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Oregon Department of Human Services 
Substantiated Investigation Quarterly Report 
to Legislative Committees on Child Welfare 

 
Period: Closed April 1, 2022 to June 30, 2022 

Report date: October 11, 2022 
  

 
Senate Bill 1515 (2016) directs the Oregon Department of Human Services (ODHS) to submit a quarterly 
report to the interim legislative committees on child welfare regarding substantiated reports of abuse 
occurring in ODHS-licensed child caring agencies (CCAs).  
 
Senate Bill 243 (2017) also directs ODHS to submit a quarterly report to the interim legislative 
committees on child welfare regarding substantiated reports of abuse occurring in ODHS-certified 
resource homes (formerly called foster homes) and developmental disabilities residential facilities 
licensed by ODHS Office of Developmental Disabilities Services (ODDS). 
 
The quarterly reports are for the purposes of legislative and public review and oversight of the quality 
and safety of providers that are licensed or certified by ODHS to provide care or services to children in 
care. 
 

The following report includes data from CCAs, ODHS Child Welfare (CW)-certified resource 
homes, ODDS-certified foster homes, and ODDS licensed group homes in the second quarter of 
2022, April 1, 2022 through June 30, 2022. 

 
The data is separated by provider type for clarity. 
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Related to Child Caring Agencies (CCAs): Information provided in this section contains: 
 The name of any child-caring agency or proctor resource home where the department conducted 

an investigation that resulted in a finding that the report of abuse was substantiated during this 
quarter; 

 The approximate date that the abuse occurred; 
 The nature of the abuse and a brief narrative description of the abuse that occurred; 
 Whether physical injury, sexual abuse or death resulted from the abuse; and 
 Corrective actions taken or ordered by the department and the outcome of the corrective actions. 

 
Time Period: Child Caring Agency (CCA)/Child Caring Provider (CCP) Abuse Reports Closed April 1, 
2022 through June 30, 2022. 
 
Summary: 33 Office of Training, Investigations and Safety (OTIS) investigations with a total of 33  
substantiated allegations. 
 
Explanation of terms:  

 OTIS is responsible for investigating allegations of abuse or neglect in a child-caring agency, 
proctor foster home or developmental disabilities residential facility.  

 The outcome of the following reports could change upon appeal. 
 
 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

CCA210094 (2 
allegations) 

Trillium-Sagebrush 09/2021 No 

Nature of Abuse and Brief Narrative: 
1 allegation of Neglect and 1 allegation of 
wrongful restraint were substantiated 
against a staff.   Staff threw liquid on the 
youth after they were unable to disengage 
from the youth’s escalated behaviors which 
escalated the situation more.  Staff restricted 
the youth’s actions and movements when 
the action was not warranted or justified.  

Corrective Actions Taken or Ordered by the 
Department, and Outcome:  
The incident was appropriately reported to 
the abuse hotline by the program. The 
identified staff person’s employment was 
terminated following the incident. 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

CCA210138 ADAPT 2021 Yes 
Nature of Abuse and Brief Narrative: 
One staff was substantiated for sexual abuse 
to two children in the program.  It was found 
the staff member repeatedly exposed the 

Corrective Actions Taken or Ordered by the 
Department, and Outcome: 
The staff person’s employment was 
terminated following disclosures about the 
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children to sexually explicit language which 
caused the youth to feel sexually intimidated 
and harassed.  The staff engaged in a pattern 
of inappropriate sexual behavior while caring 
for the youth who have a history of sexual 
trauma.  The staff also used his position of 
authority to intimidate the youth into 
believing they may be raped.  

staff person’s behavior by the two identified 
children to program personnel, and the 
disclosure was appropriately reported by the 
program to the abuse hotline. 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

CCA220004 Connections365 12/2021 No 
Nature of Abuse and Brief Narrative: 
One staff was substantiated for neglect to 
three youth in program.  The staff failed to 
provide supervision necessary to the youth’s 
safety, which led to the youth running away 
from the program, having access to 
contraband and unsupervised access to the 
internet. 

Corrective Actions Taken or Ordered by the 
Department, and Outcome: 
The program placed the identified staff 
person on administrative leave when the 
allegations of neglect came to light, and the 
staff person subsequently ended their 
employment while the investigation was in 
process.  The incident occurred during the 
overnight shift. CCLP is working with 
Connections 365 management to identify 
ways the program can better monitor 
overnight shift employees and ensure they 
are adhering to job expectations, including 
supervision requirements.   

