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Executive Summary

On March 26, 2010, the Department of Human SeribétS) received a report
from law enforcement officials that 9-year-old Rhitd been hospitalized with
serious physical injuries. At the time he was iafyrR.H. was in the care of his
adoptive parents who had previously been certifister parents. DHS had
received referrals concerning this child and thisify prior to this incident. On
April 7, DHS Director Dr. Bruce Goldberg declaréat a Critical Incident
Response Team (CIRT) be convened. This is a disnesty CIRT, not mandated
by the Oregon Statute known as Karly's Law. Thithasfinal report of the R.H.
CIRT team.

This case raised several issues, which can be stpetias follows:

* On multiple occasions, the Department receivedrmétion regarding
concerns about this foster home that was not adelguzonsidered during
the screening process, investigation of abuse tgdoster home re-
certifications and the adoption review process; and

» The Department’s foster home case review proceseddcal office level
did not ensure the concerns about this foster hemeluding those
evaluating the foster family as an adoptive familwere comprehensively
or objectively reviewed and acted upon.

As a result, the CIRT team is recommending the @mgntation of the following
actions:

1. Create a model using specialized staff to perfo® @ssessments on abuse

allegations that occur in certified foster homes;

2. Develop and implement statewide a formal strucéune process — like the
foster home case review process that occurreddrcétse -- that would
Include reviewing certification exceptions, repatsalleged abuse,
certification violations, or other areas of concergarding certified foster
homes; and

3. Institute a mandatory review process when two ahllsgations or
certification concerns have been raised or docuademegardless of their
outcomes.



Because this was the second CIRT in Lane Countyinvé very short time period,
the agency sent a Rapid Response Team to LaneyJaulspril 2010 to review
files, observe branch processes and engage sthfcanmunity partners in an
improvement plan for the county.

These actions were in addition to the CIRT proeegkresulted in several action
items, including:
Central Office consultation and review of multigleses involving foster
homes identified by staff where concerns had beentified.
Enhanced foster home staffings by improving theroomcation structure
to ensure that all staff involved with the home rgaut at the staffing,
knew what the results were, and were accountabl®liow-through on
action items.
Created a process with Central Office foster caresaltant to review homes
having three or more staffings due to certificaissues.
Enhanced training and practice discussions witffi &t@nsure that
comprehensive assessments and ongoing safety mssgssvere being
done by staff in accordance with the Oregon Savkdglel.
- Worked with local School Districts to set up Stud€are Teams to staff
cases and improve communication between schoolslaltwelfare
caseworkers.

The Department has also separately addressed aagsaey personnel actions
involving individual employees or their supervisors

Summary of Reported Incident

On March 26, 2010 the Department of Human Servieesived a report that nine-
year-old R.H. had been hospitalized after suffermdtiple, serious physical
injuries. R.H. sustained the injuries while in tee of his foster/adoptive family.
Upon receipt of this information, a referral wasigeated and assigned to a Child
Protective Services (CPS) worker. Law enforcemeat motified by cross-report
from department staff, and they began a criminagstigation.

On May 28, 2010, R.H.’s adoptive parents, A.H. Bi.H., were both arrested.

On July 28, 2010, A.H. pleaded guilty to one fela@marge of first-degree assault
and three felony counts of first-degree criminadtn@atment. She was sentenced to
a prison term of 10 years, 10 months in prisonhwi chance of early release. On
the same day, her husband, R.E.H. pleaded guilyfétony charge of second-
degree assault. He will serve a prison term of ywars, 10 months.



Background

R.H.’s adoptive family had been involved with thedartment of Human Services
for nearly seven years becoming a certified fostene in 2003. For the purpose
of this CIRT document R.H.’s adoptive father wil keferred to as R.E.H., and
R.H.’s adoptive mother will be referred to as ARIH. was first placed with this
family as a 4-year-old foster child on February 2005. This family subsequently
adopted R.H.

