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Executive Summary

On May 23, 2009, 4-year-old E.S. died after belmgwn from a bridge into frigid
water. His sister, T.S., was also thrown in theawaut survived. The mother of both
children was convicted of aggravated murder arehgited aggravated murder after
pleading guilty. The Oregon Department of Humanviges (DHS) had received
referrals on the family prior to this incident.

The Critical Incident Response Team (CIRT) hastifled three systemic issues

regarding the Department’s work in this case:

» First, the Department’s screening of reports ofsaliavolving domestic violence;

» Second, the comprehensiveness of Child Proteceveic®s (CPS) assessments,
specifically consideration in those assessmengsiof child abuse referrals
involving a family; and

» Third, the Department’s use of photos of suspeabede when the photos were
taken by someone other than child welfare or latereement.

Two of the systemic issues identified in this caslee4ssue of domestic violence
screening and comprehensive assessments—haveealsadentified in other CIRTS,
underscoring the need to ensure that the Departiséaiking appropriate steps to
improve its practice in those critical areas.

The Department is committed to meeting the timaliset forth in the CIRT process
in order to identify and implement systemic impnownts as quickly as possible to
ensure that children are safe and protected. $nctise, however, DHS notes that the
publication of this CIRT report has been delayduk @ielay is due to the increased
number of CIRT reviews called by the agency as gfits effort to improve child
welfare practice, transparency and accountabillitprder to address the issue, DHS
has reallocated staff resources to add a dedipaisition to oversee the CIRT
process and ensure that all CIRT reports are cdatpbnd released in a timely
manner.

Summary of Reported Incident

On May 23, 2009, the Department of Human Servib#$S) received a report that
two young children had been found in the Willam&teer near the Sellwood Bridge
at around 1:45 a.m. There were no adults with klden, and their identities were



unknown. Both children were taken to the hospwdilere the younger of the two was
pronounced dead. The deceased child was idenéifielyear-old E.S., and the older
child was his 7-year-old sister, T.S. Law enforcetpeersonnel began investigating
the circumstances related to this incident andesypsntly located and arrested the
children’s mother (A.S.). Upon receipt of this infwation, a referral was generated
and assigned to a CPS worker.

On May 26, 2009, DHS Director Dr. Bruce Goldberdered that a CIRT be
convened. This is the initial and final report lo¢ tCIRT team.

Background

Prior to this fatality, DHS had received a totall®freports from outside parties about
this family over a nine-year period. Five reporesravreferred to a CPS worker for
investigation. For the purposes of this CIRT repitidse five referrals will be known
as Referral 001, Referral 002, Referral 003, Raf€©4 and Referral 005.

Two of the remaining reports were documented ageddCalls, and three were
Closed at Screening. The difference between a Ldb@gdl and a call that is Closed
at Screening is the type of information containethe report. A Closed at Screening
Is used when the information reported describeslyasanditions, behaviors, or
circumstances that pose a risk to a child but domreeet the definition of child abuse
as defined in Oregon Revised Statute. A Loggedi€allreport that lacks any
concerning information that could be consideredlato a child. The first five

reports were received prior to E.S.’s birth andevelated to his older siblings.

In 2005, the Department discontinued keeping recofd.ogged Calls. When a

report is Closed at Screening or Logged, it mehasa CPS worker was not assigned
for follow-up. For the purposes of this CIRT repaine Logged Calls will be referred
to as Logged Call 001 and Logged Call 002. The €tlag Screening will be

identified as Closed at Screening 001, Closed me®ing 002 and Closed at
Screening 003.

REFERRAL 001: Allegation of Threat of Harm; Disposition — DHS closed the
case without conducting an investigation.

On June 7, 2000, DHS received information thatgedfiad been dispatched to an
incomplete 911 call. The children’s mother toldipelthat her boyfriend, J.S., held
her by the wrists to prevent her from leaving, #rat this type of behavior had
happened on more than one occasion. J.S. was sidndlgoarrested for Assault 1V,
Menacing and Interfering with making a 911 callth®ugh the record indicates the
referral was initially assigned for an assessntastreferral narrative indicates that



the information was forwarded to a domestic viokehaison for follow-up. There
was no information to indicate whether the domestitence liaison ever contacted
the mother. Ultimately, DHS closed this referrathmut contacting the family. The
CIRT team concluded that this referral warrantéeld assessment.

