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 V 000 INITIAL COMMENTS  V 000

A complaint survey was completed on September 
2, 2020.  The complaints were substantiated 
(Intake #NC00165614 and #NC165199).  
Deficiencies were cited.  

This facility is licensed for the following service 
category: 10A NCAC 27G .1700 Residential 
Treatment Staff Secure for Children or 
Adolescents.

 

 V 112 27G .0205 (C-D) 
Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205       ASSESSMENT AND 
TREATMENT/HABILITATION OR SERVICE 
PLAN
(c)  The plan shall be developed based on the 
assessment, and in partnership with the client or 
legally responsible person or both, within 30 days 
of admission for clients who are expected to 
receive services beyond 30 days.
(d)  The plan shall include:
(1) client outcome(s) that are anticipated to be 
achieved by provision of the service and a 
projected date of achievement;
(2) strategies;
(3) staff responsible;
(4) a schedule for review of the plan at least 
annually in consultation with the client or legally 
responsible person or both;
(5) basis for evaluation or assessment of 
outcome achievement; and
(6) written consent or agreement by the client or 
responsible party, or a written statement by the 
provider stating why such consent could not be 
obtained.

 V 112
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 V 112Continued From page 1 V 112

This Rule  is not met as evidenced by:
Based on record reviews and interviews, the 
facility failed to develop and implement strategies 
to address clients' needs affecting 3 of 3 former 
clients (FC#1, FC#2 and FC#3).  The findings 
are:

Review on 6/11/20 of the record for FC#1 
revealed:
-Date of Admission: 4/3/20.
-Date of Discharge: 4/29/20.
-Age: 14.
-Diagnoses: Oppositional Defiant Disorder, 
Attention Deficit Hyperactivity Disorder, rule out 
Disruptive Mood Dysregulation Disorder, and rule 
out Autism Spectrum Disorder. 
-An assessment dated 5/9/19 with an addendum 
completed on 2/20/20 indicated a history of verbal 
and physical aggression, the use of illegal 
substances, engagement in illegal activity, 
sexualized behaviors, elopement, idolization of 
gang culture, and consistent defiance of basic 
rules and structure.
-A treatment plan dated 3/17/20 and updated on 
4/20/20 did not include the development and 
implementation of strategies to address illegal 
substance use, sexualized behaviors, elopement 
behaviors, the idolization of gang culture, or the 
defiance of rules.

Interview on 7/30/20 with the Legal Guardian for 
FC#1 revealed:
-She was told that substance abuse counseling 
would be provided at the facility.
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 V 112Continued From page 2 V 112

-FC#1 did not receive any type of substance 
abuse treatment during his admission.

Review on 6/11/20 of the record for FC#2 
revealed:
-Date of Admission: 4/14/20.
-Date of Discharge: 4/30/20.
-Age: 16.
-Diagnoses: Attention Deficit Hyperactivity 
Disorder, and rule out Bipolar I Disorder.
-An assessment dated 1/8/20 with an addendum 
completed on 4/10/20 indicated a history of verbal 
and physical aggression which included 
numerous instances of property damage, 
assaults on peers, biting and spitting on others, 
substance abuse, and elopements.
-A treatment plan dated 4/2/20 and updated on 
4/22/20 did not include the development and 
implementation of strategies to address 
elopement behaviors and did not include 
individualized interventions to manage aggressive 
behaviors.

Review on 6/10/20 of the facility Incident Reports 
for FC#2 revealed the following:
-On 4/22/20 FC#2 became enraged, began 
cursing and broke the facility door off the hinges.
-On 4/28/20 FC#2 was bullying a younger client 
and struck the client in the face with a notebook.
-On 4/29/20 a client reported that FC#2 slapped 
him in the face; FC#2 became upset with a staff 
member and cursed at her in front of other 
clients; FC#2 was verbally aggressive and 
threatened another client.
-On 4/30/20 FC#2 became enraged and 
threatened to physically harm the Facility 
Administrator; Local Law Enforcement responded 
and FC#2 was taken to the local emergency room 
to be evaluated for involuntary commitment (IVC).
-There was no evidence of interventions by facility 
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 V 112Continued From page 3 V 112

staff to de-escalate or minimize the occurrence of 
out of control behaviors for any of the incidents

Interview on 6/10/20 with the Legal Guardian for 
FC#2 revealed:
-She believed facility staff did not utilize any 
de-escalation techniques.
-She stated "[The Facility Administrator] told me 
he had to walk on eggshells around [FC#2] which 
was concerning because it's a level III group 
home and he should have skills to know how to 
handle kids with behaviors ..."

