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I.  Introduction 
Arc of Onondaga strives for excellence in management and in support services for people with 
intellectual and other developmental disabilities and upholds common standards and 
expectations to promote the well-being of those we support to assure those individuals and their 
families of our common commitment to Arc of Onondaga mission. 
 
Arc of Onondaga’s vision is for a society where all people are included, valued and have the 
support needed to achieve their dreams.  It is our mission, through the supports and services of 
our agency, to support people with intellectual, developmental and other disabilities in leading 
meaningful lives in their community.  Arc of Onondaga has served individuals and their families 
since 1951 and continues to provide supports in vocational, clinical, habilitative services and 
residential settings.  The drive for excellence and continuous quality improvement is a part of all 
that we do.   
 
The Quality Improvement Plan (QIP) is based on key areas that are aligned with the quality focus 
of Arc NY.  These include but are not limited to; Bureau of Program Certification reviews; Incident 
Management Review; self-surveys/audits; quality of life and satisfaction levels of people 
supported and quality and satisfaction levels of staff.   

In addition to the key areas of focus as outlined by Arc NY, the QIP identifies areas of focus 
specific to the Arc of Onondaga’s mission.  Focus areas of the QIP are determined by the Quality 
Improvement Committee and may be derived from multiple sources and factors, including but not 
limited to feedback from stakeholders; the agency’s strategic plan; issues identified as 
opportunities for improvement through surveys and/or audits, etc.  Input from stakeholders may 
be obtained through a variety of mechanisms such as satisfactions surveys; strategic planning 
surveys; self-advocacy meetings and/or other meetings held with stakeholders. Once approved, 
the Quality Improvement Plan will be made available to stakeholders on the Arc of Onondaga 
website.   

Arc of Onondaga utilizes quality improvement reports that are submitted to a Quality Improvement 
Committee on a regular basis, typically monthly.  The Committee members include Directors, 
Executive Management and Board Members.  One of the tools used by Arc of Onondaga is a 
Continuous Quality Improvement (CQI) Indicator report, which includes details related to a 
specific area of focus, action steps/resources as well as ongoing measurement of data related to 
progress.  As a CQI progresses, it may be necessary to revise the action steps or implement 
additional action steps to further the progress of a particular area.   

Overall goals identified within the Quality Improvement Plan will be assessed on an annual basis 
and the QIP may be adjusted accordingly to current needs. A summary of the annual review will 
be addended to the document and made available stakeholders on the Arc of Onondaga website.  
Additionally, the Arc of Onondaga Board of Directors will review the summary report to complete 
an attestation for Arc NY.  

II. Key Quality Areas of Focus 
As part of the 2025-2027 improvement process Arc of Onondaga will be focusing on the 
following areas:  
 

1. Bureau of Program Certification Reviews 
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2. Chapter Reportable and Significant Incidents  
3. Self-Audits/Surveys 
4. Quality of Life/Satisfaction of People Supported 
5. Quality and Satisfaction Levels of our Staff Members.  
6. Human Resource issues such as staff recruitment, staff retention rates, adequacy of 

staffing levels, etc.  
 
 
1. Bureau of Program Certification Reviews 
 
Statements of Deficiency (often referred to as SOD) are issued by OPWDD following a site 
survey in which there is at least one significant deficiency noted during the survey process. 
Items that may receive a SOD include but are not limited to; medication administration, health 
concerns, personal allowances, physical plant issues, fire safety and nutritional guidelines. At 
times, OPWDD will issue verbal recommendations or Exit Conference Deficiencies which will 
not rise to the level of a SOD. In other cases, when a more serious offence occurs that places 
individuals who receive services in imminent danger, a 45-day or 60-day letter will be issued. 
These letters are only issued by OPWDD when very serious site specific or system issues are 
identified in a survey and/or the services provided are unsatisfactory and may affect the health 
or safety of the program participants. In addition to the Executive Management at Arc of 
Onondaga, these 45- or 60-days letters will also be sent out to each member on the Board of 
Directors. These letters require an immediate Plan of Corrective Action be developed with 
includes immediate, monitoring and systematic responses that Arc of Onondaga leadership will 
put in place to ensure the health and safety of the individuals receiving services. This Plan of 
Corrective Action needs to be approved by OPWDD and if a satisfactory response is not 
received, OPWDD has the authority to close the program or transfer the auspices to another 
organization.  
 
