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Ode to the Mind of a Correctional Officer
By Corporal William Young
I hate that I’m at my best when I’m at work.
For eight or twelve or sixteen hours a day I am full of piss and vinegar.
I’m upbeat and witty and I laugh and I joke and I do my best to promote an atmosphere of
team work and positivity.
I am a performer putting on an act for my co-workers and our clientele.
Hell, I may be the Celine Deon of the Correctional world.
I conversate and I deescalate. I investigate and I interrogate. I separate and I segregate.
I make small talk about sports and I field complaints.
I make split second decisions with long lasting ramifications.
I listen. I empathize.
I show concern for those that have shown no concern for others.

True Grit:
Building
Resilience
in Corrections
Professionals
5-day
Instructor Training
 1-day
Staff Training


No, I did not see the news.
No, I do not know what you’re in for.
No, I do not know how much time you’re going to get for your 5th DUI. If I knew the answer
to that question I’d drive a lot nicer car and I wouldn’t work the weekends.
Maybe I said something today that was worth repeating.
Maybe my opinion, my perspective, will resonate with someone.
Maybe that someone will repeat what I said to someone else who will in turn repeat it to
someone else who will then share it with his children and maybe one of those children will
end up curing cancer or fibromyalgia or something.
Maybe, hopefully, but probably not.
And now, after all that, I hand in my restraints and my radio and my keys and I head to the
locker room. I head out into the real world exhausted and emotionally empty.
(Continued on page 2)
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I drive home with the window down and the radio off.
Sometimes I eat when I get home, sometimes I don’t. Sometimes I head right for the bed, and sometimes I don’t.
My alarm wakes me up and reminds me that it’s time to take my blood pressure medication. Sometimes I get right up
and sometimes I don’t.
Sometimes I stay in the bed until someone comes and tells me that supper is ready.
I need to get up and work out and go outside and laugh with the neighbor when he tells me a joke.
He’s happy and he laughs and he’s normal and it pisses me off.
I’m pissed, but not because he is ignorant to the sights and the sounds and the swill.
I am pissed because I am jealous that he is living life.
I am pissed because I can’t un-see or un-do and I’m sick that I’m used to the things that I am used to.
I don’t do much during the week except work, eat, shower, and sleep.
There isn’t a lot of time to interact with family and friends.
I’d like to interact with them, well, some days I want to and some days I don’t.
Every little everything sets me off.
I long for silence, but I hate waking up to a quiet house.
During my work week I travel the path of least resistance.

My wife told me in the most un-offensive lovingly way possible that I’m worthless during my work week. She said
that it wasn’t my fault and that she understood but I wonder if she really does.
My daughter asks me why I spend more time with the criminals than I do with her.
I tell her that I have to go to work because that’s what Daddies do.
But she’s right, because even when I’m there sometimes I’m not really there.
Do I ever hide at work?
Sometimes it feels like it.
Sometimes it feels like it would be easier to just hide
inside under the disguise of “providing for the family,”
than it would be to attend parent/teacher
conferences.
Get off of the top tier and please keep the noise down.
Stay out of other people’s cells and take out the trash.
Listen to your mother and do your homework
and sure you can go to the movies and …
Is that guy breathing?
I can’t quit, I don’t know how to do anything else.

I need to talk to someone.
I know I need to talk to someone.
I really need to talk to someone.
I don’t want to talk to anyone!

