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V000 INITIAL COMMENTS Y000
A complaint survey was completed on Sepiember
2, 2020, The complainis were substantiated
{(intake #NCU0165614 and #NC165188).
Deficiencies were cited.
This facility is licensed for the following service
category: 10ANCAC 276G 1700 Residential
Treatment Staff Secure for Children or
Adolescents.
V 112 27G 0205 (C-D) V112 PCF5 )’\M ﬂ” L
Assessment/TreatmeantfiHabilitation Plan

TOANCAC 27G 0205 ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE
PLAN

(¢} 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.

{di The plan shall include;

(1) client outcome(s) that are anticipated to be
achieved by provision of the service and a
projected date of achisvement;

{2) strategies;

{3) staff responsible;

(4} a schedule for review of the plan &t least
annually in consultation with the client or legally
rasponsible person or boihy

(5) basis for evaluation or assessment of
oulcome achisvement; and

{6} written consent or agreemaent by the client or
responsible party, or a written statement by the
provider stating why such consent could not be
obtained.
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This Rule is not met as evidenced by

Based on record reviews and interviews, the
facility failed to develop and implement strategies
{0 address clients' needs affecting 3 of 3 former
clients (FC#1, FCE2 and FC#3). The findings
are:

Review an 6/11/20 of the record for FO#1
revealed:

-Date of Admission: 4/3/20.

-Date of Discharge: 4/28/20.

-Age: 14,

-Diagnoses: Oppositional Defiant Disorder,
Adtention Deficit Hyperactivity Disorder, rule out
Disruplive Mood Dysreguiation Disorder, and rule
out Autism Specirum Disorder,

-An assessment dated 5/9/19 with an addendum
completed on 2/20/20 Indicated & history of verba!
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,

-Atreatment plan dated 3/17/20 and updated on
4720/20 did rot include the development and
implementation of sirategies to address iflegal
substance use, sexualized behaviors, slopement
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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-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: 18,

-Diagnoses: Altention Deficit Hyperactivity
Disorder, and rule out Bipolar | Disorder,

-An assessment dated 1/8/20 with an addendum
completed on 4/10/20 indicatad a history of verbal
and physical agoression which included
numercus instances of property damage,
assaulls on peers, biting and spitting on others,
substance abuse, and elopements,

-Atreatment plan dated 4/2/20 and undated on
4/22/20 did not include the development and
implementation of siralagies o address
slopement behaviors and did not include
individualized interventions to manage aggressive
behaviors.

Review on 6/10/20 of the facility Incident Reporis
for FC#2 revesled the following:

-0On 4/22/20 FCHE2 became enraged, began
cursing and broke the facility door off the hinges.
~0On 4128/20 FCE2 was bullying a younger client
and struck the client in the face with a notebook.
-0On 4/28/20 a client reported that FUE2 slapped
him in the face; FC#2 became upset with a staff
member and cursed al 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 {aken to the local emergency reom
to be evaluated for involuntary commitment (IVC).
-Therse was no evidence of interventions by facility
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paperwork.”

-The facility did not provide "any type of
documnentation of de-escalation interventions ..
for FC#2.

-Bhe staled, "If Clear Sky had responded
differently towards [FC#2] and tried o use
de-escalation techniguss, then | belisve this
would have had & good outcoma.”

Review on 7/14/20 of the record for FC#3
revealed:

-Date of Admission: 5/28/20.

~Date of Discharge: 8/8/20.