Ongoing Activities  
 

• Program Directors will share results of BPC Surveys at Leadership and Quality 
Improvement Committee meetings in an effort to assist in the identification of emerging 
trends that may need to be addressed by other program areas.  

• BPC Survey results are reported to the Board of Directors on a monthly basis by the 
Chief Compliance and Quality Officer.  

• On an annual basis, the Chief Compliance and Quality Officer or designee will review 
the results of survey activity for the survey cycle year to identify trends and make 
recommendations for improvements.  This information will be shared to Program 
Directors and the Quality Improvement Committee following the close of the annual 
survey cycle year in an effort to direct quality improvement activities.  

 
2021-2024 Survey Cycle Years 
 
Deficiencies by Protocol Standard 
 
The chart below shows the number of deficiencies (ECF or SOD) received through BPC and 
OFPC surveys on specific portions of the Site Protocol.  While other deficiencies were received, 
these were the most frequent.  (Note all OFPC deficiencies fall into section 8 of the protocol) 
 

• Section 2=focus is on Health Support and Medications 
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• Section 4=Individualize choice, Autonomy, Satisfaction 
• Section 5-focus is on Delivery of Safeguards, Services and Supports 
• Section 7=focus is on Site and Safety 
• Section 8-focus is on Fire Safety; physical plant related to fire safety; inspections 
• Section 10-focus is on specialized risk factors, mainly health and rights.  

 
 Section 2 Section 4 Section 5 Section 7 Section 8 Section 10 
10/2021-
9/2022 
Survey 
Cycle 

23 3 11 4 25 9 

10/2022-
9/2023 
Survey 
Cycle 

8 11 11 10 17 9 

10/2023-
9/2024 
Survey 
Cycle 

19 4 21 8 26 10 

Totals 50 18 43 22 68 28 
 
The charts below identify specific deficiency areas that were identified as trends.   
 
Section  2 and 10 (Health Supports/Meds and 
Specialized risk factors/rights) 

10/2021-
9/2022 

10/2022-
9/2023 

10/2023-
9/2024  

Totals 

Care plan/Dietary guideline issues (implementation 
or content) 

5 5 4 14 

BSP issues 2 4 5 11 
 
Section 4:  Individualize choice, Autonomy, 
Satisfaction 

10/2021-
9/2022 

10/2022-
9/2023 

10/2023-
9/2024 

Totals 

Lack of community integration opportunities 3 7 4 14 
 
 
Section 5: Delivery of safeguards, services and 
supports 

10/2021-
9/2022 

10/2022-
9/2023 

10/2023-
9/2024 

Totals 

IPOP/Plan not implemented/updated 6 4 3 13 
Dietary guidelines not implemented correctly 3 6 8 17 
Dietary guideline in need of revision 1 0 0 1 

 
Section 7 and 8 (site safety; fire 
safety/physical plant) 

10/2021-
9/2022 

10/2022-
9/2023 

10/2023-
9/2024 

Totals 

Issues related to fire system/emergency 
inspections 

6 2 1 9 

Fire drill remediation issues/fire evacuation 
plan issues 

11 11 15 37 

 
More detailed information and recommendations have been shared with Program Directors and 
the Quality Improvement Committee related to specific findings.   
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Goals 
 

A. Goal: Improve completion of all fire drills, fire drill remediation and the accurate 
administrative review of fire drills records to ensure appropriate actions are being taken.   

i. Action: Implement a CQI indicator 
ii. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   

iii. Responsible Party: Director of Residential, the CPC Manager and the 
Transportation/Safety Specialist.  
 

