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The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observation, interview and facility
document review, the facility failed to ensure
sufficient training was provided to staff related to
effectively applying the transport vehicle
wheelchair securement system for 1 of 1 client
(#3) in the home who uses a wheelchair. The
finding is:

Observations at the group home on 4/22/19 at
4:20 PM revealed staff members A, B, and the
home manager assisting all clients with loading
onto the facility van for a dinner outing. Staff A
and B were observed applying the wheelchair
safety system for client #3 which included
attaching the four tie-down straps to the
wheelchair frame and the lap belt. The staff
members were not observed applying a shoulder
belt/strap. Further observations at 4:25 PM
revealed the home manager getting into the
drivers seat and preparing to leave the group
home. When asked about the the shoulder strap,
the home manager attempted to apply it and the
strap would not release from the retractor.
Interview with the home manager on 4/22/19
revealed she was not aware the retractor was not
working and indicated the last time she had
secured it was 3 to 4 weeks prior and it was
working correctly. Interview with staff B on
4/22/19 indicated the retractor had been working
correctly earlier the same day. Continued
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observations at 4:35 PM revealed all clients
except client #3 leaving the group home on the
van to get a carry out meal to bring back to the
group home for dinner.

Review of facility staff training documentation on
4/23/19 revealed staff A and B had been trained
on how to apply transport vehicle wheelchair
safety restraints on 2/7/19 and 3/29/19
respectively. Interview with the qualified
intellectual disabilities professional on 4/23/19
confirmed that Staff A and B should have made
the home manager aware the shoulder strap
retractor was not working correctly, prior to
transport on 4/22/19. Therefore, though Staff A
and B had been previously trained related to
wheelchair vehicle transport securement and
safety, the facility failed to ensure staff were
adequately trained to assure effective use of the
wheelchair tie down system.
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