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November 14, 2022

Derek Thompson, Administrator
Woodridge Of The Ozarks

2466 S 48th Street

Springdale, AR 72762

Dear Mr. Thompson:

On November 4, 2022, a Complaint Investigation survey was conducted at your facility by the Office
of Long Term Care to determine if your facility was in compliance with Federal requirements for
Psychiatric Residential Treatment Facilities participating in the Medicaid (Title XIX) Program. This
survey found that your facility had deficiencies requiring correction/substantial correction prior to a
revisit as specified in the attached CMS-2567.

Plan of Correction

A POC must be submitted within 10 calendar days of you receipt of the Statement of
Deficiencies. Failure to submit a POC may result in termination. Include a completion date for each
deficieny cited.

Theresa Forrest, LPN, Reviewer
OLTC, Survey & Certification Section
PO Box 8059, Slot S404
Little Rock, AR 72201-4608
(501) 320-6235
email to Theresa.Forrest@dhs.arkansas.gov.

Your Plan of Correction must also include the following:

a. Address how the corrective action will be accomplished for those residents found to have been
affected by the deficient practice;

b. Address how the facility will identify other residents having the potential to be affected by the same
deficient practice;

c. Address what measures will be put into place or systemic changes will be made to ensure that the
deficient practice will not recur;

d. Indicate how the facility plans to monitor its performance to make sure that solutions are sustained.

The facility must develop plan for ensuring that correction is achieved and sustained. This plan must
be implemented, and the corrective action evaluated for its effectiveness.
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e. Include dates when corrective action will be completed. The corrective action completion dates
must be acceptable to the State. Your facility is ultimately accountable for its own compliance. The
plan of correction will serve as the facility’s allegation of compliance. Unless otherwise stated on the
PoC, the last completion date will be the date of alleged compliance.

Informal Dispute Resolution

In accordance with 42 CFR § 488.331, you have one opportunity to question deficiencies through an
informal dispute resolution (IDR) process. To obtain an IDR, you must send your written request to
Health Facility Services, Arkansas Department of Health within ten (10) calendar days from receipt of
the Statement of Deficiencies. The request must state the specific deficiencies the facility wishes to
challenge. The request should also state whether the facility wants the IDR to be performed by a
telephone conference call, record review, or a face-to-face meeting.

An incomplete informal dispute resolution procedure will not delay the effective date of any
enforcement action or the requirement for timely submission of an acceptable plan of correction.
Informal dispute resolution in no way is to be construed as a formal evidentiary hearing. It is an
informal administrative process to discuss the findings.

Please submit your request to:

IDR/IIDR Program Coordinator
Health Facilities Services

5800 West 10th Street, Suite 400
Little Rock, AR 72204
Phone: 501-661-2201
Fax: 501-661-2165
ADH.HFS@Arkansas.gov

If you have any questions, please contact your Reviewer.

Sincerely,

DPSQA/Office of Long Term Care
Survey & Certification Section
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N 000 | Initial Comments N 000

Note: The CMS-2567 (Statement of Deficiencies)
is an official, legal document. All information must
remain unchanged except for entering the plan of
correction, correction dates, and the signature
space. Any discrepancy in the original deficiency
citation(s) will be reported to the Dallas Regional
Office (RO) for referral to the Office of the
Inspector General (OIG) for possible fraud. If
information is inadvertently changed by the
provider/supplier, the State Survey Agency (SA)
should be notified immediately.

Complaint #AR00028965 was not in compliance,
all or in part, with deficiencies cited at N132,
N215 and N216.

Complaint #AR00029061 was in compliance.

The facility was not in compliance with §483,
Subpart G - Conditions of Participation for
Psychiatric Residential Treatment Center.

N 132 | PROTECTION OF RESIDENTS N 132
CFR(s): 483.356(b)

Emergency safety intervention. An emergency
safety intervention must be performed in a
manner that is safe, proportionate, and
appropriate to the severity of the behavior, and
the resident's chronological and developmental
age; size; gender; physical, medical, and
psychiatric condition; and personal history
(including any history of physical or sexual
abuse).