LOGGED CALL 001

On July 24, 2000, DHS received a report that théherowas caught shoplifting and
had 3-year-old G.S. with her. Police did not takeihto custody. The CIRT team
concluded that this report outlined behaviors b$.Ahat presented a risk to the child
and should have been documented as a Closed an8ge

REFERRAL 002: Allegation of Threat of Harm; Disposition — Unable to Locate

On August 29, 2000, DHS received a report of doimestlence. The report

indicated that J.S. strangled A.S. in front of ¢théd. When A.S. was finally released,
she attempted to call the police from a payphooeJs. hung up the phone and took
her money. A.S. managed to get inside a storevattchild where she called the
police. When police arrived, they found the tirehér vehicle had been punctured,
and J.S. had left the area on foot. She told palomit additional incidents of
domestic violence, where she was held down andhpohon the nose and lips. One
of the witnesses who was interviewed reported ge&i. puncture the tires with a
knife.

The referral was assigned to a CPS worker; howel@ymentation in the case file
indicates the worker was unable to locate the faniihe assessment was closed
without contact. The CIRT team concluded that tefsrral was handled
appropriately.

LOGGED CALL 002

On May 1, 2001, DHS received a report that 4-yddrS. was left unattended in a
vehicle while J.S. went inside a store. Police pawmedics responded to a call, and
when the child was removed from the car he wasrtegdo be in poor condition —
sweating, lethargic and confused. At one point GaBapsed on the ground. J.S. was
cited by police and allowed to leave with the chilie CIRT team concluded this
report should have been assigned for a CPS assaidsemause the neglect of the
child met the legal definition of child abuse.

REFERRAL 003: Allegation of Physical Abuse; Disposion — Unable to

Determine

On January 6, 2003, DHS received a referral abloysipal abuse. The referral
indicated that J.S. physically abused 6-year-o8. By spanking him, leaving several



bruises on the back of his legs. The caller inéiddhat he had spanked the children
before and left marks but never to this degreklt vidible after three days.

The referral was assigned to a CPS worker as ardwate response. The worker
interviewed A.S. at home. T.S. had been born lg/tthie, and she and G.S. were
also interviewed. The interviews occurred on thethi@ report was received, and
G.S. still had significant bruising on the backooth legs. He disclosed to the worker
that he was struck by J.S. The worker photograpiedhjuries. Despite the
disclosures by G.S. and the visible injuries héesall, the disposition was recorded
as Unable to Determine, and the worker indicatadlttie injuries could have been
the result of excessive discipline. The assessmastreviewed and closed by the
worker's supervisor on September 15, 2003.

The CIRT team concluded that injuries inflictedidgrthe course of excessive
discipline are child abuse, and that Unable to idatee was an incorrect disposition.
The physical abuse allegation in this referral $ththave resulted in a founded
disposition because the incident met the legahdefn of child abuse.

CLOSED AT SCREENING 002

On June 30, 2006, DHS received a report that & disclosed past physical abuse
that resulted in bruising by J.S. The youngest¢lilS., had been born by this time
but was not mentioned in the report. The repontiady indicated the mother and J.S.
had moved out of state and were living in Hawails Gvas visiting with his

biological father in Oregon for two weeks. The ealhdicated that G.S. had no
current injuries, but that when he was asked at®iutning to his mother and J.S. he
became tearful. When he was asked questions al&utulting his mother he
answered in the affirmative, but he was unablerdwige any clarifying information.
The report indicates that DHS understood the alidd referring to past injuries
which were assessed in referral 003 and not negatibns.

The CIRT team concluded this report was handledaguately based on the policy
and practices at that time. Today under the Or&gdaty Model and guidelines, staff
would take a more comprehensive look at past imtgland patterns.

