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Auditor Information
Auditor name: James L. Roland Jr.
Address: 11820 Parklawn Drive, Suite 240, Rockville, Maryland 20852
Email: james.roland@nakamotogroup.com
Telephone number: 419-610-5668
Date of facility visit: August 1, 2017
Facility Information
Facility name: Garrett House
Facility physical address: 509 Cooper Street, Camden, New Jersey
Facility mailing address: (if different from above)
Facility telephone number: 856-964-6966
The facility is:

■
Facility type:

Federal

State

County

Military

Municipal

Private for profit

Private not for profit

Community treatment center
■ Halfway house
Alcohol or drug rehabilitation center

Community-based
confinement facility
Mental health facility

Other

Name of facility’s Chief Executive Officer: Dan Lombardo
Number of staff assigned to the facility in the last 12 months: 25
Designed facility capacity: 49
Current population of facility: 38
Facility security levels/inmate custody levels: Low
Age range of the population: 18-69
Name of PREA Compliance Manager: Lola Oyesanmi
Email address: LOyesanmi@voadv.com

Title:

Program Director

Telephone number:

856-338-6960

Name: Dan Lombardo

Title:

CEO

Email address: DZippy@voadv.org
Agency-Wide PREA Coordinator

Telephone number:

856-854-4660

Name: Demetre Pough
Email address: Dpough@voadv.org

Title:

Agency Information
Name of agency: Volunteers of America Delaware Valley
Governing authority or parent agency: (if applicable)
Physical address: 235 White Horse Pike, Collingswood NJ. 08107
Mailing address: (if different from above)
Telephone number: 856-854-4660
Agency Chief Executive Officer
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Director
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AUDIT FINDINGS
NARRATIVE
The on-site visit to conduct a Prison Rape Elimination Act (PREA) compliance audit of Garrett House was conducted on August 1, 2017.
An entrance meeting was held with the facility Director, Assistant Director, Senior Treatment Coordinator, Treatment Assistant and the
Quality Assurance Director. The audit and schedule of activities were reviewed. Following the meeting, the auditor toured the facility.
At the time of the audit the facility employed twenty-five (25) staff. A total of twelve (12) staff were interviewed. Five (5) security/treatment
staff (from all shifts) and seven (7) specialized staff were interviewed. Interview documentation was obtained from the Chief Executive
Officer and the Agency-Wide PREA Coordinator. The specialized staff interviewed included the Facility Director, PREA
Coordinator/Investigator, Human Resources representative, Treatment Director, Treatment Assistant, an intake staff member, an incident
review team member and the retaliation monitor.
The resident population was thirty-eight (38) during the course of the audit. The facility houses female residents. Twelve (12) residents
were interviewed, eight (8) of which self-identified as being bisexual. There were no incidents of sexual abuse or sexual harassment
reported in the last 12 months.
Through interviews, the auditor found the residents and staff to be very aware of the PREA. Staff were knowledgeable about the facility’s
zero-tolerance policy and of their first responder responsibilities, reporting responsibilities and reporting/referral mechanisms to ensure a
safe environment for residents and staff. Staff were aware of and followed the facility’s policy prohibiting cross-gender viewing,
cross-gender pat searches and strip searches. Staff receive PREA related training as part of their initial orientation and annually as part of
refresher training. Residents receive information regarding the program during the intake process. Arriving residents are provided a
facility specific PREA information handout and a PREA pamphlet. Both the handout and the pamphlet provide residents with reporting
mechanisms, including information related to anonymous third-party sources. PREA information is posted in the day room, common areas
and next to the pay telephones in both English and Spanish.
The thirty-nine 39 standards used for this audit became effective August 20, 2012. The policies used to determine the facility's compliance
with the Prison Rape Elimination Act were implemented by Volunteers of America Delaware Valley.
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DESCRIPTION OF FACILITY CHARACTERISTICS
Garrett House is located in Camden, New Jersey and is a private, not-for-profit facility. Garrett House consists of a forty-nine bed facility
for adult females, referred from the New Jersey Department of Corrections (NJDOC). The mission of Garrett House is to provide
community-based assistance to populations in need so that they can lead self-fulfilled and independent lives. By combining diverse
experiences with "state of the art" program approaches, a client-centered treatment team is available to respond to the needs of their
clients. It is their goal to use effective treatment models that have been empirically tested and shown to reduce the probability of future
criminal activity which results in recidivism reduction.
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SUMMARY OF AUDIT FINDINGS
An exit meeting was held on August 1, 2017 with the Facility Director, Assistant Director, Senior Treatment Coordinator, Treatment
Assistant and the Quality Assurance Director. The auditor was provided extensive files and documents prior to the audit for review to
support a conclusion of compliance with the PREA. There were no areas of concern identified during the audit. The facility staff were
courteous, cooperative and professional. Residents were open and cooperative during the interview process. Both staff and residents
were knowledgeable regarding the PREA. All areas of the facility were found to be clean and well maintained.

