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April 12, 2019

Mr. Craig Williams Via FedEx: 8129 9837 4694
Attorney at Law

Marioneaux & Williams

1201 Hawn Avenue

Shreveport, Louisiana 71107

RE: Public Records Request
Ware Youth Center-Coushatta-Investigation

Zachary Solan Peterson
Jordan Bachman

Dear Mr. Williams,

Enclosed please find the records you requested in connection with the licensing visit and/or
investigation of the deaths of Zachary Solan Peterson and Jordan Bachman. Please note that while
licensing documents are public records, confidential information has been redacted in accordance
with La. R.S. 46:56.

A flash drive with video and photographs will be forwarded once protected information is redacted.

Please feel free to call or email me with any questions you may have.

Sincerely,

Attorney III

Enclosures




WARE YOUTH CENTER

3565 Hwy. 71
COUSHATTA, LOUISIANA 71019

JOEY L. Cox

(318) 932-4411
EXeEcuTIivE DIRECTOR FAX (318) 932-6940

March 5, 2019

Department of Children and Family Services
Division of Programs

Licensing Section

P.0. Box 260036

Baton Rouge, LA 70826

Re: Corrective Action Plan
To Whom It May Concern:

Ware Youth Center Detention, License Number 15596, is submitting the following
Corrective Action Plan regarding the noted deficiencies:

7511G.5: Staffing Requirements - The facility will retrain all staff on the proper
procedures for logbook entries specifically relating todocumentation of room checks. The
facility will also retrain staff on proper visual checks as required by policy and procedure,
The facility has also purchased a new system called the Guardian RFID. The Guardian RFID
System uses Hard Tags that will be mounted to the outside of each room (beside the
window). Staff will use a handheld Android device to scan each hard tag. This scan collects
data in real time and uses Cloud based reporting that can be accessed from any computer
or smart device. The system will alert staff when a room check is due or when a room check
is missed. The system will also send an email alert to a Manager if 2 room check has been
missed. It also generates reports that can be filtered by date, time, staff, shift, location,
juvenile name, and activity monitored while making the room check. This system was

purchased in an effort to help ensure staff are conducting room checks consistently and ina
timely manner.

7513.E.1: Mental Heaith Assessment - The facility has hired a full time Masters Level

Case Manager for Detention and will no longer be relying on Case Managers from other
programs to conduct Intake Assessments on Detention youth.
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Louisiana Department of Children and Family Services
Licensing Section

February 26,2019

Page 2

7517.B.3: Clothing and Bedding - The facility is aware of this reguirement however, both
suicides involved youth tying sheets around their necks, In an effort to keep all youth safe
and to preventa copycat incident, all sheets and pillowcases were removed and all youth
were placed on suicide watch with staff making five minute room checks.

7519.D.5: Sleeping Area - Natural Lighting - The facility is not currently using either
Holding Cell for housing youth, however both holding cells do have natural lighting that
comes from the outside windows in the Intake Office that is located directly across from the
Holding Cells and also the Sally Port area. Please see attached photos.

7519.D.6: Sleeping Area - Protrusions/Tie-Off Points - These rooms have been in use
since 1993. The facility is in the process of making adjustments to the space in the window.
DCFS will be contacted for review and approval once the modification has been made.

7519.D.7: Sleeping Area - Doors - These Holding Cells have been in use since the facility
opened in 1993. The facility is not currently using either Holding Cell for housmg youth
however, when the Department of Children and Family Services Licensing Division began
licensing Detention facilities again, we believe that existing room and layout woiild be

permitted to be used (grandfathered in) as long as they were maintdined and in working
order,

Please let me know if you need any additiona) information.

Yours very truly,

],oey TZox /

Execuhve Director

JCiss
Enclosure
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March 21, 2019
Joey Cox, Director

Ware Youth Center - Coushatta
3565 Highway 71
Coushatta, La 71019

RE: License #15596
Dear Mr. Cox:

The Department of Children and Family Services completed an on
We are in receipt of your Corrective Action Plan (CAP) submitted i
date. Upon review of your plan, please note the following with

~site inspection on February 3, 2019 and cited six deficiencies.
n response to the deficiencies cited on the above referenced
regard to each section cited:

ion 7511.G. ffin ui ents:
Your plan is acceptable for Licensing purposes

Section 7513.F.1: Men eal t:
Your plan is acceptable for Licensing purposes

7§_IZ=B.§: Clothing_ and Bedding:

7519.D.5; Sleeping Area- Natural Lighting:

519.D.6: Sleeping Area- Protrusion Points:
You advised that the modifications to the

bars in the windows were complete. Licensing will complete a follow up inspection to
determine corrections have been made.

7519.D.7: Sleeping Area-
Because your holding cells do not have their
regulations. As such, they shall not be used

requirement prior to be being licensed that would allow you to use the holding cells as sleeping rooms and for the holding cell

doors to open inwardly, the use of holding cells as sleeping rooms are not permitted. If there is a reason that you now ha_ve to use
the holding cells as sleeping rooms, you must request a waiver for this requlation and for all other regulations under Section
7519.D (Sleeping Areas) that the holding cells do not meet. Your waiver should explain why the holding cells need to be used as
sleeping rooms and your plan for meeting the intent of the standards you are requesting to be waived.

¥4
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Ware Youth Center — Coushatia
March 21, 2019
Page 2

Failure to implement the CAP as evidenced by a repeated citation of the same categories may result in revocation/non-renewal of
your license, or both. :

The health and safety of the youth placed in Juvenile detention facilities are of paramount concem for the Department of Children
and Family Services. As such, we apprecia

te your cooperation and expect compliance with the standards detailed in the Juvenile
Detention Licensing Regulations.