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

CCA220028 Family Solutions 02/2022 No 
Nature of Abuse and Brief Narrative: 
One allegation of neglect was substantiated 
against one staff.  This staff provided the 
youth access to their personal cell phone 
which eventually aided the youth in running 
away from the program and being placed at 
risk of significant harm.    

Corrective Actions Taken or Ordered by the 
Department, and Outcome: 
Family Solutions appropriately reported the 
incident to the abuse hotline and 
implemented a safety plan, while the 
investigation was in process, which restricted 
the identified staff person from being alone 
with the identified youth.  When the 
investigation substantiated the allegation of 
neglect, the staff person’s employment was 
terminated.  

CCA210036 (20 
allegations) 

Madrona Recovery 03/2021 Yes 
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Nature of Abuse and Brief Narrative: 
Twenty allegations of neglect were 
substantiated against two different staff after 
those staff failed to supervise several youth 
participating in an art therapy group allowing 
some of the youth to remove “sharps” from 
the classroom leading to multiple incidents of 
self-harm including homemade tattoos and 
piercings.   

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
An employee had brought the sharps into the 
program to be used by youth in care, under 
staff supervision while creating art. The 
sharps are no longer present in the facility, 
and the program has in place a process 
whereby any art supplies must be approved by 
the program director before being brought in. 
The cabinet where art supplies are kept has 
been modified to automatically close and 
lock. Requirements and expectations for 
supervision of youth were reviewed with the 
two identified employees at the time the 
incident came to light. Youths interviewed 
during the investigation consistently 
mentioned that one of the identified 
employees was frequently distracted and 
disengaged while at work and consistently 
failed to supervise youth appropriately. This 
individual is no longer employed at the 
program. The other identified employee is 
appealing the findings of neglect. If the 
findings of neglect are upheld in the case of 
this employee, ODHS will ensure Madrona 
Recovery initiates a new background check 
and fitness determination by the ODHS 
Background Check Unit to determine if the 
employee can continue to work in their 
current role.  

 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

CCA210078 (6 
allegations) 

Looking Glass 
Community Services 

10/2017 Yes 

Nature of Abuse and Brief Narrative: 
Three allegations of sexual abuse, and three 
allegations of neglect were substantiated 
against one former staff member for three 
alleged victims. In this case, the respondent 
had sexual contact with three youth by kissing 
and groping them and allowing the youth to 
kiss and grope the staff. The staff member 
also provided the youth with marijuana and 

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
The incidents that led to the substantiations 
occurred five years ago and just recently came 
to light. The identified employee has not 
worked at Looking Glass since 2017. The 
program’s current policies call for three staff 
to be on the unit at all times and dash cameras 
have been installed in the program’s vehicles 
to record transports off-site. The program 
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smoked it with them while on community 
outings.  

reports all staff currently complete in-depth 
training on the subject of professional 
boundaries.   

 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

CCA220010 (2 
allegations) 

Parrott Creek Child 
and Family Services 

12/25/2021-
01/25/2022 

No 

Nature of Abuse and Brief Narrative: 
Two allegations of neglect were substantiated 
on an unknown staff after two youth reported 
being unsupervised on more than one 
occasion and engaged in sexual behaviors 
while unsupervised.  

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
The investigation revealed that the identified 
youths conspired to evade staff supervision in 
order to have sexual contact. Since the 
incidents were reported, a lock has been 
installed on the door to the downstairs area 
where the youth were meeting and program 
residents are not admitted into the area 
without staff supervision.   

 
Reporting time frame (indicate which quarter 
in months and year): 

04-01-2022 / 06-30-2022 

  
The total number of restraints used in 
programs that quarter. 

820 

The total number of programs that reported 
the use of restraints of children in care that 
quarter. 

32 

The total number of individual children in 
care who were placed in restraints by 
programs that quarter. 

143 

The number of reportable injuries to children 
in care that resulted from those restraints. 

149 

The number of incidents in which an 
individual who was not appropriately trained 
in the use of restraint performed a restraint on 
a child in care in a program. 

4 

The number of incidents that were reported 
for potential inappropriate use of restraint. 

