Sensitive Case Review Report
T Foster Home
September 2, 2009

Introduction:
Four years ago in December 2005, six children wemeoved from the T
foster home after it was reported that the childrefoster care in the home
(medically fragile infants and toddlers) were spegdours unattended in
their cribs in a small cluttered storage room.

The T foster home had been certified by DHS for@8&years and served
only infants and toddlers with significant develagrtal and/or medical
needs. In response to the events in December 20Gbx children were
removed from the T home and no other foster childvere placed in the T
foster home.

Background and Purpose of Sensitive Case Review:

In May, 2009, following the conclusion of a legatttement, the Children,
Adults and Families (CAF) Assistant Director rededsa sensitive case
review of the Department’'s most recent experienitie the T foster home,
focusing on the 10 years between 1995 and 200B8sits& case reviews
frequently occur within the Children, Adults andnfitkes Division when
requested by the CAF Assistant Director, Administraf the Office of
Safety and Permanency for Children, or a Distid®egram manager.
(OAR 409.192 and OAR 409.194.)

The purpose of this review was not to re-visit gipgedepartment practice or
decision-making by particular staff who had resjlwhty for the T home
and the children placed there, but to take a nek &t the issues raised by
that historic practice and decision-making witthe tontext of current
department practices and policies, and to usesisohs learned from this
case to identify any additional improvements thiatreeeded to ensure the
safety of children in foster care.

Summary of Issues Identified and Recommended NexisS

Some of those most significant issues identifiethia review include:
» Lack of on-going assessment of the functioninghef T foster family
over the years, including inadequate documentatidamily
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changes and insufficient attention to the abilityhe individual
caregivers to meet the needs of the children im daee.

» Lack of face-to-face contact by the foster cardifesr, and
insufficient documentation during the re-certificatprocess that the
skill level of the foster parents was adequate ¢etnthe individual
needs of the children placed in the home and keatdtality of home
environment was reviewed and evaluated againstépartment’s
requirements.

» Failure of medical and developmental professiomalslved with
children in the home (and not affiliated with DHS8)report concerns
to the Department about the care children weraviecg

Next Steps:
The issues identified in this report are significand cause for serious

concern. ltis not clear, however, whether alih&f issues are systemic in
nature (i.e., whether they were unique to this caisaore widespread) and,
If systemic in nature, whether actions in the d&syears that the
Department has taken to strengthen its work reggritie safety of children
in foster care have adequately addressed the igfemfied in this case.

Accordingly, the CAF Assistant Director is conveynia Foster Care Safety
Team to closely review additional data and casetipenformation
involving long-term foster parents and reportslmise by foster parents
and, based on the data and case reviews, make mewhations of any
additional improvements (including resources, clearng policy or practice,
etc.) that may be needed to ensure the childrévster care are safe.

Sensitive Case Review Report:

Scope of Sensitive Case Review:

DHS originally certified the T foster home in 196Because of the
limitations surrounding access to case recorddrdndmnation going back
that far in time, and to ensure relevance of cas#&and case practice
involving the family, this sensitive case reviewetised on the department’s
interaction with the T family for the 10-year petiprior to 2005.
Specifically, the following three components of DES case file were
reviewed and analyzed:
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1.) The Child Protective Services (CPS) Allegations eeqmbrts
involving children in this foster home from 19946%0

2.) The T foster home Certification file from 1995-2005

3.) Casework practice regarding the “G” children (twdhe children
removed from the home in December 2005).

Identified Issues in Reviewer’'s Analysis of CPS Reyts

Reviewers were asked to review and assess all t#fateons on children
placed in the home that the Department receiveddsst 1994 and 2005.
During that time period, there were a total of fdocumented screening
reports regarding the T foster home. Three ofdle referrals were prior
to 2003. The first three were “logged” and the¢ tase was regarding the
incident of concern in December 2005 which was fided”.

