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                  BLOODS

The Bloods, also known as
Original Blood Family
(OBF), are primarily
African-American street
gangs founded in Los
Angelos, California. The
gang is widely known for
its rivalry with the crips.
They identify with the color
red and distinctive hand
signs.
    
The Bloods have various
sub groups called "sets".
The Bloods were originally
formed to compete against
the influence of the Crips.
By 1978, there were 15
Blood sets. The Crips still
outnumbered the Bloods 3
to 1. Blood membership
soon showed a dramatic
increase in the number of
states which they were
present.
 
Most Bloods members are
African-American Males,
although some sets have
recruited female members
from other areas and ethnic
backgrounds.
 

Learn Their Tattoos

Prison Gang of the Month

 here is no known national
leader of the Bloods but
individual sets have a
hierarchical leadership.
 
Bloods recruit heavily among
school-age children in
predominantly poor neighbor
hoods. Bloods sets have a
loose structure of rank based
on how long a person has been
involved with a particular set.
 
Bloods Members commonly
refer to themselves as CKs (an
initialism of Crip-Killer), MOBs
(an Initialism of Member of
Bloods). dawgs, or ballers
(meaning drug dealer).
 
"Bloods" is a universal term
used to refer to West Coast
Bloods and United Blood
Nation (UBN, also known as the
East-Coast Bloods).
 
Source:
wikipedia.org/wiki/Bloods
 



Why You Should Care About inmates with dementia in
Specialized Dementia Units in Correctional Facilities

 
The Federal Medical Center located in Devens Massachusetts and
under the direction of Rear Admiral Stephen S. Spaulding, Warden,
announces the opening of the first Memory Disorder Unit (MDU) which
will house 36 dementia inmates. The unit was modeled after a nursing
homes memory care unit. This is the first unit in the country to have
staff who are not only trained in the area of Dementia care but
certified in Dementia care. The unit will house 36 inmates who all have
a dementia diagnosis and are in the middle stages. Under the
supervision of Warden Spaulding and Captain Bollinger, they chose to
use a nursing home dementia unit model. The unit is designed to
provide a secure living area while recognizing the importance of
providing compassionate and competent care.

 
This type of model includes extensive, specialized and comprehensive
staff training in Alzheimer’s disease and Dementia Care as well
Dementia certification for the educators as Certified Correctional
Personnel Dementia Trainer CCPDT and the correctional officer as
Certified Dementia Trained Correctional Personnel CCDTCP which was
developed by the National Council of Certified Dementia Practitioners
specifically for correctional facilities. The correctional staff deal with
unique issues and often times challenging behavior with prisoners who
have a dementia diagnosis.

 
This correctional facility nursing home model includes; policy and
procedures developed specifically for the unit that includes best
practices, safety of staff, security, pat searches, communication
techniques,  environmental changes to promote a calming effect, 



sensory room called Snoezelen, multidisciplinary team approach,
medication management, therapeutic recreation, safety
modifications, and inmate volunteer program utilizing other
inmate companion to provide care. The inmate companion have
completed comprehensive nurses’ aide training, which when they
compete the program they will be certified nurse aids (CNA) to
assist with daily care such as ambulation, bathing, toileting,
showers and feeding.
 
The Federal Bureau of Prisons realized the special need for such
unit due to the aging of the inmate population. The Federal Medical
Center (FMC) Devens was chosen for the first inmate dementia unit
which is called the Memory disorder Unit (MDU).   Warden
Spaulding chose Captain Bollinger to lead the development team in
creating a true dementia unit with therapeutic care and
programing. The concept started in August of 2018, and concluded
with opening the unit on July 23, 2019. The deployment team
consisted of nurses, doctors, correctional officers, facilities
management and executive staff.  All departments had a vital role
in creating the policy and procedures that will be utilized in the
unit.  The criteria was created by the medical staff to determine
the placement of the specific inmates that have been diagnosed
with dementia. A medical panel will review all inmates’ medical
history to see if they meet the criteria to be placed in the MDU.
Inmates can be either in a wheel chair, ambulatory, bed ridden and
inmates that are near end of life will be placed in a comfort care
program.
 
In the prison system we are seeing an increase in aging population
and many have a dementia diagnosis. This is due to lengthier
sentences, stricter parole laws and the increase in older adults
entering the prison system. Many of the elderly have preexisting
health problems such as hypertension, diabetes, HIV Aids, Head
Trauma (from fights or some type of  of violence) as well as



 other risk factors such as smoking, limited education and
substance abuse which adds to the increase of dementia 2 to 3
times that of the elderly not in prisons. By the year 2030 one third
of all inmates will be over 55. It is widely noted that inmates age
faster in prison due to preexisting medical issues or medical issues
they may develop during their incarceration. “Many states consider
over -50 prisoners, elderly, saying they age up to 15 years faster.”
Reported by Pam Belluck.
 