B. Goal: Improve staff’s understanding and implementation of Dietary Guidelines: 
i. Action: Implement a Continuous Quality Indicator  
ii. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   
Responsible Party: Director of Residential, Director of Nursing, Director of 
Community Supports. 
 

C. Goal:  Increase the community inclusion and meaningful activity opportunities for those 
living in the Residential program based on their personalized desires.  

i. Action: Implement a Continuous Quality Indicator.  
ii. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   
Responsible Party: Director of Residential 
 
 

D. Goal:  Increase the community inclusion and meaningful activity opportunities for those 
attending program through Community Supports based on their personalized desires.  

i. Action: Implement a Continuous Quality Indicator.  
ii. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   
Responsible Party: Director of Community Supports 
 
 

E. Goal:  Improve education related to rights restrictions; the identification and prompt 
response to increased behavioral needs and supporting staff implementation and data 
collection.   

i. Action: Implement a Continuous Quality Indicator.  
ii. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   
Responsible Party: Horizon Clinic Director 
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2. Chapter Reportable and Significant Incidents  
 

 
Arc of Onondaga takes very seriously the issue of reporting and investigating incidents as 
defined by OPWDD in the Part 624 regulations. All staff, regardless of position is provided with 
training and information on incidents and allegations of abuse, as well as promoting positive 
relationships with our program participants. Following this initial training, all staff are given an 
annual refresher on these topics. Where necessary and sometimes following a specific incident, 
staff or groups of staff are provided focused information to ensure that all incidents are reported 
in a clear, concise, and timely manner.  
 
Ongoing Activities  

- After an incident or allegation of abuse is reported and investigated, an assigned agency 
investigator who has been trained and credentialed to perform investigations produces a 
written investigation report.  

- Most incidents will include recommendations for the Division Director to implement to 
further safeguard the individuals’ receiving services as well as the staff at Arc of 
Onondaga.  

- Once the investigation is approved, it is submitted to the Division Director for them to 
review the incident and to provide a formal response to the recommendations made by 
the investigator.  

- Any recommendations made by the IRC are responded to by the appropriate Division 
Director.   

 
In 2024, 106 incidents were filed. 15 of those incidents were completed over the 30-day 
deadline with 11 of them being considered an unacceptable reason as to why it was late.  For 
2024, the completion of incidents within 30 calendar days was 90%. The agency should 
maintain this percentage as well as work to increase it.     

In 2024, 63% of investigative reports were submitted on time to the Justice Center or IRMA.  
Those that were submitted late were due to supervisor review of an incident, IRC review of an 
incident, or if an investigation is late - due to varying reasons such as stated above.  

Program Directors are responsible for providing a response to investigative reports and the 
recommendations made in each.  Along with these responses, Directors are required to provide 
a target due date and have all verifications to the QA department by that target due date.  It is 
best practice that these verifications be carried out as quickly as possible to hopefully aid in 
avoiding similar issues in the future, as well as help to continue to provide quality care to those 
we support.  Once verifications are submitted to QA, they must be reviewed for accuracy and 
completion and sometimes more information or verifications are required.  This process can 
become time consuming. IRMA requires Corrective Action Plans to be submitted within 80 days 
from the date of the Letter of Determination and 90 days from date of incident for Non-JC 
reportable, significant incidents and Serious Notable Occurrences.  In 2024, out of the 106 
incidents that were filed, 44 have been closed late and 7 don’t have CAP due dates yet. For 
2024, the closure of incidents on time is 58%.  
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A. Goal:  Meet regulatory requirements for completion and submission of Investigations 
and decrease the time it takes to carry out Incident recommendations, collect/review 
verifications, and close the CAP in IRMA. 

i. Action: Implement a Continuous Quality Indicator.  
ii. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   
Responsible Party: Director of Quality and Compliance 

 
3. Self-Surveys 
 
Based on ongoing assessments of program areas, program staff as well as members of the Arc 
of Onondaga Quality Assurance Department, or an appropriately trained designee may conduct 
audits, self-surveys, site visits, and/or meal observations based on programs that have either 
been identified as “high risk” from OPWDD, Arc of Onondaga personnel or related guidance. 
This level of risk can be based off prior survey results, observations or feedback by staff and 
management or a variety of other factors.  
 