The CPS assessment that was completed regardifetieanber 2005
referral that prompted this review was compreheandgivorough and well
documented. The workers involved spoke to numecoliateral sources,
arranged for the children to receive full medicsdesssments, and worked
with other entities during the assessment process.

The primary concerns regarding CPS reports invgltire T foster home
involved the referrals received before 2003 thatewkgged.” The
category of “logged” referrals was eliminated fr@HS policy in 2005 due
to ongoing confusion regarding the use of thisgatg Prior to its
elimination, policy allowed referrals to be “loggegihen a screener
determined that the information alleging child aldses notonstitute a
report of child abuse, but the information is frarmandatory reporter or the
information may be significant if future, relatealls are received.

In this case, two of three “logged” referrals nted triteria for “closing at
screening”. Cases are “closed at screening” ifrtfegmation alleging child
abuse constitutes a report of child abuse, buetiseno current safety threat,
the safety threat has been resolved, or the sHifiedgit is from a person
outside the child’s family and the child’s caregiieprotective.

The first logged call that should have been “clogescreening” involved a
concern that an infant in the home had a signifidzaper rash. There is not
indication that any action was taken based oncdlis It if had been “closed
at screening”, the screener would have to haveated how the concern
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was addressed. The second report involved a coticet one of the
children was returned home from the T house withtsbes on his face. In
that report, the mother took the child to the doetbo found nothing “of
notable concern.”

However, one of the “logged” referrals met the ppkriteria for a
“response required”. This report involved a condeat the foster parents
were fighting in front of the children and thatthdad been a drive-by
shooting at the residence. Although police ladset] a report about the
shooting to the DHS office, there was no informaitio the file about why
the decision was made not to refer this reporaf@PS assessment.

Arguably, eliminating the ability of a worker toot)” a report of abuse or
neglect has addressed the inappropriate use ofrikeia in this case.
However, the K.T. Critical Incident Response Te&tR() report
(published September 2, 2009), also raises concegasding the
Department’s response to abuse allegation involiaiH&-certified foster
parents and whether those responses consistetdy foolicy. The K.T.
CIRT report recommends that the Foster Care Safedyn also referenced
in this report (see below) examine that issue @rrth determine what, in
addition to more training for CPS and Foster Cagdification workers and
supervisors, should be done to address this issue.

Identified Issues in Certification File Review

Reviewers were asked to review home studies, ioatidn compliance,
certification renewals and any safety plans in @hath the T foster parents
between 1995 and 2005. Pursuant to Departmertyptiie T foster home
was recertified each year during that time peridte recertification process
includes a “homestudy” by the Foster Care certifiee purpose of which is
to assess whether the individuals providing fosséee continue to be
gualified and to assess whether the home in winieltére is provided
continues to meet department requirements forfioation.

In this case review, each home study regarding theme was very
positive. Some of the studies provided minimabinfation about the
gualifications of the foster parents, but stateat the family was a highly
skilled medical home. Each recertification inclddecompleted “Safety
Home Checklist” that included checking that “Bedr@omust have safe and
adequate space and a bed for each child.”
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Issues raised in the review of the certificatide iinclude:

* Number of Children Placed in Home And Qualificatiors of Mrs. T:
Throughout the 10 year review period, certificatrales allowed for no
more than eight total children in a foster home&l ao more than two
children under the age of two. The T foster hoegularly required an
exception to the rule. The certifier did obtaimpegval for those
exceptions. The justification for the approvaldiled the high level
of experience and skill that the foster parentsessed.

Several of the foster home certification approgtdged that Mrs. T was
a Registered Nurse (RN) and could take care of caélgineedy babies.
A different home study renewal, however, stated tha. T was

“highly skilled, butnot a nurse.” Many of the renewal studies and
approvals for placement of more than two childredar the age of 2
stated that the foster home was a “Tier IV medncahe.” The
Department’s protocol for tier IV homes includeattthe foster parent
Is a “licensed RN”. Mrs. T. is, in fact, not a Retgred Nurse.

