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Division of Provider Services  
& Quality Assurance 

P.O. Box 8059, Slot S404 
Little Rock, AR 72203-8059 

 

 

December 6, 2023 

 

David Napier, Administrator 

Youth Home Inc 

20400 Colonel Glenn Road 

Little Rock, AR  72210-5323 

 

Dear Mr. Napier: 

 

On November 28, 2023, 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 your receipt of the Statement of 

Deficiencies. Failure to submit a POC may result in termination. Include a completion date for each 

deficiency cited. 

 

Theresa Forrest, 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 a 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 

ADH.HFS@Arkansas.gov 

 

If you have any questions, please contact your Reviewer. 

 

Sincerely, 

 
 

DPSQA/Office of Long Term Care 

Survey & Certification Section 

 

tf 

 

cc:     DRA 
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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 #AR00031282 was not in compliance, 

all or in part, with deficiencies written at N132 and 

N172.

The facility was not in compliance with §483, 

Subpart G - Conditions of Participation for 

Psychiatric Residential Treatment Center.

 

N 132 PROTECTION OF RESIDENTS

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:

N 132

 Based on observation, interview and record 

review, the facility failed to ensure a restraint was 

conducted in a safe and appropriate manner to 

 

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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N 132 Continued From page 1 N 132

prevent potential injury for 1 (Client #1). 

The findings are: 

1. Client #1, had diagnoses of "Reactive 

Attachment Disorder and Disruptive Mood 

Dysregulation Disorder. 

a. An Incident Report, provided by the Record 

Compliance Officer, on 10/25/2023, listed the 

complaint as "Personal Restraints, Locked 

Seclusion, Aggressiveness to Staff and Peers, 

Injury to Staff, Threat to Safety, and Property 

Destruction."  Also described Resident being 

rude, hid in closet, refused medications, flipped 

over furniture, personal restraint, placed in 

seclusion, broke peers cup, exposed sharp 

plastic edges, spiting, scratching staff, after 

banging her head on walls and front window of 

seclusion room. RN (Registered Nurse) 

assessment noted after the incident. Resident 

reported small abrasion on her palm side next to 

her thumb from the restraint, petechiae around 

her eyes and cheeks that were not observed on 

10/25/2023. A hotline report was made. The 

resident was ordered for further evaluation at ER 

(Emergency Room) on 10/26/2023 for petechia 

rash, on her face and headache, knee pain with a 

diagnosis of concussion. Resident was placed on 

activity limit for three (3) days.  

b. An interview with Chief Clinical Officer on 

11/27/2023 at 1:30 PM, stated that QBHP 

(Qualified Behavioral Health Provider) #1 had 

been let go because, "Video footage showed 

[QBHP #1] had initiated a one-person restraint, 

jerking patient and had shoved her into seclusion. 

Without ensuring that the room was free of 

hazards or other occupants." 
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N 132 Continued From page 2 N 132

c. Physician Orders dated 10/25/2023, at 8:06 

PM, read in part, "...Place in locked seclusion for 

up to 60 minutes until calm and cooperative and 

no longer a threat to safety." 

d. On 11/27/2023, at 1:35 PM, a telephone 

interview was conducted with RN #1. She stated, 

"The resident refused her medication, by 

slamming her door, and had stepped away for 

three minutes. Upon returning, she heard resident 

screaming and being escorted to the seclusion 

room by [QBHP #1]." In response to the question, 

"What did you observe?" RN #1 stated, "Resident 

had picked up a water bottle, left by another 

resident, and was banging it on the glass, 

banging her head on the floor. There were three, 

[QBHP #1], [QBHP #2], and [QBHP #3] holding 

her on the floor. I got a pillow for her head and 

then she agreed to stop and went to the comfort 

room, refused treatment. The resident went to the 

hospital the next day."

e. During a lap top video review on 11/27/2023 at 

1:50 PM with the Unit Manager #1, he stated that 

Client #1 on 10/25/2023 at 8:05 PM, had walked 

into the day room, and knocked over two chairs. 

