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To the Governor and Members of the General Assembly:

The Error Reduction legislation, effective June 2008, launched a concerted training effort by the Office of
the Inspector General and the Department. (This effort is reported on in more detail in the “Projects and
Initiatives” section of this annual report.) In addition to strengthening investigative skills, the training
addresses biases and myths, some stubbornly rooted in the field. | have discussed one of these biases, the
“Rule of Optimism” (Gambrill, 2005), in my 2001 and 2002 annual letters, but the tenacity of this bias
still holds some investigators in its grip. Dingwal, a British researcher (Gambrill, 1990), found that
workers preferred to bridge the chasm between idealism and harsh realities by choosing an optimistic
reading of a parent’s behavior. A parent’s brutality was softened when investigators attributed good or
well-meaning intentions to the parent. In other cases, an infant with facial bruises was allowed to remain
home with a young parent who had a history of violence and poor impulse control because the worker
trusted the parent’s report that the infant injured himself. Investigators must accept the reality that some
parents’ desires for drugs, romantic relationships or personal freedoms may override their duty to protect
and care for their child.

Still, child protection cannot act alone. A typical investigation takes thirty days or less. Child protection
needs the assistance of pediatricians and family physicians who are involved with the family far longer
than thirty days to lower risks of harm to infants and children. If child abuse and neglect are going to be
combated, the village providing the safety net must include the child’s physician and other professionals,
as well as family members who are invested in the well-being of the child.

The Department continues to be impaired by high caseloads in violation of the federal B.H. Consent
Decree. This organizational variable needs to be remedied, lest the committed investigators, medical
professionals, and the child are left abandoned (see my letter to the Governor, dated November 18, 2008,
immediately following).

The 2008 Error Reduction trainings brought these issues forward. | thank and am humbled by the
General Assembly for providing the opportunity to work with the Director, the Child Death Review
Teams and Illinois’ child protection professionals to lower incidents of errors.

Respectfully,

(i Ko

Denise Kane, Ph.D.



Inspector General






OFFICE OF THE INSPECTOR GENERAL

Department of Children and Family Services
2240 West Ogden Avenue
Chicago, IL 60612
(312) 433-3000
(312) 433-3032 FAX

November 18, 2008

The Honorable Rod R. Blagojevich
Office of the Governor

207 State House

Springfield, IL 62706-1150

Dear Governor Blagojevich,

Presently | am completing a death investigation of a developmentally disabled twelve-year-old who was
allegedly Killed by a relative caregiver. The child and his brothers were subjects of previous hotline calls
and child protection investigations. The children lived in the Joliet area which is one of the fastest
growing metropolitan areas in Illinois and the nation. Joliet is also an area where DCFS’ child protection
teams are well over the standard established in the settlement of a federal lawsuit (BH Consent Decree).
One cannot examine the errors committed in the investigations prior to this vulnerable child’s homicide
without considering organizational variables such as overwhelming investigative caseloads and
supervisory vacancies. Other recent investigations tragically show the combination of these variables as
contributing to the risks of children.

Attached to this letter are charts showing investigative caseloads across Illinois that exceed the BH
consent decree standards. From Belleville north through Champaign/Urbana, Joliet, Cook County and
Rockford investigative teams are overloaded. Yet, within the next few weeks child protection is expected
to lay off 71 investigators.

The Department cannot be in the position to further risk the safety and well-being of vulnerable children
within these communities because of a critical shortage of investigators and supervisors. Also economic
hard times increase the risk of abuse and neglect. The coming together of the organizational variables
with the factor of individual errors creates a lethal formula.

I do not envy the heavy burden you carry at this time. Yet, | would be remiss in my duty if I did not bring
to your attention the violations of the federal consent decree and the consequences these violations will
cost in children’s lives.