The goal in this area is to complete self-assessments for programs identified as high risk and to 
determine if those program areas have adequately implemented and maintained their past 
Plans of Corrective Actions.  Site visits is one tool to assist with the achievement of decreased 
Statements of Deficiencies.  
 
 
Ongoing Activities  

- Site visits are completed monthly by members of the QA Department.  The Chief 
Compliance and Quality Officer determines the schedule of the site visits based on a 
variety of factors including but not limited to the results of the last survey; date of last 
survey; issues identified through other activities (i.e. compliance issues; investigations, 
etc.).   

- Site visit information is shared to the Division Director, the COO and the CEO.  The 
Division Director is responsible to address issues identified and include actions taken in 
their Quality Improvement report.   

- Programs (including the Centralized Services of Plan Coordination, Nursing and 
Behavioral Support) are expected to complete regular site observations including those 
focused on meals, implementation of program plans, implementation of Behavior 
Support plans and activity observations.  

 
Action Steps 

- Site Surveys and Observations will be reported to the Quality Improvement Committee 
and identified trends will be followed up with recommendations for improvements. 

- Program Directors are responsible for following up and addressing any trends or notable 
issues.  

 
A. Goal:  To improve the safety of individuals supported by improving the performance of 

staff during meals/snacks to follow Dietary Guidelines as written.  
a. Action: Implement a Continuous Quality Indicator.  
b. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.  Additional review will occur at 
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the 6-month review of the Quality Improvement Plan and additional action steps 
implemented as necessary.   
Responsible Party: Director of Nursing, Director of Community Supports and 
Director of Residential 

 
B. Goal: To ensure individuals within the Residential program are receiving the appropriate 

medical and nursing services.  
a. Action: Monthly medical review audits will be completed by a member of the 

Quality Assurance Department as assigned.  
b. Data: Results of medical audits will be sent to the Director of Nursing, Director of 

Residential and shared to the PSO, COO and CEO for appropriate follow up.  
Results of audits are shared to the QI Committee.   

i. A new medical audit tool has been developed that will begin to capture 
error rate information.  After enough data has been collected, it will be 
analyzed to establish a better understanding of opportunities for 
improvement.  

c. Responsible Party: QA Department, Director of Nursing and Director of 
Residential  

 
4. Quality of Life/Satisfaction of the People We Support 
 
Arc of Onondaga strives for excellence in management and in support services for people with 
intellectual and other developmental disabilities. Arc of Onondaga believes that people 
supported, their families and advocates must be involved in decisions about what supports will 
be provided.   
 
Arc of Onondaga uses a person-centered planning (PCP) approach to supporting people with 
developmental disabilities.  The process focuses on the person’s unique preferences, needs, 
goals, and values, rather than fitting them into pre-existing programs or services. 
The planning process typically involves the individual at the center, along with family members, 
friends, advocates, and professionals who know and care about them. Together, they explore 
the person’s dreams, abilities, and support needs to create a plan that promotes inclusion, 
autonomy, and quality of life.   
 
Key features of person-centered planning include: 

• Individual Empowerment: The person with the disability leads or is meaningfully 
involved in directing the planning process. 

• Strengths and Interests Focus: The plan highlights the individual’s capabilities, 
interests, and what brings them joy. 

• Holistic and Flexible: The planning process addresses all areas of life, including home, 
work, relationships, health, and recreation. 

• Community Involvement: Emphasis is placed on building natural supports and 
facilitating community participation. 

• Action-Oriented Goals: Clear, achievable steps are outlined to help the individual 
progress toward their personal goals. 

Person-centered planning is not a one-time event; it is an ongoing, dynamic process that adapts 
as the individual’s life and aspirations evolve. Ultimately, PCP aims to support people with 
developmental disabilities in living meaningful, self-determined lives within their communities. 
 