CLOSED AT SCREENING 003

On August 11, 2008, DHS received a report that,Aa@w back in Oregon, left her
children at swim lessons and had not returned &yithe the lessons were over.
Police were called to the pool and took a repottilg\the police were at the pool, the
mother returned and explained she had been gstiiagcks for the children and was
involved in an automobile accident which causedtbdre late.



The CIRT team concluded this report was handledaggately.

REFERRAL 004: Allegations of Physical Abuse; Dispason — Unable to
Determine

On August 12, 2008, DHS received a referral thayddr-old G.S. was physically
abused by A.S. The caller reported the child hadtwbpeared to be grab marks on
his arm which were caused by his mother. The cedlgortedly photographed the
bruises on August 1, 2008, and described themuwadight semi-circle bruises. The
bruises were gone by the time the caller maderdpisrt to DHS. According to the
caller, G.S. initially did not disclose that theiises were caused by his mother but
later stated that he had “been in trouble and lother grabbed him to move him out
of the way”. The caller also reported that on easa&jg occasion, they observed A.S.
to be visibly intoxicated and driving with G.S.time car. When referral 004 was
generated, G.S. was on a three-week visit wittbiokgical father.

A CPS worker was assigned, and an assessment wygpéeted. When interviewed,
G.S. disclosed that his mother grabbed his armefhbdruises. He also disclosed that
he has withessed domestic violence between hisenatid J.S. in the past. T.S.
disclosed that she had seen her parents fight @satided incidents where her
mother locked J.S. out of the house. She alsoadiedlthat on one occasion her
mother fled from J.S. and that the children andh®aobhad to sleep in a car.

As part of the assessment, the worker requestedlaathed information from

Hawaii Child Protective Services for the periodiofe the family had lived in

Hawaii. Hawaii's CPS program provided informati@garding neglect concerns that
were reported to them in 2006. The information masided in a letter that
described threatened neglect and lack of supenvidi@ll three children when their
mother left them in her vehicle for “longer tharpegted” while returning a purchase
to a store. The windows were open, and the childeehwater with them. It was also
reported that the mother had consumed alcohol@ddly in question. The letter
indicated Hawaii CPS conducted an assessment afc¢iteent and concluded that the
allegation was not founded.

The Oregon CPS worker interviewed multiple familgmbers who expressed
concerns about the mother’s drinking, includingresiddent where A.S. called a

family member saying she was driving drunk and stask in a ditch with the

children in the car. Before the family members daget to her location, someone had
already assisted her with getting the car out efditch and she had driven home.
Although both children disclosed that their motdenks alcohol, only T.S. reported



seeing a change in her mother’s behavior assoargtbdalcohol. Both children
denied that their mother would drink and drive. Ad8nied causing the bruises and
denied having a problem with alcohol. When she agk®d specifically about driving
into a ditch, she denied the incident ever happened

The worker cited that the reason for the Unabledtermine disposition was that the
bruises were no longer on the child, and the wockeid not verify the concerning
information about the mother drinking and driviiidpe CIRT team concluded this
was an appropriate disposition because of confliciind inconsistent information
about the injuries and driving into a ditch.

REFERRAL 005: Allegations of Neglect; Disposition Unfounded

On September 12, 2008, DHS received a report thgear-old G.S. was unable to
enter his home after coming home from school td fio one home and the doors
locked. According to the caller, the children’s hmthad made arrangements for
T.S. to go to a neighbor’'s home after school, lagt imade no arrangements for G.S.
The referral was assigned as a five-day resporsaibe the mother was home by the
time the call was made, and the children were ansiclered to be in immediate
danger.

On September 17, 2008, the CPS worker interview&d &hd T.S. at their school.
G.S. disclosed being locked out of his house ardlkihg all the doors except for
one. He told the worker he used a cell phone tchealgrandmother and eventually
walked to the house where his sister was. He alddtie worker he was scared
during the incident. Both children denied drug loohol use by their parents, denied
fighting by the adults in the home and denied ptatgdiscipline. The worker asked
the mother about J.S.’s substance use, but sheecefa provide the worker with any
information.