Interview on 6/19/20 with the Local Management 
Entity (LME) Complex Care Manager for FC#2 
revealed:
-She stated "We were clear about what behaviors 
[FC#2] had in his past and it was clearly written in 
his CCA (Comprehensive Clinical Assessment) 
which we sent to the facility prior to his admission. 
I don't know if they even read the intake 
paperwork."
-The facility did not provide "any type of 
documentation of de-escalation interventions ..." 
for FC#2.
-She stated, "If Clear Sky had responded 
differently towards [FC#2] and tried to use 
de-escalation techniques, then I believe this 
would have had a good outcome."

Review on 7/14/20 of the record for FC#3 
revealed:
-Date of Admission: 5/28/20.
-Date of Discharge: 6/8/20.
-Age: 16.
-Diagnoses: Adjustment Disorder with 
disturbance of Conduct, Post Traumatic Stress 
Disorder unspecified, and Cyclothymic Disorder.
-An assessment dated 5/4/20 with an addendum 
completed on 5/21/20 indicated a history of verbal 
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 V 112Continued From page 4 V 112

and physical aggression, illegal substance use, 
simple assault and assault with a deadly weapon, 
endangering animals, allegations against staff 
and breaking house rules at previous 
placements.
-A treatment plan dated 6/1/20 did not include the 
development and implementation of strategies to 
address aggressive behaviors, or substance use.
-A Clear Sky Behavioral 
Comprehensive/Psychosocial Assessment 
Addendum dated 6/10/20 revealed FC#3 
displayed "moderate to severe aggression AEB 
(as evidenced by) getting into physical 
altercations with another peer with no identified 
trigger ...Difficulties forming a trusting relationship 
with caretakers, safety concerns AEB climbing 
into ceiling tiles and stating he got shocked 
...Deficits to manage personal health, welfare and 
safety without intense supervision ...[FC#3] 
picked up used cigarettes on the ground and lit 
them within the home to smoke ...was 
non-compliant with the Level III group home's 
requirements and structure ...He would leave the 
group home's property at his leisure."  

Interview on 7/17/20 with the Legal Guardian for 
FC#3 revealed:
-The police were called to the facility every day 
during FC#3's admission.
-FC#3 had numerous elopements from the facility 
and several altercations with other clients.
-She stated, "The last straw was a physical 
altercation with a peer."

Interview on 8/6/20 with the Facility Administrator 
revealed:
-Treatment plans were initiated by the Associate 
Professional (AP) and Qualified Professional 
(QP).
-He stated, "They do all of the PCP's 
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 V 112Continued From page 5 V 112

(Person-Centered Profile's)."

Interview on 8/6/20 with the Associate 
Professional (AP) revealed:
-The Facility Administrator was responsible for 
client treatment plans.
-She stated "We usually have a CCA prior to 
admission, but sometimes we just have the 
addendum and base the determination off what 
the clinician is telling us.  I am the one that 
updates the percentages of which goals have 
been met.  I don't do the writing of the PCP ..."

Interview on 8/6/20 with the Qualified 
Professional (QP) revealed:
-The PCP was the responsibility of the Associate 
Professional.
-He stated "I can only review what is provided to 
me.  Lots of times we just get an addendum and 
sometimes we find that providers aren't 
forthcoming with client behaviors."
-Facility staff could not develop a proper plan for 
clients without all the documentation.

This deficiency is cross referenced into 10A 
NCAC 27G .1701 Scope (V293) for a Type B rule 
violation and must be corrected within 45 days.

 V 293 27G .1701 Residential Tx. Child/Adol - Scope

10A NCAC 27G .1701       SCOPE
(a)  A residential treatment staff secure facility for 
children or adolescents is one that is a 
free-standing residential facility that provides 
intensive, active therapeutic treatment and 
interventions within a system of care approach.  It 
shall not be the primary residence of an individual 
who is not a client of the facility.
(b)  Staff secure means staff are required to be 