» Medical Issues of Children
The babies and toddlers placed in the T foster hoaaesignificant
developmental and/or medical needs. At the timtb@femoval there
were six children in the home; four under the aig®svo, and two just
over the age of three. Four of the children hadq®al care rates,
meaning they had significant developmental and oadieeds
requiring additional training and expertise to adr

The certification file, however, consistently lackear documentation
regarding the foster parents’ abilities to meetheduld’s individual
needs (for example, there was no clear documentaido how the
foster parents could physically meet the needsch ef the very
young, medically and developmentally needy childrted in the
home in December 2005). The file documentatioa &8s to
recognize the challenge of not just meeting théviddal needs of each
of these children, but of meeting the needs ofrtrasy children,
combined, on a day-to-day basis.

» Layout of the Home
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The certification rules during the review periodyorequired safety and
standards checks of foster home bedrooms “occupiddster
children.” In this case, the foster parents regmé=d to the certifier that
the foster children only occupied two of the foedlooms inside the
home. The file reflects that the certifier phy#icanspected only the
four bedrooms in the house for compliance with Depant
regulations.

The certification file is less clear about the roadjacent to the home
where it became clear in the December 2005 invesstig foster
children were also being placed. Although thedilggests that the
certifier was aware that the room existed, it app#aat the certifier
relied on the representation that that room (whwels an addition or
modification to the home structure) was occupiebg of the T foster
parents’ adopted children and, therefore, did matally inspect the
room.

Current rules require foster care certification kess to examinall
rooms in a certified foster home, including moditions, additions and
free-standing structures, such as garages.

In addition, it also does not appear that the foertiook into
consideration whether the number of children planatie foster home
could physically be accommodated in the roomsadhbatally were
inspected. Again, better communication betweerstat responsible
for placement of children in the home with the ifiedtion worker
likely would have brought this issue to the foretro

* On-Going Assessment of Foster Parent Functioning
Finally, reviewers found a lack of on-going assessinof the
functioning of this foster family over the yearhere was little
documentation regarding family changes (duringcthérse of the 10-
year review, for example, the foster parents’ agoplaughter turned
18, but it is unclear when she ceased residing ethparents). There
was also little documentation about the health tardof the foster
parents, how their own age and abilities may hénamged over time,
and whether that may have impacted their abiligneet the needs of
multiple young children with very significant mediand
developmental needs. It is especially concerriagthe certification
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file did not contain more information from the cagerkers responsible
for children placed in the T home, indicating ekla€ communication
between those workers and the foster care ceréibieut the individual
needs of the children for whom the foster parerswesponsible.

Reviewers are extremely concerned about the infoomancovered as part
of the certification file review in this case. particular, the following issues
are of critical concern:

1. The lack of thorough documentation of the reasobiglgnd the
granting of exceptions to the foster care rulesteel to how many
children of specific ages can be cared for in coradn

2. The erroneous documentation regarding the levekpértise of the
foster parent, which became the basis for the mecte grant
exceptions and allow more children into the home.

3. The lack of any meaningful, on-going evaluationhef foster home
and foster parent functioning.

4. The fact that the certifier did not visually inspegery room in the
home.

5. The lack of documentation regarding communicatietwieen
caseworkers who had children placed in this hongetlaa certifiers
responsible for evaluating the foster parents'itdsl over time.

Identified Issues of Casework Practice regarding tb “G” children

Reviewers found that the ongoing caseworker foGrahildren was diligent
about her monthly face-to-face contacts with thédokn. With the
exception of two months, the worker saw the chitdrethe foster home
every month for three years. The worker also tthdrdace-to-face contact
with the G children, including supervised visitativith their biological
family and attending medical appointments withfibster parents.

