of segregation. 

 
• Pontiac houses a substantial number of monolingual Spanish-speaking inmates and serves 

as a temporary detention center for inmates awaiting transfer to federal custody for 
immigration removal proceedings. At Pontiac and throughout IDOC, JHA has found the 
scarcity of bilingual staff and language accommodations frustrates the ability of Spanish-
speaking inmates to access basic services, including medical care.   
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Facility Overview 

 

The instant report contains a general overview of facility conditions, but it is not comprehensive 
in scope, and instead focuses primarily on medical and mental health issues. The following 
topics are individually addressed: Spanish-Speaking Inmates; Medical Care; Hepatitis C; 
Dental & Eye Care; and Mental Health Care.  

On October 25, 2011, JHA visited Pontiac Correctional Center (Pontiac), located in Pontiac, 
Illinois, about two hours southwest of Chicago. Pontiac, which opened in 1871, is the oldest 
prison in Illinois and the eighth oldest prison in the country. The facility is comprised of a 
maximum security adult male unit and a medium security adult male unit. The medium security 
facility contains 250 double cells (with a capacity to house 500 inmates), while the maximum 
security facility contains 543 single cells and 531 double cells. Together, the two facilities have a 
combined design/rated capacity of 1,800 inmates.1 On the date of JHA’s visit the two facilities 
together housed at total of 1,750 inmates, out of which 486 inmates were housed in the medium 
security unit. Thus, unlike most Illinois Department of Corrections (IDOC) facilities, Pontiac’s 
population does not exceed its design/rated capacity. As recognized by the federal courts, 
however, “[a] prison system’s capacity is not defined by square footage alone; it is also 
determined by the system’s resources and its ability to provide inmates with essential services 
such as food, air, and temperature and noise control.”2   
 
Pontiac is known as a “long-term segregation facility” because it houses inmates who have six 
months or more segregation time to serve. JHA found Pontiac’s common areas to be 
exceptionally clean on the date of our visit, and the facility, on the whole, to be one of the 
cleanest we have visited. This is due in large part to the resolve of the Warden and administration 
to maintain a clean environment, despite extremely limited resources. Some inmates reported 
infestations of insects and pests in some units and of being given disciplinary tickets for covering 
air vents with paper in an attempt to keep pests out of their cells. Pontiac’s administrators were 
surprised by these reports, and indicated that they personally tour all housing galleries no less 
than twice a month and, unlike other older facilities, they have not found pest control to be a 
significant problem Pontiac. While budget constraints and chronic repair issues often exacerbate 
pest control in older facilities, JHA did not itself independently see physical evidence of pest 
infestation at the time of our visit.  
 
Despite exemplary efforts by Pontiac administrators to maintain a sanitary environment, 
however, the reality is that they lack adequate funds to maintain the repair and upkeep of a 
facility that is approaching 150-years old. Unsurprisingly, given its advanced age, Pontiac  

                                                
1 See Illinois Department of Corrections Quarterly Report, April 1, 2012, available at: 
http://www2.illinois.gov/idoc/reportsandstatistics/Documents/IDOC%20Quarterly%20Report%20Apr%202012.pdf. 
 
2 See Coleman v. Schwarzenegger, No. CIV S-90-0520 LKK JFM, Opinion and Order, at p. 56 (E.D. Cal. 2009), 
available at: http://www.caed.uscourts.gov/caed/Documents/90cv520o10804.pdf. 
 



Monitoring Report of Pontiac Correctional Center 
Page 3 of 18 

struggles with some serious physical plant problems. Indeed, in 2008, the Illinois Capital 
Development Board estimated that Pontiac had over $108 million in deferred structural 
maintenance needs, exclusive of the additional costs needed to maintain essentials like roads, 
exterior walls and lighting, and gas, sewage and electrical lines.3 A Pontiac administrator 
reflected that with state budget cuts, it is difficult to obtain funding for even small-scale projects 
like repainting interior walls that were peeling and degenerating. 
  
A number of inmates also reported to JHA that it is a struggle to maintain themselves and their 
cells in a clean condition because cleaning supplies and soap are very limited. Many Pontiac 
inmates likewise reported serious problems with lack of ventilation and excessively hot and cold 
temperatures, particularly in the segregation cells that are covered with perforated steel and 
Plexiglass. As one inmate expressed, “The heat messes all of us up. The guards can’t work in it, 
and we can’t live in it.”  
 
JHA also received multiple reports of the sinks and toilets flooding and malfunctioning. On the 
date of our visit, we ourselves observed a Pontiac inmate call out for help when the toilet in his 
cell began gushing water onto the floor. The inmate was quickly moved to another cell, but staff 
and inmates informed JHA that the incident was not unusual, as plumbing issues are a recurrent 
problem. In another unoccupied cell, JHA also observed water pooling on the floor.  
 
Best correctional practices dictate that temperatures in indoor living and work areas should be 
maintained at appropriate comfort levels.4 Minimum standards mandate that the physical plant of 
a correctional facility should be adequate “[t]o protect and promote the health and safety of 
prisoners and staff” and allow unrestricted access for prisoners “[t]o adequate, clean, reasonably 
private, and functioning toilets and washbasins.”5 Although the constitution does not mandate 
comfortable prisons, it does mandate that conditions of confinement be humane, and include 
adequate food, clothing, shelter, medical care, sanitation and reasonable measures to guarantee 
the health and safety of the inmates.6 JHA has found that meeting these minimal constitutional 
standards can be especially difficult at antiquated facilities like Pontiac, Menard and Stateville 
Correctional Centers that were built without the benefit of modern construction and insulation.7  

                                                
3 IDOC Proposed Pontiac Correctional Center Closure, July 15, 2008, Response to Commission on Government 
Forecasting and Accountability, available at: 
http://www.ilga.gov/commission/cgfa2006/upload/DOC%20Response%20Pontiac.pdf. 
  
4 See American Correctional Association (ACA), Standards for Adult Correctional Institutions, Standards 4-4153 
and 4-4332 (Fourth Edition, 2003).  
 
5 See American Bar Association (ABA) Standards on Treatment of Prisoners, Standard 23-3.1, available at: 
http://www.americanbar.org/publications/criminal_justice_section_archive/crimjust_standards_treatmentprisoners.ht
ml. 
 