Respectfully,

(i R

Denise Kane, Ph.D.
Inspector General
Illinois Department of Children and Family Services

CC Erwin McEwen, Director
Illinois Department of Children and Family Services
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H INTRODUCTION

The Office of the Inspector General of the
Department of Children and Family Services
was created by unanimous vote of the lllinois
General Assembly in June 1993 to reform and
strengthen the child welfare system. The
mandate of the Office of the Inspector General
(OIG) is to investigate misconduct, misfeasance,
malfeasance, and violations of rules, procedures,
or laws by Department of Children and Family
Services employees, foster parents, service
providers and contractors with the Department.
See 20 ILCS 505/35.5 and 35.6. To that end,
this Office has undertaken  numerous
investigations and initiated projects designed to
uncover wrongdoing, improve practice, and
increase professionalism within the Department.

INVESTIGATION CATEGORIES

Death and Serious Injury Investigations

The Office of the Inspector General investigates
deaths and serious injuries of Illinois children
whose families were involved in the child
welfare system within the preceding twelve
months. The OIG is also a member of Child
Death Review Teams around the state. The
Inspector General is an ex officio member of the
Child Death Review Team Executive Council.
The OIG receives notification from the Illinois
State Central Register (SCR) of all child deaths
and serious physical injuries where the child was
a ward of DCFS, the family was the subject of
an open investigation or service case, or the
family was the subject of an investigation or
case within the preceding twelve months. The
notification of a child death or serious injury
generates a preliminary investigation in which
the death report and other reports are reviewed
and computer databases are searched. When
further investigation is warranted, records are
impounded, subpoenaed or requested and a
review is completed. When necessary, a full
investigation, including interviews, is conducted.
The Inspector General’s Office created and
maintains a database of child death statistics and

critical information related to child deaths in
lllinois.  The following chart summarizes the
death cases reviewed in FY 08:

FY 08 CHILD DEATH CASES REVIEWED

CHILD DEATHS IN FY 08 MEETING THE 99

CRITERIA FOR REVIEW

PRELIMINARY INVESTIGATIONS 5
CONDUCTED

INVESTIGATORY REVIEWS OF RECORDS 69
FULL INVESTIGATIONS 13
FULL INVESTIGATIONS PENDING 12

Summaries of death investigations, with a full
investigative report submitted to the Director,
are included in the Investigations Section of this
Report. See page 42 for a summary of all child
deaths reviewed by the OIG in FY 08.

General Investigations

The Office of the Inspector General responds to
and investigates complaints filed by the state and
local judiciary, foster parents, biological parents
and the general public. At the request of the
Director, or when the OIG has noted a
particularly high level of complaints in a specific
segment of the child welfare system, the OIG
will conduct a systemic review of that segment.
Investigations  yield  both  case-specific
recommendations and recommendations for
systemic changes within the child welfare
system. The Inspector General’s Office
monitors compliance with all recommendations.

Child Welfare Employee Licensure
Investigations

In 2000, the General Assembly mandated that
the Department of Children and Family Services
institute a system for licensing child welfare
employees. The Child Welfare License permits
centralized monitoring of all persons providing
direct child welfare services, whether they are
employed with the Department or a private
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agency. The employee licensing system seeks to
maintain accountability, integrity and honesty of
those entrusted with the care of vulnerable
children and families.

A child welfare employee license is required for
both  Department and private agency
investigative, child welfare and licensing
workers and supervisors.  The Department,
through the Office of Employee Licensure,
administers and issues Child Welfare Employee
Licenses (CWELS).

A committee composed of representatives of the
OIG, the Child Welfare Employee Licensure
Board and the Department’s Office of Employee
Licensure  screens referrals for CWEL
Investigations. The committee reviews
complaints to determine whether the allegations
meet one or more grounds for licensure action as
defined in Department Rule 412.50 (89 Ill. Adm.
Code 412.50). The OIG investigates and
prosecutes CWEL complaints and hearings.