Please contact Joy Legaux, Licensing Supervisor at 225-342-4350 with any questions regarding this letter.
Sincerely,

e,

Angie Badeauy, LCEW
ticensing Director

AB/jl







Ware Youth Center
Incident Report

Name of Person Filing Report: et Date of Report: 2/08/2019

Name of all persons involved: Jletleteieet - Juvenile
Travis Howard - Shift Supervisor
Kenyardah jJones ~ Childcare Worker 1
Shamaria Cole - Childcare Worker I
Melanie Hearold - Nurse

Date of incident: 2/07/2019 Time of Incident: 11:45 p.m.

Location of incident: Detention - Dayroom B, Room #12

Nature of Incident: At approximately 12:06 a.m., on 2/08,/2019, I received a phone call
from facility nurse Melanie Hearold who stated Detention juvenile was
unresponsive. Nurse Melanie stated staff had called 911 and EMS was in route. Nurse

Melanie also stated that staff had begun CPR. EMS arrived and transported juvenile
Mto Christus Coushatta Emergency Room where he was pronounced dead by Dr.
Martin Carter. | notified Director joey Cox and Program Manager Raymond Lloyd.

Staff present at the time of the incident: Shift Supervisor Travis Howard, Childcare Worker
Kenyardah Jones and Childcare Worker Shamaria Cole

I'spoke o Childcare Worker Kenyardah Jones who stated the following:

Childcare Worker Jones stated that he had made his 11:30 p.m. census check in Dayroom B.
Juvenile te€Zr had asked Childcare Worker Jones for the time. Childcare Worker Jones
stated he told | #22725_the time and continued making his round. Childcare Worker Jones
stated at 11:45 p.m., when he went to make his next round, he found juvenile g ere.
with a sheet tied around his neck and tied to the bar in the window. Childcare Worker Jones
stated the juvenile @ ¢z 4enas leaning forward causing the sheet around his neck to
restrict his airway. Childcare Worker Jones said he immediately called for Shift Supervisor
Travis Howard and also called 911. Childcare Worker Jones stated he and Shift Supervisor
Howard removed the sheet from around juvenile 4&z+45%

Ay neck and immediately started
CPR. Childcare Worker Jones stated he could feel a faint pulse, Childcare Worker Jones said

he and Shift Supervisor Howard continued to do CPR until EMS arrived and transported
juvenile ££4%¢#% to the hospital.

I spoke to Shift Supervisor Travis Howard who stated the following:

Shift Supervisor Howard stated that Childcare Worker jones had called him to come to

Bayroom B, room #12 to help him with juvenile (£ Shift Supervisor Howard stated
when he arrived to the room, he and Childcare Worker Jones removed the sheet from

around juvenile #0¢zgzger neck, laid him on the floor and began CPR. Shift Supervisor

11




Howard stated that Childcare Worker jones called 911. Shift Supervisor Howard stated he
and Childcare Worker Jones continued to perform CPR until EMS arrived and took over
care of juvenile ssgZeece

I spoke to Childcare Worker Shamaria Cole who stated the following:

Childcare Worker Cole stated she was doing her census check on the female juveniles when
she heard Childcare Worker Jones tell Shift Supervisor Travis Howard that he needed
assistance in Dayroom B, room #12. Childcare Worker Cole stated she heard Childcare
Worker jones call Shift Supervisor Howard for assistance. She stated she returned to the
Staff Station to wait on EMS so she could let them into the building.

Notes: 1, along with Program Manager Raymond Lloyd personally reviewed the video that
showed Childcare Worker Jones makes his 11:30 p.m. room check and again at 11:45 p.m.
During the 11:45 p.m. check is when Childcare Worker Jones discovered juvenile gegesr.
1 submitted a Critical Incident Report to DCFS Licensing and also called the DCFS Hotline to
report juvenile g##78¢# . death. I spoke to DCFS Case Worker Marshall Lewis at
approximately 1:56 a.m. on 2/08/2019.

Notifications:

Joey Cox, Director

Raymond Lloyd, Program Manager

Red River Parish Sheriff's Office Detective David Hensley
Debbie Vascocu, Charge Nurse

Critical Incident to DCFS Licensing

DCFS Hotline — Marshall Lewis

loy Legeaux, BDCFS Licensing

. s mother _. . ) was notified by Detective David Hensley
District Attorney Schuyler Marvin

L alsh=a

Date

1
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INCIDENT REPORT
(PLEASE PRINT QR TYPE)

NAME OF PERSON FILING REPORT: __ Jrevis Howsrdd DATE OF REPORT: _ 2~ 7~/%

NAME OF ALL PERSONS INVOLVED: Tf&v\ s n\)ua(rﬂ (e WIE
enaaeds h dﬁhﬁ.\ Lol *

h 2 =~
AU L Lt Lyax /
DATE OF INCIDENT:  cd- 1-17 TiME oF iNcipenT: | /) O
'LOCATION OF INGIDENT: _ [5—[ood A /.0

Each staff member directly or indirectly involved in the fncident should flea geparade incident report. Do not

collaborate in writing one report. Try to answer in your report the who, what, where, when and why questions: be
objective in your statements.

