CRITICAL INCIDENT RESPONSE TEAM
30 DAY AND FINAL REPORT

December 4, 2009

Executive Summary

On January 4, 2009 two-year-old L.P. died as adtresmultiple serious
physical injuries, including injuries to his heattlaback, which were
consistent with abuse. The Oregon Department ofdfugervices (DHS)
had received three referrals on the family prioth® report about the fatal
injuries: one for threat of harm, one for physiablise and one for neglect.

The recommendations in this Critical Incident Res@oTeam (CIRT) report
focus on the Department’s work to ensure that wassessing a report of
child abuse or neglect, that assessment focusisibon the incident that was
reported and who caused it, but more broadly ladkeconditions overall
that could impact the safety of a child or childrera home.

Comprehensive safety assessments are foundatootied Oregon Safety
Model, and do represent a shift from previous,dani-based assessment
practice. This CIRT report makes clear that CRitdtective Services staff
need ongoing training to the policy expectation dssessments be
comprehensive.

Summary of Reported Incident

On January 2, 2009yo-year-old L.P. was hospitalized after presentuittp
multiple serious physical injuries which were cateint with abuse. The
Department of Human Services and law enforcemepioreded to assess
and investigate for possible physical abuse amdical activity. L.P. died
at the hospital on January 4, 2009, as a restittese injuries.

On January 5, 200@9HS Director Dr. Bruce Goldberg ordered that a CIRT
be convened. This is the 30 day and final repith® CIRT team.

Background

Including the referral at the time of L.P’s fatajuries, DHS received and
responded to a total of four CPS referrals abaeifamily. For the purposes
of this CIRT report, the first referral is desigedtas CPS assessment 001,
the second referral as CPS assessment 002, thedferral as CPS



assessment 003 and the fourth referral, relatedPds death, as CPS
assessment 004.

CPS Assessment 001, allegation type - Threat of Har received
November 29, 2005.

The caller in this referral was concerned aboutitbEare of L.P.’s
siblings because of the mother’s concerning behsvi®n November 28,
2005 L.P.’s mother brought her 8 month-old childR(Ls sibling) to the
hospital and reported that the child had stoppedthing. Her story
regarding the length of time the child was not threg was inconsistent,
changing from two minutes to 30 seconds as shaimqua what happened.
L.P.’s mother eventually abandoned the story thatchild had stopped
breathing, saying instead the child had a seiziiree caller indicated that
the child was admitted to the hospital overnighd @secautionary measure.
The caller expressed concern about potential maetdth issues with
mother, as well as bonding issues, between theanatid child. The caller
reported that the mother left the child in the hadpvernight and did not
return until the following day, at which time thkild was released to his
mother.

As part of the screening process, the screener mmad#ateral contact to
gather additional information about the mother's'ent situation. The
person the screener spoke with had informationltlats mother may be
using methamphetamine. The collateral contactesgad concern that
L.P.’s mother could have psychotic break that waakllt in a tragic
outcome and that some type of DHS involvement @ruention was
needed.

This referral was assigned as an up to 5-day respfon a CPS Assessment
for Threat of Harm related to potential drug usé enncerns about the
mother’'s mental health issues. The same day 0ai@s assigned to a
CPS worker; the call about CPS Assessment 002 ecasved and assigned
as an immediate response. The CPS worker keptassttssments open and
completed assessments on each report.

CPS Assessment 002, allegation type — Threat of Har received
November 29, 2005.

The caller in CPS Assessment 002 was concerndtidaame sibling
mentioned in CPS Assessment 001. The caller reghdiniat L.P.’s mother
and sibling were passengers in a vehicle that tegped by police. The



driver and L.P.’s mother were both arrested, ardsthling was placed into
protective custody. L.P.’s mother was arrestedPfussession of a
Controlled Substance (PCS-meth) and Endangeringvéiéare of a Minor.

An out-of-home ongoing safety plan was developleel child continued in
protective custody and multiple services were mtegito the family. On
August 16, 2006, L.P’s sibling was returned toghgsical care of the
mother who was engaged in services at the timE.was born on
September 18, 2006 and remained in the custodisqidnents. Services
were offered to the family during this time andtaghe point that the case
was closed on August 20, 2007. CPS Assessmentar@@02 were both
determined to be founded for Threat of Harm.

CPS Assessment 003, allegation type — Neglect; neeel December 20,
2008.

The caller in this referral reported that L.P. ladoruise on his face near his
eyes, which was reportedly caused by L.P.’s nebylgar-old sibling. L.P.
was 2 years old when the call was received. THeragaported that L.P. has
a 2 %> month old sister who has also been hit bylthest brother. As part
of the screening process the screener gathereatarall information that
indicated L.P.’s older sibling had been seen baggyessive toward L.P.
This referral was assigned as an Immediate ResgonaeCPS Assessment
as an allegation of neglect.

During the assessment, the CPS worker saw L.Pdactuimented that L.P.
had two black eyes, and significant bruising onldfischeek. The worker
also documented bruising and swelling across tidgérof L.P.’'s nose. The
CPS worker gathered information that L.P.’s oldetier was likely the
cause of the injuries to his face. The CPS waddamed that L.P. had seen
a physician two days earlier, but it was not clétre bruises were present
at that time. The CPS worker documented that #i&y observed the baby
had no bruises or marks. The CPS worker documéhétdhe mother had
addressed her son’s violent behaviors and hadnatplarevent them from
occurring in the future. Law enforcement was pméseth the worker
during the initial contact with L.P., his mothendathe younger sibling. The
CPS worker and law enforcement also contactedd.dder sibling at
school, and he admitted he hit L.P. with a boole atto admitted to hitting
L.P. with the door causing the injuries to L.Pasdé. CPS Assessment 003
was closed with an unfounded disposition, mearheget was no indication
of abuse or neglect.



