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Executive Summary

On December 9, 2009, 15 year old J.M. died fromtwa#horities have described
as extensive abuse and neglect. The circumstancesinding the death are
currently under law enforcement investigation.

The Oregon Department of Human Services (DHS) beaeived referrals on the
family prior to the report about the fatal injuriedthough the number of those
referrals is still under investigation.

Any time a child dies or is seriously injured at tands of a family, our
communities suffer. The pain is felt more acutehen the agency has had
knowledge of and contact with a child and familydoe a tragedy occurs. The
entire agency grieves this terrible tragedy.

The Critical Incident Response Team (CIRT) tearfferes to identify issues are a
critical component of agency accountability andiayement when tragedies like
this occur. In addition to the CIRT process, theray separately addresses any
necessary personnel actions involving individuapyees and/or their
supervisors. Any time a child in Oregon dies a@asously injured as a result of
abuse or neglect, the Department is committed &uating its processes and
learning how the child welfare system may be impbv and keep Oregon’s
children safer as a result.

This case raises several issues that can be surethas follows:

» This was a high-risk family, with a past historythva child welfare agency
in another state that included physical abuse agtent. That information
was not adequately considered when evaluatingeiharts of abuse against
J.M.

* The Department received information from credildarses that was not
adequately considered when evaluating the repbeabuse against J.M
made several years ago.



» J.M.’s capacity to protect herself and disclosesabwuas not appropriately
evaluated in determining whether or not to invedgggabuse reports received
about J.M.

As a result of this review, the CIRT team identfibe following areas for further
investigation:

* The need for the agency to better support the Or&gdety Model
expectation that Child Protective Services (CP&esung is comprehensive.
This includes the need to evaluate — and, as apptepstrengthen - the
sufficiency of supervisor reviews when approvingS&ereening decisions;

» The need for specific guidance to workers with eespo comprehensive
assessments when children are being raised witloowact by traditional
community supports (school, medical, etc.);

* The need to further investigate whether workerseaher systemically
making a child vulnerability determination whenesming child abuse
reports and/or over-relying upon a child’s age as pf their evaluation of
child vulnerability in an assessment;

* The need to further investigate whether the Depamtradequately
documented reports of abuse in this case.

The CIRT team is continuing its investigation ithese issues and is seeking
additional information to inform its next reporthigh it expects to complete in
March following the results of the work highlightedthis reports’
recommendations. As the review of the case coasintne CIRT team will seek to
discover whether the issues identified in this @ean fact systemic issues or
unique to this case, whether there are any additgystemic issues to address and
draft recommendations to address them.

Summary of Reported Incident

On December 9, 2009, the after hours worker ireL@aunty received a call from
Lane County Sheriff requesting assistance at tineehaf J.M. Responding to a
911 call, paramedics found fifteen year old J.Mh-nesponsive in the bathtub
ofher home. J.M. was transported to the hosptdlshe was declared dead after
attempts to revive her were unsuccessful. Lawreafaent identified multiple
injuries on J.M.’s body that were consistent wighexe physical abuse and
neglect. The circumstances surrounding the deatbktél under law enforcement
investigation.



On December 10, 200BHS Director Dr. Bruce Goldberg ordered that a ClH&T
convened. This is the initial report of the CIRERM.

Background

Before the referral on December 9, 2009, the Depant has in its records a total
of 4 CPS reports on the family; two reports in 20@&e in 2007 and one in 2009.
One report was referred for assessment (referrgdttos CIRT document as
Referral 001), and three were “closed at screehighen a report is closed at
screening it means that a CPS worker was not as$ignassess the family and no
further follow up was done. For purposes of thiRTTCdocument, reports that
were Closed at Screening will be identified as €tbat Screening 001, Closed at
Screening 002, etc.

REFERRAL 001: Allegation of Mental Injury and Neglect — Disposition:
Unable to Determine. The department received its first report on thisifgin
2006. On April 27, 2006, it was reported that s being denied food and
being punished by being forced to kneel on thefller with her nose to the wall
and hands behind her back for extended periodsef that she was being forced
to eat chili peppers, and that her hair was beulg@ making her head sore. DHS
assigned this report for assessment in a 5-dayitieyevhich was not consistent
with policy; it should have been assigned for immgzlresponse (requiring
contact within 24 hours). During the assessmértepartment received
inconsistent information from J.M.’s mother, fathgster and J.M. about the food
deprivation and punishment. The Department comautat it could not
determine whether there was a safety threat to &S5Men what the Department
knew at the time, that may have been the apprepdigposition. The CIRT team
believes more could have been done to intervievitiaddl, collateral sources
about the alleged abuse. In particular, the Ciannt notes that these additional
steps were warranted given the family’s historynvahild welfare in another state
and the nature of the allegations in this referral.

CLOSED AT SCREENING 001. The Department received a second report on
this family in 2006 . On May 2, 2006, the Depamineceived a second report
about J.M. being denied food and having to sitwatth others eat while unable
to eat herself. The report was closed at scredmiguse there was a safety
assessment already in progress (see Referral 0b)information in this report
was provided to the worker assigned to Referral OlHe appropriate protocol
was followed in handling this assessment.



CLOSED AT SCREENING 002. The Department received a third report on this
family in 2007. On March 16, 2007, the Departmeceived a report that J.M.
had a bruise on her chin and refused to state maiened. Later, J.M. told the
reporter that the bruise was from “popping pimple&’third party also told the
reporter that J.M.’s mother or stepfather had ért T he reporter, a credible
source, stated that the bruise was not consistiémtviv.’s explanation. Based on
J.M.’s age and her denial that abuse had occutredgport was closed at
screening. The CIRT team concluded that based thgonature of the allegations
and credibility of the report, the incident shohlave been assigned for CPS
assessment.