Number of standards exceeded: 0
Number of standards met: 36
Number of standards not met: 0
Number of standards not applicable: 3
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Standard 115.211 Zero tolerance of sexual abuse and sexual harassment; PREA Coordinator


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Agency policy 700.40, addresses the standard. The policy mandates zero-tolerance toward all forms of sexual abuse and sexual
harassment. The policy clearly outlines sanctions for sexual misconduct and prevention strategies. In addition to the facility PREA
Compliance Manager, there is a designated Agency-Wide PREA Coordinator. The Facility Director is the PREA Compliance Manager
and, in areas pertaining to PREA, reports to the Agency-Wide PREA Coordinator. Zero tolerance postings are located in all areas of the
facility. The review of training records and staff interviews confirmed that staff receive PREA related training during initial orientation and,
again, annually.

Standard 115.212 Contracting with other entities for the confinement of residents


Exceeds Standard (substantially exceeds requirement of standard)



Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Not Applicable. Garrett House does not contract with other entities for the confinement of residents.
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Standard 115.213 Supervision and monitoring


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 200.02 addresses the standard. Policy requires each facility within the agency to review their respective staffing plans on an annual
basis. The staffing plan takes into consideration the forty-nine (49) bed capacity of the facility. The audit included an examination of all
resident access to phones, housing assignments and a review of all staffing rosters. “Rounds” are conducted by administrative staff on a
daily basis- and supervisors are able to enter the units with no warning to line staff. Also, interviews with residents and line staff confirmed
that visits are conducted on an irregular basis, by administrative staff, to all areas of the facility. Shift Supervisors make “rounds” in a such
a manner as to provide excellent supervision. The video monitoring program (23 cameras) is sufficient to provide additional surveillance
to ensure resident safety. Documentation supporting compliance with this standard was reviewed by the auditor.

Standard 115.215 Limits to cross-gender viewing and searches


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 200.08 addresses the standard. The facility does not allow cross-gender strip searches. All staff reported that they received
cross-gender pat search training, including how to search transgender and intersex residents, during institution familiarization training, by
watching a mandatory video, and during annual refresher training. Program Assistants and those residents interviewed reported that
residents are always allowed to shower, dress, and use the toilet privately, without being viewed by staff of the opposite gender. Male
staff stated they announce their presence verbally, when entering all areas holding residents, and knock on the entrance door before
entering a sleeping area. The auditor observed announcements being made by staff of the opposite gender during the facility tour.
Additionally, the residents interviewed confirmed that announcements were being made, when opposite gender staff entered the housing
units or any area holding residents. Staff were aware that policy prohibits the search of a transgender or intersex resident to determine
their genital status.
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Standard 115.216 Residents with disabilities and residents who are limited English proficient


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 300.04 addresses the standard. Garrett House staff take appropriate steps to ensure residents with disabilities and residents with
limited English proficiency have an opportunity to participate in and benefit from the facility’s efforts to prevent, detect, and respond to
sexual abuse and sexual harassment. PREA handouts, postings and resident handbooks are in English and Spanish. The facility is also
prepared to address the needs of residents, who do not speak English or Spanish, through an translation service. Staff interviewed were
aware of the process and, that under no circumstances, are resident interpreters to be used in dealing with any PREA related matter.
There were no physically disabled residents at Garrett House during the on-site audit.