96 
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Related to Child Welfare-certified Resource Parents and Relative Resource Parents: Information 
provided in this report contains: 

 The number of allegations (children) for each report and type of allegation (neglect, physical 
abuse, sexual abuse, and threat of harm); 

 Name of the county (provided that there are five or more certified foster homes in the county) 
where DHS conducted an investigation pursuant to section 37, chapter 106, Oregon Laws 2016; 

 The approximate date the abuse occurred; 
 The nature of the abuse and a brief narrative description of the abuse that occurred; 
 Whether physical injury, sexual abuse or death resulted from the abuse; and 
 Actions the department has taken following the substantiated findings. 

o NOTE:  The cases listed in this report include cases that are designated founded at the 
time of the report. When an individual has ‘founded’ or ‘substantiated’ allegation of abuse, 
that individual has a due process right to request a review of the finding. OAR 413-010-
0700 governs the review process.  

 

Time Period: Child Welfare certified resource home abuse reports substantiated from April 2022-
June 2022. Reports may have been received prior to the reporting period. 

Summary: 15 current Child Welfare certified resource providers had a founded allegation against 
them during this reporting period.  

Note: The number of certified families varies from month to month, there are approximately 3100 
Child Welfare certified resource providers throughout the quarter ending June 2022. 

Explanation of terms: All applicants who apply to become a resource or relative caregiver family for 
Child Welfare must be assessed to determine if they are appropriate to care for children/youth in 
community resource care or to care for a specific child. There are two types of certificates:  

 General Certificate of Approval: Issued to individuals who do not have a previous relationship 
with a child in care and are applying to become resource  parents for the general resource 
child/young adult population. 

 Child Specific Certificate of Approval: Issued to individuals to provide care for a specific 
child/young adult, including relatives of the child/young adult or others who know the child 
or family of the child needing placement. 

Inter State Compact for the Placement of Children (ICPC): A case where a state requests that Child 
Welfare assess and certify a home for placement of a specific child from their state. 

Inactive referral status: A designation given to a foster resource or relative caregiver home 
where no additional children may be placed in the home. 

Review process when there is an allegation of abuse in a Child Welfare certified 
resource or relative caregiver home: 

Local offices are required to submit a “Sensitive Issue Memo” each time there is an 
allegation of abuse in a Child Welfare-certified home.  The memo is sent electronically to 
management/ leadership of the department. 
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Local offices are required by Oregon Administrative Rule and Child Welfare procedure to 
staff all concerns (allegations of abuse, closed at screenings or other concerns). This staffing 
involves certification staff, Child Protective Services (CPS) staff, and casework staff for 
each child placed in the home. Concerns/allegations are discussed and a plan is developed.   

When there is an assessment of abuse in a resource home, the home is placed on “inactive 
referral status” and no additional children may be placed in the home. 
 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3475798 
Lane 3/16/2022 Yes 

Neglect In Care(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Relative resource parent placed child on 
restrictive diet without the input or direction 
of medical providers. The child has 
diagnosis of cerebral palsy along with an 
additional life threatening seizure disorder. 
The child suffered from respiratory failure 
and was life flighted for treatment. Medical 
providers had advised the resource parent to 
discontinue the diet and resource parent did 
not. 

Child was moved from the relative resource 
parent's home.  The certification expired. The 
relative resource parent disputes the founded 
allegation and indicates she will appeal the 
founded disposition. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3472229 
Douglas 3/7/2022 No 

Neglect In Care(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Relative resource parent attempted suicide 
while the child was present in the home. 
The resource parent ingested an unknown 
amount of Fentanyl that was left in her 
home along with tequila. 

Child moved from home; certification closed.  

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3463181 Multnomah 2/8/2022 Yes 
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Neglect(1), 
Neglect(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Child ingested multiple medications in 
attempt to commit suicide. The child was 
able to access the unlocked medication box. 
The child reported the resource parents 
would leave the medication unlocked on a 
daily basis. 

Child was moved to a higher level of care.  
Certification closed. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3494535 
Josephine 5/9/2022 No Verbal Abuse In 

Care(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Resource parent made inappropriate 
comments towards the child, resulting in the 
child self harming by superficial cutting 
without injury.   

Child moved from home; certification closed. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3466693 
Washington 2/18/2022 No 

Neglect In Care(2) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Relative resource parent allowed 
unsupervised contact between the child and 
both biological parents. The child was 
present during an altercation between the 
relative resource provider and the biological 
father. 