A.S. told the worker she had left one of the daonecked, but didn't tell G.S. She
indicated she had been out running errands andateas getting home. She told the
worker the reason she made arrangements for Tt$ailed to do the same for G.S.
was that she was “frazzled” at being late. The worioted there was poor
communication by A.S. to her son and to the schidaot. worker also noted that G.S.
was resourceful and had been able to manage tragisit himself. At the conclusion
of the assessment, the children, including E.Stewletermined to be safe and the
neglect allegation was unfounded.

The CIRT team concluded the assessment was haapibedpriately because the
incident did not constitute neglect.



REFERRAL 006: Allegations of Physical Abuse and Theat of Harm;

Disposition - Unable to Determine

On October 17, 2008, DHS received a report thatedr-old G.S. had been
physically abused by his mother. According todhker, G.S. had bruising on his
arm and was disclosing that his mother had grabivad The referral was assigned
as an immediate response by a CPS worker. On themgoof October 18, the CPS
worker contacted G.S. and observed the bruisessoarim. G.S. told the worker he
thought he got the bruises from playing with hisrfds. He said he was pretty sure
the marks on his arms were caused by his friendsiabhis mother. Ultimately,
G.S. made no disclosures of abuse and denied b&iamd to return to his mother and
J.S.

T.S. was also interviewed, and she made no dis@esiShe also denied feeling
unsafe in her home. Based on the information pex\;i the worker decided the
allegation of physical abuse was Unable to Detegmniline worker also physically
observed E.S. and reported no signs of physicaleabithe worker documented that
based on visual inspection, the bruises on G.S wet indicative of abuse. The
worker also expressed concern that G.S. was feptiegsured and that may be
contributing to his inconsistent statements. Tloeker made the Unable to
Determine disposition because G.S. initially diselb to the reporter that the bruises
were caused by his mother; however, he did not rtiakedisclosure to the CPS
worker.

The CIRT team concluded that while this may bectbreect disposition, the referral
was not comprehensive in that the non-custodiargaras again not interviewed

and there was no follow up on the concerns aboBt'$sdemeanor in the interview,
especially given the dynamics of domestic violetha had been reported in the past.

SYSTEMIC ISSUES

1. Responding to reports of domestic violencéembers of this CIRT team are
concerned with the Department’s history of responghis case to reports of
domestic violence where children were present. 8paity, the concern is whether
Child Abuse Hotline Screeners closed at screergpgrts involving domestic
violence that should instead be assigned to a Ghtkewfor a comprehensive
assessment.

In 2009, domestic violence was found to be preseB2% of confirmed reports of
child abuse. For the past several years, DHS glelfhre has made efforts to
iImprove policy and increase staff training aroundnéstic violence issues. Starting



in the late 1990's, Child Welfare began piloting ghacement of domestic violence
advocates in local Child Welfare offices. In 2084 tlepartment created practice
guidelines for Child Welfare to use when domestutence was present in a case.
The guidelines were recently reviewed and updateldaae scheduled for publication
by the end of May 2010. In 2006, each DHS Fieliteftreated local domestic
violence plans outlining steps to appropriatelypre and intervene when violence
between domestic partners has occurred. From 2006048 the CPS Program
coordinated and provided training, specific to dstiteviolence (assessment and
intervention), to workers and advocates in locaittmoughout the state.

In 2009, DHS submitted a budget request to thedlatmire to expand statewide the
availability of domestic violence victim advocatahild welfare offices. Although
resources were not available to implement thatestjlegislation was passed in
support of that effort when resources become availa

Recommendation:

Recent improvement efforts may have changed thail®apnt's response to calls in
this case regarding domestic violence made befddé.2However, Referrals 004
through 006 were received after those improvemiotte had begun. While
referrals 004-006 did not specifically allege dotizegolence, a comprehensive
safety assessment would have included explorafidomestic violence issues in the
family. In addition, the A.H. CIRT review (2009)adtified similar concerns
regarding how the Department screens reports imgldomestic violence. As part
of the A.H. CIRT, the CIRT Team completed an aoflsample cases to determine if
the Department’s current domestic violence pro®eanid screening guidelines are
being appropriately applied. That review conclutteat additional, targeted training
was needed to ensure that workers are consistmdlyappropriately following the
Department’s current guidelines.