Standard 115.217 Hiring and promotion decisions


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.06 addresses the standard. The facility conducts criminal background checks using fingerprints, local and national databases
and contracts with HireRight, a third party vendor contracted to perform extensive background checks on employees. Applicants are
required to complete a PREA self discloser form prior to employment. Policy states that material omissions regarding related misconduct
or the provision of materially false information are grounds for termination. The facility does not employ contractors. Background checks
are conducted every five years. The auditor reviewed employment documentation which supported the facility's compliance with this
standard.
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Standard 115.218 Upgrades to facilities and technologies


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 100.05 addresses the standard. The video monitoring system consists of twenty-three (23) cameras, with recording capabilities,
along with one (1) convex mirror. These cameras can be monitored by control center staff and the Assistant Director. There have been
no upgrades to the facility since August 20, 2012.

Standard 115.221 Evidence protocol and forensic medical examinations


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. Security and administrative personnel interviewed were knowledgeable of procedures to separate
the victim and perpetrator, isolate witnesses, make chain of command notifications, make appropriate referrals and secure and obtain
usable physical evidence, when sexual abuse is alleged. The facility conducts administrative investigations and criminal investigations are
conducted by the New Jersey Department of Corrections Office of Community Programs, Special Investigative Division (NJDOC-SID).
Residents are transported to Cooper Health Emergency Department when forensic examinations, by qualified SAFE/SANE personnel, are
indicated. Services Empowering Rights of Victims (SERV), a community crisis support center, is available to provide victim advocates
when requested by the resident. All services are provided at no cost to the resident. There were no requests for victim advocates in the
past 12 months.
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Standard 115.222 Policies to ensure referrals of allegations for investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. Administrative and criminal investigations are completed on all allegations of sexual
abuse/harassment. The NJDOC-SID completes all criminal investigations. Administrative investigations are conducted by the corporate
investigator. Review of policies, protocols, supporting documents and interviews with staff and residents confirmed the facility is in
compliance with the standard.

Standard 115.231 Employee training


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.12 addresses the standard. All staff were provided training relative to their PREA responsibilities. PREA training was provided
through courses provided by the facility. Training curricula were reviewed for content. Annual refresher training, with the PREA as a topic,
is provided to all employees. All staff interviewed indicated that they received the required PREA training and received updates as
needed. They were found to be extremely proficient in their knowledge of PREA responsibilities. Staff training, staff awareness of policy
and the review of documentation support the facility's compliance with the standard.
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Standard 115.232 Volunteer and contractor training


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.24 addresses the standard. The facility does not have any contractors requiring training. The review of the training curricula
confirmed the training of volunteers in regards to the facility's zero tolerance policy and their personal responsibility for prevention,
detection, response and reporting sexual misconduct.

Standard 115.233 Resident education


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 300.04 addresses the standard. Residents receive information during the intake process that includes a PREA video and a
pamphlet printed in English and Spanish. Case Managers meet periodically with residents concerning PREA standards, giving the
residents an opportunity to ask questions and present any concerns. There are posters displayed in the common areas throughout the
facility, along with two "hot line" telephone numbers to report sexual abuse or harassment. There is a translation service available to
limited English proficient residents. Residents sign a form acknowledging they have watched the PREA video and received the PREA
pamphlet. Interviews with residents confirmed they had received the required information. Staff and resident interviews, as well as
documentation review, support the facility is in compliance with the standard.
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Standard 115.234 Specialized training: Investigations


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. The facility conducts administrative investigations only. Criminal investigations are referred to the
NJDOC-SID. The facility has a trained investigator available to them.

Standard 115.235 Specialized training: Medical and mental health care


Exceeds Standard (substantially exceeds requirement of standard)



Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Non-Applicable. All medical treatment is provided by the NJDOC.
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Standard 115.241 Screening for risk of victimization and abusiveness


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.37 addresses the standard. All residents are immediately assessed at intake by staff for their risk of being sexually abused by
other residents or being sexually abusive towards others (none were identified within the last year). A Case Manager screens all new
arrivals within their first 72 hours. At the time of intake, staff conduct additional screening by reviewing records or information from other
facilities or sources which may be relevant to the compliance of this standard. Residents cannot be disciplined for refusing to answer
PREA related questions at intake. Residents identified as high risk for sexual victimization or at risk of sexually abusing other residents
would be referred to a mental health professional in the community. Any information received after intake is immediately considered, and
may result in a change in housing status or other action, as deemed necessary. Status reassessments, by policy, will occur at least every
90 days. Staff and resident interviews and observations of the intake process confirmed compliance with this standard.

