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A complaint survey for compliance with 42 CFR
Part 483, Subpart G, Subsection
483.354-483.376, Condition of Participation for
the use of Restraint or Seclusion in Psychiatric #
Residential Treatment Facilities Providing
Inpatient Psychiatric Services for Individuals
Under Age 21, was conducted from 11/13/24
through 11/14/24. The areas reviewed included
the following: monitoring of youth, response
times, emergency safety intervention (ESI)
process, debriefing process, staff education, and
preventative maintenance process for safety.
Abbott House Inc was found in compliance.
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