Corporal William Young is a 13-year veteran of the Douglas
County Department of Corrections in Omaha, Nebraska.
Battling Corrections Fatigue himself, Officer Young is determined
to assist his fellow brothers and sisters by helping them identify,
manage, and reverse the damaging side effects and symptoms of
working in such an environment.
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Critical Incident Stress Debriefing:
A Response to Susan Jones, PhD—Part 1
© 2018 Bruce Perham
I found Susan Jones’ article in Desert Waters Correctional Oasis July 2018 issue to be most informative and helpful to
read on this much debated topic of the effectiveness of Critical Incident Stress Debriefing (CISD). So much so, that I
felt inclined to respond to it, and contribute to the much-needed discussion around this topic.
I am a Mental Health Social Worker Family and Narrative Therapist who has worked in Private Practice for the last 10
years in Melbourne, Australia. Throughout that time, I have worked with a large Employee Assistance Provider who
has the EAP contract with our Department of Justice and Regulation. This has involved me in providing EAP counselling and CISD to Correction Officers throughout Victoria, my home state.
I need to state clearly here that the thoughts I express in this response are “anecdotal,” based on my professional experience, and are not connected to any formal research findings. In this article, I quote Susan’s statements bolded,
followed by my response to them.
Susan Jones: “However, as I kept hearing that this approach may cause harm, I examined the research closely. This
examination revealed that there are a variety of studies which indicate that stress debriefing actions taken after
critical incidents were either, at best, doing no good, or were even causing harm.”
In Australia, I think that this is now a very prevalent view, and some clinicians strongly believe that the critical incident
debriefing process has the potential to re-traumatize staff by revisiting the details of the trauma event. Anecdotally,
the debriefing sessions I have been involved in over the last 10 years have given me the sense that these post-event
debriefings are actually very helpful for officers. They provide a forum for reflection over the incident, and an opportunity to explore its psychological impact.
I think sometimes there may be differences between the effects of retelling old traumatic events and more recent
traumatic events. There is now no debate or concern that it may be harmful to have a client retell details of childhood
trauma experiences. However, further research is needed to establish if there are some major differences between
doing that and someone sharing, in a group context, their thoughts or memories of more recent events, such as a
prisoner self-harming 3 or 4 days ago. (These differences may, for example, have to do with memory consolidation
processes, about which we do not know a lot at this time.)
The main criterion for me for inclusion in a debriefing group is that all the Officers were in attendance at the critical
incident and personally experienced the incident. That is not to say that Officers who were not at the incident are not
traumatized by it, but my sense is that there are differences, and descriptions of the event may not be helpful for
someone who was not present at the incident.
I always enquire as to “what happened,” and people are free to share whatever they witnessed and feel comfortable
to disclose. In situations where all Officers witnessed the incident, the discussion of what happened moves very quickly to how the Officers are processing what they experienced. It moves from what they saw to what impact it is having
on them. Overwhelmingly officers express this as being a helpful experience to discuss these traumatic experiences
with colleagues, in preference to dealing with them on their own.

(Continued on page 4)
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I was very fortunate to be able to conduct a training program in our Victorian prisons in 2016 called “Managing Stress
and Dealing with Trauma.” I conducted 40 sessions, and over 450 prison officers attended the training. They shared a
great deal with me about the challenges of being a prison officer, and a lot of what I share here was very influenced by
what the officers told me.
While these sessions were training/group discussions and not CISD, they had some similarities as they invited officers
to talk about their work and the physical and psychological impacts it had on them. This was a new experience for the
prison officers, as they all said that they had never sat together as a group and talked about their mental health. Given
that this was a new forum, I was constantly amazed at how much the officers shared and the level of discussion that
evolved. The officers openly shared “the trauma of the work,” and were desperate to have some validation for the
impact of this work on them. The evaluations were way beyond my expectations with 80% of officers rating this group
experience as either Excellent or Very Good. The 20% of Officers that were more negative were not expressing any
trauma reaction, but more of a disconnect from the idea anything “would make it better.” I came away from this training with a sense officers needed more of these discussions not less.
Susan Jones: “Devilly, Gist and Cotton (2006) were more specific on the harm done by a debriefing. They concluded
that the debriefing process may retraumatize individuals and provide details to the group that alter their perception
of the event. They also speculated that the ‘medicalization’ of this model may encourage individuals to see themselves as ill, which may negatively affect natural reactions to trauma. This research study also indicated concerns
about timing. If a team follows the Mitchell recommendations of intervention between 24-72 hours after the incident, the process may actually interfere with the individuals own coping strategies. In other words, the intervention
can get in the way of strategies that individuals may be able to employ on their own, and it may actually decrease
their chances of recovery.”
There are many valid points raised here. It is really important that, as health professionals, we engage in practices that
are helpful and not “negative” to the individual. When research highlights the above concerns, they need to be taken
seriously. I would like to add some discussion points here.
Context
It is important to note here that a critical incident in the Corrections Officer context is an incident that occurs as a part
of their work responsibilities, and is not a trauma incident that is experienced as a part of everyday life and generally a
sole incident. Corrections Officers have repeated critical incidents regularly over time. There is a cumulative psychological impact due to that.
Critical incident debriefing needs to be assessed in the context of inevitable “repeated” trauma, and not solely in response to a single trauma event. Another factor here, due to the workplace context, is that critical incidents are often
experienced by groups of officers, as, for example, when there is a prisoner suicide or self-harming.
In sitting with the group of Corrections Officers so exposed, the CISD facilitates a discussion around the incident, and
provides some insights as to how other officers experienced the event.