The CPS review in this case included nine childsalmeports, the first of which
was received by DHS on October 30, 2003. Fivdefrtine reports were assigned
to a CPS worker for a safety assessment, two akegherts were documented and
Closed at Screening and two were assigned for &eges but closed prior to
conducting any interviews. Of the five reportsttvare investigated, the
allegations included Neglect, Physical Abuse, Memjary and Threat of Harm.
Each of the five assessments ended with a dispo®fiUnfounded. Unfounded
means there was no indication of abuse or negléetfour reports that were not
investigated by DHS included concerns of Physidalge, Neglect and Threat of
Harm.

In addition to the CPS review, there was a reviéthe certification file for this
foster adoptive family.

Chronology
The history of DHS contacts with the family leadungto the most recent injury of
R.H is shown below:

CERTIFICATION: R.E.H. and his wife, A.H. were first certified asster
parents in January of 2003. They were certifiedawe as many as 5 children in
their home, and the family requested to start yusit one child and do short term
respite for up to four children. Background chealese completed, and no
criminal history or child welfare history was loedt

Closed at Screening: Allegations of Physical Abusé€n October 30, 2003, the
department received a report that a 4-year-oleefagtild had a dime-sized bruise
on his chest that was caused by physical abuse.ddtumentation indicates the
report was closed at screening because the injasyminor and could have been
caused in a variety of ways. The CIRT team coreduithat this report should have
been assigned for an assessment.



RECERTIFICATION 2004: The initial Recertification was positive, andre
were no CPS or certification issues noted in ticemdication. The CIRT team
concluded that some discussion regarding the Clas8dreening from October
30, 2003 should have been noted during this rdication. It is unclear from the
recertification documents whether the certifierrabout or even considered the
closed at screening incident.

REFERRAL 001: Allegation of Neglect — Disposition: Unfounded. On July

13, 2004 the department received a report thayeaB-old developmentally
delayed foster child had been losing weight whléhie foster home. Additionally,
the child had multiple injuries including a blackee multiple scrapes and sores on
his body, shoes that were too small and blooddsBsbn his feet. As part of the
assessment, collateral contacts were made regartrahild’s weight loss and the
allegation of neglect was unfounded. However dlvess no inquiry into the cause
of the child’s physical injuries. The CIRT tearmctuded that this assessment
was incomplete due to the lack of investigatiow itfite child’s injuries. The team
noted that if this report were to have come in yodarly’s law would have
required more in terms of investigation and assessioy both DHS and law
enforcement due to the visible injuries on thecthil

REFERRAL 002: Allegation of Physical Abuse — Closedithout contact. On
July 29, 2004 the department received a reportalZatind-a-half-year-old foster
child had a small bruise on his penis from whesenmother hit him with a
hairbrush. This report was initially assignedddCPS assessment but it was then
closed without contacting the child. The CIRT teaoncluded that a CPS
assessment should have been completed. The teammaged that if this report
were to have come in today, Karly’s law would hasguired more in terms of
investigation and assessment by both DHS and ldeveament due to the visible
injuries on the child.

REFERRAL 003: Allegation of Neglect — Closed withoticontact. On

November 12, 2004, the department received a répatra 2-year-old foster child
had a scratch on her shoulder and multiple brusegrious parts of her body,
including a fading black eye, what looked like fmgprint marks on her leg, and a
fading bruise on her lower back. The foster papeovided a possible explanation
for some of the injuries but not others. The répa@s initially assigned for a CPS
assessment but it was subsequently closed witlomsacting the child. The CIRT
team concluded a CPS assessment should have bepletsd. The team noted
here, too, that if this report were to have com®day, Karly’s law would have



required more in terms of investigation and asseasioy both DHS and law
enforcement due to the visible injuries on thecthil

RECERTIFICATION 2005: The secondRecertification was positive. The
Certifier documented that the three previous rafenwere unfounded, but did not
clearly identify certification issues or whethelldav-up was needed. Certifier
documents in re-certification study, that one clokt weight in their care, but
gained weight when placed out of the home. Thefieemoted that the while that
child had been in their care, the family had beerkimg with various doctors and
dieticians.