An elderly prisoner with a diagnosis of Dementia leads to;
Increased risk of victimization (bullying by other inmates and
belongings stolen), increase in depression among dementia
prisoners, frustration among correctional officers who are ill
prepared to respond to behavior challenges (such as wandering,
pacing, repetitive questions, yelling or crying out), social Anxiety,
self-Injury, increase in falls, security threats (pose risk to self, other
inmates and staff), increased medical and mental health issues,
round the clock care,  total dependency on staff (unable to
communicate, perform bodily functions, dress nor toilet
themselves) and poor decision making ability as well as suffering
from paranoia and confusion. Because wandering and pacing may
be a symptom of Dementia, an inmate may wander into another
inmate’s cell causing a fight or altercation.
 
All of these issues lead to correctional staff being overwhelmed, ill
prepared and unable to meet the daily challenges. Additionally, the
inmate cannot communicate effectively to the physician or nurse
medical issues and often times does not remember the medical
concern.
 
In an article published in Physicians Weekly, the author noted,
“that in California alone, there were over 18,400 inmates over the
age of 55. They are in the early stages of implementing a dementia
unit. Prior to this unit, they wrote about volunteer inmates who
assisted inmates with cognitive decline with 



toileting, feeding, dressing and ambulation. Additionally, in
California they are adding a Hospice unit to care for dementia
patients who are in the end stages of the disease. In California, it is
expected to spend $26,000 on health care for inmates.” 

 
We have to decide now as a society that we need to take care of
them. Nursing home placement is not an option for violent
offenders who now have a diagnosis of dementia. Do you really
want a violent sex offender living on the same hallway as your
elderly mom or dad? Nursing homes are not equipped to deal with
this type of increased security issues arising from this type of
placement. It is up to the prison system, government and tax
payers to look for the change that needs to come in every state.
We have now entered a crisis situation in every state.
 
NCCDP went on to state that, that the reason it is so important to
train the correctional staff is because Dementia training has the
greatest impact and effect on the staff interaction with the
prisoners. The staff need to understand the diseases process for
several reasons, one, they will recognize the signs and symptoms
of dementia and report cognition changes and physical changes to
the nurses and physicians and secondly, understanding
 communication difficulties such as an inmate who does not
respond to a command  or has a sudden outburst, which in the past
could result in restraint or isolation or punishable misbehavior,
just may need the officer to communicate in a different way.
Possibly breaking down the steps and simplify the command or
question.  



Thirdly, is recognizing that a behavior is a symptom of dementia and
to understand techniques to calm the behavior down vs. the
behavior escalating because the correctional officer are punishing
with restraints or isolation. 

 
Learning communication techniques is very important. They need to
understand how to respond to repetitive questions, answer
questions in an adult tone and not answer an inmate using baby
talk. Key is learning to never argue with a cognitively impaired
inmate but to enter their reality and live their truth. With training
comes compassion and to be less judgmental. 

 
Staff also learn to be flexible as each inmate is unique and so the
correctional officer approach with the inmate also has to be tailored
to that individual. What works with one person, may not work with
the next.

 
Equally important is providing non-pharmalogical approaches and
interventions vs., medicating the behaviors, is a much more proven
human way of navigating the behavior storm. Some examples of
non-pharmalogical approaches are; exercise, music, aromatherapy,
massage, pet therapy, art programs, all can have a positive effect.
 
No state is immune from the greying of the inmates in prisons due
to either lengthy sentences or life sentence in state or federal
prisons. Let’s first look at providing training to the staff and
secondly how to house and care for the inmates with a dementia
diagnosis. There is already an urgent need for specialty units for
prisoners with the Dementia diagnosis. The Federal Bureau of Prison
is taking the lead on the elderly inmate population by creating the
first correctional dementia model.   It is everyone’s problem and we
can no longer look away.
 



 About the authors;
Captain Bollinger is the Captain at FMC Deven and will retire after 34
years of service in August 31, 2019.  