This ELEMENT is not met as evidenced by:
Based on observation, record review, and

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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interview, the facility failed to ensure a physical
hold of Client #1 was performed in a safe
manner. The findings are:

1. Client #1 had diagnoses of Major Depressive
Disorder, Generalized Anxiety Disorder, and
Intermittent Explosive Disorder.

a. On 10/19/22 at 9:05 a.m., a video dated
9/25/22 at 4:47 p.m. was observed with Unit
Director (UD) #1. UD #1 was one of the Satori
Alternatives to Manage Aggression (SAMA)
instructors at the facility. The video showed Client
#1 punched Certified Nursing Assistant (CNA) #1.
Client #1 and CNA #1 then wrestled and fell to the
floor. CNA #1 then got on top of Client #1. Client
#1 was on her back. The UD stated, "The take
down was not correct. The staff being on top of
her was not appropriate. It could constrict the
chest."

b. On 10/19/22 at 1:25 p.m., the Surveyor
watched the video with UD #1. The video showed
CNA #1 got on top of Client #1 at 4:48:53 p.m. At
4:49:01 Youth Care Worker (YCW) #1 came and
positioned by the client to assist with the restraint.
Another staff member and Registered Nurse (RN)
#1 then came to assist. CNA #1 stayed on top of
Client #1 until 4:53:52.

c. On 10/18/22 at 2:21 p.m., Registered Nurse
(RN) #1 stated, "When | got there the CNA was
on Client #1, holding her down. When we got
other staff there, we were able to do a proper
restraint."

d. On 10/18/22 at 2:45 p.m., the Surveyor asked
YCW #1 about the restraint on 9/25/22. YCW #1
stated, "One of the children attacked the CNA

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W55S11 Facility ID: 3017 If continuation sheet Page 2 of 6



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/14/2022
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
04L120 B. WING 11/04/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2466 S 48TH STREET
WOODRIDGE OF THE OZARKS
SPRINGDALE, AR 72762
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

N 132 | Continued From page 2

and she took her down. Me and the nurse and
another staff moved into a restraint. The CNA did
not have the child in a proper restraint. She was
just sitting on her. Me and the other staff held her
arms and asked the CNA to leave. She refused."

e. The Emergency Safety Interventions policy
provided by the Director of Nursing on 10/19/22
documented, "...Physical restraint and seclusion
shall be in a way that is humanitarian and caring
and used in a way in which the resident's rights,
dignity, well-being, and safety are assured..."

N 215 | EDUCATION AND TRAINING

CFR(s): 483.376(a)(1)

Techniques to identify staff and resident
behaviors, events, and environmental factors that
may trigger emergency safety situations;

This ELEMENT is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure a Certified
Nursing Assistant, hired through an agency, had
received Satori Alternatives to Manage
Aggression (SAMA) training for the safe use of
restraints prior to placing Client #1 in a restraint.
The findings are:

1. Client #1 had diagnoses of Major Depressive
Disorder, Generalized Anxiety Disorder, and
Intermittent Explosive Disorder.

a. On 10/19/22 at 9:05 a.m., a video dated
9/25/22 at 4:47 p.m. was observed with Unit
Director (UD) #1. UD #1 was one of the SAMA
instructors at the facility. The video showed Client
#1 punching Certified Nursing Assistant (CNA)
#1. Client #1 and CNA #1 then wrestled and fell to

N 132

N 215
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the floor. CNA #1 then got on top of Client #1.
Client #1 was lying on her back. UD #1 stated,
"The take down was not correct. The staff being
on top of her was not appropriate. It could
constrict the chest. She was unable to get her
certificate. She was not supposed to be on the
unit alone."

b. On 10/19/22 at 1:25 p.m., the video was
watched with UD #1. The video showed that CNA
#1 got on top of Client #1 at 4:48:53 p.m. At
4:49:01 Youth Care Worker (YCW) #1 came and
positioned by the client to assist with the restraint.
Another staff member and Registered Nurse (RN)
#1 then came to assist. The CNA stayed on top of
Client #1 until 4:53:52.

c. On 10/18/22 at 2:21 p.m., Registered Nurse
(RN) #1 stated, "When | got there the CNA was
on Client #1, holding her down. When we got
other staff there, we were able to do a proper
restraint.”