PLACEMENT: In February, 2005, R.H. was placed in foster camadof A.H.
and R.E.H. They would later become his adoptivems.

REFERRAL 004: Allegation of Physical Abuse — Unfouded. On April 26,
2005, the department received a report that a blaittdisclosed that his previous
foster mother, A.H., beat him while he was a fosteld in the home. The
screener documented the child’s disclosure andidtery of concerns about the
foster home as the reason for assigning the rémoat CPS assessment. The
referral was assigned for a CPS assessment. llintha child disclosed that A.H.
would “beat him by biting him.” The report did ndarify what the child meant
by this statement. Later he reported that A.Hendeat him and that he lied about
the abuse. The child never said why he lied ladisdy he was afraid of A.H.
There was no documentation that A.H., R.E.H. or@fyre other children or
adults in the home at the time the abuse was alegkave occurred were
interviewed as part of the assessment. The CIRT ®oncluded that the
unfounded disposition was issued prematurely becadditional interviews were
necessary to complete the assessment, and A.HH Rakd the other children
should have been interviewed about the allegatiem ¢hough the child recanted.

RECERTIFICATION 2006: The third Recertification was positive. The report
did include behavior and possible medical issud?.bf., including enuresis, mood
swings and a statement that R.H. has a hard tinmg dhomework. At the time

R.H. would have been about 6 years old. Therensasocumentation of what
strategies the foster parent was given or had skszlito manage R.H.’s behaviors.
There were no CPS assessments or certificatiorsssoted. The CIRT team
concluded that this recertification should havevpgted some notation of referral
004 from April 26, 2005.



RECERTIFICATION 2007: The fourth Recertification was positive. The
certification file noted that R.H.’s caseworker Hzeen to the home and witnessed
him being well cared for. It also noted that Ridd never disclosed any
mistreatment to the certifier. The certificati@tord also included notation that
there had never been a concern about maltreatrhanyof the children in the
A.H. and R.E.H. foster home. The CIRT team condiuitat this was an
inaccurate reflection of the record and past careshould have been noted in the
report

REFERRAL 005: Allegation of Mental Injury and Neglect — Unfounded. On
June 12, 2007, the department received reports fmaitiple people of seeing 6
year old R.H. dressed inappropriately for the rau@ather. Other family members
were observed to be dressed in warm clothing. thaidilly, R.H. was not allowed
to eat and was made to stand for hours. R.H. apgéa have lost weight and his
demeanor and affect had changed. According toeparter A.H. admitted she
made R.H. stand for several hours as punishmeetréjort was assigned for
assessment, and a CPS worker interviewed R.H.vamdther children, who made
no disclosures of abuse. The CPS worker alsovietged A.H. who denied the
allegations. There was no documentation that A.kusband, R.E.H. was
interviewed. R.H. was seen by a physician who ntepano concerns about weight
gain/loss or child abuse. The documentation indsgthe children were
interviewed together. The CIRT team concluded ithatrder to be consistent with
policy, children should have been interviewed safady, if possible and in a
neutral location. It is unclear whether interviegihe children separately would
have changed the disposition of this referral.