"[QHBP #1] aggressively took the resident to the 

seclusion room, locked the door as [QHBP #2] 

escorted another resident out of the open 

seclusion room leaving the plastic empty water 

bottle. Then from 8:06 PM to 8:10 PM, the 

resident continued to loudly scream and break 

the plastic bottle into small pieces, hitting it on the 

walls, camera, and the front window of the room 

as well as banging her head on walls. At 8:10 PM, 

[QHBP #1] with two other employees came into 

the room, subdued the resident by holding arms 

and legs. [RN #1] began to remove shards of the 
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N 132 Continued From page 3 N 132

plastic water bottle." In response to the question 

"What was wrong with the restraints?" Unit 

Manager #1 stated "He snatched her up, not the 

CPI [Crisis Prevention Institute] hold we use, 

grabbed her and spun her around." 

f. On 11/27/2023 at 2:30 PM, QBHP #2 stated, "I 

entered the dayroom after Client #1 had been 

taken into the seclusion room by [QHBP #1]." In 

response to the question, "What did you 

observe?" QBHP #2 stated, "She was banging a 

plastic bottle on the window door. I stayed at the 

door, until they came back to subdue her. 

Another resident had been in the open seclusion 

room sleeping and I had moved her out." In 

response to the question, "Did you see her 

banging her head?" QBHP #2 replied, "I did not."   

g. On 11/27/2023 at 2:45 PM, QBHP #3 stated 

that Client #1 had not been compliant. In 

response to the question, "Why was [Client #1] 

not compliant?" QBHP #3 stated, "She was 

yelling, screaming, and throwing chairs. My 

partner, [QBHP #1], grabbed her. I did not get up 

as I was eating dinner. [QBHP #1] took her to the 

seclusion room and called me to take his place. 

[Client #1] was kicking, screaming, scratching, 

drew blood from my hand from scratches, and 

banging her head. [RN #1] brought a pillow. She 

deescalated to a calm state. We released her to a 

calm state, she was assessed by the nurse." In 

response to the question, did you see a broken 

water bottle?" QHBP #3 did not recall the water 

bottle.   

h. At 11/27/2023 at 3:15 PM, Client #1 arrived 

accompanied by her counselor. In response to 

the question, "Can you tell me what happened 

before going to the hospital on 10/26/2023?" 
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N 132 Continued From page 4 N 132

Client #1 stated, "I had left the comfort room 

(10/25/2023), after having had locked myself in 

my room closet so I could breathe. I went to the 

Dayroom and started knocking down chairs. 

[QHBP #1] grabbed me by my hoodie and took 

me to seclusion. I pinched him because he was 

hurting me. I cut my right hand. Another girl was 

sleeping, and I got her water bottle. Rather not be 

in seclusion so I banged my head and got a 

concussion. Banged my head on the walls and 

floor. The concussion feels like bolts tightening. I 

went to the hospital the next day." In response to 

the question, "Why did you go to the hospital the 

next day?" Client #1 stated, "Needed doctor's 

approval before I could go." 

i. During a second laptop viewing of the incident 

on 10/25/2023 at 8:07 PM, on 11/28/2023 with 

Unit Manager #2. He stated "The video of the 

seclusion began at 8:06 PM, shows [QHBP #1], 

taking [Client #1] into the locked seclusion room, 

and the previous resident is moved out by [QHBP 

#2], leaving the water bottle on the floor. The 

resident is banging the water bottle on the glass, 

camera, and the wall as well as her banging her 

head. They should have held her, moved the 

broken plastic out of the seclusion room. They 

usually talk them down before they lock the 

resident in, making sure other residents were not 

in the room and free of plastic bottles and debris." 

In addition, he said, "[QHBP #1], took her to the 

ground, CPI does not take residents to the floor. It 

is not a proper technique."

N 172 MONITORING DURING AND AFTER 

SECLUSION

CFR(s): 483.364(b)(2)

[A room used for seclusion must] Be free of 

N 172
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N 172 Continued From page 5 N 172

potentially hazardous conditions such as 

unprotected light fixtures and electrical outlets.

This ELEMENT  is not met as evidenced by:

 Based on observation, interview, and record 

review, the facility failed to ensure a resident was 

protected from physical harm while being placed 

in a locked seclusion room (Client #1).  