-Age: 18,

-Diagnoses: Adjiustment Disorder with
disturbance of Conduct, Post Traumatic Stress
Disorder unspecified, and Cyclothymic Disorder.
-Arn assessment dated 5/4/20 with an addendum
compieted on 5/21/20 indicated 2 history of verbal
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V 112 Continued From page 3 W2
staff to de-escalate or minimize the cocurrence of
out of contrel behavicrs for any of the incidents
ST ¢
interview on 6/10/20 with the Legal Guardian for & %S
FCH#D revealed: y T 4
~She believed facility staff did not utilize any H/ 05 Z/}; ;'J /(/C / 0(& - & A4
de-escalation techniquas. 2 ¢ ’ NS C«/ "
-She stated "{The Faciiity Administrator] old me ! u,(z[ Al /“/( W/f"
he had to walk on eggshells around [FC#2] which / PR a C*F ,
was concerning because it's a level I group (/l/‘ 3 . ( MW‘ o5 .
home and he should have skills to know how to 0(-,‘,“ Dadd
handie kids with behaviors " /
, . VA'/
Interview on 6/19/20 with the Local Management —)\., < /% A € [ ¢ ’agf
Entity (LME) Complex Care Manager for FC#2 ?’—— / ‘ -1 ﬁ\ ﬂ/
revealed: - fé‘ |se sla feca. A AOT
-She stated "We were clear about what behaviors -, CAS e ace 5 [// o
[FC#Z] had in his past and it was clearly written in 7[4 b Z pr e j ,
his CCA (Comprahensive Clinical Assessment) [a/"w' /, 74
which we sent tc the faciiily prior to his admission. o ,[4,(’ VL % & 61/“
I don't know if they even read the intake gf"( 7 Ls /
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and physical aggression, flegal substance use,
simple assault and assault with & deadly weapon,
endangering animals, allegations agsinst staff
and breaking house rules at previous
placements.

-Atreatment plan dated 671720 did not include the
development and implementation of strategies o
address aggressive behaviors, or substance use.
-A Clear Sky Behavioral
Comprehensive/Psychosocial Assessment
Addendum dated 6/10/20 revealed FCE3
displayed "moderate to severe aggression AER
(88 evidenced by) geiting into physical
altercations with another peer with no identifiad
trigger ... Difficulties forming a trusting relationship
with caretakers, safety concerns AEB climbing
into ceiling tites and staling he got shocked
...Deficits to manage personal health, welfare and
safety without intense suparvision | .[FC#3]
picked up used cigarettes on the ground and lit
them within the home to smoke . was
non-compliant with the Level Il group home's
requirements and structure . He would leave the
group home's oroperty at his leisure.”

g,

Interview on 7/17/20 with the Legal Guardian for
FO#3 revealad:

-The police were called io the facility avery 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 8/8/20 with the Facility Adrministrator
revealed:

-Treatment plans were inftiated by the Associate
Professional (AP) and Qualified Professional
(GP).

-Ha stated, "They do all of the PCP's

CLEAR BKY GROUP HOME
MARION, NC 28752
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(Person-Centered Profile's).”

interview on 8/8/20 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
addendurm and base the determination off what
the clinician is telling us. 1 am the one that
updates the percentages of which goals have
been met. | don't do the writing of the PCP 7

interview on 8/8/20 with the Qualified
Professional {OP) revealed:

~The PCP was the responsibility of the Associate
Professional.

-He stated "l can only review what is provided to
me. Lots of times we just gel an addendum and
sometimes we find thal 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 104
NCAC 27G 1701 Scope {(V283) for & Type B rule
viclation and must be corrected within 45 days.

V293 27G 1701 Residential Tx. Child/Adel - Scope V283

10ANCAC 27G 1704 SCOPE

(&) Aresidential trestment staff secure facility for
children or adolescents is one thalis a
free-standing residential facility that provides
intensive, active therapeutic freatment and
interventions within a system of care approach. I
shall not be the primary residence of an individual
who is not g client of the facility.

(b} Staff secure means staff are required to be

Bivision of Health Sarvice Regulation
STATE FORM s2ag WEBAT i continuation sheet 8 of 25



Division of Health Service Ragulation

PRINTED: 09/21/2020
FORMAPPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

MHLOES.072

B

WING

{#2) MULTIPLE CONSTRUCTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

I

98/02/2020

NAME OF PROVIDER OR SUPPLER

88 RAILROAD 8TREEY

CLEAR SKY GROUP HOME MARION, NC 28752

STREET ADDRESS, CITY, STATE, ZIP CODE

awake during client sleep hours and supervision
shall be continucus 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 liness, smotional disturbance or
substance-related disorders; and may also have
co-ocourring 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:

) removal from home lo a
communily-based residential setting in order io
facilitate treatment; and

{2} tregtment in a staff secure seiting.