 V 293
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 V 293Continued From page 6 V 293

awake during client sleep hours and supervision 
shall be continuous as set forth in Rule .1704 of 
this Section.
(c)  The population served shall be children or 
adolescents who have a primary diagnosis of 
mental illness, emotional disturbance or 
substance-related disorders; and may also have 
co-occurring disorders including developmental 
disabilities.  These children or adolescents shall 
not meet criteria for inpatient psychiatric services.
(d)  The children or adolescents served shall 
require the following:
(1)           removal from home to a 
community-based residential setting in order to 
facilitate treatment; and
(2)           treatment in a staff secure setting.
(e)  Services shall be designed to:
(1)           include individualized supervision and 
structure of daily living;
(2)           minimize the occurrence of behaviors 
related to functional deficits;
(3)           ensure safety and deescalate out of 
control behaviors including frequent crisis 
management with or without physical restraint;
(4)           assist the child or adolescent in the 
acquisition of adaptive functioning in self-control, 
communication, social and recreational skills; and
(5)           support the child or adolescent in 
gaining the skills needed to step-down to a less 
intensive treatment setting.
(f)  The residential treatment staff secure facility 
shall coordinate with other individuals and 
agencies within the child or adolescent's system 
of care.
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 V 293Continued From page 7 V 293

This Rule  is not met as evidenced by:
Based on record reviews and interviews, the 
facility failed to provide services designed to 
minimize the occurrence of behaviors related to 
functional deficits, ensure safety and de-escalate 
out of control behaviors affecting 3 of 3 former 
clients (FC#1, FC#2 and FC#3).  The findings 
are:

CROSS REFERENCE: 10A NCAC 27G .0205 
Assessment and Treatment/Habilitation or 
Service Plan (V112) Based on record reviews and 
interviews, the facility failed to develop and 
implement strategies to address clients' needs 
affecting 3 of 3 former clients (FC#1, FC#2 and 
FC#3).  

CROSS REFERENCE: 10A NCAC 27G .1708 
Transfer or Discharge (V300) Based on record 
reviews and interviews the facility staff failed to 
meet with existing child and family teams, or 
other required persons to make service planning 
decisions prior to the transfer or discharge of the 
adolescent from the facility affecting 3 of 3 former 
clients (FC#1, FC#2 and FC#3).   

Interview on 8/6/20 with the Associate 
Professional (AP) revealed:
-Staff were trained through National Crisis 
Interventions Plus (NCI+). 
-Staff were instructed in "de-escalation 
techniques and some areas of defense, such as 
how to get away from a dangerous situation 
without causing harm to the clients."
-The group home was a "no touch facility".
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 V 293Continued From page 8 V 293

Interview on 8/6/20 with the Facility Administrator 
revealed:
-Clients were always supervised.
-All staff received de-escalation training through 
NCI+.
-He was a certified NCI+ instructor.
-He was the only employee trained to use 
restrictive intervention.
-He did not feel comfortable allowing staff to use 
restrictive interventions.
-Verbal de-escalation was effective most of the 
time.
-He stated, "If I am not available, the police 
respond."
-The facility was located next to a police station.

Review on 9/1/20 of the Plan of Protection 
completed and signed by the Facility 
Administrator on 9/1/20 revealed:
-"What will you immediately do to correct the 
above rule violations in order to protect clients 
from further risk or additional harm? 
Clear Sky Behavioral, LLC (Limited Liability 
Company)  is currently conducting 
comprehensive reviews of all treatment plans to 
individualize strategies to treat the resident.  We 
are basing the review on the diagnosis and 
presenting behaviors since admission.  In the 
future, new resident PCP's (Person-Centered 
Profile's) will be written with strategies from 
previous documented behaviors relative to the 
most current annual CCA (Comprehensive 
Clinical Assessment). 
Describe your plans to make sure the above 
happens.
We will seek to extend training to AP's that are 
working to improve documentation standards.  
Clear Sky Behavioral is currently conducting 
these reviews during the scheduled CFT (Child 
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 V 293Continued From page 9 V 293

and Family Team) meetings for September.  All 
updating and meeting standards set by the 
conclusion of the month."

Review on 9/2/20 of the Addendum to the Plan of 
Protection completed and signed by the Facility 
Administrator on 9/2/20 revealed:
-"What will you immediately do to correct the 
above rule violation in order to protect clients 
from further risk or additional harm?
Our staff are well-versed in de-escalation 
verbally.  We have not been placed in a position 
in 3 years to restrain a child and that is very 
commendable.  The one practice that we will 
seek to improve is to review the annual CCA for 
more comprehensive review.  We have been 
trusting the addendum for present behaviors and 
this has failed on several occasions.  We have 
made revisions to the Initial Assessment Tool that 
reflects that the annual CCA has been reviewed 
and accepted as determination of the clients 
acceptance.  
Describe your plans to make sure the above 
happens.
We have revised our initial screening document 
to include a more comprehensive review prior to 
acceptance.  This includes but not limited to gang 
related activity.  In these cases, it is virtually 
impossible to gain the trust of the resident to want 
to better their circumstance.  We are further 
considering training key employees in restraint 
but this has not been adopted as of yet."