When a CWEL Investigation is completed, the
OIG, as the Department’s representative,
determines whether the findings of the
investigation support possible licensure action.
Allegations that could support licensure action
include conviction for specified criminal acts,
indicated findings of child abuse or neglect,
egregious acts that demonstrate incompetence or
a pattern of deviation from a minimum standard
of child welfare practice. Department Rule
41250 (89 Ill. Reg. 412.50) specifies the
grounds for licensure action. When licensure
action is appropriate, the licensee is provided an
opportunity for a hearing. An Administrative
Law Judge presides over the hearing and reports
findings and recommendations to the Child
Welfare Employee Licensure Board. The CWEL
Board makes the final decision regarding
licensure action.

In FY 08, 15 cases were referred to the Inspector
General’s Office for Child Welfare Employee
License investigations. In addition, the Inspector
General’s Office provided technical assistance to
the Office of Employee Licensure in 8 cases,
and monitored pending criminal or abuse/neglect
charges in 6 cases.

FY 08 CWEL Investigation Dispositions

CASES OPENED FOR FULL 15
INVESTIGATION

LICENSES VOLUNTARILY RELINQUISHED 7
INVESTIGATIONS COMPLETED/NO 4
CHARGES

CASES PENDING WITH THE 2

ADMINISTRATIVE HEARINGS UNIT (AHU)
PENDING INVESTIGATIONS

FY 2007CASES CLOSED IN FY 2008

AHU DENIED REVOCATION

LICENSES VOLUNTARILY RELINQUISHED
FINAL REVOCATION

AHU RECOMMENDED REVOCATION /
PENDING BOARD ACTION

PN WL QN

Criminal Background Investigations and Law
Enforcement Liaison

The Inspector General’s Office provides
technical assistance to the Department and
private agencies in performing and assessing
criminal history checks. In FY 08, the Inspector
General’s Office opened 2,126 cases requesting
criminal background information from the Law
Enforcement Agencies Data System (LEADS).
Each case may involve multiple law
enforcement database searches. For the 2,126
cases opened in FY 08, the OIG conducted
8,793 searches for criminal background
information. In addition, in the course of an
investigation, if evidence indicates that a
criminal act may have been committed, the
Inspector General may notify the Illinois State
Police, or it may investigate the alleged act for
administrative action only. The Office of the
Inspector General assists enforcement agencies
with gathering necessary documents. If law
enforcement elects to investigate and requests
that the administrative investigation be put on
hold, the Office of the Inspector General will
retain the case on monitor status. If law
enforcement declines to prosecute, the OIG will
determine whether further investigation or
administrative action is appropriate.
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INVESTIGATIVE PROCESS

The Inspector General’s Office investigative
process begins with a Request for Investigation
or notification by the State Central Register of a
child’s death or serious injury or a complaint.
Investigations may also be initiated when the
OIG learns of a pending criminal (or child abuse
investigation for referral to CWEL) against a
child welfare employee. In FY 08, the OIG
received 2,474 Requests for Investigation.'
Requests for Investigation and notices of deaths
or serious injury are screened to determine
whether the facts suggest possible misconduct
by a foster parent, Department employee, or
private agency employee, or whether there is a
need for systemic change. If an allegation is
accepted for investigation, the Inspector
General’s Office will review records and
interview relevant witnesses. The Inspector
General reports to the Director of the
Department and to the Governor with
recommendations for discipline, systemic
change, or sanctions against private agencies.
The Office of the Inspector General monitors the
implementation of accepted recommendations.

The Office of the Inspector General may work
directly with a private agency and its board of
directors to ensure implementation when
recommendations pertain to a private agency. In
rare circumstances, when the allegations are
serious enough to present a risk to children, the
Inspector General may request that an agency’s
intake for new cases be put on temporary hold,
or that an employee be placed on desk duty,
pending the outcome of the investigation.