{8) Services shall be designed to:

h include individualized supervision and
structure of daily living;

{2} minimize the ococurrence of behaviors
related to functiona! deficiis:

{33 ensure safely and desscalate out of
controf behaviors including frequent crisis
management with or without physical restraint;
{4} assist the child or adolescent in the
acquisition of adaptive funclioning in self-contral,
communication, social and recreational skills: and
{5) support the child or adolescent in
gaining the skills nesdad o step-down o a less
infensive treatment selling.

(f) The residential treatment staff secure facility
shall coordinate with other individusals and
agencies within the child or adolescent's system
of care.

(Xa; 1o SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 283 Continued From pags 8 V283

Diviston of Heallh Service Regudation
STATE FORM

YWSBATY

If wontinuation sheet 7 of 25




PRINTED: 08/21/2020
FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIFS X1 PROVIDER/SUPPLIER/CLIA {2 MULTIPLE CONSTRUCTION {X3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: s st COMPLETED
A BUILIING:
Fa
- L¥3
HIML08S.072 B WING OD/EI2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, 2IP CODE
55 RANLRDAD STREET
CLEAR 8KY GROUP HOWE
MARION, NC 28752
(X4 1D SLMMARY STATEMENT OF DEFICIENCIES } 3] PROVIDER'S PLAN OF CORRECTION (X5}
PRESIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREEY {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAL REGULATORY OR LSC IDENTIFYING INFORMATION) THG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
ra) "
V283 Continued From page 7 Y 203 e had J@iM

This Rule is not mat as evidenced by:

Based on record reviews and interviews, the
facility failed to provide services designad o
rrinimize the cccurrence of behaviors related to
functional deficits, ensure safely and de-escalate
cut of control behaviors affecting 3 of 3 formaer
clients (FC#1, FOH2 and FCH#3). The findings
are:

CROSS REFERENCE, 10ANCAL 276 .0205
Assessment and Trealment/Mabilitation or
Service Plan (V112) Based on record reviews and
interviews, the facility failed to develop and
implement siralegies 1o addrass clients’ needs
sffecting 3 of 3 former clients (FC#1, FCH#2 and
FOH#S).

CROSS REFERENCE: 10A NCAT 27G 1708
Transfer or Bischarge (V300) Based on record
reviews and interviews the facility staff falled to
maet 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 8/8/20 with the Associate
Professional (AP) revealad:
-Steff were trained through National Crisis
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-Staff were instructed in "de-escalation ‘%’ pa m(/;w g( \“’“
technigues and some areas of defense, such as FLY ")f[‘/ < ; (
how to get away from & dangerous sifuation {’Z WVC/ Lw&, \ /v? ((,M
without causing harm o the clienis.” O UM . s‘ %.’,
-The group home was a "no touch facility™. AT S~ ‘GSM on o\\er\ L
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Interview on 8/8/20 with the Facility Administrator
revealed:

-Clients were zlways supervised.

-All staff received de-escalation training through
NC+,

-He was a ceriified NCI+ instructor.

-He was the only emploves trained o use
restrictive infervention.

-Ha did not feel comfortable allowing staf to use
restrictive interventions.

-Verbal de-escalation was effective most of the
time.

-He stated, "If | am not available, the police
respond.”

-The facility was located next to @ police station.

Review on 8/1/20 of the Plan of Protection
completed and signed by the Facility
Administrator on 8/1/20 revesled:

="What will you immediaiely do o correct the
above rule violations I order (o 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 freat the resident. We
are basing the review on the diagnosis and
presenting behaviors since admission. In the
future, new resident PCP's (Person-Centerad
Profile’s) will be written with strategies from
previous documenied behaviors relative to the
most current annual CCA (Comprehensive
Clinical Assessment).