 
Sandra Stimson is the CEO and Founder National Council of Certified
Dementia Practitioners and International Council of Certified
Dementia Practitioners

 
Lynn Biot Gordon is the COO and Founder of the National Council of
Certified Dementia Practitioners and International Council of
Certified Dementia Practitioners 
https://www.dementiaaction.org.uk/assets/0003/4619/Prisons_and_
Dementia_-_DAA_briefing_paper.pdf
 
https://www.ncchc.org/filebin/images/Website_PDFs/24-2.pdf
 
https://www.theguardian.com/society/2017/jun/20/prisons-taking-
role-of-care-homes-and-hospices-as-older-population-soars

 
https://www.ncchc.org/filebin/images/Website_PDFs/24-2.pdfa
heading



CORNER
by Karli Bollinger, BS Psychology

Graduate Clinical Psychology - Millersville University

KARLI ' S

In general, the average age of onset for

Fronto Temporal Dementia is around

the mid 80’s. While 80% of patients are

typically diagnosed before age 65 and

half of these patients have some kind of

family history involved with FTD.  FTD is

diagnosed among men and women

equally, although head injury is

typically more common in men at

younger ages. 

 

Fronto Temporal Dementia is divided

into three major subtypes or variants.

There is the Behavioral Variant (bvFTD),

Semantic Variant (svFTD), and

Nonfluent/Agramatic Variant (nfFTD). I

will be discussing the Behavioral

Variant (bvFTD) of FTD. Sometimes this

is also referred to as the “frontal

variant”. This subtype is most frequently

diagnosed among patients. Over half of

FTD diagnoses is the Behavioral Variant.

BvFTD is the most severe, both in

symptoms and progression.

 

Symptoms include frontal lobe

controlled activities such as changes in

personality, and the inability to regulate

behavior or emotion. The executive

functions are not memory based or

involve visuospatial skills. Reduced

BEHAVIORAL VARIANT TREATMENT

Today, Dementia can be present in

various types such as Alzheimer’s

Disease, Vascular Dementia,

Dementia with Lewy Bodies (DLB),

and Parkinson’s Disease Dementia.

Another common form of Dementia

is Frontotemporal Dementia (FTD). It

was first referred to as “Pick’s

Disease”. This type of dementia

started out as being a large-scale

atrophy of the frontal temporal lobes.

In the 1990’s Pick’s disease

transitioned into what is now known

as Fronto Temporal Dementia due to

the later discovery of different forms.

 

In general, the average age of onset

for Fronto Temporal Dementia is

around the mid 80’s. While 80% of

patients are typically diagnosed

before age 65 and half of these

patients have some kind of family

history involved with FTD.  FTD is

diagnosed among men and women

equally, although head injury is

typically more common in men at

younger ages. 
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empathy, and new compulsive behavior such as hoarding and hand washing can be present. There

usually are dietary changes, like binge eating, and eating inedible foods. Most of the symptoms

appear due to the consequences of frontal lobe and limbic system damage. Progressive Primary

Aphasia (PPRT) is most common with language-based issues. 

 

Patients with frontal disorders may display environmental dependency. Grossi, De Lucia & Trojano

(2014) explains these environmental dependencies, “such as utilization behavior (tendency to grasp

and use an object) and imitation behavior (tendency to reproduce gestures performed by the

examiner)”. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

More specifically, I will explain the various approaches of treatment for this Behavioral Variant. The

first area of treatment was revealed by Pressman & Miller (2014), “neuropsychological testing in

patients with BvFTD frequently reveals executive dysfunction, which often correlates with tissue loss

in the dorsolateral prefrontal cortex”. This approach entails the biological aspect of treatment with

neuroimagingscan. Functional neuroimaging such as PET might be more sensitive than MRI in early

stages, and can be clinically useful in distinguishing FTD from AD."

 

In comparison some view this neuroimaging source of treatment as an upside due to the fact that

this treatment is usually individually tailored. In regards to neuroimaging Wittenberg et al. (2008)

defend this approach by saying, “clinically, neuroimaging and careful family histories taken from

informants will play an increasing role in determining which patients are more likely to have early

FTD”.

 

In the life of caregivers and families Pressman et al. (2014) suggests “education and counseling about

the neurological basis of the disease can offer some relief to frustrated friends and family”. If

caregivers and families took time to broaden their knowledge about the biological processes and

areas of the brain that are affected within this disease it might offer some reasoning as to why their

family member is acting the way that they are. In another standpoint, Pressman et al. (2014) says,

“exercise has been shown to benefit mood, cognition, and overall health in patients with dementia”.

Even if it’s just a stroll through the garden, or a walk each day it will positively impact an individual

with dementia. Both speech and physical therapy may also be beneficial in some cases. More directly,

Pressman at el. (2014) defines “problematic behavior can be managed by assessing for causes of pain

or delirium and might also be handled with a combination of redirection, distraction, and offering

simple choices”. Distraction from the root of the problem is a main way to avoid further stress. Using

distraction can also be an effective way to reduce stressful triggers and can create a more relaxed

environment.  