d. On 10/18/22 at 2:45 p.m., the Surveyor asked
YCW #1 about the restraint on 9/25/22. YCW #1
stated, "One of the children attacked the CNA
and she took her down. Me and the nurse and
another staff moved into a restraint. The CNA did
not have the child in a proper restraint. She was
just sitting on her. Me and the other staff held her
arms and asked the CNA to leave. She refused."

e. On 10/19/22 at 9:19 a.m., Program Director #1
stated," CNA #1 had not done SAMA training.
Something with her schedule. She didn't get it on
orientation week." Program Director #1 was also
a SAMA instructor for the facility.

f. On 10/19/22 at 10:40 a.m., the Administrator
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stated, "She was hired through an agency. She
no longer works here, and we won't be using an
agency again."

g. The Emergency Safety Interventions policy
provided by the Director of Nursing on 10/19/22
documented, " ...All direct care staff are trained in
SAMA and will follow the procedures outlined in
their manual and training. Staff who is not
currently certified shall not be allowed to
participate in the restraint procedures..."

N 216 | EDUCATION AND TRAINING

CFR(s): 483.376(a)(2)

The use of nonphysical intervention skills, such
as de-escalation, mediation conflict resolution,
active listening, and verbal and observational
methods, to prevent emergency safety situations;
and

This ELEMENT is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure a Certified
Nursing Assistant, hired through an agency, had
received training on de-escalation techniques
prior to placing Client #1 in a restraint. The
findings are:

1. Client #1 had diagnoses of Major Depressive
Disorder, Generalized Anxiety Disorder, and
Intermittent Explosive Disorder.

a. On 10/19/22 at 9:05 a.m., a video dated
9/25/22 at 4:47 p.m. was observed with Unit
Director (UD) #1. The video showed Client #1
and Certified Nursing Assistant (CNA) #1 talking.
The video then showed Client #1 throwing a
package of crackers at CNA #1 and punching

N 215

N 216
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CNA #1. Client #1 and CNA #1 then wrestled and
fell to the floor, CNA #1 got on top of Client #1."
UD #1 stated that CNA #1 should not have been
on the unit alone.

b. On 10/18/22 at 2:45 p.m., Client #1 stated,
"CNA#1 was a trial CNA. She was rude. She
kept interrupting me. | asked her to stop, |
grabbed a package of crackers and threw it at
her. She got on top of me."

c. On 10/19/22 at 10:40 a.m., the Administrator
stated, "She was hired through an agency. She
no longer works here, and we won't be using an
agency again."

d. On 10/19/22 at 1:25 p.m., the Administrator
stated, "[CNA #1] did not receive training for
de-escalation. It was to be done on the same day
as Satori Alternatives to Manage Aggression
(SAMA) training."
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December 7, 2022

Derek Thompson, Administrator
Woodridge Of The Ozarks

2466 S 48th Street

Springdale, AR 72762

Dear Mr. Thompson:

On November 4, 2022, we conducted a complaint investigation survey at your facility. You have
alleged that the deficiencies cited on that survey have been corrected. We are accepting your
allegation of compliance and have approved your plan of correction and presume that you will achieve
substantial correction by December 04, 2022.

We will be conducting a revisit of your facility to verify that substantial correction has been achieved
and maintained.

If you have any questions, please contact your reviewer:Theresa Forrest at 501-320-6235 or email to
theresa.forrest@dhs.arkansas.gov.

Sincerely,

fodey Bopsr for

Theresa Forrest, Reviewer
DPSQA/Office of Long Term Care
Survey & Certification Section
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interview, the facility failed Lo ensure a physical
hold of Clienl #1 was perfarmed i » safe
manner. Ihe fndings are;

1. Client /21 haut diagnoses of Major Dopressive
. Disordar, Genaralized Anxioty Disorder, and
- Intermittent Explosive Disordar,

e ON 10M9/22 at 9:08 a.m,, a video datod

925122 at 4:47 p.v, was ohsarvad with Unit

Ditgcior (U} #1. LD £1 was onc of the Saltor

! Alternafives fo Manage Aggrassion (SAMA)

- instriietors at the tacility. The video showed Client

"#1 punchad Gortified Nursing Assistant (CNA) 1.

