
 

 
  

 
 

Office of Juvenile System Oversight 
 
April 3, 2008 
 
 
John Holter, Managing Director/CEO 
Cedar Ridge Residential Treatment Center and Psychiatric Hospital 
6501 Northeast 50th Street 
Oklahoma City, Oklahoma 73141 
 
RE:  OJSO Complaint COM-5281-08 (Cedar Ridge Residential Treatment Center)  
 
Dear Mr. Holter: 
 
On March 25, 2008, the Office of Juvenile System Oversight (OJSO) initiated a complaint 
investigation and an announced oversight visit at Cedar Ridge Psychiatric Hospital in 
Oklahoma City, Oklahoma.  After arriving at Cedar Ridge, the OJSO discovered that the 
subject of the complaint had been a patient in the Cedar Ridge Residential Treatment 
Center.  An entrance conference was conducted with the Managing Director/CEO, the 
Clinical Programs Director, the Risk Management Director, and the Human Resources 
Director.  The exit conference was conducted with the Managing Director/CEO, the Clinical 
Programs Director, the Risk Management Director, the Human Resources Director, the 
Medical Records Director, and the Assistant Director of Nursing.  
 
It was alleged that a resident had been inappropriately chemically restrained at Cedar 
Ridge Residential Treatment Center because the facility was short-staffed.  The OJSO 
conducted interviews with two residents and two staff persons.  The OJSO reviewed six 
resident records that included medication administration records and therapeutic hold 
records, two staff files, and the following documents:  
 
• Cedar Ridge Staff Orientation Agenda 
• Cedar Ridge Staff Orientation Manual containing organizational chart, policies and 

procedures, resource list, risk management procedures, performance improvement, 
organizational ethics, grievance process, patient rights, HIPAA policies, documentation 
policies, programs for staff, programs for patients, accident/abuse/neglect reporting 
procedures, staff code of conduct  

• Cedar Ridge Nursing Orientation 
• Cedar Ridge Nursing Procedures 
• Universal Health Services Verbal De-escalation training materials 
• Handle With Care Behavior Management System Participant Manual 
• Cedar Ridge Physical Hold/Seclusion Monitoring and Assessment Progress Note Form 
• Cedar Ridge Staff/Patient Debriefing Form 
• Healthcare Peer Review Report Form 
• Cedar Ridge Master Treatment Plan – Nursing Intervention Form 
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The review of documentation and interviews conducted identified that Cedar Ridge staff 
complied with facility therapeutic hold processes and Handle With Care Behavior 
Management System training requirements concerning all six residents whose files were 
reviewed.  Consistent with Oklahoma Department of Human Services Licensing Standards 
for Residential Child Care facilities, specifically OAC 340:110-3-154.2(b)(10), the Handle 
With Care Behavior Management System does not allow any type of chemical restraint to 
aid in behavior management.  Further, a review of the Master Treatment Plans concerning 
five of the residents whose files were reviewed identified that medication administration 
was appropriately administered and documented as part of each resident’s treatment plan.  
The facility appeared to have monitored the ongoing treatment goals of these residents 
and modified the treatment plans as needed to support the residents in their progress 
through their treatment goals.  However, a review of the sixth file did identify that on 
August 29, 2007, the sixth resident received medications that were not listed in or 
developed into the resident’s Master Treatment Plan, nor had the resident acknowledged 
awareness of receiving this medication (which was the standard procedure as described in 
the Cedar Ridge Nursing Procedures).  In addition, in the Psychiatric Progress Note dated 
08-28-08, the attending physician notes the resident’s medications remain those that are 
referenced in the resident’s Master Treatment Plan.  The facility records showed the 
additional medications were prescribed by the attending physician at 21:15 on August 29, 
2007, who also ordered line of sight supervision by a male staff.  The resident was 
discharged the following day to detention.   
 
During the exit conference, facility administration indicated that had the resident remained 
at the facility, a plan incorporating the additional medication would have been developed 
into the resident’s Master Treatment Plan.  However, absent documentation that the 
medications given on August 29, 2007, were part of the resident’s Master Treatment Plan, 
and that the resident was aware of their administration, the OJSO does find that 
administering these medications is an inappropriate chemical restraint in violation of 
OAC 340:110-3-154.2(b)(10). 
 
Please mail to the OJSO an original, signed response to this correspondence, avoiding 
identification of any child or staff by name.  Also, please send an electronic copy of your 
response to jsharp@okkids for publication on the Oklahoma Commission on Children and 
Youth web page.  We will wait thirty days to receive your response before issuing or 
publishing the report.  If you fail to respond by May 4, 2008, we will publish our report 
without a response.  Thank you for your attention. 
 
Sincerely, 
 
 
 
Joanne L. Verity 
OJSO Programs Manager 



 

 