 
In the area of drug treatment, selective serotonin reuptake inhibitors are shown to be effective in

some studies to alleviate various symptoms. Different fields such as neuropsychology, and social

psychology are both involved in the treatment process for these patients. Wittenberg, Possin,

Rascovsky, Rankin, Miller, & Kramer (2008) declared, “Neuropsychologists are in an excellent

position to draw from related disciplines like personality theory and social psychology to better

assess the types of changes that characterize the early phases of the disease”. 

 

 

 

 

 

 

 

 

 

 

 

In relation to any study or field of dementia there will always be more research that can be done.

Wittenberg et al. (2008) discuss, “although treatments are not well developed, early and accurate

diagnosis remains essential to help patients and families plan for the future”. Likewise, it not only

benefits the patient but also the caregiver to grasp an idea of what the expectations or goals for the

future for their family member might look like. It is an aid in the future prediction process.

Galimberti, Dell’Osso, Altamura, & Scarpini (2015) revealed, “an early diagnosis of FTD in patients

with or without pre-existing psychiatric disorders is the main and most important objective of

clinicians to help families to implement more specific caregiving strategies and provide more

informed and overall better management to their patients”. Early diagnosis will in turn produce an

easier prediction process of future plans.In the advanced stages of most diseases, the situation

becomes more difficult to tend to.  Diel-Schmid, Richard-Devantoy, Grimmer, Förstl, & Jox (2016) in

their study concluded, “BvFTD is an indication for palliative care; future studies are required that

investigate the specific needs and evaluate strategies that aim on improving patient comfort in

advanced disease stages”.
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Federal Inmates Coming Your WAY!
Federal Inmates Certified as CNA Certified Nursing Assistants
 
By Michael Bollinger, CEO, Correctional Personnel Training, LLC (CPT)
 
The Federal Bureau of Prisons (BOP) is a federal law enforcement
agency responsible for the care, custody, and control of federal
inmates in the United States. The overall mission is comprised of two
identifiable duties: the first is to protect society by confining
offenders in the controlled environments of prisons and community-
based facilities that are safe, humane, cost-effective, and secure.
The second duty is to provide work and other self-improvement
opportunities to assist offenders in becoming law-abiding citizens,
therefore reducing the risk of recidivism.
 
The BOP encompasses 102 prisons across the United States. Six of
them are classified as Federal Medical Centers (FMC), which are
institutions that have additional local missions which aim to care for
and treat federal inmates who have specialized needs such as severe
medical or psychiatric illnesses.
 
Why is awareness of dementia in prison so important?
 
The inmate population in the United States is aging. This reality is
further compounded by the fact that individuals who are
incarcerated are generally at an increased risk of developing
dementia due to several risk factors associated with their lifestyle.
The prison system has historically been ill-equipped to manage this
type of inmate because there is currently little to no staff training on
how to effectively manage inmates suffering from cognitive
impairment disorders. Consequently, these inmates are often held to
the same standard as inmates in the general population, facing
unproductive disciplinary action in response to the negative
behaviors resulting from impulsivity, disinhibition, and impaired
judgment. The challenges of managing inmates with dementia



 without compromise to safety and security can lead to increasing
frustration and burn-out among staff who have not received
proper training on dementia, possibly resulting in serious
consequences for both staff and inmates. 
 
Memory Disorder Unit (MDU)
 
Since nursing homes are not equipped to handle violent offenders,
placement of these inmates in a nursing home is not an option.
Under the direction of Rear Admiral Stephen Spaulding, Warden at
FMC Devens in Massachusetts, the Memory Disorder Unit (MDU)
opened in July of 2019. It is the first unit specifically geared toward
housing and treating inmates suffering from dementia in the
Federal Bureau of Prisons and is the first unit of its kind in the
prison system of the United States and abroad. Warden Spaulding
chose Captain Michael Bollinger to lead the development team in
planning and creating the specialized housing unit using the
nursing home model. The MDU was designed with several
environmental changes to the housing unit that promote a calm
atmosphere for the resident inmates in an effort to minimize
many known triggers of agitation and wandering behavior. 
FMC Devens’ nursing home model includes policies and procedures
that were specifically developed for this unit that address current
best practices such as: therapeutic care using an interdisciplinary
team approach, safety and security, pat searches, communication
and de-escalation techniques, pharmacological management of
dementia, therapeutic recreation programming, and consultations
to religious services, dieticians, and physical and occupational
therapists when indicated. Inmates who are in the end-stage of
dementia are placed in a specialized comfort care program on the
unit.
 