In my experience, officers are very interested in what their colleagues are going through, and often feel reassured that
their own reactions are in line with the group experience. Prison environments still very much promote the notion that
the expressing of emotion is a sign of weakness. So often officers will only confide “problems” to close trusted colleagues. The CISD provides an opportunity for officers to talk in a work environment that often dictates a “bottling it
up” approach as a way of dealing with traumatic experiences.
To be continued in the next issue of the Correctional Oasis.
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How to Build Your Retirement from Corrections
By Joe Bouchard
Reprinted with permission from CorrectionsOne. https://www.correctionsone.com/
If you look at retirement like a standard four-sided foundation, it features four cornerstones: activity, financial,
physical and emotional.
Goodbye, prison. I’ll be going now. It was truly a unique experience working here.
As I write this, I am 15 weeks away from my last day of work in corrections. I remember my very first day inside as if it
were yesterday. The 25 years following have evaporated like ice cubes on the sidewalk in mid-summer.
Reactions to retirement vary and are quite individual. Retirement scares some while it excites others. I have had both
of those emotions and many more as I ponder my post-corrections future.
For many months, I have revisited the topic of retiring from the profession. What follows is a blend of introspection
and advice from colleagues and loved ones. Conventional wisdom about retirement is also featured. As a disclaimer, I
am not a life coach. Quite simply, these are my opinions.
I believe that planning a retirement is like building a foundation for a dwelling. If we suppose that retirement is like a
standard four-sided foundation, it would feature four cornerstones: activity, financial, physical and emotional.
It is better to have a well-conceived foundation so that all that is built upon it later is stable. This can be done by asking questions about each cornerstone.
Activity Cornerstone
The activities cornerstone is all about how time will be spent.
 Will you work at another job when you retire?
 Do you have hobbies? If not, have you made a list of things you would like to do?
 Must you conduct activities that you find meaningful or are you content with anything to keep active? For example, are you comfortable with digging a hole and filling it the next day just to stay busy, or does the activity need a
deeper reason than just finishing a task?
 Will you try new things?
Financial Cornerstone
The financial cornerstone is about how you will pay for your post-corrections existence.
 Have you attended retirement seminars?
 Have you conducted a thorough and realistic financial self-assessment?
 Did you assess your financial needs by looking ahead?
 Are you the kind of person who is driven by purchasing new items?
 Do you have contingency plans?
 How long can you tighten your belt?
 Will you need a part-time job?
(Continued on page 6)
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Physical Cornerstone
The physical cornerstone forces you to answer some tough questions about your personal health.
 How is the overall state of your current health?
 Have you sought a physician’s assessment?
 Do you have a plan for diet and exercise?
 How does your family history look in terms of health?
 Do you possess willpower and fortitude?
 Have you honestly looked at your healthy and unhealthy influences?
Emotional Cornerstone
The emotional cornerstone requires you to look inward to assess your emotional health.
 Will you miss the rush, stress and adrenaline of corrections?
 Do you have de-stressing tactics?
 How much of your identity is intertwined with your job in corrections?
 How can you substitute feelings of accomplishment that you may have felt while on the job?
How everything connects
The four cornerstones are not merely sequential. That is to say, it is not a simple conceptual walk around the structure, looking at each cornerstone one at a time. The cornerstones interconnect and buttress one another. (See Figure
1.)

For example, if you are inactive you may become depressed. Thus the activities cornerstone may impact the emotional cornerstone. If you are financially insolvent, you may not be able to engage in activities.
Here are some of my thoughts on how to plan for retirement from corrections:
 Start planning early.
 Ask questions.
 Attend seminars.
 Know yourself.
 Change plans as needed. You need not be locked into details that seemed to work early in the planning.
 Be realistic.
Twenty-five years serving as a corrections professional involves a lot
of work with plenty of stress. I think it is enough time in the field. But
it is something I do not regret. I will eventually see how well my retirement planning fits my needs.
I also acknowledge that retirement is a very personal decision. And
you, dear reader, may embrace the advice, sample parts, or reject it
as a whole.

Whatever your course of action, as a fellow corrections professional,
I wish you the best in retirement. You have earned it. May your last
foundation be sturdy and work for you.
Figure 1
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My Thoughts about CF2F
By Lt. Tony Gonzales III
Printed with permission.