6 Rhodes v. Chapman, 452 U.S. 337, 349 (1981); Farmer v. Brennan, 511 U.S. 825, 832 (1994); Hudson v. Palmer, 
68 U.S. 517, 526-27 (1984). 
 
7 See John Howard Association June 21, 2011, Monitoring Report of Menard Correctional Center, available at: 
http://www.thejha.org/sites/default/files/Menard%20Report_2011.pdf; John Howard Association July 13, 2011, 
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In particular, lack of air circulation and temperature control presents a grave risk of harm, 
especially to elderly inmates, inmates in poor health, and inmates taking certain medications that 
make them temperature-sensitive.8 To help minimize these risks, IDOC issued a comprehensive, 
detailed memo during the heat wave of the past summer instructing Illinois facilities to follow 
specific protocols and precautions, including monitoring elderly inmates, inmates with 
cardiovascular disease, neurological, psychiatric disorders or obesity, and inmates taking 
anticholinergic, diuretic, and phenothiazine drugs for symptoms heat-related illness. Despite this, 
several heat-related deaths were reported at Illinois facilities this past summer, including 
Pontiac.9  
 
The Eighth Amendment’s prohibition against cruel and unusual punishment mandates that 
prisoners be provided with adequate ventilation and protection from extreme temperatures.10 The 
basic concept underlying the Eighth Amendment is “the dignity of man,” in that, while the State 
has the power to punish, this power must be exercised within the limits of “civilized standards,” 
“humane justice,” and the “contemporary concepts of decency and human dignity and precepts 
of civilization which we [Americans] profess to possess.”11  
 
The failure to protect prisoners from extreme temperatures violates these precepts. In accord with 
the State’s minimum duties under the constitution, JHA calls upon Illinois government officials 
and IDOC to: (1) undertake a comprehensive investigation and review of ventilation and 
temperature control practices in all Illinois facilities; and (2) institute a strategic plan, which 
includes external oversight and regular monitoring, and facility design modifications where 
necessary, to ensure effective temperature  and ventilation control and the elimination of extreme 
temperatures, particularly for vulnerable populations.    
 
Apart from some serious physical plant issues, Pontiac is also challenged by understaffing in 
several key areas, including clerical, security and medical staff positions. For instance, while the 
facility was authorized for 458 correctional officers, 23 sergeants, and 33 lieutenants, it was 
staffed with 447 officers, 20 sergeants, and 29 lieutenants at the time of JHA’s visit. While 
authorized for 26 clerical/support staff, Pontiac was actually staffed with only 18 

                                                                                                                                                       
Monitoring Report of Stateville Correctional Center, available at: 
http://www.thejha.org/sites/default/files/JHA_Stateville_Monitoring_Report.pdf. 
 
8 See John Howard Association June 21, 2011, Monitoring Report of Menard Correctional Center, available at: 
http://www.thejha.org/sites/default/files/Menard%20Report_2011.pdf; John Howard Association July 13, 2011, 
Monitoring Report of Stateville Correctional Center, available at: 
http://www.thejha.org/sites/default/files/JHA_Stateville_Monitoring_Report.pdf. 
 
9 See Associated Press Report, Two of Three Prison Deaths May Be Heat-Related, (July 27, 2012), available at: 
http://will.illinois.edu/news/spotstory/2-of-3-inmate-deaths-may-be-heat-related/.  
 
10 See e.g. Benjamin v. Fraser, 343 F.3d 35, 52 (2nd Cir. 2003); Blackmon v. Garza, 2012 U.S. App. LEXIS 15711 
(5th Cir. July 30, 2012); Gates v. Cook, 376 F.3d 323 (5th Cir.2004).  
 
11 See Weems v. United States, 217 U.S. 349, 378 (1910); Trop v. Dulles, 356 U.S. 86, 100 (1958); Atkins v. 
Virginia, 536 U. S. 304, 311 (2002), Brown v. Plata, 563 U. S. ____ (2011); Jackson v. Bishop, 404 F.2d 571, 579 
(8th Cir. 1968). 
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clerical/administrative support staff. To fill the gap in clerical staffing, four correctional officers 
had been temporarily re-assigned to perform administrative/clerical duties for 600 hours per 
month on average. Medical, dental and mental health staffing levels, as discussed in greater 
detail below, are also insufficient. The high percentage of segregation inmates at Pontiac itself 
poses substantial challenges to the provision of healthcare, as these inmates require more security 
staff and protective measures for the delivery of healthcare services.  
 
Faced with such challenges, JHA was impressed by the dedication of Pontiac’s administrators 
and staff, particularly medical and mental health staff, who were knowledgeable, experienced 
and candid in speaking about the population and challenges facing the facility. Pontiac is unique 
among IDOC facilities in that it houses several distinct populations. The facility’s disciplinary 
segregation units have the capacity to house 710 inmates in long-term segregation. They housed 
649 inmates on the date of JHA’s visit. Pontiac also contains the largest protective custody unit 
in the Illinois Department of Corrections (IDOC). It has the capacity to house 548 inmates, and 
housed 463 on the date of JHA’s visit.  
 
Aside from these populations, Pontiac also contains a specialized mental health unit (MHU) for 
housing inmates who have serious, chronic mental illnesses and long-term segregation time to 
serve. MHU has the capacity to house 94 inmates, and housed 56 inmates at the time of JHA’s 
visit. Like most correctional facilities, Pontiac’s MHU was seriously understaffed at the time of 
JHA’s visit — most troubling, having only 10 of 66 authorized psychiatrist hours covered. The 
need for adequate mental health staffing is particularly critical at Pontiac, as 496 inmates (almost 
30 percent of the population) are under psychiatric care for serious mental illnesses such as 
schizophrenia and bi-polar disorder.  
 
Typical of inmates in segregation, MHU inmates (and mentally ill inmates in maximum-security 
settings in general) receive minimal out-of-cell time and human contact in the form of 
programming, leisure and communal activities, phone calls or visitation. On average, inmates 
remain in their cells 22 to 23 hours per day.  
 