Children moved from the home; certification 
closed. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3486354 Jackson 4/15/2022 Yes 
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Sexual Abuse(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Historical report of sexual abuse to a former 
foster child by the adoptive son of the 
resource parent. 

Report is historical in nature by adoptive son, 
resource family made decision to focus on their 
family and volunarily close their home as 
children currently placed with them are 
transitioning to their grandmother's home in 
California. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3486294 
Clackamas 4/15/2022 No Physical Abuse(1), 

Physical Abuse(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Resource parent and significant other were 
using physical discipline on the child, 
including spanking with a wooden spoon. 
The child was not injured as a result. 

Resource parents stated may challenge founded 
disposition, disagree with the assessment and the 
finding, stating no physical discipline is used in 
the home.  The certifier and caseworker met with 
the family to go over the findings, and discuss 
discipline and relationship with the school.  An 
approval was obtained to maintain the 
certification and the child remains in the home. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3506207 
Douglas 6/9/2022 No 

Neglect In Care(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Child was placed on a psych hold after 
ingesting multiple prescription pills that 
were not prescribed to her. The resource 
parent indicated she kept her own 
medication in her personal bathroom and 
reported that the children are not supposed 
to be in there. The child was not physically 
injured as a result. 

Youth was moved from home; certification 
continues with a management approval.  Another 
child is reunifying with parent . An 18 year old 
remains in placement with ILP services.  
Certifier discussed need for medication to be 
inaccessible and resource parent now keeps it 
locked in a camp trailer outside of the home. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3411940 Lincoln 8/19/2021 No 
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Abandonment In 
Care(2), 

Abandonment In 
Care(2) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Resource parents left children at local 
hospital over the entire weekend without 
providing food, clothing or toiletries. One of 
the children was admitted due to chronic 
constipation issues and the resource parents 
left the child and their sibling alone at the 
hospital from Friday through Monday when 
the hospital contacted the ODHS 
caseworker to retrieve the children. One of 
the resource parents reported to the hospital 
that she was a single parent and the child's 
sibling would be staying in her place. 

Child moved from home.  Certification closed. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3445811 

Multnomah 12/11/2021 No Threat Of 
Harm(1), Verbal 
Abuse In Care(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

After requesting the child be moved due to 
needing a higher level of care, the resource 
parents became frustrated with the length 
time ODHS it took to find a new placement. 
ODHS staff reported that while in the home, 
the resource began screaming profanities 
and grabbed the child by the ankle and 
pulled him off the couch, resulting in a 
bruise. 

Management Approval obtained to maintain 
certification with children currenlty placed in 
home.  Recommended  resource aprents attend 
specific training and connect to KEEP supports. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3504568 

Josephine 6/6/2022 No Physical Abuse(1), 
Verbal Abuse In 

Care(2) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 
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Relative resource parent pinned one child 
against the wall, restrained her by both 
wrists and then attempted to rip off her 
clothing, leaving marks on one shoulder. 
Both children also disclosed ongoing verbal 
abuse in the home, including cussing and 
yelling. 

Child moved from home. Certification is closed. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3497657 
Lane 5/17/2022 No Physical Abuse In 

Care(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Resource parent slapped the child with an 
open hand across the face and grabbed him 
by the shirt, pinning him to the wall. The 
child had no injuries. 

Resource parent who was the perpetrator moved 
from home and is no longer a certified provider.  
Other resource parent was protective and is not a 
single certified provider. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3486767 
Washington 4/18/2022 No 

Neglect In Care(3) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Resource parent left two of the children, 
ages 1 and 2, with their 14 year old brother, 
also in care, who experiences rapid mood 
changes, outbursts, along with anxiety and 
depression.   

Children moved from home. Certification closed. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3421342 

Jackson 9/22/2021 Yes 
Sexual Abuse(1) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 
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Former foster child disclosed historical 
sexual abuse by resource parent. 

Historical abuse; certification was closed in 
2014. 

Report/ 
Allegation 

County 
Approximate Date 
Abuse Occurred 

Did physical injury, 
sexual abuse or death 

result? 

3467759 
Wasco 2/22/2022 No Physical Abuse In 

Care(2) 

Nature of Abuse and Brief Narrative: 
Corrective Actions Taken or Ordered by the 
Department, and Outcome: 

Resource parent was spanking two foster 
children for disciplinary purposes. Both 
children disclosed the spankings hurt and 
they did not like them. 