The findings are: 

1. Client #1, had diagnoses of "Reactive 

Attachment Disorder and Disruptive Mood 

Dysregulation Disorder. 

a. An Incident Report, provided by the Record 

Compliance Officer, on 10/25/2023, listed the 

complaint as "Personal Restraints, Locked 

Seclusion, Aggressiveness to Staff and Peers, 

Injury to Staff, Threat to Safety, and Property 

Destruction."  Also described Resident being 

rude, hid in closet, refused medications, flipped 

over furniture, personal restraint, placed in 

seclusion, broke peers cup, exposed sharp 

plastic edges, spiting, scratching staff, after 

banging her head on walls and front window of 

seclusion room. RN (Registered Nurse) 

assessment noted after the incident. Resident 

reported small abrasion on her palm side next to 

her thumb from the restraint, petechiae around 

her eyes and cheeks that were not observed on 

10/25/2023. A hotline report was made. The 

resident was ordered for further evaluation at ER 

(Emergency Room) on 10/26/2023 for petechia 

rash, on her face and headache, knee pain with a 

diagnosis of concussion. Resident was placed on 

activity limit for three (3) days.  
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N 172 Continued From page 6 N 172

b. An interview with Chief Clinical Officer on 

11/27/2023 at 1:30 PM, stated that QBHP 

(Qualified Behavioral Health Provider) #1 had 

been let go because, "Video footage showed 

[QBHP #1] had initiated a one-person restraint, 

jerking patient and had shoved her into seclusion. 

Without ensuring that the room was free of 

hazards or other occupants." 

c. On 11/27/2023, at 1:35 PM, On 11/27/2023, at 

1:35 PM, a telephone interview was conducted 

with RN #1. She stated, "The resident refused her 

medication, by slamming her door, and had 

stepped away for three minutes. Upon returning, 

she heard resident screaming and being escorted 

to the seclusion room by [QBHP #1]." In response 

to the question, "What did you observe?" RN #1 

stated, "Resident had picked up a water bottle, 

left by another resident, and was banging it on the 

glass, banging her head on the floor. There were 

three, [QBHP #1], [QBHP #2], and [QBHP #3] 

holding her on the floor. I got a pillow for her head 

and then she agreed to stop and went to the 

comfort room, refused treatment. The resident 

went to the hospital the next day."

d. During a lap top video review on 11/27/2023 at 

1:50 PM with the Unit Manager #1, he stated that 

Client #1 on 10/25/2023 at 8:05 PM, had walked 

into the day room, and knocked over two chairs. 

"[QHBP #1] aggressively took the resident to the 

seclusion room, locked the door as [QHBP #2] 

escorted another resident out of the open 

seclusion room leaving the plastic empty water 

bottle. Then from 8:06 PM to 8:10 PM, the 

resident continued to loudly scream and break 

the plastic bottle into small pieces, hitting it on the 

walls, camera, and the front window of the room 

as well as banging her head on walls. At 8:10 PM, 
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N 172 Continued From page 7 N 172

[QHBP #1] with two other employees came into 

the room, subdued the resident by holding arms 

and legs. [RN #1] began to remove shards of the 

plastic water bottle." In response to the question 

"What was wrong with the restraints?" Unit 

Manager #1 stated "He snatched her up, not the 

CPI [Crisis Prevention Institute] hold we use, 

grabbed her and spun her around." 

 

e. On 11/27/2023 at 2:30 PM, QBHP #2 stated, "I 

entered the dayroom after Client #1 had been 

taken into the seclusion room by [QHBP #1]." In 

response to the question, "What did you 

observe?" QBHP #2 stated, "She was banging a 

plastic bottle on the window door. I stayed at the 

door, until they came back to subdue her. 

Another resident had been in the open seclusion 

room sleeping and I had moved her out." In 

response to the question, "Did you see her 

banging her head?" QBHP #2 replied, "I did not."

f. At 11/27/2023 at 3:15 PM, Client #1 arrived 

accompanied by her counselor. In response to 

the question, "Can you tell me what happened 

before going to the hospital on 10/26/2023?" 

Client #1 stated, "I had left the comfort room 

(10/25/2023), after having had locked myself in 

my room closet so I could breathe. I went to the 

Dayroom and started knocking down chairs. 

[QHBP #1] grabbed me by my hoodie and took 

me to seclusion. I pinched him because he was 

hurting me. I cut my right hand. Another girl was 

sleeping, and I got her water bottle. Rather not be 

in seclusion so I banged my head and got a 

concussion. Banged my head on the walls and 

floor. The concussion feels like bolts tightening. I 

went to the hospital the next day." In response to 

the question, "Why did you go to the hospital the 

next day?" Client #1 stated, "Needed doctor's 
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approval before I could go." 

g. During a second lap top viewing of the incident 

on 10/25/2023 at 8:07 PM, on 11/28/2023 with 

Unit Manager #2. He stated "The video of the 

seclusion began at 8:06 PM, shows [QHBP #1], 

taking [Client #1] into the locked seclusion room, 

and the previous resident is moved out by [QHBP 

#2], leaving the water bottle on the floor. The 

resident is banging the water bottle on the glass, 

camera, and the wall as well as her banging her 

head. They should have held her, moved the 

broken plastic out of the seclusion room. They 

usually talk them down before they lock the 

resident in, making sure other residents were not 

in the room and free of plastic bottles and debris." 