NATURE OF INGIDENT: (D hile 7 T Hovge el (CCuZI) wtes CAdens
MOAN Q.M(.k- at }(,f)/?m foLa p ] & rcba -_)

Y Desecle, ol ol wg, T owe Al CCENT

_Wﬂ/mwhd €1 ss'.s’?'&n¥ 1o (56- Fock, hpcmnz. LY Lt T

_ (diu/r) LGS hamj.anc. homselt ot h o S oo £ 15(6/
TYPE OF INCIDENT

RESIBENT-ON-STAFF ASSAULT

Wi

é

RESIDENT-ON-RESIDENT ASSAULT
SUBSTANCE RELATED

PROPERTY EVENT
SEXUAL MISCONDUCT POSSESSION OF CONTRABAND
SELF HARM SUICIDE
PERSONAL INJURY OTHER

ACTIONTAKEN: (unle s o) ﬂnﬂ vallP Zumdho{ C/ouoé Pt st
-Qla ie.  Geel  Coll G//

RESULTS OF ACTION:

YWOUR OPINION AS TO WHY THE INCIDENT TOOK PLACE:

©se Incident Report Supplement for other or additional informatios.
SUPPLEMENTAL PAGES ATTACHED? __ - YES NO

SIGNATURE OF STAFF COMPLETING REPORT: _ 751 $ )"'}0 tagecd

SIGNATURE OF SHIFT SUPERVISOR: T vis Ho Lﬁ,—cﬁ o
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INCIDENT REPORT

(PLEASE PRINT OR TYPE)
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¥
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LOCATION OF INCIDENT: 1" O&’J GlsEiL

Each staff member directly or indirectly involved in

coll:borate in writing one report. Try to apswer in
objective in your statements.

NATURE OF INCIDENT: A 41 gk%up'_(%\g \

the incident should file a separate Incldent report. Do not
Your report the who, what, where, when and why questions: be
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YOUR OPENION AS TO WHY THE INCIDENT TOOK PLACE: [} l A
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INCIDENT REPORT
(PLEASE PRINT OR TYPE)

NAME OF PERSON FILING REPORT: [0 nuulg‘wdah Jenp 3 DATE OF REPORT: _ 7-7-{9

NAME OF ALL PERSONS INVOLVED: %mmmiah Janes Cowr
Laashs Howgyd CUAT
Seamosa Coole CONT
N . Ty ! I
ACAEE AT e, B3
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Each staff member directly or indirectly involved in the incident should fiie a separate incident report, Do not

colhborate in writing one report. Try (o apswerin your report the who, what, where, when and why questions: be
objective im your statements.
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February 8, 2019

Ware Youth Detention Center
3565 Highway 71
Coushatta, 1A 71019

License #15596

RE: Incident occurring on 2/7/2019 involving youth W

Ms. Staci Scott notified DCFS Licensing on 2/8/2019 at 8:56am regarding an attempted suicide at the
facility on last night 2/7/2019 at 11:45pm. Ms. Scott submitted to me a signed, dated incident report,
documentation of required 15 minute checks and a list of staff present during the time of the incident.
She also provided a picture of the cell where PILLBE A resided to include the window inside the
cell. Per review of the information, all appropriate notifications were made to responsible parties, law
enforcement, child protection, etc. There were adequate staff present during the time of the incident
and supervisory checks were conducted as required as per review of the documentation provided.

! questioned Staci Scott on 2/8/2019 about the bar on the window that the sheet was tied around. She
indicated that the bar holds the window in place and there is not usually a space in between the bar and
the window to stick a sheet through. Ms. Scott indicated that there is usually a weather strip behind the

bar that makes it a snug fit but she thinks /LM(/WQ removed the strip in order to create enough
space for a sheet to go through. He then tied the other end of the sheet around his neck and leaned

forward to cut off circulation. Ms. Scott advised that WWW(( was still alive with a faint pulse
when staff found him at 11:45pm and they immediately began CPR until EMS arrived. 4@ was
transported to the hospital where he was pronounced dead. Ms. Scott advised that the Sheriff’s office

was coming back to the facility on 2/8/2019 to finish up interviews. | requested a copy of the sheriff's
office final report when received. Ms. Scott voiced understanding.

oy legaux

Licensing Supervisor
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1.8 Children & Licensing | (0)225.342.4350

Office of the Secretary (P 2250633165  John Bel Edwards, Governor

Fa m“y Servi ces P.C. Box 260035 Marketa Garner Walters, Secretary

: www.defs.la.gov
Baton Rouge, LA 70826 i
Building a Stronger Louisiana gs

February 25, 2019

Joey Cozx, Director

Ware Youth Center - Coushatta
3565 Hwy 71

Coushatlta, LA 71018

RE: License # 15586
Dear Mr. Cox;

A licensing visit was completed on February 13, 2019 at your facility. Please note the following deficiencies
are being cited as a result of our Licensing investigation: -

Section 7511.G.5 Staffing Requirements:

- Youth shali be checked by a staff parson at least every 15 minutes when in slesping rooms, whether asleep
or awake. Dacumentation of checks shall be maintained.

Finding:

a.}  PerLicensing staff review of provider documentation of visual checks done on 2/7/2019 from 10:1 Spm -

11:30pm versus review of the facifities video footage from this same date and time, provider had written

documentation that census (room) checks were conducted an all yauth during this time period leading up to

the incident but the video footage does not support this claim.

b.)  PerLicensing staff review of facility video foatage, youth C2 was not properly checked by & staff person

at least every 15 minutes while in a sleeping room as provider documentation denotes and procedure

requires on 2/7/2019 at the foflowing 15 minute increments: 10:15pm, 10:30pm, 10:45pm, 11:00pm, 14:15pm

and 11:30pm.

c.)  PerLicensing staff review of provider documentation of visual checks done on 2/9/2019 from 9:30pm to
. 11:15pm versus review of the facilities video footage from this same date and time, provider had written

documentation that census (room) checks were conducted on youth during this time period leading up to the

incident but the video footage does not support this claim.

d) Per Licensing staff review of facility video footage, youth C1 was not properly checked by a staff person

at least every 15 minutes while in a holding cell {being used as a sleeping room} as provider documentation

denotes and procedure requires on 2/9/19 at the foliowing 15 minute increments: 9:30pm, 9:45pm, 10pm,
10:15prn, 10:30pm, 10:45pm, 11pm, or 11:15pm.