Caseworker documentation regarding her contact th@lchildren was
thorough. She regularly documented her obsenatiegarding the
progress the children were making developmenttibiy disposition during
the visits, and foster parent concerns. Wheningsthe T foster home, the
caseworker also documented seeing the other childrine home.

Numerous professionals were involved on an ongbasis with the G
children and at least two of them — an early irgation therapist and a
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pediatrician — appear to have made frequent andaegome visits inthe T
foster home. The early intervention therapist wage T. foster home
approximately one day a week for “6 — 7 years.ivdis also documented in
the renewal home studies that the pediatriciath@ichildren placed in the
home frequently attended to the children’s needeerhome itself, rather
than in an office.

The two issues of most serious concern in this@eof the Review include:

1) All of the home visits by all the professionalscfuding DHS staff)
appear to have been scheduled visits; and

2) In the December 2005 investigation, several pradesds, and the T's
adult children, expressed concerns about the harehildren in home
had been receiving, babne of those concerns had previously been
reported to the Department.

Prior to the December 2009 interviews, the 10-yeaiew only has
one record of a physician reporting that the fogtaents were not
following up on one of the G children’s eye issuéddS records also
show that 20 days after receiving that notice ftiséer parents took
the child to a retinopathy therapist.

RECOMMENDATIONS/ ACTIONS

It is often difficult when reviewing a single casedetermine whether the
Issues presented in that case are widespread tioouthe system, or
unique to a particular case. That question is nmaole difficult to answer
in this Review because the events reviewed indd® are old, having
transpired between 5 and 15 years ago.

The Department has made and implemented signifedzariges over the
past several years that address many issues aodrnsmaised in this
review. Most notably, these include:
* Implementation of the Oregon Safety Model whichused the
Department’s effort on insuring safety throughdng life of a case,
including when a child is in foster care, and reggia more

Case Review
Page 8 of 12



comprehensive assessment of the reported abudemcrather than a
one-time, incident based assessment;

* A new, more thorough home study process for fdsbene certification
and re-certification;

* A requirement that certifiers examine every space home (not just
the bedrooms of foster children);

« Additional staff to reduce the number of foster ifagaa for which
certification workers are responsible;

* Increased requirements for home visits by cersf(@ow, in addition to
every-other-month visits in a foster home by eaateworker assigned
to each child in a foster home, certifiers musit ¥aster homes every
180 days.)

Nevertheless, the State, when responsible foraheand safety of children
who have been the victims of abuse or neglect,ldhalse all reasonable
steps to insure their safety. Accordingly, itngperative that the State act
upon the issues identified in this case to pratbidtren in its foster care
system.

To determine whether the issues present in this @ssunique to this case,
or systemic in nature, Reviewers are making thevwiehg recommendation:

The creation of a rapid-response, Foster Care\saéstm, comprised
primarily of individuals external to the agency,do the following:

1) Review and analyze the data surrounding the intsdgfimabuse or
neglect in foster care in 2008, including but matited to a review of
the types of abuse and factors that cases invobiige may have in
common in an effort to identify issues or factoostributing to the
abuse or neglect and any changes in practice mygbht may be
warranted;

2) Review a sufficient number of foster home certtiioa files
involving foster parents who have been servingdeéit for at least 5
years or longer to determine whether the issuesepted in this case
also are identified in cases in different partthef state with different
foster parents (i.e. are systemic in nature);
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3) Review a representative sample of child abuse tepelating to
DHS-certified foster homes that were “closed aésomg” and
identify whether there are trends or practices @natinconsistent with
statute, rule or policy and to determine whethgystemic issue (or
issues) exist regarding the Department’s respana#idgations of
abuse against foster parents; and

4) Review all efforts for the last 10 years, includthgse currently in
process, by the Department to ensure the safetiloiren in foster
care.