In addition, he said, "[QHBP #1], took her to the 

ground, CPI does not take residents to the floor. It 

is not a proper technique."

h. The Policy "Use of Seclusion-Intensive 

Residential" (Reviewed 07/24/2023), read in part, 

"...Seclusion is utilized to protect the patient from 

injuring self or others... It is not used as 

punishment or for the convenience of team 

members.  Seclusion is used only for emergency 

situations when less restrictive interventions have 

not been successful... VIII. Seclusion is not used 

in a manner that causes undue physical 

discomfort, harm or pain to the patient..."
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Division of Provider Services   
& Quality Assurance

P.O. Box 8059, Slot S404
Little Rock, AR 72203-8059

January 3, 2024

David Napier, Administrator
Youth Home Inc
20400 Colonel Glenn Road
Little Rock, AR  72210-5323
   
Dear Mr. Napier:

On November 28, 2023, 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 14, 2023.    

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,

   
Theresa Forrest, Reviewer
DPSQA/Office of Long Term Care
Survey & Certification Section

tf

David Napier  -  Youth Home Inc  --   --  (AOLTC-14) Page   1
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Emergency safety interventron An emergency
safety interventron must be performed rn a
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the resident's chronological and developmental
age, size. gender. physrcrl. medlcal. and
psychiatnc condition and personal history
(including any history of physical or sexual
abuse)
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Based on observation. interview and record
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prevent potential injury for 1 (Client fl)

The frndrngs are

1 Client #1, had diagnoses of "Reactive
Attachment Disorder and Disruptive Mood
Dysregulation Disorder

a An lncident Report, provrded by the Record
Complance Officer, on 10/2512023. hsted the
complaint as "Personal Restraints, Locked
Seclusron. Aggressrveness to Staff and Peers.
lnjury to Staff, Threat to Safety, and Property
Oestruction " Also described Resident berng
rude, hid in closet. refused medications ffipped
over furnrture personal restraint, placed in

seclusion. broke peers cup, exposed sharp
plastic edges, spiting, scratching statf, atter
banging her head on walls and front window of
seclusron room RN (Registered Nurse)
assessment noled after the incident Resident
reported small abrasron on her palm srde next to
her thumb from the restraint, petechiae around
her eyes and cheeks that were not observed on
1012512023 A hot|ne reporl was made The
resident was ordered for turther evaluation at ER
(Emergency Room) on 10/26/2023 for petechia

rash, on her fac€ and headache, knee parn with a
dragnosrs of concussion Resrdent was placed on
achvity limit for three (3) days

b An interview with Chief Clinical Offrcer on
1112712023 a|130 PM stated that OBHP
(Oualifed Behavioral Health Provider) #1 had
been let go because. "Vrdeo footage showed

IOBHP #11 had rnitiated a one-person restrarnt,

ierking patient and had shoved her into seclusion
Wthout ensunng that the room was free of
hazards or other occupants "

Youlh llontc upgraded our canlcra sl-slenr in l2' l'1121

Jull 2030 rvhich corcrs nlosl comnlon areas ol
our carrpus. This cnablcs us Io harc clear qualitl
picturcs and audio ol iDcidenls thal rrnkes rcvie\\

o, incidcnts morc nreaningt'ul and nrore elllci.lrt.
\:ideo lix)tage ol-circh rcslrainl tcclusion ircidcnt
is rcr icrrcd as quicll) aspossiblch! the ( nil

Managcr. usualll uithin 2.1 houls. rnd b1 Jan.

l. 20:{ lhis \\ill occur on rvcekcnds also. l'lach

r ideo rer ics ed is docunrenled rr ith dctails ol'

the sccnario and kcpt in a Video Rcr ierv l-og.

When arrl thing is noted that is either questionahlc

or inapprrrpriatc. thc ('hiefClinical olllcer is

notilicd. .\(tion taLcn cith*r Icad. h) rclraining

lbr lhc lranr rnenrhc'r(sl inrolrcd. a hotline call.

and,or disciplina[, itction up lo and including

tcrm ination.