Action: By September 2010, all Supervisors and CPS workidrbegin to receive
additional training specific to domestic violencaldhe Department guidelines. In
addition, a second review of sample cases willdrepteted to determine whether
application of the guidelines has improved. Theiltesof this second review and
progress toward all staff receiving training wid audit points in this case.

NOTE: Following the event that gave rise to this CIRIere were 14 domestic-
violence-related murder-suicides in Oregon, rasglin the deaths of five Oregon
women and three of their children. The historyhaf family involved in the event
giving rise to this CIRT, as well as those subsattragedies, support the need for
the creation of a long-term coordinated commuregponse to domestic violence



throughout Oregon. They also support the neechisDiepartment to continue
advocating for the funding necessary to place damemlence advocates in DHS
child welfare offices to ensure that appropriafetyeand intervention services are
available for victims and children at the pointcasis.

2. Comprehensive AssessmentSeveral of the assessments in this case were
incident-based assessments, and that fact is efipeéaubling in this case, because
there was extensive history regarding this fantibttdoes not appear to have been
taken into consideration as additional referralsualbhe family were received.

Although the CIRT team appreciates that it nowthasbenefit of hindsight, it is not
clear from the documentation in this case thabhisinformation about E.S.’s
mother as a domestic violence victim and/or hearmgstruggles with addiction
were considered in determining the safety of tloégeren. While a more
comprehensive consideration of these issues malyawat changed the outcome in
the case, it would have improved the way in whiakeworkers approached
screening and assessment decisions.

Recommendation:

In 2007, DHS Child Welfare implemented the Oregafe§ Model (OSM). One of
the fundamental concepts of the safety model istttiaCPS worker will conduct a
comprehensive safety assessment to determinesaifitly, as opposed to incident-
based assessments which focus almost exclusivalhether or not an incident of
child abuse or neglect occurred and who is resptsivVhether a specific incident of
abuse occurred or not may have very little to diwie overall safety of a child or
other children in the home.

In recognition that comprehensiveness of assessmentinued to be a challenge for
the agency, between May and October 2009, Oregfmtydodel trainers (in
conjunction with CPS Program Consultants) providedanced training, mentoring
and coaching to child welfare supervisors throughloel state. The training
specifically focused on supervision as it relatethe OSM and gathering
comprehensive, safety-related information durirgeasments.

Also in 2009, CPS Program Consultants implementexvigw tool designed to focus
on the quality of information gathered and decigiegking from the time a report is
received (screened) through the assessment prédsess$the time of publication of
this report, five child welfare offices have beeriewed using the new review tool.
Preliminarily, those reviews have found that woskare inconsistent in their
application of the Oregon Safety Model. In partacuimany cases lacked collateral



information that may have informed the worker abmedrall child safety. The
reviews also indicated that workers are not coastst gathering the information
critical to the fidelity of the Oregon Safety Modblt more importantly to ensure
that children are safe.

The efforts listed above transpired after the dafgrral about this family was
received in 2008 (Referral 006). However, the bhnamwiews, together with CIRT
reviews that are currently underway, demonstragetigoing challenge workers are
having in this critical area.

Accordingly, in two recent CIRT reports, it was seamended that the CPS Program
Manager, with assistance from members of the @fitiecident Response Team, seek
the assistance of the National Resource Centéllidd Protective Services (NRC)
regarding the challenges the Department is expangrwith respect to the
implementation of the Oregon Safety Model expeatatiregarding comprehensive
CPS assessments and the timelines by which to edengriem.

In March 2010, the CPS program manager consultddtive NRC, a nationally
recognized expert in child welfare which workedsdly with Oregon in developing
and implementing the OSM. The NRC consultationaatid the following:

First, Oregon has made complex practice changesected to the Oregon Safety
Model, and it is common for the full implementatiohsuch a change to take
approximately five years. In their estimation, Qregs on track for that five-year
implementation timeframe.