Describe vour plans to make sure the above
happens.

We will seek to extend training o AP’s that are
working to improve documentation standards.
Clear 8ky Behavioral is currently conducting
these reviews during the scheduled CF T (Child

x4y i SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION (X8)
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and Family Team) meetings for September. All
updating and meeting standards set by the
conclusion of the month,”

Review on 8/2/20 of ths Addendum 1o the Plan of
Protection completed and signed by the Facility
Administrator on 9/2/20 revealed:

~"What will you immediately do o correct the
above rule violation In order 1o protect clients
from further risk or additional harm?

Cur staff are wall-versed in de-sscalation
verbally. We have not been placed in 2 position
in 3 years fo restrain a child and that is very
commendable. The one practice that we will
seek to improve is o review the annual CCA for
more comprehensive review, We have been
trusting the addendum for present behaviors and
this has failled on several cccasions. We have
made revisions Io the Initial Assessment Tool that
reflects that the annual CCA has been reviewed
and accepted as datermination of the clients
acceplance.

Describe your plans 10 make sure the above
happens.

We have revised our initial screening documernt
to include a more comprehensive review prior to
acceplance. This includes but not limited to gang
related aclivity. In these casaes, i is virtually
impossible to gain the trust of the resident to want
to better their circumstance. We are further
considering training key emploveas in restraint
but this has not been adopted as of yat."

Former Clients #1, #2 and #2 had varying
paychialric dizgnoses and histories of rauma,
Their behaviors included verbal and physical
aggression, property damage, engagament in
flegal activity, elopement, and idolization of gang
cuiture. Facility staff failed to develop and

implement strategias o address clients’ neads.
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FC#1, FCH#2 and FC#3 weare involved in ( l ( 6[ 0
numerous altercations with staff and peers. ( ;h B@L‘mﬂﬂ
There was no evidence thal Tacility staff utilized C 274 -1,‘)4
r~ ' {LW'.r /
any type of de-escalation technigues. FC#1, A Ne hr. 45 d
FCH#2 and FC#3 were abruptly é%s{:hafged from roT p{?S 0[’!‘
the facility due to staff's inability to manage their S;Z "'l 0‘
behaviors. FC#1 spent twenly-seven days al the d Ko “’p’" P
facility and was then sent home on therapeutic A 4 5/7.,1‘;
leave. FCH#1 was discharged from the facifity 1‘(9 (7%“" (egidlen 1 7 'I}
while he was at home on therapeutic leave.
FC#2 spent seventeen days at the facility and woe (d 6‘"8 ,7 w! He .ﬁwﬂ,‘v
was then taken o the local emergency room (ER) W"" c 'ﬁ"’"‘
to be evaluated for an involuntary commitment J Q a 1,0( ‘4‘)
((VC). FC#2 did not mest IVC criteria and facility L\I wa$ Sc"\' 7\/ d 2
staff falled to pick him up from the FR and would $ ,\,gla kt:. ¢ ™ [
ot allow him to return fo the faciiity,. FC#2 weni WAM/"‘ ¢ ¢ {6\»‘ >
o a facility-based orisis center and was st 6(75 5L.CI ’
eventually placed in & Psychiatric Residential Weo / K } ‘;(' eor h‘ @ar
Treatment Facilly (PRTF). FC#3 spent twelve N da[ t Frea W
days at the facilily and then his Legal Guardian ! . AS oa\") TV ,:
received an e-mall from the QP which indicated Vo Op("’(' W . QF('/ Froﬁ*
FC#3 was being discharged and would need fo W C (‘ m/fr?
be picked up by 12:00 pm the next day. FC#3 O wl 0 ’{ g 0
went to a facility-bassed crisis center while A aw |+ 6‘! et
aliernative placement was sought. FC#1, FC#» .v\af " . 54 ' Wf’ offe
and FC#3 were discharged from the facility l/") A e/ 4q ‘
without having proper services in place to meet Qf Og 4 J/L\ ¢
their individual needs. These failures are ale 0/}61,«- w JJ
considered detrimantal {0 the health, safely and Cfe M’ “\ \V\ 0{9‘
wetfare of clisnts and constitute st Type B rule L (3) coets
viclation. If the viclation is not corrected within 45 QW - <
days, an administrative penalty of $200.00 per ‘ A s %_j,e,' a “ g ‘P \l‘H}
day will be Imposed for each day the facility is out AN ¢ 6.0(0,;/
of compliance beyond the 45th day. W we e cen
Crl L] w o WS 2™
V300 276 1708 Residential Tx. ChildiAdol - Trans or | V300 qp b wo preves” P
dischg \m Z'}eo}fr‘e"fﬁ
; L)Ji* A ot w |
T0ANCAC 27G 1708 TRANSFER OR \.‘%’Im" wo/e le[e
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DISCHARGE