Standard 115.242 Use of screening information


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.37 addresses the standard. Policy requires the use of a screening instrument to determine proper housing, bed assignment,
work assignment, education and other program assignments, with the goal of keeping residents at high risk of being sexually
abused/harassed separate from those residents who are at a high risk of being sexually abusive. Housing and program assignments are
made on a case-by-case basis for all residents, with continued follow-up and monitoring, when needed. The facility does not have
dedicated housing for gay, bisexual, transgender or intersex residents. The review of policy, screening documentation and interviews with
staff and residents confirmed compliance with the standard.
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Standard 115.251 Resident reporting


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 600.09 addresses the standard. A review of documentation and resident interviews indicated that there are multiple ways (including
privately and anonymously) for residents to report sexual abuse or harassment. The Shift Supervisors, Case Managers, and residents
interviewed stated staff and residents may privately report any sexual abuse/harassment, or neglect (which would contribute to a violation
of the PREA) verbally, in writing, anonymously, or through a third party. Staff will immediately take all required action and document the
information. Posters and other documents are on display throughout the building, which explain the reporting procedures.

Standard 115.252 Exhaustion of administrative remedies


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 600.09 addresses the requirements of this standard. Residents may file a grievance; however, all allegations of sexual
abuse/harassment, when received by staff, would immediately be referred to the Facility Director and would be subject to an
administrative or criminal investigation. The process does not include staff who may be the subject of the complaint by the resident. Upon
arrival to the facility, each resident is issued and signs for a Garrett House Resident Handbook The handbook explains how to file an
emergency grievance. If the resident believes he/she is at substantial risk of imminent sexual abuse, the director will provide an initial
response within 48 hours and a final decision within five days. There were no grievances filed involving PREA related issues during the
past 12 months. Interviews with residents and staff confirmed that they were aware of the grievance procedures and how to file and
respond to an emergency grievance, respectively.
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Standard 115.253 Resident access to outside confidential support services


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 400.13 addresses the standard. The complex uses SERV, a local community service agency, to provide all services relevant to this
standard. Auditor observation confirmed posters containing information regarding support services are displayed in common areas of the
facility. Interviews with staff and residents confirmed that they were aware of the information concerning access to outside victim
advocates and where the contact numbers were located.

Standard 115.254 Third-party reporting


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.40 addresses the standard. Auditor observation confirmed the toll free number posted on the posters throughout the facility
provides a method to receive third-party reports of sexual abuse and sexual harassment. Upon arrival, each resident receives and signs
for a pamphlet and handout that address the requirements of this standard. Staff and resident interviews confirmed their receipt and
awareness of this information.
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Standard 115.261 Staff and agency reporting duties


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. Policy requires all staff to immediately report any knowledge, suspicion, or information regarding
an incident of sexual abuse or sexual harassment that occurred within the facility. Policy requires all staff to immediately report any
retaliation against residents or staff who reported such an incident, and any staff neglect or violation of responsibilities that may have
contributed to an incident or retaliation. The facility does not house youthful residents. Staff interviewed were aware of their duty to
immediately report all allegations of sexual abuse/harassment and retaliation relevant to PREA standards and the appropriate reporting
methods. Facility compliance with the standard was verified through staff interviews and the review of policies.

Standard 115.262 Agency protection duties


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 600.10 addresses the standard. Staff interviewed were aware of their duties and responsibilities, when they become aware of a
resident being sexually abused/harassed and indicated they would act immediately to protect the resident. The staff stated they would
separate residents, secure the crime scene, protect possible evidence and not allow the victim to bath, smoke, brush their teeth, defecate,
urinate, eat, drink or change clothes. Additionally, staff would not allow other residents to destroy possible evidence and would contact
their supervisor and the Facility Director. In the past 12 months there were no residents who alleged they were subject to substantial risk
of imminent sexual abuse.