Former Clients #1, #2 and #3 had varying 
psychiatric diagnoses and histories of trauma.  
Their behaviors included verbal and physical 
aggression, property damage, engagement in 
illegal activity, elopement, and idolization of gang 
culture.  Facility staff failed to develop and 
implement strategies to address clients' needs.  
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 V 293Continued From page 10 V 293

FC#1, FC#2 and FC#3 were involved in 
numerous altercations with staff and peers.  
There was no evidence that facility staff utilized 
any type of de-escalation techniques.  FC#1, 
FC#2 and FC#3 were abruptly discharged from 
the facility due to staff's inability to manage their 
behaviors.  FC#1 spent twenty-seven days at the 
facility and was then sent home on therapeutic 
leave.  FC#1 was discharged from the facility 
while he was at home on therapeutic leave.  
FC#2 spent seventeen days at the facility and 
was then taken to the local emergency room (ER) 
to be evaluated for an involuntary commitment 
(IVC).  FC#2 did not meet IVC criteria and facility 
staff failed to pick him up from the ER and would 
not allow him to return to the facility.  FC#2 went 
to a facility-based crisis center and was 
eventually placed in a Psychiatric Residential 
Treatment Facility (PRTF).  FC#3 spent twelve 
days at the facility and then his Legal Guardian 
received an e-mail from the QP which indicated 
FC#3 was being discharged and would need to 
be picked up by 12:00 pm the next day.  FC#3 
went to a facility-based crisis center while 
alternative placement was sought.  FC#1, FC#2 
and FC#3 were discharged from the facility 
without having proper services in place to meet 
their individual needs.  These failures are 
considered detrimental to the health, safety and 
welfare of clients and constitute at Type B rule 
violation.  If the violation is not corrected within 45 
days, an administrative penalty of $200.00 per 
day will be imposed for each day the facility is out 
of compliance beyond the 45th day.

 V 300 27G .1708 Residential Tx. Child/Adol - Trans or 
dischg

10A NCAC 27G .1708 TRANSFER OR 

 V 300
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DISCHARGE
(a)  The purpose of this Rule is to address the 
transfer or discharge of a child or adolescent 
from the facility.
(b)  A child or adolescent shall not be discharged 
or transferred from a facility, except in case of 
emergency, without the advance written 
notification of the treatment team, including the 
legally responsible person.  For purposes of this 
Rule, treatment team means the same as the 
existing child and family team or other involved 
persons as set forth in Paragraph (c) of this Rule.
(c)  The facility shall meet with existing child and 
family teams or other involved persons including 
the parent(s) or legal guardian, area authority or 
county program representative(s) and other 
representatives involved in the care and 
treatment of the child or adolescent, including 
local Department of Social Services, Local 
Education Agency and criminal justice agency, to 
make service planning decisions prior to the 
transfer or discharge of the child or adolescent 
from the facility. 
(d)  In case of an emergency, the facility shall 
notify the treatment team including the legally 
responsible person of the transfer or discharge of 
the child or adolescent as soon as the emergency 
situation is stabilized.
(e)  In case of an emergency, notification may be 
by telephone.  A service planning meeting as set 
forth in Paragraph (c) of this Rule shall be held 
within five business days of an emergency 
transfer or discharge.

This Rule  is not met as evidenced by:
Based on record reviews and interviews the  
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facility staff failed to meet with existing child and 
family teams, or other required persons to make 
service planning decisions prior to the transfer or 
discharge of the adolescent from the facility 
affecting 3 of 3 former clients (FC#1, FC#2 and 
FC#3).  The findings are:

Review on 6/10/20 of the facility's Immediate 
Discharge Agreement revealed:
-A client could be immediately discharged from 
the facility for the following reasons:
-Failure to disclose complete details of a client's 
prior street gang activity, sexualized behaviors, or   
substance abuse.

-Failure to disclose that family members of 
the client resided in the same county as the 
facility.

-Failure to disclose that family members of 
the client had an extensive criminal history.

-If a client became an imminent danger to 
himself, or others in the facility.

-If a client assaulted another peer, or staff 
member.
-A client would need to be picked up from the 
facility within 12 hours of the immediate discharge 
notification.