The Office of the Inspector General is mandated
by statute to be separate from the Department.
OIG files are not accessible to the Department.
The investigations and the Investigative Reports
and Recommendations are prepared without
editorial input from either the Department or any
private agency. Once a Report is completed, the
Inspector General will consider comments

“This includes requests for investigation, notice of child
deaths and serious injuries, notification of arrests or
pending abuse investigations, and requests for technical
assistance and information.

received and the Report may be revised
accordingly.

If a complaint is not appropriate for full
investigation by the OIG, the OIG may refer the
complaint to law enforcement (if criminal acts
appear to have been committed), to the
Department’s Advocacy Office for Children and
Families, or to other state regulatory agencies,
such as the Department of Professional
Regulations.

Administrative Rules

Rules of the Office of the Inspector General are
published in the Illinois Register at 89 Il
Admin. Code 430. The Rules govern intake and
investigations of complaints from the general
public, child deaths or serious injuries and
allegations of misconduct. Rules pertaining to
employee licensure action are found at 89 Il
Admin. Code 412.

Confidentiality

A complainant to the Office of the Inspector
General, or anyone providing information, may
request that their identity be kept confidential.
To protect the confidentiality of the
complainant, the OIG will attempt to procure
evidence through other means, whenever
possible.  The OIG and the Department are
mandated to ensure that no one will be retaliated
against for making a good faith complaint or
providing information in good faith to the OIG.
At the same time, an accused employee needs to
have sufficient information to enable that
employee to present a defense.

Office of the Inspector General Reports contain
information that is confidential pursuant to both
state and federal law. As such, OIG Reports are
not subject to the Freedom of Information Act.
The OIG has prepared several reports deleting
confidential information for use as teaching
tools for private agency or Department
employees.

Impounding

The Office of the Inspector General is charged
with investigating misconduct "in a manner
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designed to ensure the preservation of evidence
for possible use in a criminal prosecution.” In
order to conduct thorough investigations, while
at the same time ensuring the integrity of
records, investigators may impound files.
Impounding involves the immediate securing
and retrieval of original records. When files are
impounded, a receipt for impounded files is left
with the office or agency from which the files
are retrieved. Critical information necessary for
ongoing service provision may be copied during
the impound in the presence of the OIG
investigator. Impounded files are returned as
soon as practicable. However, in death
investigations, the OIG forwards original files to
the Department’s Division of Legal Services to
ensure that the Department maintains a central
file.

REPORTS

Inspector General Reports are submitted to the
Director of DCFS and the Governor, through the
Governor’s designee, the Office of the Executive
Inspector General. An Inspector General Report
contains a summary of the complaint, a
historical perspective on the case, including a
case history, and detailed information about
prior DCFS or private agency contact(s) with the
family. Reports also include an analysis of the
findings, along with recommendations.

The Office of the Inspector General uses some
reports as training tools to provide a venue for
an ethical discussion on individual and systemic
problems within the practice of child welfare.
The reports are redacted to ensure
confidentiality and then distributed to private
agencies, schools of social work, and DCFS
libraries as a resource for child welfare
professionals. Redacted OIG reports are
available from the Office of the Inspector
General by calling (312) 433-3000.

Recommendations
In her investigative reports, the Inspector

General may recommend systemic reform or
case specific interventions. Systemic

recommendations are designed to strengthen the
child welfare system to better serve children and
families.

Ideally, discipline should be constructive in that
it serves to educate an employee on matters
related to his/her misconduct. However, it must
also function to hold employees responsible for
their conduct.  Discipline should have an
accountability component as well as a
constructive or didactic one.  Without the
accountability component, there is little to deter
misconduct. Without the didactic component,
an employee may conclude that s/he has simply
violated an arbitrary rule with no rationale
behind it.

The Inspector General presents
recommendations for discipline to the Director
of the Department and, if applicable, to the
Director and Board of the private agency. The
Office of the Inspector General monitors
implementation of recommendations  for
disciplinary action. Recommendations for
discipline are subject to due process
requirements. In addition, the OIG will
determine whether the facts suggest a systemic
problem or an isolated instance of misconduct or
bad practice. If the facts suggest a systemic
problem, the Inspector General’s Office may
investigate further to determine appropriate
recommendations for systemic reform.