In thc casc ol'lhis incidcnt. thc teanr nlenrbcr

inrrrlvcd in the inappropriate hold rcceir cd

disciplinary acliLrn ol'disnlissal. All olhcr tcirn
mrnrbcrs \rho \!crc pan ol tht'incidcnl reccivcd

retraining lionr lheir t nil \'lanagcr. {nlhor)
\\ hitc. rcgarding tpproprialc holds in ( risis

Prc!ention lnslilutc lraining on l0'16rll. 'lhe)

also rcceired disciplinary aclion in th('li)nlr
ofa uriltcn personncl action. Ihc incident uas

reponcd to rhe ('hild .Abuse llollinc on lhe

dat('ol rc!ieu.
On l(l :5 l.i. lhc d tc ()l'lhc incidcnt lbr

Rcsidcnt ,; l. shc rras assesscd ht nursc

N 132
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c Physician Orders dated 10/25/2023, at 8:06
PM. read in part. ".. Place in locked seclusion for
up to 60 minutes until calm and cooperative and
no longer a threat to safety "

d. On 1112712023. at 1 35 PM. a telephone
intervrew was conducted with RN #1 She stated.
"The resrdent refused her medrcatron. by

slamming her door, and had stepped away for
three minutes Upon returning, she heard resident
screaming and being escorted to the seclusion
room by IOBHP #1] " ln response to the questron.
"What did you observe?" RN #1 stated. "Resident
had prcked up a water botlle left by another
resident and was banging it on the glass

banging her head on the floor There were three.

IOBHP #11. IOBHP #2] and [OBHP #3] holdrng
her on the floor lgot a pillow for her head and
then she agreed to stop and went to the comfort
room refused treatment The resident went to the
hospital the next day "

e Dunng a lap top video revrew on 1112712023 al
'1r50 PM wrth the Unit Manager #1 . he stated that
Client #1 on 1012512023 at8 05PM. had walked
into the day room, and knocked over t\,/vo chairs
"[OHBP f1] aggressively took the resident to the
seclusron room. locked the door as IOHBP #21

escorted another resident out of the open
seclusion room leaving the plastic empty water
bottle Then from 8 06 PM to 8 10 PM. the
resrdent contrnued to loudly scream and break
the plashc bottle into small pEces, hrttrng rt on the
walls. camera. and the front wndow of the room

as well as bangrng her head on walls At I 10 PM

IOHBP #llwith two other employees came rnto

the room. subdued the resident by holding arms
and legs. IRN #1]began to remove shards of the

Ebonl Galnrorc. R.N. al 8:28 p.m . as part of

her face-lo-tbcc assessmcnl after lhe incidenl.

\l'e consider thal an) olhcr residenl ofour
,'acilir) has thc polential lo bc afl'ected b) the

findings: tht'refore. on the dale ofthe incidenl.

that included .19 olher residenls. \\'e rtill
conlinue lo n)onilor each incident ofseclusion'

restraint thal occurs in our facilitl. The

nronitoring is completed by video review of
all incidents b1 the Unit Manager assigned kr

the area lhe incident occurs in wilh docunren-

tation ol dclail:' r ia a Video Re\ ie$ Log.

The Chief Clinical Ofticcr reviews on a *eekl)
basis aDd rcpons results from the log at each

Perfornrance I ntpror'cnrenl
( ommiltec nreeling on a quanerh basis. Nlembers

ofthat conrmiltcc includc our Chief i\'ledical

ol'ficer- all rhe l:\eculi\e Team. Director of
Nursing. all othcr departDrcnls \r ilhin the l'acilit)'.

ln addition. beginning January l. 202.1 Youth

lJonre is enrbarking on a concened effort 1o

decrcast'our nunrbcr ol restraints and seclusions.

Wc rvill begin using a checklist to assist with

predicting violenl bchavior rthich has been efl'ective

in orher scrtitrgs sirrilar lo ours. lt is a checklist

lhal is conrplelcd on cach patient lbr each shift

lhal helps predict lheir le\el oiescalation. ll
is conrnrunicalcd lo each shili corrring on to

help thcnr bc prepared lo sorl bt'sl u ith each

patienl. 1he nunrbcr ofseclusitrns and restraints

prior to beginning the lool will be corrpared

N 132
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plastrc water bottle." ln response to the questron
"Vvhal was wrong with the restraints?" Unit
Manager #1 stated "He snatched her up. not the
CPI lcrisis Prevention lnstitutel hold we use.
grabbed her and spun her around "