PREA Audit Report

15

Standard 115.263 Reporting to other confinement facilities


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. Policy requires the reporting of any PREA related allegation by a resident that occurred at another
facility. Upon receiving an allegation that a resident was sexually abused while confined at another facility/program, the Facility Director
must notify the appropriate official of the agency where the alleged abuse occurred. The notification must be provided as soon as
possible, but no later than seventy-two (72) hours after receiving the allegation. Policy requires the Facility Director to document the
notification was provided. The Facility Director receiving the allegation must ensure that the allegation is investigated in accordance with
established policy. During this review period, the facility did not receive any notification of PREA related allegations from another facility or
report any PREA allegations to another facility.

Standard 115.264 Staff first responder duties


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 300.06 addresses the standard. All staff interviewed were knowledgeable regarding their first responder duties upon learning of a
sexual abuse or sexual harassment allegation. The staff stated they would separate residents, secure the crime scene, protect possible
evidence and not allow the victim to bath, smoke, brush their teeth, defecate, urinate, eat, drink or change clothes. Additionally, staff
would not allow other residents to destroy possible evidence and would contact their supervisor and the Facility Director. There were no
PREA allegations made by a resident in the past 12 months.
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Standard 115.265 Coordinated response


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. The facility’s response to an incident would be coordinated between the facility staff, the NJDOC,
corporate staff and would include all parties responsible for providing services or support. There were no incidents that required a
coordinated response during the last 12 months.

Standard 115.266 Preservation of ability to protect residents from contact with abusers


Exceeds Standard (substantially exceeds requirement of standard)



Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Non Applicable. The Garrett House does not have a collective bargaining agreement or any other agreement that limits the agency’s
ability to remove alleged staff sexual abusers from contact with any residents, pending the outcome of an investigation or of a
determination of whether and to what extent discipline is warranted.
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Standard 115.267 Agency protection against retaliation


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.40 addresses the standard. The policy prohibits any type of retaliation against any staff member or resident who has reported
sexual abuse/harassment or cooperated in any PREA related investigation. The PREA Coordinator has been designated the retaliation
monitor. When interviewed, she stated that she makes frequent monitoring visits to observe the operation of the facility. These monitoring
visits include the review of periodic status checks. These status checks would be conducted by the Case Manager or substance abuse
counselor and documented in a case note. There have been no cases of retaliation during the past 12 months.

Standard 115.271 Criminal and administrative agency investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. All administrative investigations are conducted by the facility. Criminal investigations are referred
to the NJDOC-SID. Investigations are initiated promptly upon learning of the allegation. Substantiated allegations of conduct that appear
to be criminal in nature are referred for prosecution. There have been no criminal investigations conducted during this auditing period.
The facility cooperates fully with any outside agency who conducts an investigation. The facility maintains all reports associated with
investigations.
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Standard 115.272 Evidentiary standard for administrative investigations


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. The evidence standard for the facility and the NJDOC is a preponderance (51%) of the evidence in
determining whether allegations of sexual abuse or sexual harassment are substantiated.

Standard 115.273 Reporting to residents


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 600.09 addresses the standard. There were no administrative or criminal investigations conducted, as a result of allegations of
sexual abuse/harassment, during the reporting period.
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Standard 115.276 Disciplinary sanctions for staff


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 300.06 addresses the standard. The agency employee handbook informs employees of disciplinary sanctions that may be imposed
as a result of violating the agency sexual abuse or sexual harassment policies. Termination is the presumptive disciplinary sanction for
staff who engage in sexual abuse. There were no reported cases of staff engaging in sexual abuse/harassment in the past 12 months.

Standard 115.277 Corrective action for contractors and volunteers


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 300.06 addresses the standard. Any contractor or volunteer who engages in sexual abuse is prohibited from contact with residents
and will be reported to law enforcement agencies and to relevant licensing bodies, unless the activity was clearly not criminal. During the
past 12 months, there were no contractors or volunteers accused of sexual abuse/harassment of a resident.