Section 7513.E.1: Mental Health Assessment:

Youth shalf receive a mental health assessment performed by a qualified mental health prafessional within 72
hours unless the youth was assessed within 24 hours of admission. The assessment shall include:

- history of psychiatric hospitalizations and outpatient treatment (including all past mental health diagnoses);
- current and previous use of psychotropic medication;

- suicidal ideation and history of suicidal behavior:

- history of drug and alcchol use;

- history of vicient behavior:

- history of victimization or ebuse (inciuding sexuat victimization and domestic violence);

- special education history;

- history of cerebral trauma or seizures;

- emotional response fo incarceration and amest: and

- history of services for intellectual/developmental disabilities.

An Equai Opportunity Empiover
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Finding: Specialist examined 29 resident's folders, 27 cument residents and 2 no longer enrolied

residents (C1 and C2), and of the 29, 18 failed to have a mental health assessment completed within at least
72 hours of admission, Of the 18, 3 were transfers from the owners adiacent residentiat licensed facility and

S1 stated since the counselor and owner were the same for both facilities, S1 did not believe they needed to
do a new assessment once the youth were admitted into their juvenile detention facility. Of the remaining 15,

the time these assessments were completed after the 72-hour allowance ranged from 1 day late to 26 days
late.

7517.B.3: Clothing and Bedding:

- The provider shall maintain an inventory of clothing, and bedding to ensure consistent availability and
replacement of items that are lost, destroyed, or worn out.

- The provider shal provide clean underciothing, socks, and outerwear that fit properiy.

- The provider shall provide for the thorough cieaning and when necessary, disinfecting of youth's personal
clothing.

- The provider shall issue clean bedding and linen, inciuding fwo sheets, a pillow, pillowcase, a raftress, and
sufficient blankets to provide reasonabie comfort.

- Linen shafl be exchanged weekly and towels axchanged dafly.

Finding: Per staff testimony, as a precaution resulting from the incident that accurred on 2/9/2019, on
2/10/2019, provider removed the sheets and pillow cases from alf residents, thereby leaving them with only a

pillow, @ mattress, and a thick wool bianket as part of their bedding and linen. Staff stated they were unsure
when they would give the residents back their sheets and pillowcases.

7518.D.5: Sleeping Area- Natural Lighting:
The provider shall not use any room that does not have natural lighting as a sleeping room.

Finding: Per staff testimony, the facility uses their holding cells as ternporary sleeping rooms whean

needed i.e. when a resident is a danger to thermselves or others and/or it something is broken in their own
permanent cell. Per specialist's observation, these halding cells do not have any windows; therefore, they do
not have naturai light as should not be used as a sleeping room. :

7518.D.6: Sleeping Area- Protrusions/Tie-Of Points:

The provider shall remove protrusions and other tie-off points from rooms.

Finding: Per specialist's observation, there was a tie-off paintin C2's cell. C2 was in a cell with a window
which had a metal bar in front of the window. Specialist observed a gap between the bar and window abaout %
inch wide, an area large enough 1o tie off a sheet, blanket, pillow case, shirt, etc. between the two such as
was done by C2 regarding the incident on 2/7/2019. Staff stated all cells are constructed like this one,
exciuding the temporary holding celis, which have no windows.

7518.D.7: Sleeping Area- Doors

The doars of every sleeping room shall have a view panei that alfows complele visuai supervision pf alf parts
of the room. The view panei shalf be one-guarter inch ternpered or safefy glass panels at least 10 inches
square,

~ Doors shall be hinged to a metal frame set securely in the wall'with sound insulation strips.on the jamb.
- Hinge pins of doors shall be tamperproof and non-removabls.

- In newly constructed or renovated facilities doors fo slesping rooms shail be amanged alternately so that
they are not across the corridor from each other.

- Each youth's housing door shali be hung so that it opens outward, in the opposite dirsction of the youth
living area, or slide horizontally into a recessed pocket in order to prevent the door from being barricaded.




Finding: Per specialist's observation, the hoiding cells, which are used as temporary sleeping rooms do not
have doors that open outwardly, in the opposite direction of the youth living area, nor do they slide

horizontally into a recessed pocket in order to prevent the door from being barricaded. These doors open
inward, into the youth sleeping area.

Attached is an addendum to the deficiencies on a CCL 04 form. As with any deficiencies noted, you may
submit a written response including your plans for correction. Deficiencies noted could affect the licensing
status of this facility andfor place the children in danger. A follow-up inspection may be conducted to

determine corrections have been made. If you have any questions regarding this matter, please contact Joy
Legaux, Licensing Supervisor at (225) 342-4350,

%;/S(u/rfrvisor




CCL 4 JDF LOUISIANA DEPARTMENT OF CHILDREN & FAMILY SERVICES

Rev. 1114
0612 Issue Obsolete

LICENSING ~ OFFICE OF THE SECRETARY
P.O. BOX 260036, BATON ROUGE, LA 70826
225-342-4350

STATEMENT OF DEFICIENCIES

FACILITY: Waeare Youth Center — Coushatta

ADDRESS: 3665 Highway 71, Coushatta, LA 71018

DCFS STAFF: M. Scott Brooks DIRECTOR: _Jecey Cox

LIC. EXP. BATE: 7/31/19 LICENSE #: 15596 ANNIV. MO.: July
CENSUS: 3 #OF DEFS. FROM PREVIOUS VISIT: NA
CAPACITY: 33 # OF DEFICIENCIES CLEARED:  NA
CLASS TYPE: JD # OF DEFICIENCIES RE-CITED: NA
ACTIONCODE: 23 # OF NEW DEFICIENCIES: 6