REFERRAL 006: Allegations of Neglect — Unfounded On January 12, 2008,
the department received a report about R.H. bemmgfienally abused and
neglected. Also, that A.H. used food as a wayigoipline R.H. The reporter
commented that “R.H. is beaten down mentally anglb@ahysically.” The
reporter stated that R.H. may be made to go daymuti food as punishment. The
report was assigned for assessment. The childreluding R.H., were interviewed
and made no disclosures of abuse, nor did A.H. anaibusive behavior. The
file information does not indicate whether R.E.Hasnever interviewed nor does it
indicate that the children were interviewed sepdyatAs part of the assessment,
R.H. was seen by a physician who reported no cosder abuse. To be in
compliance with policy, R.E.H. should have beeeiviewed. Policy is also clear
that if possible children should be interviewedasegely in a neutral location. Itis
also unclear whether this referral was consideosdpcehensively, in the context
of the previous referrals and reports concernirtd. RLhe disposition was



unfounded. The CIRT team concluded that it wadaanavhether an interview
with R.E.H., or interviewing household members sefgdy would have supported
a different disposition. In addition, during thesassment the CPS worker learned
that R.H. was now the only child in the home béwogne schooled, another
indicator of his disparate treatment. Although @atlence of abuse, isolation
from teachers and other mandatory reporters mag heade R.H. more vulnerable
than the other children to abusive situations enfibme.

REFERRAL 007: Allegations of Mental Injury, Neglectand Threat of Harm -
Unfounded. On August 6, 2008 the department received a reybmtit the poor
treatment of 7-year-old, R.H. by A.H. The familgchbeen at a wedding and R.H.
looked scared to death of A.H. The reporter saadl #H. may have been
withholding food from him as well. R.H. was dredseappropriately for the
weather. It was a hot day and he was wearing@staeve shirt. The reporter
also indicated that over the past winter, R.H. masle to stay outside in freezing
conditions. The report was assigned for a CPS sisssg. R.H. was interviewed
at the same time as two other children. None ®tthldren disclosed abuse. As
part of this assessment the worker interviewed Al her husband, R.E.H. The
documentation indicates they were interviewed sspbrand provided no
concerning information. The disposition was codedinfounded. The CIRT
team concluded that this referral should also ltawveidered prior CPS history
including Referrals 005 and 006. In addition, it compliance with policy,
children should be interviewed separately, if paissilt is unclear whether
interviewing the children separately would haveeshioh a disclosure of abuse or
in a different disposition.

Closed at Screening: Allegations of Neglect and That of Harm.

On May 12, 2009, the department received a repattg-year-old, R.H. had
weeping sores on his legs, and that A.H. had ganeoation instead of taking
him to the doctor. In addition, the reporter dateat R.H. was made to stand in
the rain for extended periods of time as punishraedtwas force fed when he
refused to eat. During a recent holiday, R.H. masle to stand on the porch for
hours. The reporter also said that A.H. coachedkhdren on how to answer
guestions from department staff and did not wamilfamembers speaking to
R.H. This report was Closed at Screening. The GH&im concluded that this
report should have been assigned for a CPS ass@ssme

Summary of Child Placement Review
In addition to the contacts with the A.H. and R.Hdés$ter family, DHS conducted
a file review for each of the other foster childkgino had lived in this home. The



file review showed that multiple injuries were rbten several different children
who were placed in this home, and most of theseiag were not reported to the
Child Abuse Hotline as being suspicious for abi$erefore, they were not
investigated by CPS. Many of the injuries wereilgimn nature, including: black
eyes, bite marks, and scratches.

The CIRT team noted that although a bite mark tslkrar black eye in and of
itself is not always indicative of child abuse egtect, it's important to note the
pattern, frequency, and explanation of injuriewite children that resided in this
foster home. In several instances, A.H. providedadnly explanation of how the
injuries occurred. Although the caseworkers maxerspoken with these children
about their injuries, there was no documentatiosutgport that an interview
occurred.

The CIRT team also noted concern that the fostehenageported similar
behaviors by many of the children placed in the @emncluding incopresis, food
hoarding, eating to the point of vomiting, oppasitl defiance, withdrawal and
out-of-control behaviors. However, in some of thses that were reviewed, this
behavior was documented to have ceased once tldeechiere no longer in that
foster home. Some biological parents describeababntrol behaviors/or
withdrawn behaviors during visits that were outhad ordinary for their children.