As set forth in our prior reports, and in accord with prevailing research and a growing consensus 
in the disciplines of corrections, criminology, psychiatry, sociology and medicine, JHA 
advocates: (1) that the use of long-term isolation be prohibited with inmates who have a history 
of mental illness, given the evidence that it tends to severely exacerbate mental illness; and (2) 
that the use of isolation be strictly circumscribed with all prisoners and used only cautiously, for 
minimal periods of time, when absolutely required to preserve inmate and staff safety, given   
evidence that prolonged isolation causes serious mental and physical illness in otherwise healthy 
individuals.12  
 
To their credit, IDOC’s and Pontiac’s administrators continue to work in collaboration with the 
Vera Institute of Justice’s Segregation Reduction Project to reduce institutional reliance on 

                                                
12 For a detailed discussion of the physiological and psychological effects of long-term isolation, see: John Howard 
Association Special Report: A Price Illinois Cannot Afford: Tamms and the Costs of Long-Term Isolation, available 
at: http://thejha.org/sites/default/files/TammsReport.pdf. 
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segregation at Pontiac and throughout IDOC.13 JHA strongly supports these efforts. Mounting 
evidence indicates that confining people in long-term isolation is not only cost-prohibitive, but 
also counterproductive to institutional and public safety because of its tendency to exacerbate 
mental illness and antisocial behaviors and increase the risk of recidivism.14  
 
A Pontiac administrator observed that one of the major obstacles to reducing the use of 
segregation has been “unlearning” old ways of doing things and challenging the long-held 
correctional assumption that segregation is the only way to manage disruptive and destructive 
inmates. This administrator credited IDOC Director Godinez with persistently championing 
segregation reforms and promoting alternatives to segregation, in accord with current evidence-
based, best correctional practices, despite institutional resistance to change.  JHA agrees and 
supports the Director’s ongoing efforts to reexamine and reduce the use of segregation in IDOC.  
 

Spanish-Speaking Inmates 
 
Apart from segregation populations, Pontiac additionally houses a population of medium-
security inmates and a fluctuating number of inmates with immigration detainers awaiting 
transfer to ICE (Immigration and Customs Enforcement) facilities for removal proceedings. 
Administration estimated that ICE detainees, on average, are held for several weeks at Pontiac 
before being transferred to ICE custody. At the time of JHA’s visit, 188 inmates were being held 
on ICE detainers primarily in the medium-security unit, the population of which is approximately 
50 percent Hispanic.  
 
Pontiac staff reported only one person on staff was capable of acting as an interpreter for 
monolingual Spanish-speaking inmates in medical encounters. Apart from this staff member, a 
telephone translation service is also available 24 hours a day. Pontiac’s orientation manual, 
grievance forms and informational medical fliers are also now available in Spanish. 
Administrators nevertheless indicated that language barriers create problems in managing and 
delivering services to non-English speakers, and that the facility would greatly benefit from 
having more bilingual Spanish-speaking staff. 
 
JHA strongly agrees. To ensure that facilities run smoothly and safely, it follows that prison 
staff, including healthcare staff, should ideally reflect the diversity of the populations being 
managed, including Spanish-speakers. At Pontiac and throughout IDOC, JHA has encountered 
numerous instances of Spanish-speaking inmates thwarted from access to basic services, 
including medical care, by reason of language barriers and lack of adequate language 
accommodation. At multiple facilities, JHA has also received reports of bilingual inmates being 
used as translators for monolingual Spanish-speakers in communications that demand 
confidentiality, privacy, and reliability, such as medical consultations, grievance and disciplinary 

                                                
13 See Vera Institute of Justice, Segregation Reduction Project description, available at: 
http://www.vera.org/project/segregation-reduction-project. 
 
14 Ibid., note 10.  
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actions. These practices run contrary to the standards of the American Bar Association (ABA) on 
the treatment of prisoners with language barriers.15  
 
In accord with best correctional and healthcare practices, ABA Standards, and recommendations 
by the U.S. Department of Health and Human Services, Office of Minority Health’s Standards, 
JHA recommends that IDOC, with support from elected officials: (1) undertake a study to 
identify and determine the number of non-English speaking inmates in IDOC’s population, and 
the number of bilingual staff at each facility; (2) implement a program to recruit and retain more 
staff who reflect the cultural and linguistic diversity of the prison populations served, including 
bilingual healthcare staff; and (3) develop and implement a comprehensive strategic plan to 
provide culturally and linguistically appropriate services to non-English speakers that are 
significantly represented in the Illinois’ prison population, including Spanish-speaking inmates.16 
   

Medical Care 
  
Pontiac contains a 12-bed healthcare unit that includes three crisis/suicide watch cells. The unit 
housed eight inmates on the date of JHA’s visit and appeared clean and well-maintained. 
Medical staffing is provided through a mixture of state employees and employees of the private 
medical services contractor, Wexford Health Sources (Wexford).  
 
At the time of JHA’s visit, the Pontiac suffered from severe understaffing of some key medical 
positions. For instance, while authorized for 15 fulltime nurses (for a total of 600 hours per 
week), the facility was staffed with only 12 nurses (for a total of 480 hours per week). While 
authorized for two full-time physicians (for a total of 80 hours per week), the facility was staffed 
with only one physician (for 48 hours per week). To supplement the shortage in physician 
coverage, Pontiac’s medical director was working an extra eight-hour shift. Staff estimated that 
at least 15 fulltime nurses were needed to adequately meet the population’s needs.  

                                                
15 See ABA Standards on Treatment of Prisoners, Standard 23-7.2(f), which provides, in relevant part: 
“[C]orrectional authorities should make reasonable attempts to communicate effectively with prisoners who do not 
read, speak, or understand English. This requirement includes: (i) to the extent practicable, the translation of official 
documents typically provided to prisoners into a language understood by each prisoner who receives them; (ii) staff 
who can interpret at all times in any language understood by a significant number of non-English-speaking 
prisoners; and (iii) necessary interpretive services during disciplinary proceedings or other hearings, for processes by 
which a prisoner may lodge a complaint about staff misconduct or concerns about safety, and during provision of 
health care,” available at: 
http://www.americanbar.org/publications/criminal_justice_section_archive/crimjust_standards_treatmentprisoners.ht
ml. 
 