CLOSED AT SCREENING 003. The Department received a fourth report on
this family in 2009, consisting of two calls frometsame individual. On
December 1, 2009, the Department received a répatrt).M. and her siblings
were being “abused and neglected, especially ther @ne.” The reporter
indicated that the two younger children were inogthbut that “the older one” had
not gone to school for a couple of years. Thenepatated that there were current
marks and bruises on the child, but did not know kitey occurred, and stated
that the child appeared malnourished. The reportkcated the child was not
allowed to speak with her, so there had been raadigre by the child. The
reporter initially would not provide the last nawfethe children or an address. In
a subsequent call that same day, the reporteddadiek and provided the last
name and address for the family. Concluding thetciall did not constitute a
report of abuse or neglect, the matter was closedraening. The CIRT team
determined that based upon the information providede call, this report in fact
constituted abuse or neglect and should have lsstgned for CPS assessment.

Issues ldentified

As required by CIRT protocol, the first CIRT teaongened within 24-hours of
the CIRT being called. At that meeting, the Teameawed preliminary
information and identified issues of interest i ttase. Subsequently, an
extensive file review was conducted over the nertweeks and the results were
presented to the Critical Incident Response Teaits aecond meeting. At that
meeting, the Team identified the following issuegh an understanding that any
personnel issues identified will be handled undee@arate process:

Issue #1: The need for the agency to better support the Or&gdety Model
expectation that Child Protective Services (CP&eung is comprehensive. This



includes the need to evaluate — and, as appropsiatmgthen - the sufficiency of
supervisor reviews when approving CPS the screateggions.

Issue #2: The need for specific guidance to workers with egspo
comprehensive assessments when children are lzgagl iwithout contact by
traditional community supports (school, medicat, et

Issue #3: The need to further investigate whether workerseéher systemically
making a child vulnerability determination whenesming child abuse reports
and/or over-relying upon a child’s age as parheirtevaluation of child
vulnerability in an assessment.

Issue #4: The need to further investigate whether the Depamt adequately
documented reports of abuse in this case.

Preliminary Recommendations

* The issue of the comprehensiveness of the DepatBnesponse to reports
of abuse and neglect is one that has been idehtifiprior CIRTs. In
response, the Department has again reviewed idgmltrained staff in
practice and policy, and begun branch-specific cagews to identify
iIssues and address them. Because the Departnmimues to struggle in
this area, the CPS Program Manager has soughssistamce of the
National Resource Center on Child Protective Sessiregarding the
challenges the Department is experiencing witheetsp the application of
the Oregon Safety Model expectations regarding cehgmsive CPS
screening and assessments and the timelines lay whcomplete them.
The circumstances of this CIRT will be includedhe work with the
National Resource Center. By the end of Januaty 2lhe National
Resource Center will report back to the Departrasntits
recommendations will be incorporated into the &RT report in this case.

» The Department will consult with outside medicaldlabuse specialists to
inform the Department’s assessment practice whiemiewing children
who are being raised outside traditional commusiitgports, such as school,
medical, faith-based organizations, etc. Thoseegwill be asked to
advise the Department on how to improve its evaonatf information both
when screening and assessing calls of suspectsd aiuolving children
who are more isolated. This consultation will benpleted by March 1,



2010, and recommendations for improvement willf@®iporated into the
next CIRT report in this case.

In its training for screening and assessment m@acinsistent with the
Oregon Safety Model, the Department provides mateto staff that
specifically highlight several critical determinarf vulnerability

regardless of a child’'s ageMost relevant to this case, those determinants
include powerlessness and non-assertiveness. Nbifigy and the
agency’s identification and response to that oezlinn two areas of
decision-making in this case: screening of abugerts, and assessment
after a report has been referred for investigation.

In the first instance, it appears that J.M.’s ags wonsidered as a major
factor in the conclusion that she was not vulneralld, therefore, an
assessment of the abuse reports was not warravitéderability is not
possible to evaluate (or assess) in the screemouggs; assessment of
vulnerability requires a face-to-face evaluatioriédd assessment). In this
case, when a field assessment occurred (Refertd) @@ppears that J.M’'s
age was also heavily weighted in the determinatiorulnerability. While
age is one consideration, as noted above, thespapific determinants that
presented in this case that should have been @esdidrespective of a
child’s age.

To determine whether these are systemic issudgslmse issues are unique
to this case, the CIRT team will audit a repredargasample of closed at
screening and referral determinations where childire above the age of 10
and review specifically whether the child’s agepip@priately influenced
the decision that was made. That review will beapleted by March 1,
2010. Depending on the outcome of that reviewQH&T Team will
consider additional recommendations.

Finally, this case raises two separate issuesdagpthe Department’s
recording of and response to calls about the abndeneglect of .M. The
first is that calls about abuse were made that weténvestigated. A
second concern raised is that calls may have baele tbut not documented.
If calls were made that did not rise to the leviehlouse or neglect, the
Department would not have documented those calls.

To be certain that the Department did not recealks of abuse of neglect
that it did not record, the CIRT team is recommagdurther investigation.



It should be emphasized that the CIRT team is namtg its investigation into

these issues and is seeking additional informatanform its final report. As the
review of the case continues, the CIRT team wdktea conclusion as to whether
the issues identified in this case are in factesyst issues (as opposed to unique to
the circumstances here), whether there are anyi@adali systemic issues in this
case, and draft recommendations to address them.

Audit Points

None at this time

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 Departmergdior to quickly analyze
DHS actions in relation to each child. Resultshaf 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.