Ongoing Activities 
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• Prior to each person’s annual and semi-annual meeting, the person’s Plan Coordinator 
meets individually with the person to have a conversation about things that are important 
to them; things they may want to learn or accomplish; their hopes and dreams; activities 
of interest; their opinions about their program and if they live in an Arc residence, 
specific questions their quality of life in their home.  This information is used to help the 
Plan Coordinator and the person’s team create program plans with the person that are 
based on what is important to them.  

• On a yearly basis, a Family Satisfaction Survey is completed that offers family members 
an opportunity to report their satisfaction with the programs offered as well as the quality 
of service being provided.  For the past several years, the SU Community Link program 
has been used to administer the survey to a sample of approximately 200 families of the 
people supported through the different Arc of Onondaga programs.  The SU student 
compiles information and completes a comparison of data based on prior year’s survey 
results 

 
In November 2024, the Family Satisfaction Survey was completed and utilized a Likert-Type 
scale for reporting satisfaction levels with different aspects of service at Arc of Onondaga. This 
scale consisted of 1 “strongly disagree”, 2 “disagree”, 3 “neutral”, 4 “agree” and 5 “strongly 
agree. Unfortunately, the rate of return for the survey was relatively small.   
 
Some of the results of the Family Satisfaction Survey were as follows: 

• 77% of the respondents received Residential services 
• 70% of the respondents received Day Habilitation services 
• 51% of the respondents received Community Habilitation or Respite Services 
• 30% of the respondents received Vocational Services 

 
According to respondents, the three most important topics to them in the 2024 survey are as 
follows.  

• Staff Members are Supportive, Attentive and Respectful to their Family Member.  
o Data shows that the majority of people surveyed agreed with Day Habilitation 

(4.4); Residential (4.3).  Vocational and Community Habilitation/Respite equally 
scored a (3.9).   

o Review of comparison data from 2023 shows improvement within the Residential 
department (up from a 4.0) but a decline in other 3 service areas with Day 
Habilitation slightly decreasing from (4.5); Vocational from (5.0) and Community 
Habilitation/Respite from a (4.8).  It is noted that there was very little participation 
from these two areas in the 2023 survey, which could have skewed the true 
results.  

• Overall Quality of the Program Meets Their Family Members Needs.   
o Comparison data shows an increase from a 3.6 in 2023 to a 4.1 for Residential. 

Day Habilitation remained unchanged since 2022 with a 4.3.  Vocational Services 
and Community Habilitation/Respite services both showed a decline from a 4.8 in 
2023 to a 3.9 in 2024.  

• Respondents Can Contact a Manager or Supervisor if they have Questions or Concerns: 
o Data shows that people surveyed agree that they can contact a manager; Day 

Habilitation (4.3); Residential (4.2) and Vocational (4.0).  Community 
Habilitation/Respite had an average of (3.8).  

 
It was also noted in the review of these survey results families feel that person-centered 
planning is evident in Service Programming with the majority of respondents in the largest 
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service areas of Residential and Day Habilitation indicated their satisfaction with a (4.0) and 
(4.2) respectively.  
 
The Residential Department results indicated an increase in satisfaction reported in 6/8 areas.  
The two areas that showed a slight decrease when compared to the 2023 results include the 
ability to resolve issues and person-centered planning evident in the person’s service plan.  The 
overall average score for Residential is 4.15 satisfaction rate.  
 
The Day Habilitation Program results showed an increase in 2/8 areas and 1/8 remaining the 
same when compared to 2023 results.  The areas that showed a decrease in satisfaction 
include questions related to staff are supportive, attentive and respectful; safe, clean 
environment, ability to contact the manager, communication and resolution of issues.  The 
overall average score for Day Habilitation is a 4.31 satisfaction rate. 
 
The Vocational Program results showed a decrease in all 8 areas.  The overall average score is 
a 3.9 satisfaction rate.  
 
The Community Habilitation/Respite Program also showed a decrease in all 8 areas and has an 
overall average score of 3.83.  
 