16 Ibid., note 3. See also U.S. Department of Health and Human Services, Office of Minority Health, Final Report: 
Standards for Culturally and Linguistically Appropriate Services in Health Care, 1-109 (March, 2001), available at: 
http://minorityhealth.hhs.gov/assets/pdf/checked/finalreport.pdf; Laurie M. Anderson, Susan C. Scrimshaw, Mindy 
T. Fullilove, Jonathan E. Fielding, Jacques Normand, and the Task Force on Community Preventive Services,  
Culturally Competent Healthcare Systems: A Systematic Review, American Journal of Preventative Medicine, 
Volume 24, Issue 3S, 68-79 (2003), available at: 
https://docs.google.com/viewer?a=v&q=cache:IKEVwewMwVMJ:www.wrha.mb.ca/osd/files/soc-AJPM-evrev-
healthcare-systems.pdf. 
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Pontiac additionally is authorized for one fulltime physician’s assistant (40 hours per week), two 
pharmacy technicians (for a total of 60 hours per week), and eight certified medical technicians 
(CMT) (for a total of 320 hours per week). These authorized positions were filled at the time of 
JHA’s visit, with the exceptions that one CMT position was vacant and another CMT staff 
member was away on leave of absence. Administration reported that CMT staff members were 
working overtime to help make up these staffing shortages. However, even with over-time, 64 
hours of CMT coverage were unfilled.  
 
Unlike most Illinois’ correctional facilities, sick call rounds at Pontiac are performed by CMT 
staff, not nurses. Sick call occurs in all the housing units every 72 hours, except on holidays. 
During sick call rounds, CMT staff members walk each housing unit to give inmates the 
opportunity to be added to a nurse’s sick call list. Administration indicated that CMT’s are 
required to refer inmates to a doctor for treatment if it is “more than the CMT can handle” 
according to a preset medical protocol. CMT staff members also deliver insulin and other 
medications that do not require inmates to be observed by staff when ingesting them.   
 
Each cell house has its own individual sick-call room where inmates are examined in the 
presence of a doctor, a nurse, and a security officer. Inmates being treated with medications for 
certain chronic conditions such as asthma, hypertension, and diabetes are permitted to keep a 
reserve supply of the medications in their cells. For inmates that must be observed when taking 
medications, nurses hand deliver individual doses floated in water at the cell fronts. All 
psychotropic and controlled medications must be hand delivered and observed in maximum 
security housing units. In the medium security unit, medications are passed out to inmates via 
medication lines. 
 
Administration estimated that 20 inmates on average were seen on sick call each day, with 
consultations lasting about 10 minutes. Physician visits, on average, usually last about 15 
minutes per consultation. Pontiac reported no backlogs or wait times for inmates waiting to 
receive non-emergent medical care or diagnostic tests. The average wait for an inmate to be seen 
by an outside medical specialist (from the time of referral) is about two to four weeks. Staff and 
administrators indicated that the delivery of medical care and services at Pontiac could be best 
improved by: (1) increasing the ratio of medical staff to inmates; (2) updating medical 
equipment; and (3) instituting computerized medical records and a computerized medical 
charting system for nurses; (4) generating broader medical protocols for standard 
treatments/medications for nurses to provide to inmates without referring them to a physician for 
treatment; and (5) providing a larger variety of over-the-counter medications for inmates to 
purchase through the prison commissary to enable the nursing staff to spend more time with 
seriously-ill inmates.  
 
To the credit of Pontiac’s healthcare staff and administrators, a number of inmates reported to 
JHA that the healthcare provided at Pontiac was better than they had received at other Illinois 
facilities. However, JHA also received negative reports as well. For instance, several inmates 
expressed that they were worried about getting sick because they did not believe there were 
enough medical staff to provide treatment. Other inmates reported that Tylenol and 
hydrocortisone were inappropriately used as cure-alls to treat almost all medical conditions. 
Others reported delays of several weeks to be seen by the doctor. Some inmates reported that 
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certain medical providers were rude and disrespectful, and others reported delays in having their 
prescriptions continued and refilled when transferred to Pontiac from other facilities. Overall, 
however, JHA heard fewer healthcare complaints in interviews with Pontiac inmates than we 
heard at other maximum-security facilities we visited. Despite the strain from staff shortages, the 
medical staff and administrators that JHA spoke with showed commendable dedication and 
stressed the importance of delivering the best care possible and creating positive patient-staff 
relationships.   
 
Grievances regarding medical care nevertheless routinely constitute the largest category of 
grievances filed by Pontiac inmates. In 2010, medical grievances comprised 36 percent of the 
total 2,232 grievances filed by Pontiac inmates that year. In October 2011, the month of JHA’s 
visit, medical grievances similarly comprised 31 percent of the total 1,655 grievances filed in 
that year to date. 
 
While a high volume of grievances can positively indicate that inmates can freely access internal 
grievance processes, a consistently high number of medical grievances can also signal systemic 
problems in the delivery of medical care and services. At Pontiac and every facility JHA has 
visited, inmates consistently describe the medical grievance system, and IDOC’s grievance 
system as a whole, as dysfunctional, ineffectual, obstructive, and non-responsive.  
  
To improve IDOC’s grievance system, and the medical grievance system in particular, JHA 
recommends, in accord with recommendations similarly made by the Correctional Association of 
New York, that: (1) that IDOC publish and compare yearly medical audit findings for each 
facility, including the number of medical grievances among prisons, as a way to stimulate 
healthcare improvements; (2) the number of medical grievances at each facility be published and 
included in annual performance evaluations; and (3) baseline numbers for medical grievances be 
established for each facility and an action plan devised to reduce grievances at those facilities 
identified as having above-average numbers of medical grievances.17  
 
With respect to preventative care, Administration reported that Pontiac inmates receive routine 
physicals on the following schedule: inmates under age 30, every five years; inmates between the 
ages of 30 and 39, every three years; and inmates aged 40 and over, every two years. The 
average age of inmate at Pontiac is 37. A total of 280 inmates, roughly 16 percent of Pontiac’s 
population, are aged 50 or older. However, Pontiac does not offer any special health or exercise 
programming for elderly inmates.  
 