CONTROL# NA TOTAL DEFICIENCIES: 6

THE FOLLOWING LICENSING DEFICIENCIES REQUIRE PROMPT CORRECTION:

1.) Section 7511.G.5 Staffing Requirements:

Youth shall be checked by 3 staff person at least every 15 miputes when in sleeping rooms, whether asieep or awake.
Daocumentation of checks shalf be maintained

Finding:

Per Licensing staff review of provider documentation of visual checks conducted on 2/7/2019 from 10:15pm

- 11:30pm versus review of the facilities video foctage from this same date and time, provider had written

documentation that census {room) checks were conducted on all youth during this time period leading up to

the incident; however, the video footage does not suppart this claim,

= Per Licensing staff review of facility video footage, youth C2 was not properly checked by a staff person at
least every 15 minutes while in a sleeping room as provider's documentation denotes and procedure
requires on 2/7/2019 at the following 15 minute increments: 10:15pm, 10:30pm, 10:45pm, 11:00pm,
11:15pm, and 11:30pm.

¢ Per Licensing staff review of provider documentation of visual checks conducted on 2/9/20189 from 9:30pm
to 11:15pm versus review of the facifities video footage from this same date and time; provider had written
documentation that census (room) checks were conducted on youth during this time period leading up to
the incident; however, the video footage does not support this claim.

»  Per Licensing staff review of facility video footage, youth C1 was not properly checked by a staff person at
least every 15 minutes while in a holding cell {being used as a sleeping room) as provider documentation

_denotes and procedure requires on 2/9/19 at the following 15 minute increments: 9:30pm, 9:45pm, 10pm,

10:15pm, 10:30pm, 10:45pm, 11pm, or 11:15pm.

2.} Sectior: 7513.E.1;: Mentaf Health Assessment:

Youth shall receive @ mental health assessment performed by a qualified mental health professional within 72 hours unfess the
youth was assessed within 24 hours of admission. The assessment shall include:

- history of psychistric hospitalizations and outpatient treatment (inciuding alf past mental health diagnoses);

- current and previous use of psychotropic medication;

- suicidal ideation and history of suicidal behavior;

- history of drug and afcohol use;

- history of viclent behavior;

- history of victimization or abuse (including sexual victimization and dormestic violence);
- specisl education history;

~ history of cerebral trauma or seizures;
- emotional response to incarceralion and arrest; and
- history of services for intelfectual/developmental disabilities.
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Finding:
*  Specialist examined 29 resident’s folders, 27 current residents and 2 no longer enrolled
residents (C1 and C2), and of the 29, 18 failed to have a mental health assessment completed within at least 72
hours of admission. Of the 18, 3 were transfers from the owner's adjacent residential licensed facility and S1
stated since the counselor and owner were the same for both facilities, S1 did not believe they needed to do a
new assessment once the youth were admitted into their juvenile detention facifity. Of the remaining 15, the time
these assessments were completed after the 72-hour allowance ranged from 1 day late to 26 days late.

3.) 7517.8.3: Qothing and Bedding:
T he provider shall maintain an inventory of dothing, and bedding to ensure consistent availability and replacement of tems
that arelost destroyed, or worn out
- The provider shall provide clean underdlothing, socks, and outerwear that fit properiy,
- The provider shall provide for the thorough deaning and when necessary, disinfecting of youth's personal dlothing.
~ The provider shalf issue dean bedding and finen, including two sheets, a pillow, piilowcase, a mattress, and sufficient
Diankets to provide reasonable comfort
- Linen shall be exchanged weekly and towels axchanged daily.

Finding:
Per staff testimony, as a precaution resulting from the incident that occurred on 2/9/2019, on 2/10/2019, provider rermoved
the sheets and pillow cases from all residents, thereby leaving them with only a piliow, 2 mattress, and a thick wool blanket as

pait of their bedding and linen. Staff stated they were unsure when they would give the residents back their sheets and
prllowcases. .

.} 7519.D.5: Sleeping Area- Natural Lighting:
TThe provider shalf not use any room that does not bave natural lighting as a sleeping room.

Finding:

Per staff testimony, the facility uses their holding cefis as temporary sleeping rooms when

needed i.e. when aresident is a danger to themselves or others and/or if something is broken in their own permanent cell.
Per specialist’s observation, these holding celis do not have any windows; therefore, they do not have natural light and should
riot be used as a sleeping room.

5.) 7519.0.6: Sleeping Area- Protrusions/ Tie-OfF Points:
The provider shall remove protrusions and other Ge-off points from rooms.

Finding:
Per specialist’s observation, there was a tie-off point in C2's cell. C2 was in 2 cell with 2 window which had 2 metal bar in front
of the window. Specialist cbserved a gap between the bar and window about 3% inch wide, an area large enough to tie off a
sheet, blanket, pillow case, shirt, etc. between the two such as was done by C2 regarding the incident on 2/7/2019. Staft
stated all cells are constructed like this one, excluding the temporary holding cells, which have rio windows.

6.) 7519.D.7: Sleeping Area- Doors
The doors of every sieeping room shall have a view pared that allows complete visual supervision of af parts of the room. The
view panel shall be one-quarter inch tempered or safely glass panels at least 10 inches sguare,
~ Doors shall be hinged to a metafl frame set securely in the wall with sound insulation strips on the jamb.
- Hinge pins of doors shall be tamperproof and non-removable,

- In newly constructed or renovated facifities doors to steeping rooms shall be arranged altemately so that they are not across
e corridor from each other, :
- Each youth’s housing door shall be hung so that it opens autward, in the opposite direction of the youth living area, or slide
horizontally inlo a recessed pocket in order to prevent the door from being barricaded,

Finding:
Per specialist’s observation, the holding cells, which are used as temporary steeping rooms do not have doors that open
outwardly, in the oppaosite direction of the youth living area, nor do they slide horizontally into a recessed pocket in order to
prevent the door from being barricaded. These doors open inward, into the youth sleeping area.