I am coming up on 23 years in the department. I have been gassed with urine and feces on multiple occasions. I have
been physically assaulted on 4 occasions. I saved an inmate’s life who was hanging, which resulted in tearing ligaments in my thumb, requiring surgery to repair. I responded to the aid of a Counselor while they were being assaulted, which resulted in the inmate mule kicking me in my knee, tearing my MCL and ACL, requiring surgery to repair,
resulting in pins in my knee.
During the 4-day CF2F Instructor Training course I would return to my hotel room and self-reflect on things I would
say and things I would do, which became the norm in my life. For example, I was oftentimes told by my spouse that I
was talking to her like an inmate (authoritative, demanding, ordering). I would dismiss her comment and never believed that I talked to her in that manner.
I have become distant with friends outside of work, so much so they don’t include me in our “get togethers” I once
participated in.

I would come home from work and not want to talk to anyone.
I didn’t like answering my phone and would look at who was calling. It could be my Mom, Dad, or my children, and I
would let it go to voicemail.
I absolutely hated going to big events with big crowds.
I was always so judgmental of others while in the public.
I would immerse myself so much into my work, I would stay over 1 to 2 hours for free. Once home, I would constantly
worry about what I needed to get done the next day, which would cause me to be distant with my family.
I believed the reason why I got a divorce was my wife’s fault.
And now that I have had the class and can recognize my behaviors and have ways of dealing with them I am working
on change. My current wife and I sat down and went through the Participant’s Manual, and she pointed out my behaviors, but now I felt like she had an understanding as to why I act a certain way.
Now when I come home she greats me with a hug and a kiss, welcomes me home, doesn’t ask any questions, and lets
me decompress for an hour.

It’s funny, when I begin to “Spiral” as my wife and I like to call it, she reminds me of the fatigue to fulfillment.
For me personally it has helped tremendously and I believe if I would have had this training 10 years ago, I probably
would have remained married, as I now recognize that I was part of the problem.
And for the first time in 10 years I took my kids to the Fair, although it was difficult I kept telling
myself 96% of these people are good people. I did so well, I took them back the next day.

(Continued on page 8)
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The week after I returned from the training, I sat in the class as the Peer Support Team leader. During the class I interjected and told a story that when I and my previous wife would get into arguments she would always yell at me and
say, “Stop talking to me like I am an inmate!”
Shortly after we went on a short break and when everyone returned, a class participant raised his hand and said after
I told that story it broke him down and during the break he called his spouse and apologized for a fight they had a
month ago when she told him those exact words. He thanked me for the story, and really appreciated the class.
During that day I left the classroom on 3 occasions and provided Peer Support to both custody and non-custody staff. I
literally sat in a participant’s vehicle with them and talked for 30 minutes while he broke down in tears, because the
curriculum identified how he was feeling. The participant indicated he could not return to the class because it was
real heavy. I told him we were getting ready to discuss the fulfillment portion of the class, which would greatly benefit
him. The participant returned to the class and completed it while actively participating in the group exercises. At the
conclusion of the class he thanked me for getting him back into the classroom.
At the end of this class, participants clap, give standing ovations and always come up front, thank the instructors and
always say, “We have been needing a class like this for a long time.”
I, along with many participants and instructors believe this course should be longer than 7 hours, due to the amount
of conversation that happens. This class gets the participants talking, and, couple that with the activities, we are
pressed for time.

I think a course like this would be great for the academy. It would prepare the new cadets to recognize the onset of
Correctional Fatigue.
In my eyes this training is invaluable and needed. I have been an Instructor for 15 years and have never seen class
participants have so much gratitude for a class.