Healthcare administrators reported that 13 specialty diets are available for physicians to prescribe 
to inmates. JHA did not learn the exact number of Pontiac inmates receiving medical diets. 
However, several Pontiac inmates reported difficulty obtaining specialty diets. In one instance, 
an inmate stated that he was denied a special medical diet at Pontiac, despite being approved for 
and receiving a special diet for many years at another Illinois facility. A number of inmates also 

                                                
17 See Correctional Association of New York, Health Care in New York State Prisons: A Report of Findings and 
Recommendations by the Prison Visiting Committee, 1-82, p.70 (February 2000), available at: 
http://www.prisonpolicy.org/scans/healthcare.pdf. 
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reported that the quality of food was generally poor and that quantities were insufficient, leaving 
them hungry much of the time. Other inmates described the food as “fair.”  
 
According to staff, typically three to four Pontiac inmates are on hunger strike in any given 
month. Staff reported that this was a relatively low incidence, and that collective en masse 
hunger strikes are uncommon. According to staff, hunger strikes are usually used short-term by 
inmates to protest issues involving medications or property restrictions. While this may currently 
be the case, JHA notes that continual overcrowding, long-term isolation and rapidly declining 
conditions, like those found in Illinois prisons, can create increasingly desperate environments 
that promote increasingly desperate measures by inmates, including hunger strikes, self-injury, 
violence, and wide-scale disruption.18  
 
Administration indicated that upon transfer to Pontiac, each inmate is examined and interviewed 
by a CMT to determine his overall health and whether he has chronic illnesses or preexisting 
medical or mental health issues that require ongoing treatment. Nursing staff thereafter review 
each inmate’s medical chart to ensure that medications continue and that referrals for follow-up 
medical treatment are scheduled.  Pontiac housed one terminally-ill inmate at the time of JHA’s 
visit. The facility reported that there were 22 inmate deaths in the preceding five years. 
 
Some Pontiac healthcare staff reflected that some inmates would be better served by a secure 
hospice care facility. As one healthcare staff member stated: “We are a prison and we were never 
set up in the way to take care of offenders who require total care. Our staffing does not allow for 
this and [when] we have done it in the past, it takes a tremendous toll on nursing staff.” Notably, 
several inmates also expressed to JHA that Pontiac needed better elder care in general. As noted 
in other reports, given the exponential growth of the elderly prison population and the rising cost 
of correctional healthcare, JHA strongly recommends that elected officials establish a 
commission to study the projected hospice/adult-care needs of the growing elderly population 
and the feasibility of increasing hospice/adult-care programs at IDOC facilities.19  
 
 
  

                                                
18 For example, hunger strikes were recently staged by prisoners in California, Virginia and Ohio to protest prison 
conditions and the use of long-term isolation. See Hannah Taleb, Solitary Watch: Prisoners in Solitary Confinement 
in Ohio Stage Two-Week Hunger Strike (June 5, 2012), Sal Rodriguez, Solitary Watch: Virginia Prisoners in 
Solitary Confinement Launch Hunger Strike (May 24, 2012); Solitary Watch Fact Sheet: Hunger Strike at Pelican 
Bay State Prison, available at: http://solitarywatch.com/. See also David M. Bierie, Is Tougher Better? The Impact of 
Physical Prison Conditions on Inmate Violence, International Journal of Offender Therapy and Comparative 
Criminology, Volume 56, Issue 3, 338-355 (2012), available at: http://ijo.sagepub.com/content/56/3/338.full.pdf; 
Criminology Research Council, Predicting Major Prison Incidents (May, 1990), available at: 
www.criminologyresearchcouncil.gov.au/reports/; Meredith P. Huey and Thomas L. McNulty, Institutional 
Conditions and Prison Suicide: Conditional Effects of Deprivation and Overcrowding, The Prison Journal, Vol. 85, 
No. 4, 490-514 (December, 2005), available at: http://tpj.sagepub.com/content/85/4/490.full.pdf+html. 
 
 
19 For an in-depth discussion of correctional hospice care, see JHA’s forthcoming report on the adult/ hospice 
program at Dixon Correctional Center, available at: http://www.thejha.org/publications 
 
 

Number of Pontiac Inmates Diagnosed 
with Chronic Illness 
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Chronic care clinics are available to treat 
inmates with asthma, Hepatitis C, HIV, 
hypertension, diabetes, and seizure disorders. 
A general medicine clinic is also available to 
treat inmates with a variety of chronic 
conditions such as high cholesterol, thyroid 
disorders, degenerative joint disease and 
benign prostatic hypertrophy. With the 
exception of the HIV clinic and the general medicine clinic, all chronic clinics occur every four 
months. Inmates in the HIV clinic are seen every three months, while the general medicine clinic 
is held every six months.  
 
In total, 758 inmates, almost 40 percent of Pontiac’s total population, were being treated in some 
form of chronic care clinic at the time of JHA’s visit. Staff and administrators suggested that care 
for these inmates could be improved by holding chronic care clinics every six months, instead of 
every four months, because this would give physicians more time to spend individually with 
each inmate-patient.  
 
Chronic care clinics for inmates with HIV and Hepatitis C are conducted via telemedicine. 
Administration and staff had mixed reviews of telemedicine. On the one hand, staff reported that 
telemedicine was “effective” in providing inmates with specialty care. On the other hand, staff 
reported that medical treatment was generally more effective when scheduled and handled in 
person by in-facility medical staff.  
 

Hepatitis C 
 
At the time of JHA’s visit, 66 Pontiac inmates were diagnosed with Hepatitis C, but only two 
were receiving treatment through the Hepatitis C chronic care clinic. One reason for this 
discrepancy is that the protocol for initiating Hepatitis C treatment, in IDOC and most U.S. 
prisons, dictates that treatment be deferred if an inmate is likely to be released in 12 months 
before the treatment can be completed (although IDOC indicated it makes exceptions to this 
protocol on a case-by-case basis).20 The rationales underlying the protocol include that: (1) a 
relatively small percentage of Hepatitis C infected patients go on to have significant disease from 
the infection; (2) it takes between 20-30 years from infection to develop those problems; (3) 
Hepatitis C treatment requires regular monitoring to identify potentially serious side effects; and 
(4) partial Hepatitis C treatment may select out resistant organisms and not be beneficial to the 
inmate-patient. 21 Further, if Hepatitis C treatment cannot be completed in prison, the inmate 

                                                
20 See Lester Wright, Removing Barriers to Care: Hepatitis C Continuity Program, The Newsletter of the Society of 
Correctional Physicians, Volume 12, Issue 1, pgs.1, 10 (Winter 2009) , available at: 
http://www.corrdocs.org/resources/CorrDocs12-1.pdf.  
 