(8) The purpose of this Rule is to address the \ M ;3—"" !Dict "6/ Aﬁpv

\ T

transfer or discharge of a child or adolescent C Pf
from the facility. S NN ;i wde U~ fW
() Achild or adolescent shall not be discharged 3 news of NOTIL (P
or transferred from a facility, except in case of U""%"' ! j
emargency, without the advance written A - J )%1"
notification of the treatment team, including the ‘P 4—(&,% ecldes
legally responsible person. For purposes of this .
Rule, treatment team means the same as the A,. CLﬂ/ c M LJ,I’C«’ 0“,2/”5
existing child and family team or other involved L2 é M {‘( &}‘L«.
persons as sef forth In Paragraph (¢) of this Rule. ‘-nM_ Son bt T?
{c) The facility shall mest with existing child and A 4’ \/_” W
family teams or other invelved persons including \ ' vv"{( S L\t{
the parent(s) or legal guardian, area authority or lw}-, ¢ o~
county program representative(s) and other ‘ i pIPR ‘o e
representatives involved in the care and O'P "HN 5 . 0-‘(
treatment of the child or adolescent, including 0( A :(:)7
local Depariment of Social Services, Local & cS (9" J i

ary) = b exn

A

Education Agency and criminal justice agency, to > cas m £

make service planning decisions prior to the -
transfer or discharge of the child or adolescent DW ot AU P 41‘-#- -

from the facility. \n\[, o’ ]

(d) In case of an emergency, the facility shall {’6‘.‘“’ ) /S oé

notify the treatment team including the legally . % -

responsible person of the transfer or discharge of UJ,N'“ " ?q P d [,uw

the child or adolescent as soon as the emergency g } x’.[@p‘(‘w .

situation is stabilizad, (o Y272 £

(e} Incase of an emergency, notification may be &A ‘/u s 6L0v d/‘/ c,uw
by telephone. A service planning meeting as set ’ A e —W
forth in Paragraph {¢) of this Rule shall be haid

within five business days of an emergency M; l) Jﬂk‘/

transfer or discharge. Uhre 4’«‘/»«'» oﬁ )/
e at s

&

A an € (
Conplars 17 s ferle.
This Rule is not met as evidenced by: & 1V
Based on record reviews and inferviews the q
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tacility staff falled to meet with existing child and
family teams, or other required persons fo make
service planning decisions prior to the transfer or
discharge of the adolescent from the facility
affecting 3 of 3 former clients (FC#1, FCHY and
FC#3). The findings are:

Review on 8/10/20 of the facility's immaediate
Discharge Agreement revealed:

-A client could be immediately discharged from
the facility for the following reasons;

~Failure to disclose complete detalls of a clienf's
prior streel gang activity, sexualized behaviors, or
substance abuse,

-Failure o 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 & client became an imminent danger o
himself, or others in the facility,

-if a client assaulted another peer, or siaff
member,

-A client would nead to be picked up from the
facility within 12 hours of the immediate discharge
notification.