I hereby acknowledge the following:

- Thave received the Statement of Deficiencies that was left on-site.

- Tunderstand that these deficiencies could affect the licensing status of this facility andfor place the youth in danger.
{provider to initial)
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- A follow-up inspection may be conducted to determine that corrections have been made and maintained in a manner consistent, with
the minimum standards.

- Revocation of a license will result in the department not accept a subsequent application for this facility or any new facility for a
minimum period of two years after the effective date of revocation or non-renewal or a minimum period of two years after all appeal
rights have been exhausted, whichever is later (the disquatification period) _(provider to initiat)

-The actual names of staff members as noted throughout the Statement of Deficiencies as 81, 82, C1, C2, 01, 02,ete. were identified,
discussed and provided to me during the exit intarviews. {provider to initial)

- The DCFS website contalns information relating to the operation of licensed facilities and should be checked periodically for new and
updated information. {provider to initial)

-1 have been informed that I may submit a comective action plan regarding cotrection of these deficiencies ASAP, but no later than 14
days from receipt of this notification. {provider to initial)

“The exit interview with licensing specialist consisted of a review of each deficiency cited as well as consultation on how to correct and
maintain compliance with the minimum standards. {provider to initial)

02/25/2019
Date sent via email to Provider

Director Signature
Addendum to Licensing inspection conducted on 2/13/2019
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FACILITY: Ware Youth Center — Coushatta LICENSE #: 15596

BATE RECEIVED BY OR
MAILED TO PROVIDER: 2/25/2019 ACTION CODE: 23 CONTROL # NA

Resident {dentifiers
c1-
c2-

Staff identifier
S1—Staci Scott

Dirgctor's Initials:
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Ware Youth Center - Coushatta

3565 Highway 71

Coushatta, LA 71019

Personnal Worksheet

Date - 02/12/2019
License #- 15596
Action Code - 23

Staff Identifier Staff's Name Staff Presence Hr:;;sfeiys
51 Staci Scott
s$2 Joey Cox
S3 Jhanquial Smith
S84 Marvin Rogers
83 Larmonda Newman
S5 Jeremy Horton
57 Travis Howard

NAME:

Criminal Background Check

7511.C.1 Hoalth Screaning

Cleannce

7511.8.1-3 Criminal Background

7511.0.% Porformance Reviews

& experience

T7541.H.1.a Personnel Files -
Applicationiresume of education, training,

Hire Date/Termination Date

Current Drivers License

duties

spedific responsibifiies of assigned job

[goals of the facility

7511.F.2.2 Orlentation philosophy,
organization, program, practices and

-|ad ministratve procedures

ernergency and safety procedures
including medicat emergencies

youll's righis

|and neglect

cetecling and reporting suspected abuse

pathogens

infeciion controf to include blood bome

confidentiality;

reporing ofincidents

intake to indude dassification
procedures and release

Pageiofl
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Ware Youth Center - Coushatta
3565 Highway 71
Coushatta, LA 71019

Children's Record Worksheet

Date - 021272019
License # - 15596

Action Code - 23

L L N g

Child Identifier Child's Name Child's Date of Birth
1 7r
c2 M

NAME:

7511.H.2.a Youth Flles :Youlh's Mame

Youll's DOB

Youlh's SS#

‘foulh's previous address

sex of Youth

Youll's religion

Youlh's birthplace

Date of Admission/Date of Discharge

Other identification data/court status!

legal statusiegal custodyfauthorized o
give consent

MName/Address/Tele# of legal guardian/
parent

NameiAddress/Tele# of a physician &
dentist

pre-admission assessment and
admission assessment

youth's history - family data/Educational
backgroundEmployment record/Prior
medical hislory/Frior placement history

physical assessment report

continuing recond of any iliness/injury/
Medical or dental care

repors of incidents of AbuseMNeglect/
Incidents- including use of time out/
Personal restraints/Seclusion

summary of releases from the faciity

surmmary of court visits

summary of 218 visitors/Contacts including
dates/Name/Relationship/ Tele@/Addresss
MNature of Visits/Contacts/Feedback from
the family

record of afl personal prepedy/Funds
entrysted 1o provider

reports youlh grievances/Conclusion/
Disposition of these reports

Pagelof2
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Jox A. Legaux ]

]
From: Joy A, Legaux .
Sent: Tuesday, February 12, 201¢ 8:18 AM
To: ‘Staci Scott'
Cc Angie Badeaux .
Subject: FW. «tderee (ncident 2/09/2015

Good Mdrning Ms. Scott

Your explanation of why checks were documented for lipm and 11:15 (even though they were not done for that

particuiar cell} needs to be included an the list of checks provided because what is documented contradicts your
inddent report. Please sign and date the updated list and resubmit alsa. Thanks

From: Staci Scott <staciscott@wareyouthcenter.coms
Sent: Monday, February 11, 2019 5:25 PM

To:JoyA. Legaux <Joy.Legaux. DCFS@LA.GOV>
Subject: RE:g///# incident 2/09/2019

There were checks done everywhere but the ocation whare that juvenile was in the holding cell. We are under the

impression that one staff thought the ather staff was checking this area. The report should read 2/098/19.  will retype it
and resend,

Thanks,
Staci

From: Joy A. Legaux [mailto:Joy.Ledaux. DCFS@LA.GOV]
Sent: Monday, February 11, 2019 4:26 PM