21 Ibid., note 21.  
 

Asthma 179 
Cancer 1 
Diabetes 69 
Hepatitis C 66 
HIV 28 
Hypertension 270 
Tuberculosis  9 
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often must “start from scratch” with the treatment upon release. Hepatitis C treatment is also 
expensive, with antiviral therapies costing between $7,000 and $20,000 per patient per year.22  
 
Despite these reasons, there are strong arguments in favor of providing more robust and 
consistent Hepatitis C testing and treatment to the prison population, which is a major reservoir 
for the disease. An estimated 16 to 41 percent of inmates have been infected and an estimated 12 
to 35 percent are chronically infected with Hepatitis C, compared to the one to five percent 
infection among the un-institutionalized.23 Unidentified and untreated Hepatitis C among the 
prison population invariably results in more infections among the general public and a high 
incidence of liver disease, which is even more costly to treat.24 
 
Hepatitis C presents a major public health threat, today killing more Americans than HIV.25 Yet, 
according to the Centers for Disease Control (CDC), 50 to 75 percent of people with Hepatitis C 
do not realize they are infected.26 The incidence of Hepatitis C is estimated to rise dramatically 
in the coming years.27 As a practical matter, because “[t]he prevalence of [Hepatitis C] infection 
is high among incarcerated persons, community efforts to diagnose, treat, and prevent these 
infections require inclusion of the correctional population.”28  
 
To date, opt-out Hepatitis C has not been authorized or implemented at IDOC facilities or 
reception and classification centers. In accord with CDC recommendations, inmates instead are 
referred for Hepatitis C testing only if they report a history of risk factors for the disease at 
                                                
22 See Andrew Brunsden, Hepatitis C In Prisons: Evolving Toward Decency Through Adequate Medical Care And 
Public Health Reform, 54 UCLA LAW REVIEW 465, p. 468 (2006), available at: 
http://www.hcvinprison.org/images/stories/hcvinprison/docs/news_and_reports/HEPATITIS_C_IN_PRISONS.pdf; 
Associated Press, Prison’s Deadliest Inmate, Hepatitis C, Escaping: Public-health Workers Warn of Looming 
Epidemic of ‘Silent Killer’ (March 14, 2007), available at: http://www.msnbc.msn.com/id/17615346/ns/health-
infectious_diseases/t/prisons-deadliest-inmate-hepatitis-c-escaping. 
 
23 See U.S. Centers for Disease Control and Prevention, Correctional Facilities and Viral Hepatitis (May 2, 2011), 
available at: http://www.cdc.gov/hepatitis/Settings/corrections.htm. 
  
24C. Everett Koop Institute, Dartmouth Medical College, Hepatitis C: Associated Health Costs - United States, 
available at: http://www.epidemic.org/thefacts/theepidemic/USHealthCareCosts/. 
 
25 N. Ly; Jian Xing; R. Monina Klevens; Ruth B. Jiles; John W. Ward; and Scott D. Holmberg, The Increasing 
Burden of Mortality From Viral Hepatitis in the United States Between 1999 and 2007, Annals of Internal Medicine, 
Volume 156, Issue 4, 271-78 (February 21, 2012), available at: 
http://annals.org/article.aspx?volume=156&issue=4&page=271. 
 
26 Ibid., notes 22 and 23. 
 
27 Andrew Brunsden, Hepatitis C In Prisons: Evolving Toward Decency Through Adequate Medical Care And 
Public Health Reform, 54 UCLA LAW REVIEW 465-507, p. 471 (2006), available at: 
http://www.hcvinprison.org/images/stories/hcvinprison/docs/news_and_reports/HEPATITIS_C_IN_PRISONS.pdf.  
 
28 See Duncan Smith-Rohrberg Maru, Robert Douglas Bruce, Sanjay Basu, and Frederick L. Altice, Clinical 
Outcomes of Hepatitis C Treatment in a Prison Setting: Feasibility and Effectiveness for Challenging Treatment 
Populations, Clinical Infectious Diseases, Volume 47, Issue 7, 952-961, p. 952 (October, 2008) , available at:  
http://www.ncbi.nlm.nih.gov/pubmed/18715156 
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intake, especially intravenous drug use.29 The problem with risk-based Hepatitis C testing, 
however, is that this method has been shown to underestimate the prevalence of Hepatitis C in 
correctional settings and limit the opportunity for diagnosis and treatment.30 For instance, a study 
of the Rhode Island Department of Corrections found that most inmates who were Hepatitis C 
infected would not be tested and identified under the CDC’s current guidelines for risk-based 
testing.31  
 
Further, there are effective ways to deal with continuity of care issues in Hepatitis C treatment 
beyond protocols that exclude the majority of prisoners serving shorter sentences from receiving 
treatment during incarceration. For instance, New York, in partnership with local departments of 
health, county hospitals, and the division of parole, devised a system to connect newly-released 
inmates to “medical homes” for ongoing Hepatitis C treatment and monitoring, thereby allowing 
treatment to be initiated in prison without regard to the inmate’s length of stay.32  
 
Improving medical diagnosis, access to treatment, and prevention services for the prison 
population is a proven public health/disease-control strategy that benefits the community by 
reducing rates of disease transmission and reducing public health costs.33 Developing a plan to 
broaden Hepatitis C testing and continuity of treatment for inmates during and subsequent to 
incarceration is especially critical now, given that implementation of the Affordable Care Act in 
2014 will eventually finance post-release care for people who receive a Hepatitis C diagnosis 
while they are in prison. Further, Eighth Amendment claims based on the State’s failure to treat 
and diagnose inmates with Hepatitis C are increasingly a source of costly and protracted 
litigation in Illinois and across the country.34  

                                                
 
29 See CDC: Correctional Facilities and Viral Hepatitis, available at: 
http://www.cdc.gov/hepatitis/Settings/corrections.htm. 
 