" Cliant #1 and GNA#1 then wrestled and fell to the
floor. CNA#1 then got on top of Client /H. Client
#1 was an her back, fhe UD slated, "The taka
down was fot vorfesl, The SIAlT baing on top of
her was nol appropriata. It could constrict the

ghest.” .

b. On 0922 at 1:25 p.m, the Surveyor
watched the video with UD {11, The video showed
CNA I gol on top of Client B at 44853 pam. At
4:48:01 Youlh Care Worker (YCW)#1 came and
posilioned by e dient o assistwith tho rastraing,
Analher stalf nrambar and Ragiatorod Nurse ([7N)
i#1 than cemo to assist, CNA#1 stayed on top of
Cliont #1 uniil 4:53:52.

¢, On 101822 al 2:21 p.m,, Raglsiarad Nurse
- (RN)#1 statag, "Whan 1 got tharo the GNA was
. on Cliant#1, holding her down. When we got
- other staff there, we were nble to do a proper
. rastraint”

d. On 10718122 at 2:45 p.m.. the Surveyor usked
YCW #1 about the restraint on 9125122 YOW 14
stated, "One of the chitdren allacked the CNA

N 132
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CFR{s): 483.376(a){1)

Technlques to identfy siaff and residant
bahaviors, avaits, and environmental factors thal
may trigger emergrncy safely situations;

This ELEMENT is not met as evidenced by:

Basad on observation, racord review, and
intarview, the facllity faltad 1o ensure a Cerlified
Nursing Assletant, hirad through an agancy, hed
receivad Salori Altamatives to Manage
Aggression (SAMA) tralning for the safe use of
restralnta prior to placing Cliant #4 in & rostraint,
The findlngs are:

1. Cliant #1 had diagnoses of Major Deprossive
Disorder, Generalizad Anxiety Dlsorder, and
Intermiltent Explosiva Disorder,

a. On 10/19/22 at 9:05 a.m., a video daled
B/25/22 at 4:47 p.m, was ohgaved with Unit
Direclor (UD) #1, UL #1 was one of the BAMA

#1 punching Cerllfled Nursing Assislant (CNA}

Instruchots at the fadlilty- The vidso showad Client

#1, Client #1 and CNA#1 then wiestipd and fel to

. FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838.0384
STATEMENT OF DEFIGIENEINS {%1} PROVIGCRISUFPLIERICIIA {42} MULTIPLE CONSTIUGION [¥3) DATE SURVEY
ANGD PLAN OF CORRECTION IBENFINCANON NUMAFR: ABUD mE__ . COMPLETRD
c
04L120 B, WING - 1410412022
NAME OF PROVIDER DR, SUPPLIER, STREETATNRESS, CTY, YTATE, 2P COog
. AAB0 $ AATH STREEY
WOQDRIDGE OF THE OZARKS SPRINGDALE, AR 72782
{Xgs i SUMMARY STATEMENT OF DERICHINCIS i) PROVIDER'S PLAN OF CORREGCHN (s
PREFIK [EAGH DEFICIENCY MUST BE PRECERED HY FULL PHEFIX {EACH CORRECTIVE ACTION SHOULD 55 COMPLETN
TAG REGULATORY O LSG IDENTIFVING INFORMATIOHN) TAG GROSS-KEFRRENGED YO THE APEROPRIATE oA
CEFIGENCY} -
N 132 Continved From pags 2 N 182
and she look ker down. Mo and the nursa and w215
ancther sisfl moved Into a restralnl, The CNA did Slepél: .
not have the child in a proper restraint, She was 1274122 HR will schedule any staff, Including
Just silting on har. Me and the other stalf held het Cariified Nursing Assistant(s), hirad through
armis shd asked the CNA (o [eave. She refused,” an agency lo atlend now hire orlenlation prior
1o boing placed In the milisu, New hire
. The Emeargency Safely Iniervantions palluy orientalien wiil Include the approved agency
provitfad by tha Dlrector of Nursing on 10/19/22 emergaency safety intervantion lechnique prior
doclimentsd, ".. Physical restralnt and sediuslon lo placing agency slaff on ihe schedule,
shafl ba in a way that Is humanitarian and tating
end used In 3 way In which the resident's rgits, Step #2:
d!gnuyl wa“.heing‘ ang safﬂ!y ara assured,,” {21422 DON Edﬁn-llﬁﬂd all oliants CUHCn“y

cusrent practiee conlinusd, For this reason,
no agency staff hiave been schaduled &lnce
the incident.

