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Complaint investigation # 131028-C was
conducted from 12/18/2025 to 12/29/2025.

The following deficiencies were cited during the
license review conducted to determine
compliance with Federal PRTF certification rules
for Psychiatric Residential Treatment Facilities
(appendix N).

N 188 | POST INTERVENTION DEBRIEFINGS N 188
CFR(s): 483.370(a)

Within 24 hours after the use of the restraint or
seclusion, staff involved in an emergency safety
intervention and the resident must have a
face-to-face discussion. This discussion must
include all staff involved in the intervention except
when the presence of a particular staff person
may jeopardize the wellbeing of the resident.
Other staff and the resident's parent(s) or legal
guardian(s) may participate in the discussion
when it is deemed appropriate by the facility. The
facility must conduct such discussion in a
language that is understood by the resident and
by the resident's parent(s) or legal guardian(s).
The discussion must provide both the resident
and staff the opportunity to discuss the
circumstances resulting in the use of restraint or
seclusion and strategies to be used by the staff,
the resident, or others that could prevent the
future use of restraint or seclusion.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct face-to-face post intervention
briefings within 24 hours after an emergency
safety intervention. This affected 1 of 3 children
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(Child 2) in Complaint #131028-C. Findings
include:

Record review on 12/18/2025 revealed Child 2's
Behavior Management Report, dated 10/17/2025,
documented Staff A restrained Child 2 in a
standing 1-arm Mandt restraint from 9:00 pm to
9:10 pm. after Child 2 struck them in the face with
a closed fist. No post-emergency safety
intervention debriefing with Child 2 was
documented.

Continued record review revealed the facility's
Behavior Management Policy dated 3/28/2024,
indicated debriefings would occur.

When interviewed on 12/29/2025 at 3:15 pm, the
Compliance Manager confirmed these findings.

N 189 | POST INTERVENTION DEBRIEFINGS N 189
CFR(s): 483.370(b)

Within 24 hours after the use of restraint or
seclusion, all staff involved in the emergency
safety intervention, and appropriate supervisory
and administrative staff, must conduct a
debriefing session that includes, at a minimum, a
review and discussion of -

483.370(b)(1) The emergency safety situation
that required the intervention, including
discussion of the precipitating factors that led up
to the intervention;

This ELEMENT is not met as evidenced by:
Based on record review and interview, the facility
failed to have an appropriate supervisory and
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administrative staff along with all staff involved in
the emergency safety intervention included in a
debriefing session. This affected 1 of 3 children
(Child 2) in Complaint #131028-C. Findings
include:

Record review on 12/18/2025 revealed Child 2's
Behavior Management Report, dated 10/17/2025,
documented Staff A restrained Child 2 in a
standing 1-arm Mandt restraint from 9:00 pm to
9:10 pm. after Child 2 struck them in the face with
a closed fist. The report indicated a staff
debriefing was conducted; however, neither the
date nor the time was documented. The
debriefing did not include a supervisor or
administrator. Additionally, there is no
documentation available to confirm staff
members were excused from attending the
debriefing.

Continued record review revealed the facility's
Behavior Management Policy dated 3/28/2024,
indicated debriefings would occur.

When interviewed on 12/29/2025 at 3:15 pm the
Compliance Manager confirmed these findings.
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