FMC Devens contacted the National Council of Certified Dementia
Practitioners and had twelve Nurses certified as Certified
Correctional Personnel Dementia Trainers . All staff who work on
the MDU are required to complete 8-hours of comprehensive
Alzheimer’s disease and Dementia Care curriculum developed by 



the National Council of Certified Dementia Practitioners. The staff
then receive the credential of CDTCP Certified Correctional
Personnel Dementia Trained. The CCPDT trainers will continue to
provide comprehensive dementia education to personnel, nursing
assistants, volunteers, and clergy. The curriculum provides a better
understanding of dementia, enabling staff to have the knowledge
and tools necessary to respond to the challenges the staff face
when working with cognitively impaired inmates, in a more
compassionate professional manner.
 
What does the CNA Nursing Assistant Certification consist of?
 
The inmate CNAs, who are called inmate companions, are provided
with comprehensive training through the education department.
They also receive clinical experience working on the MDU with the
resident inmates under the supervision of nurses. FMC Devens
reached out to the American Medical Certification Association
(AMCA) and was subsequently approved as a testing site for
nursing assistant certification. AMCA provides quality education to
students and provides them with certification exams that will
validate their education and serve to increase their marketability
and enhance their career portfolio upon release.
 
The Home Health Assistant/Nursing Assistant Certification Course
is a three part program supported by the AMCA. The first part of
the program provides the inmate companions with the basic ideas
of the nursing assistant certification course. It consists of 160
hours of classroom instruction on: first aid and general safety,
medical terminology, basic pathophysiology, observation and
communication, documentation and legal issues of the health
assisting profession, and health assistant skills.
 
The second part enables the inmate companion to take the NOCTI
Health Assistant Assessment. After meeting the required score
(73.6%), the companion will register to take the NAC Exam from
AMCA.



They will then take the NAC Exam. After meeting the required score
(70%) they will complete and submit a certification application form
to the AMCA.
 
Part three includes four months of on-the-job clinical experience in
the MDU under the supervision of the nursing staff at FMC Devens.
Functions that are not allowed to be performed by an inmate due to
policy are completed using training aids and training mannequins. 
They are also provided Dementia Training by the trainer but are not
eligible for CDTCP because NCCDP does not certify anyone convicted
of a federal crime.
 
Why Give an Inmate a CNA Certification?
 
The MDU development team recognized the opportunity to further
fulfill the mission of the BOP to provide self-improvement
opportunities for re-entry into society by implementing a
certification program in which volunteer general population
inmates can work toward becoming Certified Nursing Assistants
(CNAs), giving them a skill that they can use to establish their
crime-free lives upon release. The healthcare field continues to
represent the fastest growing segment of our nation’s economy and
there will continue to be a demand for highly qualified individuals
to fill the CNA role.
 
The MDU was designed to accommodate inmates at all activity
levels and is specifically targeted toward inmates suffering from
dementia in the moderate to severe stages. As a result, many
resident inmates require assistance to perform their activities of
daily living. The inmate CNAs are able to assist with the daily care
such as ambulation, bathing, toileting, showering and feeding.
Since the inmate CNAs conduct almost 95% of the bedside work on
the unit, institutional staffing concerns are decreased because the
medical and correctional staff are free to focus on their specific
disciplines.



What Crimes Stop an Inmate from Becoming a CNA?
Can inmates have a felony and gain employment as a CNA? Yes!!
There are currently 6 states that have no law barring those with a
felony conviction record from becoming a CNA: Colorado,
Wisconsin, New York, Vermont, Maine, and Hawaii. All remaining
states require state board approval on a case by case basis. All
states prohibit individuals with a history of convictions for violent
offenses such as murder, manslaughter, assault and battery. They
also cannot have convictions for ANY sexual offense, fraud, or
embezzlement
. 
For more information, please contact:
Michael Bollinger, BA, CDCM, CADDCT, CDP, CCPDT, CDTCP
CEO
 
Correctional Personnel Training (CPT), LLC.
Website: www.correctionalpersonneltraining.com
Email: corporate@correctionalpersonneltraining.com
Phone: (866) CPT-2359
 
About Michael:
Michael served as Captain at the Federal Medical Center, Devens,
Massachusetts, for twenty five years. He opened the first Memory
Disorder Unit in the Federal Bureau of Prisons.
 
Michael is a Certified Dementia Trained Correctional Personnel,
Certified Correctional Personnel Trainer, Certified Alzheimer’s
Disease Dementia Care Trainer, Certified Dementia Care Manager,
Certified Dementia Practitioner with National Council of Certified
Dementia Practitioners. Michael provides consulting services in
the area of MDU implementation, Dementia Education,
Correctional Training, and Correctional consulting.