Review on 6/11/20 of the record for FC#1 
revealed:
-Date of Admission: 4/3/20.
-Age: 14.
-Discharged: 4/29/20.
-Diagnoses: Oppositional Defiant Disorder, 
Attention Deficit Hyperactivity Disorder, rule out 
Disruptive Mood Dysregulation Disorder, and rule 
out Autism Spectrum Disorder. 
 -A discharge summary dated 4/29/20 revealed 
"[FC#1] has made little to no progress in the 
minimal time he has been in the program ...His 
desire to glorify the street gang lifestyle with no 
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DJJ (Department of Juvenile Justice) support or 
true judicial consequences makes it impossible 
for us, at this point, to gain his trust during the 
treatment process. He refused to complete basic 
treatment objectives ...He regularly curses at staff 
and refuses to follow simple prompts with any 
level of effectiveness. [FC#1] is very volatile and 
poses an imminent safety risk ..."
Interview on 6/18/20 with the Local Management 
Entity (LME) Complex Care Manager for FC#1 
revealed:
-On 4/20/20 facility staff suggested therapeutic 
leave for FC#1, so his Mother took him home.
-FC#1 was to be on leave for 7 days and then a 
conference call was to take place to discuss his 
behaviors.
-Facility staff were to determine if leave would be 
extended at the time of the conference call. 
-The following week FC#1's Mother was unaware 
of a plan, or date for FC#1 to return to the facility.
-She called the facility and they didn't return her 
call for several days.
-On 5/1/20 the Facility Administrator and the 
Qualified Professional (QP) called to inform her 
that FC#1 had been discharged.
-She was not involved in the decision for FC#1 to 
be on therapeutic leave, or to be discharged.

Interview on 7/30/20 with the Legal  Guardian for 
FC#1 revealed:
-On 4/20/20 she thought she was going to the 
facility for the first Child and Family Team (CFT) 
meeting.
-When she and her husband arrived at the facility, 
they were informed that they needed to take 
FC#1 home for seven days.
-She stated, "We never even had a CFT meeting, 
we drove all the way up there and it wasn't a 
meeting."
-FC#1 was told by facility staff to take his 
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personal belongings with him when he went 
home on leave.
-She stated, "It was supposed to be for 7 days, 
then 7 days lead to 10 days."
-She repeatedly called the facility while FC#1 was 
at home, but nobody would answer the phone.
-FC#1 did not return to the facility.

Review on 6/11/20 of the record for FC#2 
revealed:
-Date of Admission: 4/14/20.
-Age: 16.
-Discharged: 4/30/20.
-Diagnoses: Attention Deficit Hyperactivity 
Disorder, and rule out Bipolar I Disorder.
-A discharge summary dated 4/30/20 revealed 
"[FC#2] made no progress while placed at CSB 
[Clear Sky Behavioral].  [FC#2] began using gang 
language and was actively recruiting other clients 
into his gang ...He became increasingly disruptive 
within the facility and encouraged other clients to 
be disruptive and disrespectful towards staff.'"

Review on 6/10/20 of the local Emergency Room 
Report for FC#2 dated 4/30/20 through 5/2/20 
revealed:
-FC#2 did not meet criteria for involuntary 
commitment (IVC). 

Interview on 6/19/20 with the LME Complex Care 
Manager for FC#2 revealed:
-FC#2 was only at the facility for a short time.
-FC#2 was discharged for behaviors that "fit what 
the level III group home is supposed to take care 
of."
-She stated, "It was a very abrupt discharge...He 
was just dropped off at the ER (emergency 
room)."
-The facility staff sent FC#2 to the local 
emergency room where he was evaluated and 
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didn't require any interventions.
-She felt the facility "just refused to take him 
back."
-FC#2 went to a facility-based crisis center while 
placement was sought.

Interview on 6/23/20 with the Legal Guardian for 
FC#2 revealed:
-She received an e-mail from the facility on 
4/29/20 at approximately 8:00 pm.
-The e-mail was titled Immediate Discharge 
Notice and indicated that FC#2 had to be out of 
the facility within 12 hours.
-On 4/30/20 the Facility Administrator and the QP 
called to notify her that FC#2 had been taken to 
the local emergency room and was IVC'd for 
making homicidal and suicidal comments.
-FC#2 did not meet IVC criteria and was 
discharged from the local emergency room.
-The emergency room staff made several 
attempts to call the facility to have FC#2 picked 
up, but nobody answered the phone.
-The Facility Administrator and the QP denied that 
the emergency room attempted to call the facility 
and claimed that they had no missed calls.
-FC#2 was accepted at a Psychiatric Residential 
Treatment Facility (PRTF) but the bed would not 
be available until 5/4/20.
-She requested that FC#2 be allowed to return to 
the facility for two nights while he waited on the 
available bed.
-The Facility Administrator and the QP refused 
her request.
-FC#2 was taken to a crisis center where he 
remained for two nights until the bed was 
available at the PRTF. 