t On t1t27 t2O23 at2.30 PM. OBHP #2 stated. "l

entered the dayroom after Client #1 had been
taken rnto the seclusion room by IOFIBP #1] " ln
response to the question, 'What did you
observe?" QBHP #2 stated, "She was banging a
plastic bottle on the window door I stayed at the
door. untilthey came back to subdue her
Another resident had been rn the open seclusron
room sleeprng and I had moved her out " ln
response to the questron. "Did you see her
bangrng her head?" OBHP #2 replred, "l drd not "

s On 11t27 t2O23 at2 45 PM OBHP#3 stated
that Clent #1 had not been complrant ln
response to the questron. '1 ,lhy was lclient #1]
not complrant?" OBHP #3 stated. "She was
yelfing screamrng. and throwng chairs My
partner. IOBHP #1]. grabbed her ldidnotgetup
as lwas eatrng drnner IOBHP#lltookherlothe
seclusion room and called me to take hrs place

IClienl #11 was kicking, screaming, scratching,
drew biood from my hand from scratches. and
bangrng her head [RN #1]brought a pillow She
deescalated to a calm state V1b released her to a
calm state she was assessed by the nurse " ln
response to lhe question. drd you see a broken
water bottle?" OHBP #3 drd not recall the water
bottle

h Al11l27t2O23 al3 '15 PM. Client #1 a(rved
accompanted by her counselor. ln response to
the questron. 'Can you tellme what happened
before gorng to the hospital on '10/26/2023?"

lo lhe nunrhcr alicr heginning ust each rronllr

\i ilh lhcsr rcsulls rc[x)ncd t() lhc [)erlbrrr]ancs

lnrpro\cmcnl ( (nnnrillcc h) thc ( hic,-( linical

Olliccr on a qunncrll hasis.
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Client #1 stated "l had left the comfort room

\1012512023)-. after having had locked myself in

my room closel so I could breathe I went to the
Dayroom and started knocking down chairs

IOHBP #11 grabbed me by my hoodie and took
me to seclusion I pinched him because he was
hurting me lcut my right hand Another girlwas
sleeprng, and I got her water bottle Rather not be
in seclusion so I banged my head and got a
concussion Banged my head on the walls and
floor. The concussion feels like bolts tightening I

went to the hospital the next day " ln response to
the question. "VVhy drd you go to the hospital the
next day?" Chent #1 stated. "Needed docto/s
approval before I could go "

N 132

N 172

r Durrng a second laptop viewng of the incident
on 10i25/2023 at 8 07 PM. on 11/28/2023 with
Unrt Manager #2 He stated "The video of the
seclusion began at 8.06 PM, shows IOHBP #1],
taking lclient *1] rnto the locked secluspn room.
and the previous resident is moved out by IOHBP
#21. leavrng the water bonle on the floor The
residenl is banging the water bottle on the glass.

camera. and the wall as well as her banging her
head They should have held her, moved lhe
broken plastic out of the seclusion room They
usually talk them down before they lock the
resident in. making sure other residents were not
rn the room and free of plastrc bottles and debris."
ln addition, he sard, "[QHBP #1], took her to the
ground, CPI does not take residents to the floor lt
is not a prop6r technrque."

MONITORING DURING AND AFTER
SECLUSION
CFR{s): 483 3&(bX2)

N 172

[A room used for seclusron mustl Be free of

ll contnuaton sheer Page 5 ol9
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potentially hazardous condilrons such as
unprotected light fixtures and electrical outlets

This ELEMENT rs not met as evidenced by:
Based on observatron, intervrew and record

review, the facility failed to ensure a resrdent was
protected from physical harm while being placed

in a locked seclusron room (Clrent #1)

The findrngs are

1 Client #1, had diagnoses of "Reaclive
Attachmenl Disorder and Disruptrve Mood
Dysregulation Dasorder

a An lncrdent Repon, provrded by the Record
Complance Offrcer on 10/2512023 hsted the
complaint as "Personal Restraints. Locked
Seclusron. Aggressiveness to Staff and Peers.
lniury to Staff. Threal to Safety, and Property
Oestruction " Also descnbed Resident being
rude hd in closet refused medrcations. flipped
over furnfure. personal restrarnt placed in
seclusron. broke peers cup. exposed sharp
plastrc edges, spiting, scralchrng statf after
banging her head on walls and front wndow of
seclusion room RN (Registered Nurse)
assessment noted after the rncrdent Resdent
reported small abrasion on her palm side next to
her thumb from the restraint, petechiae around
her eyes and cheeks that were not observed on
1012512023 A hotline report was made. The
resrdent was ordered for lurther evaluation at ER
(Emergency Room) on '10i26l2023 for petechia

rash, on her face and headache, knee pain with a
dragnosis of concussion Resident was placed on
activity limit for three (3) days