Review on 6/11/20 of the record for EC#1
revealed:

-Date of Admission: 4/3/20.

-Age: 14.

~Discharged: 4/28/20.

-Diagnoses: Oppositional Defiant Disorder,
Attention Deficlt Hyperactivity Disorder, rule out
Disruptive Mood Dysreguiation Disorder, and rule
out Autism Spectrum Disorder.

-A discharge summary dated 4/28/20 revealsd
"FC#1] has made s 1o no progress in the
minimal ime he has besn in the program .. His
desire to glorify the stres! gang Westvle with no

Jocnt  Las JWV
e Yoot JM/&{"VS

‘][}?/% ot /t/\ ]
pere It LeW'Q,} f

(+ has beto
fe,\fw(j 9” r

q 4

CLEAR 8KY GROUP HOME
MARION, NC 28782
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DJd (Department of Juvenile Justice) support or
true judictal consequencas makes it impossible
for us, at this point, to gain his trust during the
treatment process, He refused fo complete basic
freatment objectives .. He regularly curses at staff
and refuses 1o follow simple prompts with any
level of effectiveness. [FC#1] is very volatile and
poses an imminent safely risk "

Interview on 6/18/20 with the Local Management
Entity (LME) Complex Care Manager for FC#1
ravealed:

-On 4/20/20 facility staff suggesied therapeutic
leave for FC#1, 30 his Mother fook him homs,
-FC#1 was to be on leave for 7 davs and then a
conference call was to take place to discuss his
behaviors.

-Facility staff were 1o determine ¥ lsave would be
extended at the time of the conference call

~The foliowing week FC#1's Mother was unaware
of a plan, or date for FC#1 to return fo the facility.
-She called the facility and they didn't refurn her
call for several days.

-0On 511720 the Faciilty Administrat
Qualified Professional (GP) called
that FC#1 had been discharged.
-She was not involved in the decizion for FC#1 o
be on therapeutic lsave, or to be discharged.

of andd the
o inform her

Inferview 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 thal they needed 1o take
FC#1 home for seven davs,

-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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V300 Continued From page 14 / 300 5{'00/ WL\X)‘HA«L R w‘ﬁi‘«
personal belongings with him when he went }\,ﬂ,‘/( Ntwem ho YA
home on leave. c/{
of pnol Crued

then 7 days lead o 10 days.”
-She repeatedly called the facility while FC#1 was 0YeM. H’ aGs

at home, but nobody would answer the phone. cous
-FC#1 did not return to the facility. W T ‘/c % = Cc:f
Review on 6/11/20 of the racord for FC82 c{ > (d ./,9
revealed: AALLS C:C ¢

-Date of Admission: 4/14/20. ‘ © LA
-Age: 18, not {)N,((Ac ti P
-Discharged: 4/30/20,

-Uiagnoses: Attention Deficit Hyperactivity
Disorder, and rule ocut Bipolar | Disorder,

-A discharge summary dated 4/30/20 revealed 1(,
"[FO#2] made no progress while placed at G328 L-U"l .E(/ ‘QLG; H’Ig ne Mo
[Clear Sky Behavioral]. [FC#2] began using gang

language and was actively recrulting other clients . \Lq ,,\c( (e [
opfpt = e

-She stated, "It was supposed to be for 7 days, ‘EAC“

into his gang ...He became Increasingly disrupiive

within the facilily and encouraged other clients to 0{ 4( s I a

be disruptive and disrespectiul towards sigi™ 1(¢ - ' 1 '{ er , k_ 67( ;
; {

Review on 8/10/20 of the jocal Emergency Roorm {',(:6‘14“/ “P/bw 2 1L 2 L/,

Report for FC#2 dated 4/30/20 through 5/2/20 f&‘ o~ py X o

revealed: £ ?ﬂ/}

-FC#Z did not meet criteria for nvoluntary ‘(/ %uﬂ’; c 'H'\/C”h ’

commitment (IVC). MA, 4

c -
Interview on 6/19/20 with the LME Complex Care CL”& G’f © &(W%j ol V‘ﬁ

Manager for FCH#2Z revealad: W,? 1 & )Oj TL" *[

-FCE#Z was only at the facility for a short time. jﬁ: ¢ La)e
-FCH#2 was discharged for behaviors that "t what % [{wx a CE- ‘

the level il group home is supposed to take cars +QﬂM {; h». UC"\ mC/“é
of."” - N 4 ‘9—\/ ° o C