Review on 7/14/20 of the record for FC#3 
revealed:
-Date of Admission: 5/28/20.
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-Age: 16.
-Discharged: 6/8/20.
-Diagnoses: Adjustment Disorder with 
disturbance of Conduct, Post Traumatic Stress 
Disorder unspecified, and Cyclothymic Disorder.

Review on 7/17/20 of an email sent from the QP 
at 10:17 pm on 6/8/20 to the Legal Guardian and 
DJJ Representative for FC#3 revealed: 
-"We are at a point where we are not going to be 
able to further serve [FC#3] ...Per our immediate 
discharge notice, we are requesting for him to be 
picked up by 12pm tomorrow..."

Interview on 7/17/20 with the Legal Guardian for 
FC#3 revealed:
-She signed an Immediate Discharge Agreement 
when FC#3 was admitted to the facility.
-She stated "We took a leap of faith and didn't 
really have a choice in the matter but to sign the 
form because [FC#3] had nowhere else to go..."
-FC#3 was at the facility for a total of twelve days.
-While at the facility, FC#3 had numerous 
altercations with peers.
-On 6/8/20 at 10:17 pm, she received an e-mail 
from the facility which indicated FC#3 was being 
discharged and would need to be picked up by 
12:00 pm the next day.
-FC#3 was brought to a crisis center and then 
placed in a PRTF.

Interview on 8/6/20 with the Facility Administrator 
revealed:
-An Immediate Discharge Agreement was signed 
by the client's legal guardian at the time of 
admission.
-FC#1, FC#2 and FC#3 displayed behaviors that 
met the criteria for an immediate discharge from 
the facility.
-FC#1's Mother was informed that a higher level 
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of care was recommended.
-Facility staff offered to find a PRTF placement 
for FC#1, but his Mother wanted to pursue 
outpatient services.
-FC#2 made false allegations about staff and 
assaulted other clients.
-He was concerned that the safety of other clients 
would be at risk if FC#2 returned to the facility.
-A PRTF was found for FC#2 and the information 
was sent to his Case Manager.
-FC#3 had been denied placement at numerous 
facilities and was accepted into Clear Sky Group 
home "as a trial basis."
-FC#3 entered the bedroom of another client and 
assaulted him.
-The LME for FC#3 would not agree to pay for 
PRTF placement if it was outside of their service 
area.
-He stated, "we exhausted every clinical home we 
had in our rolodex...We literally couldn't find 
anyone to take [FC#3] due to [the LME]."

This deficiency is cross referenced into 10A 
NCAC 27G .1701 Scope (V293) for a Type B rule 
violation and must be corrected within 45 days.

 V 364 G.S. 122C- 62  Additional Rights in 24 Hour 
Facilities

§ 122C-62.  Additional Rights in 24-Hour 
Facilities.
(a) In addition to the rights enumerated in G.S. 
122C-51 through G.S. 122C-61, each adult client 
who is receiving treatment or habilitation in a 
24-hour facility keeps the right to:
(1) Send and receive sealed mail and have 
access to writing material, postage, and staff 
assistance when necessary;
(2) Contact and consult with, at his own expense 