Issues and Recommendations

Issue #1:The overarching issue in this case is that, itesgi concerning
information being reported about this family and tare they were providing to
foster children in their home, that information wed adequately considered. It
appears that the relationship between departmepiogees (CPS workers and
certifiers) and this department-certified fostemeoimpacted the objectivity of the
CPS worker, the foster-nome certifier, their supams and other managers, when
determining how to address the concerns and aiteaof child abuse.

It is worth noting that the record included infotioa from other professionals
providing services to children in the home anchfoster parents. Most of those
professionals also did not have concerns aboug ttosser parents or about the
children in their care. The CIRT team’s consultatrath a mental health
professional affirmed that it is very difficult fany social worker or social
services professional, who must have a relationsitipclients to be effective, to
also be fully objective about information that nime/of concern about those
clients.



Issue #2: It appears that the foster home case review procehls local branch
office included reviews of the comprehensive readrdertification issues and
abuse reports. However, in some cases the issps;ially reports similar to
those that previously had been Closed at Screemidgtermined to be
Unfounded, were viewed as already assessed andndéglrather than identified
as a part of a pattern of conduct by the fosteemar

Issue #3: There was a discrepancy between information irattaotion home
study and foster care certification file. Despite information documented in the
adoption home study which would have likely advigradéfected the family’s

ability to care for adoptive children, the familyasvstill selected. In addition,
foster care certification references raised questabout differences in parenting
attitudes and practices toward the family’s bintld @dopted children that were not
considered within the assessment of the parenpsiaity to provide safety and
nurturing in the adoption home study.

Recommendations:

1) To ensure objectivity regarding allegations of abinsfoster homes, the R.H.
CIRT team recommends that the Department creatpaate unit to
investigate allegations of child abuse in familgter homes. The Office of
Investigations and Training, which is currently adistered under the Office of
the DHS Director and will be a “shared service’vitn the DHS and Oregon
Health Authority after the agencies split in 20&drrently conducts
investigations of abuse involving children in fastare in residential treatment
settings. That assignment could be expanded tadediamily foster homes as
well. Alternatively, CAF could create a separaté imCentral Office to serve
this purpose, or it could create a process whefatyly foster home abuse
investigations were conducted by CPS staff fromsaidt other than the district
that certifies the foster home. Additionally, pgliegarding investigations of
abuse in foster homes should ensure that the Or@gfmty Model's
requirement that information be comprehensivelgsssd, including reviews
of prior concerning reports about foster homesendhose that were
“‘unfounded” or “closed at screening” — be includedhe assessment process.

2) The R.H. CIRT team also recommends that the Degartatevelop and
implement statewide a formal structure and prot@sseviewing concerns or
abuse allegations in certified foster homes. Patess should include
reviewing certification exceptions, reports of gid abuse, certification
violations, or other areas of concern regardingifecsd foster homes. In
addition, to ensure objectivity in that review pess, the CIRT team



recommends that those reviews require the inclusiandividuals who have
no relationship to the foster family or to the dnielfare staff responsible for
that foster home’s certification or the foster dhain in the family’s care.

3) The R.H. CIRT team additionally recommends thataadatory review of a
foster home occur when two abuse allegations aification concerns have
been raised or documented, regardless of theiomés. In addition, the CIRT
team also recommends specifying in the policy e tiiat creates the review
process require a discussion of the cumulativeméion, including any
historical certification exceptions, reports oegkd abuse, certification
violations or other areas of concern.

4) To improve consistency and increase objectivityardmg foster parent
recertification and revocation decisions, the CtBdm also recommends that
CAF Central Office create a statewide resourcéoical offices on certification
issues. Policy or rule should require Central @ffieview and approval of any
local decision to revoke or resolve a concern abdoster home by
“counseling foster parents out” (i.e., encouraghmgm to withdraw their
request for recertification). Additionally, wheriaster home is up for
recertification, if that home has been subjectrte or more mandatory foster
home case reviews (described above), Central Ofhoaild be required to
approve the recertification of that foster home.