Beginning in 2025, a new satisfaction survey will be implemented designed specifically for the 
people supported that will provide information in the form of data.  This will enable Arc of 
Onondaga to be able to aggregate, measure and analyze the data to identify areas of 
opportunity for future goal development in an effort to improve the satisfaction of the people we 
support.  
 

A. Goal: To provide a range of high quality, individualized services and supports that meet 
the current and future needs and interests of the people we support, within the 
community as much as possible.  

a. Actions: One pillar of the agency’s strategic plan focuses on this goal with the 
following objectives:  

i. Ensure services offered satisfy and are of interest to people supported.  
ii. Expand and develop services and supports geared towards older adults. 
iii. Improve ability to support people with complex needs.  
iv. Ensure staff have the resources and support needed to meet regulatory 

requirements and provide high quality services.  
v. Ensure that people have regular access to the community.  

b. Data/Progress: Results of activities will be documented through the ongoing 
work of the Strategic Plan Committee.   

c. Responsible Party:  Pillar Team Leads-CCO, PSO, Director of QA/Compliance 
and Board member.  
 

B. Goal: To provide more opportunities for people supported to achieve competitive 
employment.  

a. Actions: Implement a CQI Indicator focusing on increasing the number of people 
competitively employed; developing new work experiences for those in the 
Prevocational program and increasing communications to Care Managers about 
the opportunities available at the agency. 

b. Data/Progress: Results will be reported through the QI Committee. 
c. Responsible Party: Director of Employment Options.  
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C. Goal: Following the receipt and analysis of the Individual Satisfaction Surveys, Program 
Directors will be requested to review the data, along with the results of the 2025 Family 
Survey Data to identify further opportunities for improvement.  These goals will be 
included in the 2026 review/amendment of the Quality Improvement Plan.   

 
5. Satisfaction Levels of Employees 
 
Arc of Onondaga shall ascertain feedback regarding satisfaction from our employees through 
opinion questionnaires/surveys.  For the past several years, the SU Community Link program 
has been used to administer the survey to the employees of Arc of Onondaga.  The SU student 
compiles information and completes a comparison of data based on prior year’s survey results 
and provides this to the Chief Human Resources Officer. 
   
These satisfaction surveys serve as a tool for HR and the Leadership Team to be able to 
assess the strengths and weaknesses of Arc of Onondaga as it relates to employee satisfaction, 
but these surveys also serve as an anonymous way of expressing potential concerns and 
dissatisfaction with aspects of being employed at Arc of Onondaga. This survey will be 
completed at minimum annually.  The results of such surveys will be reviewed by Chapter 
management and Board of Directors and used to enhance operations.   
 
In November 2024, the Staff Satisfaction Survey was completed and utilized a Likert-Type scale 
for reporting satisfaction levels with different aspects of service at Arc of Onondaga. This scale 
consisted of 1 “strongly disagree”, 2 “disagree”, 3 “neutral”, 4 “agree” and 5 “strongly agree.  
 
The top 5 positive responses of the Staff Satisfaction Survey were as follows: 

• 89% of respondents reported that their work contributes to the overall success of the 
agency.  

• 84% of respondents reported that they receive necessary training.  
• 90% of respondents reported that they know where or whom to go to if they have 

questions.  
• 85% of respondents reported that that they are supported by their supervisor. 
• 87% of respondents reported that they work environment is safe.  

 
The lowest scoring responses from the Staff Satisfaction Survey were noted in the following 
areas: 

• 45% of respondents reported that communication in the organization is effective, 
informative and timely.  

• 53% of respondents reported that they are rewarded for their innovative approaches.  
• 48% of respondents reported that they are fairly compensated for their work and that the 

compensation system is fair. 
• 62% of respondents reported that there are opportunities for advancement within the 

agency.  
• 61% of respondents reported that they have received a written performance evaluation 

in the past year.   
 