 V 364
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and at no cost to the facility, legal counsel, private 
physicians, and private mental health, 
developmental disabilities, or substance abuse 
professionals of his choice; and
(3) Contact and consult with a client advocate if 
there is a client advocate.
The rights specified in this subsection may not be 
restricted by the facility and each adult client may 
exercise these rights at all reasonable times.
(b) Except as provided in subsections (e) and (h) 
of this section, each adult client who is receiving 
treatment or habilitation in a 24-hour facility at all 
times keeps the right to:
(1) Make and receive confidential telephone 
calls. All long distance calls shall be paid for by 
the client at the time of making the call or made 
collect to the receiving party;
(2) Receive visitors between the hours of 8:00 
a.m. and 9:00 p.m. for a period of at least six 
hours daily, two hours of which shall be after 6:00 
p.m.; however visiting shall not take precedence 
over therapies;
(3) Communicate and meet under appropriate 
supervision with individuals of his own choice 
upon the consent of the individuals;
(4) Make visits outside the custody of the facility 
unless:
a. Commitment proceedings were initiated as 
the result of the client's being charged with a 
violent crime, including a crime involving an 
assault with a deadly weapon, and the 
respondent was found not guilty by reason of 
insanity or incapable of proceeding;
b. The client was voluntarily admitted or 
committed to the facility while under order of 
commitment to a correctional facility of the 
Division of Adult Correction of the Department of 
Public Safety; or
c. The client is being held to determine capacity 
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to proceed pursuant to G.S. 15A-1002;
A court order may expressly authorize visits 
otherwise prohibited by the existence of the 
conditions prescribed by this subdivision;
(5) Be out of doors daily and have access to 
facilities and equipment for physical exercise 
several times a week;
(6) Except as prohibited by law, keep and use 
personal clothing and possessions, unless the 
client is being held to determine capacity to 
proceed pursuant to G.S. 15A-1002;
(7) Participate in religious worship;
(8) Keep and spend a reasonable sum of his 
own money;
(9) Retain a driver's license, unless otherwise 
prohibited by Chapter 20 of the General Statutes; 
and
(10)Have access to individual storage space for 
his private use.
(c) In addition to the rights enumerated in G.S. 
122C-51 through G.S. 122C-57 and G.S. 
122C-59 through G.S. 122C-61, each minor client 
who is receiving treatment or habilitation in a 
24-hour facility has the right to have access to 
proper adult supervision and guidance. In 
recognition of the minor's status as a developing 
individual, the minor shall be provided 
opportunities to enable him to mature physically, 
emotionally, intellectually, socially, and 
vocationally. In view of the physical, emotional, 
and intellectual immaturity of the minor, the 
24-hour facility shall provide appropriate 
structure, supervision and control consistent with 
the rights given to the minor pursuant to this Part. 
The facility shall also, where practical, make 
reasonable efforts to ensure that each minor 
client receives treatment apart and separate from 
adult clients unless the treatment needs of the 
minor client dictate otherwise.
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Each minor client who is receiving treatment or 
habilitation from a 24-hour facility has the right to:
(1) Communicate and consult with his parents or 
guardian or the agency or individual having legal 
custody of him;
(2) Contact and consult with, at his own expense 
or that of his legally responsible person and at no 
cost to the facility, legal counsel, private 
physicians, private mental health, developmental 
disabilities, or substance abuse professionals, of 
his or his legally responsible person's choice; and
(3) Contact and consult with a client advocate, if 
there is a client advocate.
The rights specified in this subsection may not be 
restricted by the facility and each minor client 
may exercise these rights at all reasonable times.
(d) Except as provided in subsections (e) and (h) 
of this section, each minor client who is receiving 
treatment or habilitation in a 24-hour facility has 
the right to:
(1) Make and receive telephone calls. All long 
distance calls shall be paid for by the client at the 
time of making the call or made collect to the 
receiving party;
(2) Send and receive mail and have access to 
writing materials, postage, and staff assistance 
when necessary;
(3) Under appropriate supervision, receive 
visitors between the hours of 8:00 a.m. and 9:00 
p.m. for a period of at least six hours daily, two 
hours of which shall be after 6:00 p.m.; however 
visiting shall not take precedence over school or 
therapies;
(4) Receive special education and vocational 
training in accordance with federal and State law;
(5) Be out of doors daily and participate in play, 
recreation, and physical exercise on a regular 
basis in accordance with his needs;
(6) Except as prohibited by law, keep and use 
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personal clothing and possessions under 
appropriate supervision, unless the client is being 
held to determine capacity to proceed pursuant to 
G.S. 15A-1002;
(7) Participate in religious worship;
(8) Have access to individual storage space for 
the safekeeping of personal belongings;
(9) Have access to and spend a reasonable sum 
of his own money; and
(10)Retain a driver's license, unless otherwise 
prohibited by Chapter 20 of the General Statutes.
(e) No right enumerated in subsections (b) or (d) 
of this section may be limited or restricted except 
by the qualified professional responsible for the 
formulation of the client's treatment or habilitation 
plan. A written statement shall be placed in the 
client's record that indicates the detailed reason 
for the restriction. The restriction shall be 
reasonable and related to the client's treatment or 
habilitation needs. A restriction is effective for a 
period not to exceed 30 days. An evaluation of 
each restriction shall be conducted by the 
qualified professional at least every seven days, 
at which time the restriction may be removed. 
Each evaluation of a restriction shall be 
documented in the client's record. Restrictions on 
rights may be renewed only by a written 
statement entered by the qualified professional in 
the client's record that states the reason for the 
renewal of the restriction. In the case of an adult 
client who has not been adjudicated incompetent, 
in each instance of an initial restriction or renewal 
of a restriction of rights, an individual designated 
by the client shall, upon the consent of the client, 
be notified of the restriction and of the reason for 
it. In the case of a minor client or an incompetent 
adult client, the legally responsible person shall 
be notified of each instance of an initial restriction 
or renewal of a restriction of rights and of the 
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reason for it. Notification of the designated 
individual or legally responsible person shall be 
documented in writing in the client's record.