30 Grace E. Macalino, Darpun Dhawan, and Josiah D. Rich, Missed Opportunity: Hepatitis C Screening of 
Prisoners, American Journal of Public Health, 1739–1740 (October 2005), available at: 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1449429/ 
 
31 Ibid., note 30. 
 
32 Susan J. Klein, Lester N. Wright, Guthrie S. Birkhead, Benjamin A. Mojica, Linda C. Klopf, Laurence A. Klein, 
Ellen L. Tanner, Ira S. Feldman, and Edward J. Fraley, Promoting HCV Treatment Completion for Prison Inmates: 
New York State's Hepatitis C Continuity Program , Public Health Reports, Vol.  122,  p. 83–88 (2007), available at:  
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1831802/ 
 
33 See Duncan Smith-Rohrberg Maru, Robert Douglas Bruce, Sanjay Basu, and Frederick L. Altice, Clinical 
Outcomes of Hepatitis C Treatment in a Prison Setting: Feasibility and Effectiveness for Challenging Treatment 
Populations, Clinical Infectious Diseases, Volume 47, Issue 7, 952-961, p. 952 (October, 2008) , available at:  
http://www.ncbi.nlm.nih.gov/pubmed/18715156. 
 
34 See, e.g., Anstett, et.al. v. State of Oregon, CV 01-1619-BR, Opinion and Order, 1-38 (Fed. Dist. Ct. Oregon 
December 19, 2002), available at: 
http://www.hcvinprison.org/images/stories/hcvinprison/docs/news_and_reports/classorder1.pdf; Shaya Tayefe 
Mohajer, Associated Press, Prisoners with Hepatitis C Sue California Prisons (July 8, 2008), available at:  
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Consistent with sound fiscal and public health policy, JHA recommends that: (1) the Illinois 
Governor and General Assembly, in cooperation with IDOC, initiate a pilot opt-out Hepatitis C 
testing program at county jails/IDOC’s reception and classification centers; and (2) that IDOC, in 
partnership with the General Assembly and Governor, county jails, public health agencies and 
hospitals, and the division of parole, devise a pilot program to provide ongoing access to 
Hepatitis C treatment and continuity of care to newly-released inmates and modify treatment 
protocols to allow the initiation of Hepatitis C treatment by more inmates during incarceration 
regardless of their length of stay. 
 

Dental & Eye Care 
 
Pontiac has three operational dental chairs. Staff reported that no dental equipment was in need 
of repair or replacement. While the facility is authorized for one fulltime dental hygienist (40 
hours per week) and two dentists (for a total of 64 hours per week), one of the dentist positions 
was vacant, leaving Pontiac staffed with only one fulltime dentist (40 hours per week). However, 
even with understaffing, wait times for dental care were better than at many facilities JHA has 
visited, as administration reported a wait time of approximately six weeks for non-emergent 
dental care. Staff nevertheless indicated that wait times can differ depending on the inmate’s 
security status, and that inmates in protective custody often have a longer wait. 
 
Staff also indicated that an oral surgeon comes to the facility one or two times a month. 
According to staff, five inmates must be signed up on the referral list for treatment by the oral 
surgeon before the visit will be approved. Administration reported that in the preceding 12 
months, 760 tooth extractions were performed at Pontiac.  
 
With respect to vision care, Pontiac is authorized for an employs one part-time optometrist (eight 
hours per week). Unlike most Illinois facilities, administration reported no backlog or wait time 
for inmates to receive eye care.  

 
Mental Health Care 

 
At the time of JHA’s visit, 485 inmates, about 28 percent of Pontiac’s population, were under 
psychiatric care. Of these, 434 inmates, about 25 percent of the population, were receiving 
psychotropic medications, 40 involuntarily. A total of 64 inmates with serious mental illness 
were separately housed in the Mental Health Unit (MHU), which has the capacity to house a 
total of 94 inmates. A total of 340 inmates taking psychotropic medications were housed in 
segregation.  
 
Pontiac staff and administrators reported that one of their major challenges is managing a 
disciplinary population with severe mental health issues while having limited mental health 
resources. Administrators and staff frankly stated that more mental health staff are needed. The 

                                                                                                                                                       
http://www.usatoday.com/news/nation/2008-07-08-1345652643_x.htm; Roe v. Elyea, 631 F.3d 843 (7th Cir. 2011), 
available at: http://caselaw.findlaw.com/us-7th-circuit/1554414.html. 
. 
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facility is authorized to employ a fulltime licensed clinical social worker, one fulltime 
psychology administrator, two psychiatrists (for a total of 66 hours per week), and four fulltime 
psychologists, consisting of three state employees (120 hours per week) and one psychologist 
employed by Wexford (40 hours per week). At the time of JHA’s visit, however, Pontiac was 
understaffed with only one psychiatrist (with coverage for 56 hours per week), and three 
psychologists. The remaining fulltime psychologist position with Wexford was vacant. As 
evidenced in JHA’s 2010 monitoring report on Pontiac, mental health staff vacancies and 
understaffing are a chronic problem for the facility.35  
 
Administrators reported that crisis interventions take place immediately upon staff becoming 
aware that an inmate is in danger, and that urgent mental health requests are seen the same day. 
Crisis training for staff consists of a 16 hour initial training and two hours of continuing 
education at regular intervals. Routine requests for mental health treatment are otherwise 
assessed within 10 to 12 days. The average length of stay for inmates on suicide/crisis watch is 
three days. 
  
Administration reported that the average mental health caseload is 75 inmates and the average 
length for a mental health visit is 30 minutes. While these caseloads and lengths of visits are 
better than most facilities JHA has visited, the mental health needs of Pontiac’s population are 
much greater than most facilities, with many inmates suffering from severe and chronic mental 
illnesses such as schizophrenia, bipolar disorder, and acute personality and thought disorders. 
Inmates housed in Pontiac’s MHU also have the opportunity to participate in hour-long group 
therapy sessions that focus on specific issues such as medication and symptom management, 
coping, anger management and relationships. These group therapy sessions are limited to eight 
inmates at a time, and, during the sessions, inmates are shackled and handcuffed to wooden 
benches.  
 
JHA was impressed with Pontiac’s mental health staff and administration. Despite the challenges 
of treating a very sick population, with limited resources in an anti-therapeutic environment, they 
seemed energetic, voiced genuine compassion and concern for inmates in their care, and 
displayed an uncommon lack of cynicism. Staff that JHA spoke with nevertheless all stressed the 
need for increased mental health staffing. Staff also indicated that hiring a specialized psychiatric 
nurse would be especially helpful to assist Pontiac inmates in managing their psychotropic 
medications. 
 