Retraining on thc propcr usc ol scclusron was

pror ided b1 lhc ( ni( Nlanagcr. Anlhon)

\\'hite- r)n l0 l(r ll lirrall stallinvolvcd in

thc incidcnt quickll alicr revir$ ol thc vidco.

lhis rctraining inclrrdcd l rcnrindcr tlircus:.ion

ol thc nccd t,, inlcn(rrc uhcrr arr irrnppropriatc

inleraction is ohservcd.

,\lldircet carc \lflll \\rrc assir.lllcd il lrainins

rttodrrlc on scclu\inrl in (,rrr r}nlir)e lcilrtrirtg

syslcrn on l: ?'li k) bc conrplclcd h} l1 l.lr13

Al lhc tinre ol'rcpo(. alllcarn nrcmhc'rs crccpt

I 8 had conrplctcd lhis lraining. .\n1 rr ho halc
ool conrpl('tcd the lrairrirrg nrrrdulc *ill hc

rrqui[crJ t0 ct'rrrpletc il prior trr bcing in rutir,

on thcir nc\l schcdulcd shiti. I'itilurc to tlo so

uill rcsull in disciplinrn action.

Youth I lonrc rr ill nron ilor cach incidcnt ol'

scclusion that occur-s irl our ldcilil). I hc

nronilorin,r is contplclcd h) r idco rcr ierr ol

all incidcnts h\ lhc l ril \lanagcr assigncd

kr the arcn rrherc thc incirlcrrt occurs rrith

docunrcnlation ol tlctlils r ia a \,itlco Rcr icrr

l-og. Ihc ( hicl ( lirricirl Oll'iccr rcrierrs trn a

$ccl,11 hasis and rcporls rc\ulls Irorn thc krg

al cir!h lt(rlirrnrir !( lrrnn)\crncnl (',rl|rrillcc

nreclinq on a quancrll basis.

l] ]8 t.r
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b. An interview with Chief Clinical Officer on
11127 t2O23 at l:30 PM. stated that QBHP
(Oualified Behavioral Health Provider)#'l had
been let go because, "Mdeo footage showed

IQBHP #'1] had in[ialed a one-person restrainl.
jerking patient and had shoved her into seclusaon

Wthout ensunng that the room was free of
hazards or other occupants "

c On 11t2712023 at 1 35 PM. On 1112712023. al
1 35 PM, a telephone interview was conducted
wrth RN #1. She stated. "The resident refused her
medication, by slamming her door, and had
stepped away for three mrnutes Upon retuming.
she heard resident screamrng and berng escorted
to the seclusion room by IOBHP #1] " ln response
to the questron "Vvhat did you observe?" RN #1

stated. "Resident had prcked up a water bottle.
left by another resrdent and was banging it on the
glass, banging her head on the floor There were
three, IQBHP #1], [OBHP #2] andIQBHP#3]
holding her on the floor. I got a pillow for her head
and then she agreed to stop and went to the
comfort room. refused treatment The resdent
went to the hosprtal the next day "

d During a lap top vrdeo review on 1112712023 al
1:50 PM wath the Unit Manager *1. he stated that
Client #1 on 10/2512023 at 8:05 PM. had walked
into the day room, and knocked over two chairs
"[QHBP #1] aggressrvely took the resident to the
seclusion room locked the door as IQHBP #21

escorted another resident out of the open
seclusion room leaving the plastic empty water
bottle Then from I06 PM to 8:10 PM. the
resident continued to loudly scream and break
the plastic bottle into small pleces. hatting ( on the
walls. camera. and the front window of lhe room
as wellas banging her hoad on walls. At 8 10 PM

N 172

Evenl lO HSSLIl ll conlrnualon sheel Page 7 of I



(X3) DAIE SURVEY
COMPLETED

c
1112at2023

SIAI€MENI OF OEFICIENCIES
ANO PLAN OF CORRECIION

(X I ) PROVTOEFVSUPPLIER/CLIA
IO€NTIFICATION NUMBER

041't07

STREEIADORESS. CITY STATE ZIP CODE

2I}4OO COLONEL GLENN ROAO

LITTLE ROCK. AR 722I0

NAME OF PROVIDER OR SUPPLIER

YOUTH HOME INC

(xa)ro

IAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH OEFICIENCY MUST BE PRECEOEO BY FULL