This Rule  is not met as evidenced by:
Based on record reviews and interviews the 
facility failed to ensure each minor client had the 
right to contact and consult with legal counsel 
and/or communicate and consult with his parents, 
or guardian, or the agency or individual having 
legal custody of him affecting 3 of 3 former clients 
(FC#1, FC#2 and FC#3).  The findings are: 

Review on 6/11/20 of the record for FC#1 
revealed:
-Date of Admission: 4/3/20.
-Age: 14.
-Discharged: 4/29/20.
-Diagnoses: Oppositional Defiant Disorder, 
Attention Deficit Hyperactivity Disorder, rule out 
Disruptive Mood Dysregulation Disorder, and rule 
out Autism Spectrum Disorder.  

Review on 6/11/20 of the record for FC#2 
revealed:
-Date of Admission: 4/14/20.
-Age: 16.
-Discharged: 4/30/20.
-Diagnoses: Attention Deficit Hyperactivity 
Disorder, and rule out Bipolar I Disorder.

Review on 7/14/20 of the record for FC#3 
revealed:
-Date of Admission: 5/28/20.
-Age: 16.
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-Discharged: 6/8/20.
-Diagnoses: Adjustment Disorder with 
disturbance of Conduct, Post Traumatic Stress 
Disorder unspecified, and Cyclothymic Disorder.

Review on 7/14/20 of the facility's Family 
Visitation Policy revealed:
-The facility established a 30-day no contact 
period in which clients were not authorized to 
receive visitation or make outside phone calls.
-Parents and Guardians could "check-in" as 
needed with facility staff regarding progress, 
concerns, or overall needs during the no contact 
period.
-The no contact period could be waived if a client 
was admitted from another long-term facility.
-Clients with phone privileges were allowed to 
make phone calls on Wednesdays and Sundays.

Interview on 7/30/20 with FC#1 revealed:
-Clients could only make calls one or two times 
per week.
-The phone could only be used on Wednesdays, 
or Sundays.
-He stated, "We were never allowed to call our 
parents any other time, even if we were having a 
bad day."

Interview on 7/30/20 with FC#1's Guardian 
revealed:
-She stated, "They don't allow phone calls for the 
first 30 days and I told them that I disagreed with 
that."
-She would call the facility repeatedly and nobody 
would answer the phone.
-Clients were not allowed to make phone calls 
except on Wednesdays and Sundays.

Interview on 8/5/20 with FC#2 revealed:
-Clients were only allowed to call their 
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Caseworker, or Guardian on "phone call days."
-He was authorized to use the phone one day per 
week.
-He stated, "I asked to speak to my attorney, and 
they refused to allow me to call."

Interview on 7/31/20 with FC#3 revealed:
-He stated, "We were only allowed to make 
phone calls on Sundays and Wednesdays."

Interview on 8/6/20 with the Qualified 
Professional (QP) revealed:
-Clients could make phone calls on Wednesdays 
and on weekends if they displayed appropriate 
behaviors.

Interview on 8/6/20 with the Facility Administrator 
revealed:
-Clients with phone privileges were allowed to 
make phone calls on Wednesdays and Sundays.
-Most clients had a no contact period upon their 
admission to the facility.
-The no contact period allowed clients time to 
adjust to the program.
-Parents could call facility staff to check on a 
client's well-being.
-The parent, or guardian of each client signed an 
agreement to the no contact period.
-FC#2's guardian was an attorney.
-FC#2 was placed under an involuntary 
commitment and transported to the local 
emergency room by the police.
-FC#2 was handcuffed by the police and then he 
requested to call his attorney/guardian.
-He told FC#2 he could call his attorney/guardian 
after he went to the hospital.
-Facility staff immediately notified FC#2's 
attorney/guardian of the situation.
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