In speaking with Pontiac inmates, JHA was struck by the number of inmates displaying overt 
symptoms of severe mental illness and psychosis. The deinstitutionalization of the mentally ill 
over the past 50 years has shifted the burden of care for mentally ill persons from hospitals to 
jails and prisons like Pontiac, such that today America’s correctional facilities house more 
mentally ill persons than psychiatric hospitals.36 That incarceration is a poor solution to the 

                                                
35 See JHA February 16, 2010, Monitoring Report on Pontiac Correctional Center, available at: 
http://thejha.org/sites/default/files/PONTIAC%20REPORT%202-16-2010.pdf. 
 
36 See International Association for Correctional and Forensic Psychology, Standards for Psychology Services in 
Jails, Prisons, Correctional Facilities, and Agencies, Journal of Criminal Justice and Behavior, Vol. 37, No. 7, 749-
808, p. 754 (July 2010), available at: http://cjb.sagepub.com/content/37/7/749.full.pdf+html. 
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public health problem of mental illness was exemplified by JHA’s interview with one MHU 
inmate on our visit. This inmate, whom JHA first interviewed on a monitoring visit in 2010, was 
extremely agitated and anxious at that time, and fixated on the belief that they were “cooking 
dead babies” in the facility. A year later when JHA had the opportunity to visit and speak with 
this inmate during the 2011 monitoring visit, he presented in essentially the exact same mental 
condition of agitation and fear, and again entreated JHA to help him because “they’re cooking 
dead babies in here.”  
 
The incident powerfully illustrates that the criminalization and incarceration of inmates with 
mental illness does not result in the care needed to stabilize inmates, remit symptoms of mental 
illness, and prepare inmates for effective reintegration into the community upon release. Several 
Pontiac staff observed that mentally ill inmates often end up re-incarcerated due to the absence 
of access to mental health services in the community. Research confirms staff’s observations, 
indicating that fifty percent of people with mental illness who have previously been incarcerated 
are rearrested and returned to prison, not because they have committed new offenses, but because 
they have been able to comply with conditions of probation or parole because of mental illness.37 
Research further shows that providing treatment to mentally ill persons in the community is cost 
effective, as approximately $20,000 and $40,000 can be saved per person per year by providing 
them with mental health care in the community rather than putting them in jail.38  
 
In the absence of community mental health services, however, the reality is that prison is often 
the only place that mentally ill persons can access some form of care. Yet, despite the fact that 
prisons like Pontiac have become America’s de facto mental health hospitals, these facilities 
have not been provided correctional with the staffing and resources needed to even minimally 
address the population’s mental health needs.39  
 
The lack of available mental health both treatment inside and outside of prison presents an 
emergent health and safety issue for correctional institutions and the public at large. Besides the 
ethical, moral, and constitutional reasons for providing treatment, studies indicate that providing 
treatment to mentally ill inmates makes prisons and the public safer by reducing both 
institutional violence and recidivism upon inmates’ release.40  
 

                                                                                                                                                       
 
37 See National Alliance on Mental Illness Fact Sheet, The High Costs of Cutting Mental Health, available at: 
http://www.nami.org/Content/NavigationMenu/State_Advocacy/About_the_Issue/CriminalJustice.pdf 
 
38 Ibid., note 39.  
 
39 Ibid., note 36. 
 
40 See Joyce Kosak, Comment: Mental Health Treatment and Mistreatment in Prisons, William Mitchell Law 
Review, Volume  32, Issue 1, 389-418, p. 397 (November, 2005), available at: 
http://www.wmitchell.edu/lawreview/Volume32/Issue1/11Kosak.pdf 
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The lack of human contact and condition of prolonged isolation in which inmates are housed at 
Pontiac, both in MHU and segregation, also raises grave concerns for JHA, especially with 
respect to inmates with serious mental illness. Inmates are permitted one shower and a total of 
five hours of outside recreation time per week, divided into 2 and ½ hour increments on two days 
per week. Personal phone calls are limited to one 15-minute phone call per month, and personal 
visits with loved ones are limited to two one-hour, non-contact visits per month. The physical 
design of some of the MHU cells raises additional concerns, as these cells severely limit visual 
contact between inmates and staff and are rendered virtually soundproof by virtue of the 
perforated steel and Plexiglass that covers the cell front.  
 
Staff indicated that self-mutilating and self-harming behaviors are a problem at Pontiac, but 
estimated that the number of inmates who engaged in the behaviors remained in the “single 
digits.” Pontiac reported five suicides over the preceding five years.  
 
Self-harming behavior and suicide are documented common reactions of persons in long-term 
isolation, especially inmates with preexisting mental illness or disabilities.41 JHA agrees with 
United Nations’ statement that that the use of long-term isolation “is unacceptable, since 
prolonged isolation is extremely damaging to mental well-being, especially of those with mental 
disabilities.” For the reasons already set out at length in JHA’s prior report on long-term 
isolation, JHA opposes the use of long-term isolation at Pontiac and all IDOC facilities, 
particularly with mentally ill inmates, given overwhelming evidence that this practice tends to 
exacerbate pre-existing mental illness and can induce mental illness, self-harming behavior and 
severe physical and psychiatric symptoms in otherwise healthy persons.42  
 
 

### 
 

 
 
 
 
 
 
 
 
 
 
 

                                                
41 United Nations Office on Drugs and Crime, Handbook on Prisoners with Special Needs, 1-190, p. 16-18 (2009), 
available at: http://www.unodc.org/documents/justice-and-prison-reform/Prisoners-with-special-needs.pdf 
  
42 See JHA Special Report, A Price Illinois Cannot Afford: Tamms and the Costs of Long-Term Isolation 
http://thejha.org/sites/default/files/TammsReport.pdf. 
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This report was written by Maya Szilak, Director of the Prison Monitoring Project, for the 
John Howard Association, Courtney Widuch, John Howard Association intern, and Gwyneth 
Troyer, John Howard Association volunteer. Maya may be reached at (312) 503-6302 or 
mszilak@thejha.org. 
 
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. 
 