Resource parent indicates they will be 
challenging founded disposition.  Children 
moved from home, certification closed. 
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Related to ODDS-Certified Foster Care: During this reporting period, there were no substantiated 
reports in ODDS certified foster care. 
 
Related to ODDS-Licensed Group Homes: Information provided in this section contains: 

 The name of any developmental disabilities residential facility where the department 
conducted an investigation that resulted in a finding that the report of abuse was substantiated 
during this quarter;  

 The approximate date the abuse occurred; 

 The nature of the abuse and a brief narrative description of the abuse that occurred; 
 Whether physical injury, sexual abuse or death resulted from the abuse; and 

 Corrective actions taken or ordered by the ODHS and the outcome of the corrective actions 
 
Time Period: Community Development Disability Program (CDD)/SC Abuse Reports Closed from 
April 1, 2022, through June 30, 2022. 
 
Summary: 18 OTIS investigations with a total of eighteen (18) substantiated allegations. 
 
Explanation of terms:  

 OTIS is responsible for investigating allegations of abuse or neglect in a child-caring agency, 
proctor foster home, or developmental disabilities residential facility. Child Welfare is 
responsible for investigating allegations of abuse or neglect in certified resource homes.  

 Reports beginning with ‘CDD’ were investigations conducted in a developmental disability 
residential facility 

 Reports beginning with ‘SC’ were investigations conducted in a Stabilization and Crisis Unit 
home licensed for children (or in certain cases when children are placed in adult SACU homes). 

 With the implementation of the CAM system in October 2019 the case numbers for this 
population have changed.  

 The outcome of the following reports could change upon appeal. 

Report/ Allegation Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
196530.196517 (4 
allegations) 

 
 
Rise, Inc. 

 
 
04/2022 

 
 
No 

Nature of Abuse and Brief Narrative: 
Four allegations of neglect were substantiated 
on two different staff regarding two separate 
youth. Staff failed to secure the staff office 
while the youth were escalated and failed to 
provide appropriate supervision which led to 
the youth accessing the keys to the program 
vehicle and leaving with the vehicle. Police 

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $2000. 
 
Issued Advisory Letter. 
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intervened.  One of the youths was criminally 
charged stemming from the incident.  

Staff were retrained on vehicle key security 
and storage. Program has been closed. 

 
Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
 
194663 (2 
allegations) 

 
 
Rise, Inc. 

 
 
04/2022 

 
  
Yes 

Nature of Abuse and Brief Narrative: 
Two allegations of neglect were substantiated 
on two different staff regarding one youth as 
they failed to provide supervision during the 
overnight hours.  The youth accessed the staff 
office and obtained scissors to break a 
television and x-box, resulting in superficial 
cuts from broken glass to their hands and leg.   

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $1000. 
 
Issued Advisory Letter. 
 
This home is no longer serving children.  

 
 
Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
195426 (2 
allegations) 

 
Advocates for Life 
Skills & Opportunity 

 
04/2022 

 
No 

Nature of Abuse and Brief Narrative: 
 
One allegation of neglect and one allegation 
of wrongful restraint were substantiated 
against a staff as the staff placed the youth in 
a non-approved physical hold by placing the 
youth’s hands behind their back.  
Additionally, the staff taunted the youth 
which led to further verbal and physical 
aggression by the youth.   

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $1000. 
 
Issued Advisory Letter. 
 
Incident report writing, the individual’s PBSP 
and OIS physical review were retrained by the 
program with all staff at the home. The staff 
member was terminated. 

 
Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
187951 (2 
allegations) 

 
Work Unlimited 

 
02/2022 

 
No 
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Nature of Abuse and Brief Narrative: 
Two allegations of wrongful restraint were 
substantiated against two staff members 
regarding one youth.   The two staff were on 
top of a youth in a prohibited supine hold.  
The action taken did not align with OIS and 
other alternatives could have been used.   

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $1000. 
 
Issued Advisory Letter. 
 
Program retrained all staff at the home on SB 
710, individual’s PBSP and OIS, and incident 
report writing. Guardian chose for the youth 
to remain in the program. Youth moved to 
adult provider on 9/16/22. 

 
Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
 
195061 (2 
allegations) 

 
 
Rise, Inc.  