5) Finally, the CIRT team recommends that the Departragengthen its policies
regarding the assessment of individual adoptiohieggs when information is
discovered about the family that would be consideréred flag” or would be
otherwise concerning regarding the protective cépa€the family. This
includes information about the applicant’s famifyooigin, childhood abuse or
other traumatic incidents, treatment obtained @itherim period of time,
patterns of conduct that may reflect choices driwgprior trauma and life
events, that would likely adversely impact theirguaing capacity. Because of
the skills required to collect and analyze thishtlygensitive information and
fully implement these new policies, training fortdeers and adoption workers
in support of this policy change is critical.

Notably, the findings of the R.H. CIRT team areitamto several findings the
Foster Care Safety Team made following a reviemuoltiple foster home case
files. The Foster Care Safety Team (FCST) was auevén the fall of 2009, in
response to a previous CIRT report about a long-fwster parent who was
arrested and convicted of child abuse. The FC$iEisted of law enforcement,
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child advocates, and other concerned Oregoniansvasasked to look not only at
cases after abuse has happened, but to help pfeuamt abuse. The FCST report
and recommendations were published in March 20k@se recommendations are
now in the process of being implemented by the Ciepnt.

Because the work to implement the FCST recommaemtiats on-going and could
not have impacted the work with the child victimfoster/adoptive family in this
case, and because of the extensive systems redwelQST conducted of the
foster care system, the Department asked the RRIL @am to specifically
examine this case keeping in mind the Foster CafetysTeam report and
recommendations. Two members of the FCST weremaésubers of the R.H.
CIRT Team. The recommendations of the CIRT teathisicase support and
enhance several of the recommendations by the FCST.

Audit Points
1) By January 30, 2011, CAF, in partnership with tHBd® of Investigations

and Training, will complete an analysis of the eliéint options
recommended in this report to create a separateaimvestigate
allegations of child abuse in family foster homa@$at analysis will include
the cost to implement each alternative approachesitgd by the CIRT
Team and should be presented to the Legislatupara®f the 2011-13 child
welfare policy, workload and budget discussion.

2) By January 30, 2011, CAF will develop a projectiaat will outline the
timelines, and any associated workload and fisoghicts, to implement
state wide the family foster home “sensitive casaew process” and all
accompanying policy and procedures changes recoawddn this report.

3) Also by January 30, 2011, CAF will develop an as&lyf the workload and
fiscal impact to create the capacity in Central€@fto better support
consistent and objective recertification and retiocadecisions across the
state.

4) CAF will continue to pursue making permanent thigache Department
took in July, 2010 when it adopted temporary rufeR13-120-0246
Adoption Applications and Standards for Adoptiohaftemporary rule
now provides that:

o All adoptive home studies will assess any concerhistory of an
individual applicant, to include dynamics reportedhe applicant's own
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birth/adoptive family and any patterns of indivitloafamilial conduct,
and consider whether that history adversely impaatenting capacity. It
also requires that the assessment of the concedisav they have been
or are being reconciled is documented in the déseahd

0 The home study process will review all prior horhelges for foster care
or adoption, as well as references, for considanaif any patterns of
conduct that require further assessment.

Purpose of Critical Incident Response Team Reports

Critical incident reports are to be used as tomigiEpartment actions when there
are incidents of serious injury or death involvanghild who has had contact with
DHS. The reviews are launched by the Departmerdgdior to quickly analyze
DHS actions in relation to each child. Resultshef teviews are posted on the
DHS Web Site. Actions are implemented based omgb@mmendations of the
CIRT Review Team.

The ultimate purpose is to review department pcastand recommend
improvements. Therefore, information containechiese incident reports includes
information specific only to the Department’s irgetion with the child and family
that are the subject of the CIRT Review.
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