-She stated, "I was a very abrupt dischargs.. He c bw L [,,e/d

was just dropped off at the ER (emergency \(71*0‘47 }\«;( é\'(fr

room).” ‘

emergancy room where he was svaluated and

~The facility staff sent FC#2 to the local ‘ st e 'E\zc:‘-‘(-} a! ﬁ wg@
(1A
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didn't reguire any inferventions.

-She felt the facility "just refused o take him
back.”

-FC#2 went to a facllity-based crisis center while
placement was sought.

Intarview on 6/23/20 with the Legal Guardian for
FCH#2 revealed:

-She received an e-mail from the facility on
4/29/20 st approximately 8:00 pm.

-The e-mail was titted immediate Discharge
Notice and indicated that FC#2 had 1o be oul of
the facility within 12 hours.
~0n 4/30/20 the Facility Administrator and the QP
called to notify her that FC#2 had been teken o
the local emergency room and was IVC'd for
meking homicidal and sulsidal commeants.

-FC#2Z did not meet WC criteria and was
discharged from the local emergency room.

-The emergency room siaff made several
attermnpts to cali the facility 1o have FC#2 picked
up, but nobody answered the phone.

~The Facility Administrator and the QP dented that
the emergency room attempled to call the facility
and claimed that they had no missed calls,
-FOH2 was accepted at a Peychialric Residential
Treatment Facility (PRTF) but the bed would not
be available until 5/4/20.

-She requested that FUEZ be aliowed to return to
the facility for two nights while he waited on the
available bed.

~The Facility Administrator and the OF refused
her requeast,

~FC#Z 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 FOE3
revealed:
~Datle of Admission: 8/28/20.
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Interview on 7/17/20 with the Legal Guardian for
FCH#3 revealed:

-She signed an Immediate Discharge Agreement
when FC#3 was admitted to the faciiity.

-5he stated "We took a leap of faith and dign't
really have a choice in the matter but fo 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,

~0n 8/8/20 at 1017 pm, she recsived an e-mall
from the facility which indicated FC#3 was being
discharged and would need to be picked up by
12:00 pm the next day.

~FCH3 was brought to a crisis center and then
placed ina PRTF,

Interview on 8/8/20 with the Facility Administrator
revealed:

-An Immediate Discharge Agreement was signed
by the client's legal guardian at the time of
admission.

-FCH#Y, FOEZ and FU#3 displayed behaviors that
met the criteria for an immediate discharge from
the facility.
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~Ager 18,
-Discharged: 6/8/20.
-Diagnoses: Adjustment Disorder with IV‘-(,/{ A bss
disturbance of Conduct, Post Traumaztic Stress FAn ‘are -3¢
Disorder unspecified, and Cyclothymic Disorder. - f ARS J(/ A / |
Review on 7/17/2C of an email sent from the QP j . 00 M G Y 4 [?7
at 10:17 pm on 6/8/20 to the Legal Cuardian and AOW 24, ‘,‘
DJJ Representative for FCH3 revealed: 0( _ @% SnTa .
~"We are at a point where we are not going to be warr ~ e v
able to further serve [FCH3] | Per our immediate T A <a CPre
- . . o Ne §
discharge notice, we are requesting for him 1o be 4 MRS %147‘/
picked up by 12pm tomorrow..." WA,M?

e

-

s

-FC#1's Mother was informed that 2 higher leval a (120
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