Based on the data and case reviews, the FosteiSagety Team should
make recommendations of any additional improvem@ntsuding
resources, changes in policy or practice, etct)rtitay be needed. The
Foster Care Safety Team has been asked to contgletgiew and analysis,
as well as develop preliminary recommendationdiiwithe next 90-days,
with a final report and recommendations to the depent no later than
January 30, 2010.Se also K.T. CIRT, also published 9/2/09, which also
references the work of the Foster Care Safety Team.)

In addition, there are steps DHS should take imatedli that will begin to
address the following systemic issues that werarlgledentified:

1. The criteria for managers to use to make excepappsovals for the
number of children placed in a foster home needi®tmore specific
and better documented.

Action: The Foster Care Program Manager will conductkatpre
discussion with the Child Welfare Program Managerd clarify
existing policy direction so that staff can betlecument the process
for decision-making when they approve an excepathe number of
children in a foster home. This practice discussioould occur at the
October 2009 program managers meeting (the firstimg of those
managers following release of this report) and @pgyated policy
direction should be complete by January 2010.

2. There is no statewide policy regarding “medicatédosiomes.” One
district, District 2 serving Multnomah County, hdeveloped a
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protocol including a tier system for homes to hdgntify the level
for medically needy children in foster care.

This year, the Foster Care Program Manger has dm®tucting a
restructure of the foster care program reimbursémada. That “rate
redesign” includes an improved assessment tooifgptcchildren in
foster care with medical needs and changes thestrateture to
include “levels of care” for individual children pending on the
severity of their medical needs and the expertsszlad to meet those
needs. However, the “rate redesign” does not deln explicit
discussion about Department policies specific tedmal foster
homes,” namely, foster homes that serve only ananiy children
with significant medical needs.

Action: In consultation with Dr. Tina Kitchin, aegdiatrician
employed by the Seniors and Disabilities Divisiathvexpertise
serving children with significant medical needg Hoster Care
Program Manager will convene a workgroup to revileg/“Medical
Foster Care program” in District 2; align it withet new screening
tool and “levels of care” for foster children withedical needs that
now apply statewide, and determine what statewidespol and rules
need to be established that are specific to hohagptimarily or
exclusively serve children in foster care with sigant medical
needs. This effort should begin as soon as pessilth changes
implemented no later than December 20009.

3. Case workers and certifiers need to communiedkeeach other
regarding the impact on the family as a whole dswh a child
leaves or enters a foster home.

Action: The Foster Care Program manager will cabdupractice
discussion during the October Child Welfare Proghdamager’s
meeting (the next meeting of that group followingpfcation of this
report) and at supervisor quarterlies beginnin@atober 2009 to
establish a procedure for planful communicatiofotaalize the
sharing of information between the caseworker naside for the
case and the Foster Home Certifier. That proeedould be
finalized by December 2009, and training for allatkvelfare
caseworkers and certifiers should begin in Jan2gy0.
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4. Case workers and certifiers need to make megeotiun-announced
visits to foster homes. And, although policy hasichanged to
require this, the expectation that certifiers sdaelview every space
in the home when certifying and re-certifying a leoshould be
reinforced.

Action: The Foster Care Program manager will cabdupractice
discussion during the October Child Welfare Proghdamager’s
meeting (the next meeting of that group followingpfication of this
report) and at supervisor quarterlies regardingghe/o issues, using
this Report as a foundation for that discussiohis practice
discussion and any necessary updated policy dorestiould be
complete by January 2010.

CONCLUSION:

In its strategic planning efforts, as well as s\Rrogram Improvement Plan
in response to the 2007 Federal Review of Oregdrmild welfare program,
the Department has set a goal of becoming oneecddfest foster care
systems in the country by drastically reducingrtite of abuse in foster care
in Oregon._Anyabuse by an out-of-home caregiver of a child wheaay

has suffered abuse or neglect at the hands of iergarents cannot be
tolerated. As a state, we must expect that oldrem in foster care are safe
and, in turn, we must support our child welfaregsysand our foster parents
in such a way as to ensure that that expectatiorets
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