“More on Staying Well:
More Strategies for Corrections Staff”
Desert Waters’ latest publication, “More on Staying Well: More Strategies for Corrections Staff,” by Caterina Spinaris, is now available on desertwaters.com.
This volume is the sequel to the book, “Staying Well: Strategies for Corrections
Staff,” also by Caterina Spinaris.
The aim of “More on Staying Well” is to present additional, more advanced and
more detailed information on positive strategies that promote resilience and fulfillment, both for individuals and for the workforce culture.
Book chapters include: Two Sheets of Music; Activating the Relaxation Response;
Qualifying with Your Emotions; Staying SANE; Nothing to Yawn at; Flying Against
Gravity; Post-traumatic Growth; When Healthy Connection = Life; Exposing the
Hook; The Value of Validation; The Dire Need for Empathy; More Precious than
Gold; Promoting Psychological Safety; Weaving Positive Meaning; and Thriving in
Corrections
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Really, Are You Serious?
By Corrections Officer Ron Mason
It hits like a hammer blow ..... Not again! C'mon please. I don't need to hear that again.
I just heard it 5 days ago. I have read the statistics, I know the dangers, I know my odds.
I am living my life, I am doing the job, I am taking care of my family. I am strong.
I see retirement coming up. It is so close, it only bothers me a little bit, but I am doing alright.
I know I have a couple of bad habits, they are my space, my solace.
The world I enter every day takes a little bit of a toll, but I am doing okay. (At least, I think so.)
To hear again that a partner that is close to my age and has about the same amount of time as me
is in the hospital with heart trouble.
To hear again that a partner once again succumbed to the world they chose to endure,
the world that brought them to the point that it hurt their mind more than they could take.
I am sorry they had to bear witness to what mankind chooses to do to one another.
I know that can be unbearable to see and have to return home and tuck your child into bed.
To hear that a partner went to the bar on the way home to decompress and not take
work home to their family. Your partner was hurting inside and just wanted some time to escape.
Your partner gets into a car to go home, and two families are left to weep.
Why did I have to see humanity at its worst today, why do I have to be covered in blood,
what is that metallic smell. I just wanted to do a day of work for a day of pay.
How do I explain my day at work when I look like this? It was “another day at the office.”
I know this may seem scattered and out of place. The thoughts are out of order and may
make no sense. I know. That is what my day at work was like, and there was so much more.
That was what my “ 8 hours at the office” was like.
I don't mean to unload all this at once, but you asked how my day at work was.
Sorry that my answer was the long version.
Short answer is, “Honey, my day had a little bit of chaos in it.”

Corrections Officer Ron Mason has worked as a corrections officer for over 20 years.
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Help! I’m Not a Mental Health Nurse—Part 2
By Lorry Schoenly, PhD, RN, CCHP-RN
Reprinted with permission from correctionalnurse.net.
Psychotic patients have lost touch with reality and have unusual thought disturbances such as hallucinations and delusions. The most common psychotic disorder is schizophrenia, but patients can manifest any variety of psychotic
symptoms without having this diagnosis. The Bureau of Justice reports that 15% of those in prison and 24% of those
in jail reported having thought disturbances such as hallucinations or delusions. So, correctional nurses are likely to
provide nursing care to psychotic patients. Consider this scenario:
Melinda is conducting nursing sick call in a local jail. Her next patient submitted a slip indicating right ankle pain. She
interviews the patient; asking about the initiation, duration, and quality of the pain while examining the patient’s ankle. The patient explains that he hears voices at night talking about the tracking device implanted in his ankle. When
it is turned on he gets a sharp pain that lasts for about 20 minutes. He knows that his movements are being tracked
by the government. This patient has been in the jail for 5 days. The initial screening form only indicates that the patient is not suicidal and has no history of medical or mental health treatment.