PREA Audit Report

20

Standard 115.278 Disciplinary sanctions for residents


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 600.11 addresses the standard. There were no allegations of resident-on-resident sexual misconduct during the last 12 months.
This type of misconduct is a violation of facility policy and is subject to disciplinary sanctions. Agency policy does not allow consensual
sex of any nature. The facility does not discipline residents who make allegations in good faith, even if the investigation does not establish
evidence sufficient to substantiate the allegation.

Standard 115.282 Access to emergency medical and mental health services


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 400.07 addresses the standard. The facility does not have on-site medical or mental health providers. First responders take
actions to protect the victim prior to transport by ambulance or police to the hospital. The facility uses Cooper Health System Emergency
Department for emergency medical and mental health evaluation, treatment and conducting forensic examinations. The facility also uses
SERV for victim advocacy for residents. The treatment is offered at no financial cost to the residents, regardless of whether the victim
names the abuser or cooperates with any investigation arising from the incident.
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Standard 115.283 Ongoing medical and mental health care for sexual abuse victims and abusers


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 400.07 addresses the standard. The facility uses Cooper Health System Emergency Department and SERV to provide emergency
medical and mental health services. Continuing medical and mental health services are provided by the NJDOC. Services are consistent
with a community level of care, without financial cost to the resident. During this review period, the facility did not have any PREA related
victim medical or mental health treatment. This standard's compliance was determined by the auditor's review of policy and associated
documentation.

Standard 115.286 Sexual abuse incident reviews


Exceeds Standard (substantially exceeds requirement of standard)


■

Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.33 addresses the standard. Criminal investigations are referred to the NJDOC-SID. All administrative investigations are
referred to Volunteers of American Delaware Valley. The Incident Review Committee consists of the Chief Executive Officer, Human
Resource representative and the Agency-Wide PREA Coordinator/Investigator. Following the completion of a sexual abuse/harassment
investigation, the committee recommends potential changes to the facility's infrastructure, policy and procedures, staffing or monitoring
technology. Additionally, the committee could recommend re-enforcing the agency and facility's zero-tolerance policy.
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Standard 115.287 Data collection


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.34 addresses the standard. The facility collects accurate uniform data for every allegation of sexual abuse/harassment by
using a standardized instrument. The incident-based data collected includes the data necessary to answer all questions from the most
recent version of the Survey of Sexual Violence conducted by the Department of Justice. The agency aggregates all data and reviews it
annually. At the time of the audit, the agency had not submitted the PREA Annual Report for 2017. The 2016 report was reviewed and
included required aggregated data from all agency facilities.

Standard 115.288 Data review for corrective action


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.34 addresses the standard. The Volunteers of America Delaware Valley and the facility review and assess all sexual
abuse/harassment data at least annually to improve the effectiveness of its sexual abuse prevention, detection and response policies, and
to identify any issues or problematic areas and take corrective action if needed. The Facility Director/PREA Compliance Manager
forwards data to the Agency-Wide PREA Coordinator. The annual report is prepared and approved by the Chief Executive Officer and
published on the Volunteers of America Delaware Valley website. The website also contains the agency PREA policy and the Department
of Justice PREA report. The most current annual report was reviewed by the auditor.

PREA Audit Report

23

Standard 115.289 Data storage, publication, and destruction


Exceeds Standard (substantially exceeds requirement of standard)

■


Meets Standard (substantial compliance; complies in all material ways with the standard for the
relevant review period)



Does Not Meet Standard (requires corrective action)

Auditor discussion, including the evidence relied upon in making the compliance or non-compliance
determination, the auditor’s analysis and reasoning, and the auditor’s conclusions. This discussion
must also include corrective action recommendations where the facility does not meet standard. These
recommendations must be included in the Final Report, accompanied by information on specific
corrective actions taken by the facility.
Policy 700.34 addresses the standard. Data is retained in a secure filing system. The final report does not contain any personal
identifiers and policy requires that the statistical data be retained for a period of no less than 10 years, unless federal, state or local law
requires otherwise. The agency makes the information available on the Volunteers of America Delaware Valley website,
www.voadv.org.pdf_files/2016-prea-annual-report. The reports cover all data required in the elements of this standard. Staff interviews
and a review of documentation confirmed compliance with this standard.
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