Second, the NRC indicated that supervisors ar&dfi¢o changing practice. In order
to support practice change, supervisors must be/ledgeable about the Oregon
Safety Model, capable and clearly expected to thimeckers toward conducting
comprehensive assessments, and have time to as&f as the case progresses
through the assessment process.

Third, the NRC recommended that states develomhbtygassurance tool to review
CPS assessments. They indicated that using théoteohduct reviews and provide
feedback to branch offices about their practiceldeses demonstrated in other states
as an effective way to support and facilitate inwebpractice.

Fourth, the NRC indicated that comprehensive safetgssments are more time

consuming than incident-based assessments, regjamone information, more
mandated contacts and higher levels of criticaikimg, analysis and consultation.
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The NRC confirmed that Oregon’s policy requiremientconducting a
comprehensive safety assessment, 30 to 60 days agpropriate timeframe.

Action: As a part of Oregon’s Program Improvement Plam afpency has been
working with the National Child Welfare Resourcen@s for Organizational
Improvement and the National Resource Center fad@kelfare Data and
Technology to develop a strategic plan to supgorical supervision in Child

Welfare. This work is specific to assisting supsovs in their work supporting and
directing line staff in their application of the €yon Safety Model. The plan has been
presented to the Assistant Director and to theridisind Program managers, and this
plan will then be implemented statewide.

The department is in the process of developingnaaield welfare case management
system called OR-Kids. A basic design of the nesteay is a requirement for greater
level of review and approval by supervisors. Aduhlly, the assessment process in
the new system will have more mandatory fieldsaghestep that must be completed
before a supervisor can review and approve anssees. The expectation is that
these mandates will require more familiarity witle tOregon Safety Model and
provide enhanced opportunities for training, teagtand clinical work for
supervisors, in addition to providing more accobiiita.

The CPS program developed a quality assurance {&@Ajo review screening
decisions and CPS assessments. The QA tool wasttedbto the NRC for their
feedback and recommendations about its designféinday. DHS will continue to
seek the assistance of the NRC regarding its pssgreh implementing the OSM.

3. Use of photos taken by someone other than Chilfelfare or Law
Enforcement. In Referral 004, the reporter provided the Departthwith photos of
the injuries G.S. sustained. However, the Departwas “unable to determine”
whether abuse had occurred, reportedly becaudwiisng was no longer present
when the assessment was being completed.

The CIRT team identified as a potential systensaésthe challenge of how the
Department uses photos of old injuries taken byesora other than Child Welfare or
Law Enforcement: How do investigators authentithéephotos, when were the
photos taken, severity of the injuries, were disgtes made to corroborate the
photos, and witness statements or other corrologratformation.
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Recommendation:
The CIRT team believes there is a need for additiolarity for CPS staff regarding
the use of photos taken by someone other than wfeilidre or law enforcement.

Action: By June 2010, the CPS Program Manager will conaewerk team,
composed of members from inside and outside thecygéo develop
recommendations for the use of photos of injuséen by someone other than a CPS
worker or law enforcement personnel and how theyuaed during the assessment
process. The recommendations of the workgroupbeilhudit points in this case.

AUDIT POINTS

* The agency will complete a second audit of samaées to determine if current
domestic violence protocols and screening guidelare being appropriately
applied.

» The agency will convene a work team to developmeunendations for the use of
photos of injuries taken by someone other than & @érker or law enforcement
personnel and how they are used during the assespmoeess.

» The agency will develop an action plan with clearelines for implementation of
specific sections of the strategic plan to suppraning and implementation of
clinical supervision in Child Welfare that addr@ssisting supervisors in their
work supporting and directing line staff in thepdication of the Oregon Safety
Model. The action plan will be completed within @8ys of the release of this
report.

PURPOSE OF CRITICAL INCIDENT RESPONSE TEAM REPORTS

Critical incident reports are to be used as tomigiEtermining whether there are
systemic issues which need to be addressed whendheincidents of serious injury
or death involving a child who has had contact idthS. The reviews are launched
by the Department Director to quickly analyze DH8ans in relation to each child.
Results of the reviews are posted on the DHS Wb Actions are implemented
based on the recommendations of the CIRT ReviewnTea

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.
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