Slep #3:

1214122 HR has audited all parsonnel records
lo ensties training compliahee with
aemergancy safely intervantion technique,

Slap #4:

HR will raport £SI tralning complianca of all
employess waekly to CEQ, DON and
Caorporate Risk Managar for 8 waaks or untl)
compllance Is veriiad by OLYC,

Complation Date: 1243412022
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c
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{he floor. CNA#1 then gat on top of Glient #1.
Clienl #1 was lying on har back. UL #1 staled,
"The take down was not correel. The slafl being
oh tep of ey was nol appropriate. it could
¢onsitict the chast. She was unable o gsl her
contificate. She was not supposed Lo be on lhe
vnit alone.”

L. On 10/19/22 at 1:75 p.n., tho video was
, walched with UD #1, The video showed that CNA
1 goi on top of Cliont #1 at 4:48:53 p.am. At
" 4:48:01 Youth Care Worker (YCW) 1 came and
- positioned by the client 1o a$sist with the rastraint,
Another slalf member and Ragisterac Nurso (RN)
. i1 then came 1o assist Tha CNA stayod on top of
Client #1 until 4:53:52.

"¢, On 10/18/22 at 2:21 pm., Reglstored Nurse
(RN} #1 stated, "When I gut there thie CNA was
on Client #1, holding her down, When we got
other stall there, we were able to do a proper

. restraint,” '

d. On 10/18/22 af 2:45 p.m,, the Surveyor asked

YOW #1 about the rastraint on 9/25/22. YOW #1

statad, "Ono of the children altacked the CNA

and sho took har down. Me and the nurse and

anather stoff maved into a restrainl. The CNA did
- 0ot have the child In & proper restrainl, She wos

* Just sitting on har, Me and the olher staff hold her

arms and askesd thn CNA to loave. She refused.”

c. On 10M 822 at 9:18 a.m.. Program Direclor 41

stated,” CNA N had nol done SAMA fraining.

Sorething with her schadule. She didn't got it on
. vrienlation weelk," Program Directar #1 was also
- & SAMA instructor for the facility.

{, On 1019722 at 10:40 a,m,, the Administrator

FORM OMS-Z847 -4 Provions Versions Ohulele

Twenl [D:WS581]
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ng longer works here, and we wan't be using an
aganay again,”

g The Emergency Salety Inlervenlions paolicy
provided by ha Direclor of Nursing on 10/19/22
decumented, " ...All direct care stall ara frained i
SAMA and will foliow the procedurss oullined in
their manual and teaining, Staflf who is not
Gurrently carlified shall not ba allawed to
participate in the reslraint procedures...”

N 216 EDUCATION AND TRAINING
CFR{s): 483.3768{=)(2}

The use of nonphysival Intervenilon skils, auch
ar da-ascalation, mediation conflict rasoltllon,
activy listening, and verba! and abservational
methods, 10 prevent smzrgency swfely slivalions;
and

This ELEMENT Is not met as svidenced by:
Based un observalion, record review, and
intarviaw, the (aoflity failad to ansure a Cerlilied
Wursing Asaislant, hired through an agancy, had
recelved fraining on de-ascalation lechnigues

ptlor to placing Client ##1 In a restraint, The
lindings are:

1. Gllant #1 had dlagnoses of Major Deprassive
Digzarder, Genaralized Anxlaty Disorder, and
Intzrmilient Explosiva Disorder,

a. On 107119422 at 8:05 a.m., a video daterd
9I25/22 at 4:47 p.m. was abssrved wilh Unit
Direcior (UD) #1. The video showed Client #1
and Gertiied Nursing Assistant (GNA) #1 lalking,
The viden than showad Clisnt #1 throwing a
package of crackers at CNA#1 and punching