The Chief Human Resources Officer is responsible to implement action-based activities based 
on the results of the satisfaction surveys.  This information is reported on to the Quality 
Improvement Committee on a monthly basis.  
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A. Goal:  Improve the timely completion of Employee Performance Appraisals. In addition 

to feedback from the Employee Survey, this was also a deficient area in the most recent 
Agency Survey from DQI.   

a. Action: Implement a Continuous Quality Indicator. 
b. Data will be collected and assessed as determined in the CQI indicator and 

reported to the Quality Improvement Committee.   
c. Responsible Party: Chief Human Resources Officer. 

 
B. Goal: Address workforce challenges, some of which are consistent with the 2024 

Satisfaction Survey results.  
a. Action: The current Strategic Plan includes a pillar specifically related to 

workforce. These include but are not limited to: formalize and publicize career 
ladders for Direct Support staff; review/revise and market the availability of the 
Tuition Assistance Program and Microcredentialing; Strengthen skills of Frontline 
Supervisors regarding communication, addressing performance, time 
management.  

b. Data/Progress: Results of activities will be documented through the ongoing 
work of the Strategic Plan Committee.   

c. Responsible Party:  Pillar Team Leads-Chief Human Resources Officer; Chief 
Executive Officer and Board Member 

 
6. Human Resources 

 
Leadership at Arc of Onondaga shall have the means to continually assess the adequacy of 
staffing levels, staff competence, and staff performance and will have a mechanism to address 
deficiencies.  
 
Human Resources has developed a number of ongoing activities regarding staffing and staff 
retention rate that is shared with the Quality Improvement Committee on a monthly basis.  
 
Ongoing Activities 

• Monitoring of applications and recruitment activities.  
• Monitoring of turnover rates and reasons for turnover. 
• Utilization of ApplicantPro and Docusign as tools to manage the hiring process.  

 
 
Goals 
 

A. Goal: To improve the retention of staff through strengthening their connection to the 
agency, promoting advancement and offering resources and services to employees.  
 

i. Actions: A variety of action steps have been outlined in the Arc of Onondaga 
Strategic Plan related to this goal.  These include but are not limited to 
establishing an emergency fund for employees in critical need; providing 
information to staff on resources available to them in the community; formalizing 
and publicizing career ladders for DSP’s.  
 
Additionally, several initiatives have been implemented in the effort to improve 
retention.  This includes the development of a partnership with Bryant and 
Stratton to deliver a 5-week paid training program for new DSP’s; the 
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implementation of the NADSP eBadge Academy and the creation of a DSP 
Success Coach position.  The goal for these initiatives is to improve the training 
of employees in an effort to retain them longer.   

 
ii. Data: As retention is a long-term goal, data for this area will be evaluated every 6 

months to 1 year.  Action steps are being monitored through the implementation 
of the Strategic Plan.   
 
Employees who have received DSP Success coaching, participated in the Bryant 
and Stratton program or who have completed minimally DSP 1 level certification 
through the eBadge Academy will be followed to determine if there is an increase 
in retention noted when compared to employees who did not participate in these 
initiatives.   

 
iii. Responsible:  Chief Human Resources Officer   

 
 

B. Goal: OPWDD has recently shared that the Centers for Medicare Services (CMS) will be 
requiring specific metrics to be met related to certain training requirements for providers.  
Although Arc of Onondaga did very well during the most recent Agency Review Survey, 
it is expected that this area will be assessed with additional scrutiny in upcoming years.  
In an effort to ensure that we are successfully meeting the expected metrics, additional 
monitoring will be implemented related to specific training for new hires as well as 
annual training required for existing employees.  

 
i. Actions:  A review of the OPWDD/CMS required metrics will be completed to 

ensure current policies and training requirements are consistent with 
expectations and baseline data collected and analyzed based on 2024 training 
data.   

ii. Data: Quarterly data results will be shared to QI Committee.  Employees who are 
not completing training as required will be followed up with according to agency 
policies.  Additional action steps may need to be developed after further analysis 
of ongoing data.  

iii. Responsible: Director of Compliance and Quality 
 

 
 
 
 
 
 
 
 
Prepared by Donna Loveland, Chief Compliance and Quality Officer 
Approved by Arc of Onondaga Board of Directors 9/23/25 
 


