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Executive Summary

This is the final report to the Critical Incidenegponse Team (CIRT) report
in this case released on April 15, 2010. This freglort summarizes the
work done since the release of that report.

Background: Issues|dentified in Initial Report
The Critical Incident Response Team identifiedftil®wing issues:

Issue#1: The need for the agency to better support the Or&gdety Model
expectation that Child Protective Services (CP8&eung is
comprehensive. This includes the need to evaluatel;-as appropriate,
strengthen - the sufficiency of supervisor revievien approving CPS
screening decisions.

Issue #2: The need for specific guidance to workers with eespo
comprehensive assessments when children are lzegagl without contact
by traditional community supports (school, medie#t,).

Issue #3: The need to further investigate whether workersgstemically
making a child vulnerability determination whenesming child abuse
reports and/or over-relying upon a child’s age @$ of their evaluation of
child vulnerability in an assessment.

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

Recommendation #1

The issue of the comprehensiveness of the Depat'Bnesponse to reports
of abuse and neglect is one that has been idehtifiprior CIRTs. In
response, the Department has again reviewed iggmltrained staff in
practice and policy and begun branch-specific cagews to identify issues
and address them. Because the Department contmsgsiggle in this area,
the CPS Program Manager has sought the assisthtiee dational
Resource Center on Child Protective Services raggtte challenges the
Department is experiencing with respect to theiappbn of the Oregon



Safety Model expectations regarding comprehensR8 §creening and
assessments and the timelines by which to comgbleta. The
circumstances of this CIRT will be included in therk with the National
Resource Center. By the end of January 2010, thieri& Resource Center
will report back to the Department and its recomdagions will be
incorporated into the next CIRT report in this cashis was completed and
reported in the April 15, 2010 report.

Progress Update: Below is a summary of the actions taken in resptmse
this guidance from the NRC:

» The department worked with the National Resourca€eon
Organizational Improvement and the National Rese@enter on Data and
Technology to develop a strategic plan to supgorical supervision in
Child Welfare. The plan was presented to the AsstdDirector in April
2010 and to the District and Program Managers iy BH.0. Although the
agency has struggled developing a group to marneg8upervision
Strategic Plan, several items on the plan have deesmplished, such as
convening the statewide supervisors meeting aratiogea field-program
feedback loop using Continuous Improvement she@ts. next steps
include having this plan managed by a subgroup@®fXHS Child Welfare
Governance workgroup. There is similar work gaamgwith both
initiatives, and this group will be best suitecetsure that the tasks outlined
in the strategic plan are carried out.

» The department implemented a new child welfare ozmeagement
system called OR-Kids in August 2011. The new systell require a
greater level of review and approval by supervisbhe expectation is that
these mandates will require more familiarity witle tOregon Safety Model
and provide enhanced opportunities for training¢cheng and clinical work
for supervisors, in addition to providing more acatability.

» The CPS program developed a quality assurance {6@Ajo review
screening decisions and CPS assessments. To iddtec@unties have been
reviewed using the QA tool. CPS consultants, ugamisg the findings,
worked with the local office to address practicues that were identified.
Due to the limited staff resources to continueuth gata and consultants to
conduct these reviews, the CPS program has notdiderno review the
other counties. Once resources for sustainabifith@review are identified,
local offices can conduct their own quality assaeareviews.



Recommendation #2

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 schoaol,
medical, faith-based organizations, etc. Thoserkxpell be asked to advise
the Department on how to improve its evaluatiomédrmation both when
screening and assessing calls of suspected aluagdeing children who are
more isolated. This consultation will be complebydviarch 1, 2010, and
recommendations for improvement will be incorpadateo the next CIRT
report in this casélhis was also completed and reported in the Afil 1
2010 report.

Progress Update: The CPS program manager consulted with Oregon
physicians who are specialists in child abuse aititl twe National Resource
Center regarding the assessment of suspectedathike involving children
who are isolated. The NRC cautioned that isolatoyniself, does not
indicate child abuse or neglect, but does incraeasgald’s vulnerability if
safety threats or concerns are present.

The department developed a practice tool basebeofeedback from the
NRC that will assist caseworkers to better addiessssue of isolation
when assessing the child’s and family’s level afdiioning. It was
anticipated that the tool would be presented amded to at the CPS
guarterly meetings. However, with the roll-out@R-Kids in August 2011,
these quarterlies have been suspended. Oncerthesiastated, the CPS
Program is prepared to present and facilitate pedbrums on this tool.
Until then, we are setting up a statewide webin#n the child welfare
training unit to ensure that information is deleerto staff in a timely
manner. In addition, the tool will be presentethi® Program Managers and
CPS consultants will introduce this tool to loc&&units. Finally,
screeners and supervisors will be educated ondbisliuring their quarterly
phone meetings. These action steps will be corgblley February, 2012.

Recommendation #3

In its training for screening and assessment m@acinsistent with the
Oregon Safety Model, the Department provides mateto staff that
specifically highlight several critical determinaruf vulnerability
regardless of a child’'s agdlost relevant to this case, those determinants
include powerlessness and non-assertiveness.



Vulnerability and the agency’s identification ame$ponse to that occurred
in two areas of decision-making in this case: suregof abuse reports and
assessment after a report has been referred festigation.

In the first instance, it appears that J.M.’s age wonsidered as a major
factor in the conclusion that she was not vulneralpld, therefore, an
assessment of the abuse reports was not warrdfukgerability is not
possible to evaluate (or assess) in the screemouggs; assessment of
vulnerability requires a face-to-face evaluatiotig¢ad 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 @edidrespective of a
child’s age. To determine whether these are systesiles or if these issues
are unique to this case, the CIRT team will audémresentative sample of
closed at screening and referral determinationgevbleildren are above the
age of 10 and review specifically whether the chilje inappropriately
influenced the decision that was made. That rewidiAbe completed by
March 1, 2010. Depending on the outcome of thaememhe CIRT Team

will consider additional recommendatiofifie audit of cases was completed
February 25, 2010, and a workgroup was convenéthich 2010.

However, this workgroup did not fully address thguie so another
workgroup was assembled.

Progress Update: As a result, the CPS Unit coordinated and facded
second workgroup to review the Department’s exgspalicy, practice and
training materials regarding screening and assagsméabuse/neglect
reports, and make recommendations to clarify amhgthen the
Department’s child protective services efforts ehdlf of children and
youth who are older. This workgroup consisted aksholders, partners and
child welfare staff who have expertise working watlder children and
youth.

The workgroup completed its work in March 2011 #melrecommendations
have been posted. One of the recommendations exhind implementation
of a centralized screening model to improve thesstaency of practice
throughout the state as it relates to screeningides. The department is
currently undertaking this initiative. The CPS tUmas been working to
review, prioritize and develop a work plan to addréhe remaining
recommendations by March 2012.



Recommendation #4

This case raises two separate issues regardiriggibatment’s recording of
and response to calls about the abuse and nedlédf oThe first is that
calls about abuse were made that were not invéstigA second concern
raised is that calls may have been made but natrdeted. To be certain
that the Department did not receive calls of almiseeglect that it did not
record, the CIRT team is recommending further itigasion.

This was completed and reported in the April 19,@eport. The
department determined that it had documented Bdl ceade about abuse
related to J.M. Each of those calls was reportech dne Initial .M. CIRT
Report. There are no further updates on this recemaliation.

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 department actions in relationdolechild. Results of the
reviews are posted on the DHS Web Site. Actionsmapéemented based on
the recommendations of the CIRT members.

The primary purpose is to review department prastemd 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 CIRaviRw.