N218 de-escalaiion anet holding technlque, all direct

FORM AFPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NO. 6938-0391
TATEMENT OF DEFICIENGIES {¥1) PROVIOEREOPPLIERALIA IRZHAULIELE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF SORRECTION IDENTIFICATRON MUMARR: . COMPLETED
A BULDING
]
. 041420 BWING | 14i04/2022
NANT OF PROVIDER OF SUPPLIER STRFRTARNRESS, L4TY, UTATE, ZIP COUK
2485 § {RTH STREET
QODRIDGE O
w F THE OZARKS SPRINGDALE, AR 72762
foyte] SUMMARY STATIRMIINT QF DEHUIENGIES ;] PIOVIDER'S PLAN OF GORROGTION [T5)
PREFIX {EAGH DEFICIENEY MUST HE PHECEDED 8Y FULL PREFIX {EALH CORRECTIVE ACTION SHOULO BE COMMLEYION
TAG REGIR ATORY OR LSC IOENTIFVING INFORMATION) TAG CHOSS-REFERGNGED T T ABPROPRIATE ARG
DEFICIENGY)
N 215 Conlinued Prom page 4 NR16
stated, "She was hired through an zgency. She Ww2ie

1244722 DON Identified all diraat care stalf will
atlend a refrasher courge for SAMA de-
escalalion and holding technique, This is
soleduled io ba ompleted by 12604/22. No
agency staff will be placed on the schedule
until they have completed a full SAMA class,
to include de-escalation.

Blep #i2:
1204822 Al stalf have compleled Inlilal SAMA
ireining. Dug to the impartance of appropriate

care slafi will be compleling a rafresher
course by 12/04/22, All identified employees
who do not cormplete tha refrasher cautas wili
nat ba allowed 0 wark until this haz been
compleled.

Stap #3:

By 12/04, all divac care amployees will
complele a relreshar course by a carlifled
instruclor,

Sten #4;

DON will camera raviaw sl episedes of safety
interveniluns 1o ensure physical holds are
parformet In & 6afa mannar for 8 weeks or
unit compliance 15 varlfied by OLTC.

Campletion Date: 120412022
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" GNA#1, Client /11 and CNA &1 then wrested and

fell to tha floor, CNA#1 got ol top of Clignt #1.
LD #1 stated thal CNA #1 should nol hive baan
on the unit alone,

- b. On 10/18/22 ul 2:45 p.m., Clienl 11 stated,
"ONA#T was a Uial CNA. She was rude, She

kept interrupting ma. | asked her 1o stop, §

" grabbed & package of crackers and threw it at
her, She gat on tep of rme.”

- G On 10M8£22 al 10:A0 a.m., the Administrator

* stated, "She was birad threugh an agency. She

. no longer werks hera, and we won't be using an
’ ageney dtyain,”

- d. On 10/19/22 at 1:25 p.m., the Administrator
" slated, "TCNA#11 did niol recelve thaining for

de-ascalation. ftwas to be dono on the same day
as SatorFAlternaiives lo Manage Aggression
(SAMA} training.”
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December 27, 2022

Derek Thompson, Administrator
Woodridge Of The Ozarks

2466 S 48th Street

Springdale, AR 72762

Dear Mr. Thompson:
During the Revisit survey conducted on December 21, 2022, your facility was found to be in
compliance with program requirements. Please email the signed CMS 2567

Theresa.Forrest@dhs.arkansas.gov.

If you have any questions, please contact your reviewer: Theresa Forrest, LPN at 501-320-6235 or
email to Theresa.Forrest@dhs.arkansas.gov.

Sincerely,

DPSQA/Office of Long Term Care
Survey and Certification Section

tf
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
04L120 B. WING 12/21/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2466 S 48TH STREET
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{N 000} | Initial Comments {N 000}
Note: The CMS-2567 (Statement of Deficiencies)
is an official, legal document. All information must
remain unchanged except for entering the plan of
correction, correction dates, and the signature
space. Any discrepancy in the original deficiency
citation(s) will be reported to the Dallas Regional
Office (RO) for referral to the Office of the
Inspector General (OIG) for possible fraud. If
information is inadvertently changed by the
provider/supplier, the State Survey Agency (SA)
should be notified immediately.
A revisit was conducted on December 21, 2022
for all deficiencies cited on November 4, 2022. All
deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all regulations surveyed.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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