CPS Assessment 004, received January 2, 200Bhis was a call regarding
L.P. who was brought to the hospital after it wegsarted by his mother that
he suffered from a seizure. LP was critically refly unconscious and
unresponsive and had bruising on various partssdbddy, including his
head and back. At the time of the report L.P. ldiggd symptoms of a
subdural hematoma, swelling in his brain, brokendsoand other injuries.
L.P. died in the hospital on January 4, 2009. Bbyithe assessment L.P.’s
mother admitted to physically abusing L.P. CPS Ass®nt 004 was
founded for physical abuse.

Systemic Issues Identified

Issue: Collateral contacts and interviewing fathers dgra CPS
assessment. In CPS assessment 003 the CPS wiokrket dbllow up on
information provided by L.P.’s mother to confirmaas true. For example,
the worker learned that L.P. was seen by a phystera days before the
worker contacted the family; however, there waslnocumentation that the
worker contacted the doctor. L.P.’s mother indidathe contacted a local
mental health provider to schedule an appointmanit #°.’s sibling, but
there was no documentation that the mother follotheaugh with that
appointment. After learning that the mother hachgwnity service, the
CPS worker did not document any attempts to ledoy tve mother had
community service. Finally, there was no docunigorian CPS assessment
003 that the CPS worker interviewed L.P.’s father.

A CPS worker’s responsibility to make face to faoatact with and
interview legal parents and make collateral costacoutlined irOregon
Administrative Rule (OAR) 413-015-0415 thru 413-015-0420.

Issue: CPS Assessment 003 was an incident-based asse¢ssrddocused
only on the bruising to L.P. and how the bruisirgswaused. Based on the
documentation gathered by the CPS worker L.P.igie$ appeared to be
caused by his brother. Once it was determinedthigainjuries were caused
by L.P’s brother the assessment was basically aded. It was never clear
if L.P.’s injuries were ever seen by a physici@ue to the severity and
location of the injuries, as well as L.P.’s yourgg athe injuries should have
been seen by a physician.

There was also extensive information known to gpenay about L.P.’s
mother prior to CPS Assessment 003. There wa®oondentation that any



historical information related to the parent’s ftioging was considered in
determining the safety of L.P. or his siblings.eTdssessment included no
information about parenting or disciplinary praesavhich is mandatory
when conducting comprehensive safety assessments.

Recommendation

Over two years ago, DHS Child Welfare implementexi®regon Safety
Model (OSM). One of the fundamental concepts efdhafety model is that
the CPS worker will conduct a comprehensive sadegessment to
determine child safety, as opposed to incidentdbassessments which
focus almost exclusively on whether or not an ianidf child abuse or
neglect occurred and who is responsible. Whetlsgeaific incident of
abuse occurred or not may have very little to diththe overall safety of a
child or other children in the home.

Members of the CIRT Team identified the need faditohal, targeted
training to the issue of comprehensive assessroe@MS staff and
supervisors.

ACTION - Starting in May 2009 and concluding in Geer 2009, Oregon
Safety Model trainers (in conjunction with CPS Reog Consultants)
provided enhanced training, mentoring and coacturahild welfare
supervisors throughout the state. The trainingifipally focused on
supervision as it relates to the OSM and gathexargprehensive, safety
related information during assessments.

On October 26, 2009, the CAF Director and Child fAtel leadership de-
briefed with the OSM Trainers about the enhancaiditrtg outcomes. In
that de-briefing, it was clear that on-going tramipolicy and practice
review is needed with respect to this issue.

Currently, leadership across the Child Welfare ettt management
structure are identifying quality assurance team®ovide analysis and
technical support to field offices with a spec#imphasis on the
comprehensiveness of CPS assessments and complesiegsments within
timelines. A plan will be developed by January @01

ACTION - The CPS Program in January 2009 devel@pesliew tool for
Consultants and supervisors that encompasses ith@gooents of the OSM
that are specific to the CPS assessment. Thewdoa also focuses on



decision-making and information gathering from tin@e a report is
received throughout the assessment process.

Beginning in February 2009, the CPS Program begaduccting reviews of
CPS cases in branches throughout the state ussgeWw review tool. A
statistically significant number of cases will l¥iewed from each office.
At the conclusion of each branch review, a remogdanerated and the
information is then presented during a meeting betwthe CPS Program
Manager, the branch’s CPS consultant and the Ishgeof the local branch.
If needed, a training plan is developed to addpesstice issues discovered
through the review process.

Currently, the CPS Program has reviewed case£iwbranches in the
State. Two of the branches have received a forepart and a meeting has
been conducted.

Audit Points
None

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 imwg a child who has had
contact with DHS. The reviews are launched by tepddtment Director to
quickly analyze DHS actions in relation to eacHdacHResults of the reviews
are posted on the DHS Web Site. Actions are imphetebased on the
recommendations 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 Departt'®mteraction with the
child and family that are the subject of the CIR@view.