Auditory hallucinations are one of the most common types of psychiatric symptoms. Most often these false perceptions manifest as voices but they can also be clicks, music, or other sounds. Like this patient’s presentation, psychotic
disorders can include both hallucinations and delusions. A delusion involves a false personal belief that the patient
continues to believe even after proof to the contrary. Here is a short list of common delusion types:
 Control: Belief that objects or persons have control over him. This patient has a control delusion.
 Grandeur: An exaggerated sense of importance or power. This delusion can be combined with religiosity. (“I am
Jesus Christ.”)
 Persecution: Belief that others intend the patient harm. This patient also expresses a persecution-type delusion.
 Reference: Irrational belief that all objects and actions refer to the patient. “All the articles in this magazine are
talking about me in code.”
 Somatic: Delusions based on body function. A 65-year-old woman saying “I know I am pregnant, even though
the Dr. says I am not.”
Labeling the delusion, however, is not as important as accurately describing what the patient is hearing and experiencing.
An earlier post discussed ruling out medical conditions that might cause psychiatric symptoms – particularly delirium.
Melinda plans to discuss this with the on-call physician once she has gathered all the data. She knows this patient will
likely need a referral to a mental health professional. The mental health nurse practitioner sees patients two afternoons a week. She won’t be in until tomorrow afternoon, though, so what should Melinda do to help this patient
right now?
Subjective and Objective Findings
Melinda still needs to perform a physical assessment and document subjective and objective findings. Although it is
unlikely that the patient has a tracking device implanted in his ankle, he may actually be feeling pain, and may have
an injury. Always fully evaluate a patient concern.
(Continued on page 11)
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In addition, exposure to medications or drugs and medical conditions such as hepatic disease or electrolyte imbalance
can cause psychotic symptoms. There is little known about this patient’s history. Melinda may be able to obtain helpful
background information from the patient or, if available, the patient’s family.
Determine Harm to Self or Others
When a patient reports hearing voices, the underlying cause can be variable: auditory hallucinations, thoughts characterized erroneously as “voices,” or an indicator of malingering. Regardless, if a patient reports hearing voices, it is important to fully evaluate how this might affect the patient’s safety and the safety of those around him. Ask the patient
what the voices are saying and attempt to get a full range of the content. If there is any indication that the voices instruct the patient to harm himself, perform a full suicide evaluation. If the voices instruct the patient to harm others
the patient needs to be isolated from other inmates until there is a full mental health evaluation and therapy is active.
General Tips for Working with Psychotic Patients
It can be challenging to handle a patient interaction with someone who is not in touch with reality. There are a few
things that Melinda was keeping in mind when communicating with this patient.
 Avoid touching the patient without warning. Although we avoid touching anyway in corrections, touch happens
during assessment and vital sign readings.
 Maintain an attitude of acceptance to encourage the patient to fully share the delusion or hallucination.
 Do not reinforce the hallucination. For example, refer to an auditory hallucination as “the voices” rather than
“they.”
 If appropriate, as when a patient is hearing the hallucination in your presence, respond truthfully in an affirming
tone, such as, “Even though the voices are real to you, I do not hear them.”
 Do not argue or deny a false belief. Instead, present a “reasonable doubt” position, such as, “I understand that you
believe this, but I am personally having a hard time accepting it.”
 Avoid laughing, whispering, or talking quietly to other staff around the patient.
 Maintain an assertive, matter-of-fact, and genuine
approach.
Therapy Options
Once Melinda fully evaluated the patient she contacted
his mother who was indicated on the intake form as an
emergency contact. With the patient’s permission, she
asked his mother about his prior medical history and
discovered that the patient had, indeed, been under
psychiatric care in the past and had been taking
Risperdal (risperidone). The patient had left home several months ago and his mother was no longer able to encourage compliance.
Armed with this information, the on-call provider was
contacted and an order was obtained for this medication. Risperidone is an atypical antipsychotic agent (also
called second generation) often prescribed for schizophrenia. Other drugs in this class include Clozapine (Clozaril),
Olanzapine (Zyprexa, and Quetiapine (Seroquel).
Medication is not the total answer for a psychotic condition, and this patient will likely need some type of therapy such
as behavioral therapy, group therapy, or individual psychotherapy. Unfortunately, many settings like Melinda’s have
limited resources for these mental health services.
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Many Thanks!
Thank you for blessing
Desert Waters’ mission!
Caterina Spinaris, PhD, LPC
Executive Director
431 East Main Street, P.O. Box 355
Florence, CO 81226
(719) 784-4727

desertwaters.com
Your gifts are tax-deductible.

IN MEMORIAM
CO Joseph Gomm
EOW 18 July 2018

Individual donors: Anonymous donors, TC & Joellen Brown,
Jeff & Connie Mueller, Kevin & Robin Rivard, Harold & Carol
Severson
Business donors: Elizabeth Gamache, LandShark Design, LLC;
Janice Graham & Company, P.C.
Special thanks also go to: Cindy Baeta, Cathy Bergquist,
Audrey Boag, Joe Bouchard, Bob Bowen, Nicole Brocato, T.C. &
Joellen Brown, Meredith Butler, Pamela Burt, Brenda Crawford,
John Eggers, Laura Hix, Susan Jones, Lorrie Keller, Joshua
Klimek, Michael Lamonds, Stacy Lopez, Ron Mason, Greg Morton, Jeff & Connie Mueller, Brent Parker, Bruce Perham, Stephanie Rawlings, Beau Riche, Jeff Rude, Patti Schniedwind, Lorry
Schoenly, Rachel Shelver, Eleni Spinari, David Stephens, William Young

Minnesota Dept. of Corrections

Juvenile CO Maria Mora Torres
EOW 7 July 2018
Juvenile Justice Center, Fresno, CA

Quote of the Month

”Incredible change happens in
your life when you decide to
take control of what you do
have power over instead of
craving control over what you
don't.”
~ Steve Maraboli

DWCO Disclaimer
The views and opinions expressed in the Correctional
Oasis are those of the authors and do not necessarily
reflect or represent the views and opinions held by
DWCO Board members, staff, and/or volunteers.
DWCO is not responsible for accuracy of statements
made by authors. If you have a complaint about something you have read in the Correctional Oasis, please
contact us.

To promote the occupational, personal and
family well-being of the corrections workforce through the provision of evidenceinformed resources, solution, and support.