To: 'Staci Scott’; Angie Badeaux

Cc: Angie Badeaux

Subject: RE: .fZgt{4€Incident 2/09/2019

Ms, Scott

Perreview of the information, you advised that no room check was done at 11om or 11:15pm yet thare 2ra checks for
these times documented on the list provided. Also, the date of the incident an your typed incident report denotas
2/7/18.1s this supposed to be 2/9/197 Please clarify these matters! Thanks

From: Staci Scott <staciscott@wareyouthcenter.cams
Sent: Manday, February 11, 2019 1:58 PM

To:loyA. Legaux <joy.legaux. DCFS@LA.GOV>; Angie Badeaux <Angie.Ba Ceaux. DCFS@LA.GOV>
Subject: FZ# Incident 2/09/2019

Ms. Angie and Ms. loy,

Please find attached the requested documents from the incident on 2/09/2018. | texted the pittures zlready.

Thanks,
Staci
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Patrick Linehan
this part is intense- this is the night of Solan's suicide
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Ware Youth Center
Incident Report

Name of Person Filing Report: W/- Date of Report: 2/11/2019

Name of Persons [nvolved: - enile
Jhanguail Smith - Shift Supervisor
Marvin Rogers ~ Childcare Worker |
Kayla Davis ~ Childcare Worker 1

Date of Incident: 2/09/2019 Time of Incident: 11:30 p.m.

Location of Incident: Holding Celi 1

Nature of Incident: While making the 11:30 p-m. reom check, Shift Supervisor Jhanquail
Smith found juvenile Wm - with one end of a bed sheet tied to the door hinge of
his room and the other end tied around his neck. A4 Ls Was unresponsive. Shift
Supervisor Smith and Childcare Worker I Marvin Rogers began CPR until EMS arrived. EMS

arrived and took over care of/d%ztransporting him to Christus Coushatta Emergency
room where he was pronounced deceased.

Action Taken: Shift Supervisor Jhanquail Smith and Childcare Warker I Marvin Rogers
untied the sheet from around «s¢#% neck and began CPR until EMS arrived. The Red
River Parish Sheriff's Office also began their investigation into the incident. I made a
mandated report to DCFS and also completed a Critical Incident Report to DCFS Licensing.

Staff Interviews:

Jhanquail Smith: 1 was unable to speak to Shift Supervisor Jhanquail Smith. He was upset

and went home after the incident. He did not write an incident report and staff has been
unable to make contact with him since.

Kayla Davis: | spoke to Kayla Davis who stated when Shift Supervisor [hanquail Smith made
his 11:30 p.m. room check on Gt hen,  hefound Segsgwith a sheet tied around
his neck and the other end attached to the door hinge. Shift Supervisor Smith instructed
Davis to call 911. Davis advised Shift Supervisor Smith and Childcare Worker i Rogers
began CPR ot 77/ until EMS and Red River Parish SherifPs Office arrived.

Marvin Rogers: Marvin was very distraught and unable to talk after the incident. However,
he did write an incident report (see attached).

Rose Marie Salim (LCSW): I spoke to Rose Marie Salim, LCSW on Sunday, February 10,
Rose Marie stated that she had spoken with L gron Friday, February 8% for
approximately 1 hour. Rose Marie stated ~as curious about the incident on the
previous night but did not voice any suicidal ideations. Rose Marie stated Mq. was
joking and in a good mood.

47




Video Review: During the review of the video, 1 concluded that Childcare Worker Il Travis
Howard (Howard confirmed) was last seen talking to se¢€#€ 3t 10:45 p.m. when he was

leaving for the night. Staff did not conduct a room check on Zgee &2t 11:00 pm.or 11:15
p.m. Pt was found during the 11:30 p.m. room check.

Notifications:

Joey Cox - Director

Raymond Lloyd - Program Manager
Melanie Hearold ~ Nurse

Lt David Hensley - Red River Parish Sheriff's Office
Rose Marie Salim - Case Manager
Sandra Brown - Case Manager

DCFS Intake Hotline — Tinesha Hudson {Intake 4 W
DCFS Licensing

Parent (Notification made by the Assistant Coroner Janelle Thomley)

Auha

Date
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INCIDENT REPORT
(PLEASE PRINT OR TYPE)
NAMIE OF PERSON FILING REPORT: n ?\mﬁﬂrg DATE OF REPORT: Z{Eﬂi-‘i

NAME OF ALL PERSONS INVOLVED;

. DATEOF INCIDENT: __Z- 0)- Q) TivE oF veenT: (1130 amf@
'LOCATION OF INCIDENT: &a\nmmﬁ Lo\ ME

Each staff smember directly or indirectly involved in the incident should file 2 separate incident report. Do not

collaborate in writing one report. Try to answer in your report the who, what, where, when and why guestions: be
objective in your statements,

NATURE OF INCIDENT; “L, Wi e (LA way Colled & Ywlding el t‘mj
KRNI DWISIEOWN 3o petrod a) et COAED Wty ane JAeng e
- L 70 A, anen o WA feU T e Yun

: ; 4 1P AnY; 3 AR 3 F l'{.
2y ¥ 7 2 AT, paine Q 1% oo X yrivng LOF Spn dap i A Stk
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AT LTY
0

TYPE OF INCIDENT
RESIDENT-ON-RESIDENT ASSAULT RESIDENT-ON-STAFF ASSAULT
SUBSTANCE RELATED PROPERTY EVENT —
SEXUAL MISCONDUCT POSSESSION OF CONTRABAND
SELF HARM SUICIDE K
PERSONAL INJURY OTHER —_—

action Taxen: o\l D\\\

‘F\m\;}mné LL:{\}QA N

-

RESULTS OF ACTION:

YOUR OPINEON AS TO WHY THE INCIDENT TOOK PLACE: _Unlenawn

Use Incident Report Supplement for other or ay&naz information.
SUPPLEMENTAL PAGES ATTACHED? YES

NG
LN
SIGNATURE OF STAFF COMPLETYING REP RT;f.i\{\(glm QU%ZJB

SIGNATURE OF SHIFT SUPERVISOR: /]

{
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Patrick Linehan
Solan's incident


INCIDENT REPORT SUPPLEMENT

, Page  of
okl pame di_presed,
tnd of yeport
2-9-19

Migeer P

19/irs.frm/ml
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#3098 DS

INCEDENT REPORT
PRINT OR TYPE)

NAME OF PERSON FILING REPORT: (ﬁ _)fM DATE OF REPORT: g

Dula DaLis (aewn
;ll: _Lu 47

DATE OF INCIDENT: 0?/ 7 )// 9 _ | /2R j .

LOCATION OF INCIDENT: /74)/4[};0 (’(

NAME OF ALL PERSONS INVOLVED:

Each stafl member directly or indirectly in%ived in the incident should file a separate incident report. Do not

collsborate in writing one report. Try to answer in yeur report the who, what, where, when and why guestions: be
objective in your statements.

NATURE OF BYCIDENT: mpkly qf. i3 = Yl e el e
_ : -

T4k 3045’:)1 NN ‘

Floldlng (2/] WZ ﬂm’ fz}fM(fU/mﬂhc Wa
5% TYPE OF INCIDENT

RESEDENT-ON-RESIDENT ASSAULT RESIDENT-ON-STAFF ASSAULT
SUBSTANCE RELATED PROPERTY EVENT
SEXUAL MISCONDUCT POSSESSION OF CONTRABAND
SELF HARM SUICEDE z
PERSONAL INJURY
Aaw . ggz %.‘ 0adlecy C?ézd W 24V

£ INCIPA
RESULTS OF ACTION:

YOUR OPINION AS TO WHY THE INCIDENT TOOK PLACE:

Use Incldent Report Supplement for other or addyel information.
SUPPLEMENTAL PAGES ATTACHED? YES

SIGNATURE OF STAFF COMPLETING @R E:

SIGNATURE OF SHIFT SUPERYISCR:
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Patrick Linehan
Solan's incident


INCIDENT REPORT SUPPLEMENT
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2 teens commit suicide at Ware Youth Center | News | ktbs.com Page 2 of 5

hitps:/rwww. ktbs.comlnewsfteens-commit-suicide~at-ware—youth-centerfarticle“esegfcd8-2e2c-1 1e8-
89¥5-b72592240088 htm!

2 teens commit suicide at Ware Youth Center

Vickie Welborn  Feb 11, 2019 Updated 17 hrs ago

Warre Youth Center,

Two teenage offenders held in Ware Youth Center in Red River Parish committed suicide
within & 72-hour period in recent days, authorities said.

Red River Parish sheriffs investigators are looking into the circumstances of the 17-year-

old’s death Thursday night and 13-year-old’s death Saturday night. Both teens hanged
themselves with bed sheets, authorities said.

Red River Parish Sheriff Glen Edwards his initial information indicates the deaths are not
connected and no foul play is involved.

htips :/fwww.ktbs.comfnews!teens-commit—suicidc-at-ware-youth-centerfarticle ebedfcd8-2... 2/12/2019




Z teens commit suicide at Ware Youth Center | News ! ktbs.com Page3 of 5

‘There doesn't seem to be a connection,” Edwards said. “it's just a terrible, terrible
coincidence.”

Because the deaths are believed to be suicides, the names of the teens are not being
made public.

“As is customary to any incident of this nature, it is currently under investigation by the
authorities,” Ware Executive Director Joey Cox said in a statement to KTBS News. “Our

thoughts and prayers are with both of these young men and their families and friends
during this difficult time.”

Both teens were sent to Ware following their arrests in Bossier Parish, which is among the
parishes who use Ware because they do not have a juvenile detention center,

The 17-year-old, who had recently moved to Bossier Parish from Colorado, had been
arrested after he got invoived in an argument with a friend in his front yard after being
accused of stealing money. The teenager reportedly had a pistol in his belt. Bossier Parish
sheriff s deputies were called and arrested the teenager, who escaped from the back seat
of a patrol unit as a deputy questioned witnesses.

A K-8 was brought in to search the area and the teenager was eventually located in a

nearby bayou. A 8mm handgun was recovered. The teen was arrested for simple escape
and resisting arrest and taken to Ware until his court date.

He was checked on at 11 p.m. and nothing unusual was noted. A guard returned 15
minutes later to find the teen hanging from a sheet.
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The 13-year-old, whose birthday was Jan. 20, was detained early this month on a charge

of simple arson. Authorities said he set toilet paper on fire at a Haughton Middle School
restroom.

During a court hearing on Feb. 4, a letter was issued seeking a psychiatric evaluation to be
completed on or before March 11. It's uncertain what prompted the request.

The young teen was pronounced dead at the hospital in Coushatia.

Interviews with Ware staff and video surveillance will be used in the investigation, Edwards

said. The goal also is help Ware officials understand what happened and put measures in
place to prevent it from happening again.

The sheriff doesn't have a timeline on how long the investigation will take. The completed
report will be submitted to the Red River Parish District Attorney's Office for review.

Ware is a state-created juvenile detention facility that's operated by a board of directors
from parishes that fund its operation. It is approved by the state Office of Juvenile Justice
to house pretrial and post-conviction iuvenile offenders.

The last suicide reported at Ware happened in March 2017 when a 16-year-old girl from
Lake Charles was found hanging from a bed sheet in her dorm room.
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