 
 
04/2022 

 
 
No 

Nature of Abuse and Brief Narrative: 
One allegation of neglect and one allegation 
of wrongful restraint were substantiated 
against a staff as the staff used an improper 
physical intervention which restricted the 
youth’s movement and breathing by applying 
pressure to the body and specifically the neck.  
The staff failed to disengage with the youth 
while the youth was escalated even though 
the youth asked to be given space.  The staff 
failed to leave the area which then triggered a 
significant event of both the wrongful 
restraint and police having to be called which 
the youth became combative with police.   

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $1000. 
 
Issued Advisory Letter.  
 
This home is no longer serving children  

 
Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
 
190373 (1 allegation) 

 
 
Cornerstone Valley  

 
 
03/2022 

 
 
No 

Nature of Abuse and Brief Narrative: 
One allegation of neglect was substantiated 
against an unknown staff after a youth was 
found to have two kitchen knives under their 

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $500. 
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bed.  The knives are to be kept locked up 
when not in use and the staff had no 
knowledge of the knives going missing.  The 
youth is not allowed to have access to sharps.   

 
No Advisory Letter. 
 
Program removed all metal utensils. All staff 
retrained on sharps policy and added 
additional room sweeps. Program increased 
staffing. Additional case management 
monitoring has been completed with no 
further incidents occurring with sharps. 

 
Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
 
196246.197213 (2 
allegations) 

 
 
 
Albertina Kerr 
Centers  

 
 
 
04/2022 

 
 
 
No 

Nature of Abuse and Brief Narrative: 
One allegation of neglect and one allegation 
of wrongful restraint were substantiated 
against a staff on two different youth.  The 
staff was aggressive and threatening towards 
one youth, which led to the youth being 
frightened and feeling like they were going to 
pass out.  The staff felt triggered by the 
youth’s comment and yelled in the youth’s 
face.  The reaction was not in alignment with 
OIS approved.  The same staff wrongfully 
restrained another youth when the youth was 
no in physical danger to himself or others.  
The staff restricted the movements of the 
youth for convenience and/or punishment 
which caused the youth to fall.   

Corrective Actions Taken or Ordered by the 
Department, and Outcome: 
 
Issued civil penalty of $1000. 
 
Issued Advisory Letter.  
 
This staff member was terminated.  
Retraining on mandatory abuse reporting was 
completed by the program with all staff at the 
home. 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

00186218 
 

Advocates for Life 
Skills & Opportunity 

2022 No 

Nature of Abuse and Brief Narrative: 
One allegation of neglect was substantiated 
when a staff member used derogatory 
language toward the youth, put soap in the 
youth’s mouth as a form of discipline and 
pushed the youth against the wall. 

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $500. 
 
Issued Advisory Letter.  
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Mandatory abuse reporting training was 
completed by the program with all staff at the 
home. This staff member was terminated. 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
00190343 

Partnerships in 
Community Living 

03/2022 Yes 

Nature of Abuse and Brief Narrative: 
One staff was substantiated for neglect when 
they allowed a youth to remain in their 
bedroom while escalated.  The escalation led 
to the youth breaking their bedroom window 
and cutting their arm while the staff failed to 
provide the required supervision.   

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $500. 
 
Issued Advisory Letter  
 
All employees have been retrained on the 
individual’s PBSP. This staff member is no 
longer employed by PCL. 

Report/ Allegation 
 
 

Provider 
 

Approximate Date 
Abuse Occurred 
 

Did physical injury, 
sexual abuse or 
death result? 
 

 
00196188 

Cornerstone Valley 04/2022 Yes 

Nature of Abuse and Brief Narrative: 
One staff was substantiated for physical abuse 
when they grabbed the youth during an 
escalation.  This led to bruising of the youth’s 
arms. 

Corrective Actions Taken or Ordered by 
the Department, and Outcome: 
 
Issued civil penalty of $500.  
 
Issued Advisory Letter. 
 
This staff member was terminated. 

 
For more information, please contact: 
 

Roberto Gutierrez  
ODHS Government Relations Unit Manager 
Work: 971-317-1265 
Email: roberto.gutierrez@dhsoha.state.or.us
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For additional information: 
Contact Roberto Gutierrez 
ODHS Government 
Relations Manager 
roberto.gutierrez@dhsoh
a.state.or.us  
971-317-1265