REGUIAIORY OR ISC IOENIIFYING INFORMATIONI

to PROVIOER'S PLAN OF CORRECTION
IEACH CORRECTIVE ACIION SHOULD BE

CROS$RETERENCED IO THE APPROPRIAIE
OEFICIENCY)

N 172 Continued From page 7

(OHBP #llwith two other employees came into
the room, subdued the resrdent by holding arms
and legs IRN #1]began to remove shards ofthe
plastac water bottle " ln response to the question
"\Mat was wrong wath the restraints?" Unrt
Manager #1 stated "He snatched her up. not the
CPI lcrisrs Preventron lnsl ute] hold we use.
grabbed her and spun her around "

e On 1112712023 al2 30 PM. OBHP#2 stated. "l

entered the dayroom after Client #1 had been
taken rnto the seclusion room by IOHBP #11 " ln
response to the question. "yvhat drd you

observe?" OBHP #2 stated. "She was banging a
plastic bottle on the window door I stayed at the
door. until they came back to subdue her
Another resident had been rn the open seclusion
room sleeprng and I had moved her out " ln
response to the question "Did you see her
banging her head?" OBHP #2 replied. "l did not "

t. Al 1112712023 at 3 1 5 PM. Clrent#1 arrived
accompanied by her counselor ln response to
the question. "Can you tell me what happ€ned
before going to the hosprtal on 10/26/2023?"
Clent #1 stated. "l had lett the comfort room

\1012512023) after haung had locked myself rn

my room closet so I could breathe lwent to the
Dayroom and started knocking do\,yn charrs

[QHBP #1]grabbed me by my hoodie and took
me to seclusion I prnched hlm because he was
hurting me. I cut my right hand. Another girlwas
sleeping, and I got her water bottle. Rather not be
in seclusion so I banged my head and got a
concussion Banged my head on the walls and
floor The concussron feels lrke bolts tightening I

went to the hosp al the next day " ln response to
the question 'Wtry drd you go to the hospital the
next day?" Cl€nt #1 stated. "Needed doctor's

N 172
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approval before I could go "
N 172

g. Ouring a second lap top viewing of the incident
on 10125t2O23 al 8 07 PM . on 11 128t2O23 wilh
Unit Manager #2 He stated "The video of the
seclusion began at 8.06 PM. shows IOHBP #1).

lakrng lChenl #'11 rnto the locked seclusron room
and the previous resident is moved out by IOHBP
#21, leavrng the water bottle on the Roor The
resident is bangrng the water bottle on the glass
camera, and the wall as well as her banging her
head They should have held her. moved the
broken plastic out of the seclusron room They
usually talk them down before they lock the
resident in. making sure other residents were not
in the room and free of plastrc bottles and debris '

ln addrtron. he sard. "IQHBP #11. took her to the
ground, CPI does nol take resrdents to the floor lt
is not a proper technique "

h The Policy 'Use of Seclusron-lntensrve
Residenlral" (Revre\.yed 0712412023). read in part,
" Seclusion is utlized to protect the patient from
tnjuflng self or others lt is not used as
punrshment or for the convenrence of team
members Seclusron is used only for emergency
situations when less restriclrve rntervenlrons have
not b€en successful Vlll Seclusion rs not used
in a manner that causes undue physical

discomfort. harm or pain to the patrent '

DEPARTMENT OF HEALTH AND HUMAN SERVICES
PRTNTED 12106/2023

FORI\,I APPROVED
oM8 NO 0938-0391c R F R MEDI RE MEDI ID SERVICES

FORM CMS 2567t02 99r P,6vesVdr'ds Obsor€re E€tr1lO HssLll ll conlrnualon she€l PaOe I of 9



 
 

Division of Provider Services  
& Quality Assurance 

P.O. Box 8059, Slot S404 
Little Rock, AR 72203-8059 

 

 
 

March 4, 2024 
 

David Napier, Administrator 

Youth Home Inc 

20400 Colonel Glenn Road 

Little Rock, AR  72210-5323 

 

Dear Mr. Napier: 

 

During the Revisit survey conducted on February 21, 2024, 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 at 501-320-6235 or email 

to: Theresa.Forrest@dhs.arkansas.gov. 

 

Sincerely, 

 
DPSQA/Office of Long Term Care 

Survey and Certification Section 
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