When recommendations concern a private
agency, appropriate sections of the report are
submitted to the Director and the Board of
Directors of that agency. The agency may
submit a response to address any factual
inaccuracies in the report. In addition, the Board
and agency Director are given an opportunity to
meet with the Inspector General to discuss the
report and recommendations.

In this Annual Report, systemic reform
recommendations are organized into a format
that allows analysis of recommendations
according to the function within the child
welfare system that the recommendation is
designed to strengthen. The Inspector General’s
Office is a small office in relation to the child
welfare system. Rather than address problems
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in isolation, the OIG views its mandate as
strengthening the ability of the Department and
private agencies to perform their duties.

The Office of the Inspector General monitors
implementation of recommendations made to the
Director of DCFS and private agencies.
Monitoring may take several forms. The OIG
may monitor to ensure that Department or
private  agency  staff  implement the
recommendations made or may work directly
with the Department or private agency to
implement recommendations that call for
systemic reform. The OIG may also develop
accepted reform initiatives for future integration
into the Department.

ADDITIONAL RESPONSIBILITIES

Office of the Inspector General Hotline

Pursuant to statute, the Office of the Inspector
General operates a statewide, toll-free telephone
number for public access. Foster parents,
guardians ad litem, judges and others involved
in the child welfare system have called the
hotline to request assistance in addressing the
following concerns:

= Complaints regarding DCFS
caseworkers and/or supervisors ranging
from breaches of confidentiality to
general incompetence;

= Complaints about private agencies or
contractors;

= Child Abuse Hotline information;

= Child support information;

= Foster parent board payments;

= Youth in College Fund payments;

= Problems accessing medical cards;

= Licensing questions;

= Ethics questions; and

= General questions about DCFS and the
OIG.

The Office of the Inspector General’s Hotline is
an effective tool that enables the OIG to
communicate with concerned persons, respond
to the needs of Illinois children, and address
day-to-day problems related to the delivery of

child welfare services. The number for the OIG
Hotline is (800) 722-9124.

The following chart summarizes the Office of
the Inspector General’s response to calls
received in FY 08:

CALLS TO THE OIG HOTLINE IN FY 08

INFORMATION AND REFERRAL 1087
REFERRED TO SCR HOTLINE 101
REFERRED FOR OIG INVESTIGATION 147
TOTAL CALLS 1335

Ethics Officer

The Inspector General is the Ethics Officer for
the Department of Children and Family
Services. The Inspector General reviews Ethics
Statements for possible conflicts of interest of
those employees of the Department of Children
and Family Services who are required to file
Ethics Statements.

For FY 08, 701 Statements of Economic Interest
were submitted to the Ethics Officer. Of the 701
submitted, 73 indicated potential conflicts of
interest. The 73 were further reviewed and 20
advisory letters were sent to employees
notifying them of steps to take to avoid conflicts
of interest between their outside activities and
their state employment.

OIG ACTION ON FY 08 STATEMENTS OF
ECONOMIC INTEREST

ECONOMIC INTEREST STATEMENTS

FILED B
STATEMENTS INDICATING POSSIBLE 73
CONFLICTS

ADVISORY LETTERS SENT TO 20

EMPLOYEES

The OIG Ethics staff also coordinated DCFS
compliance with the statewide ethics training
mandated under the Illinois State Officials and
Employees Ethics Act of 2003. In 2008, 3,036
DCFS employees were trained.

INTRODUCTION 5



Consultation

The Office of the Inspector General staff
provided consultation to the child welfare
system through review and comment on
proposed rule changes and through participation
on various ethics and child welfare task forces.

Projects and Initiatives

Informed by the Office of the Inspector General
investigations and practice research, the Project

Initiatives staff assist the Department’s Division
on Training and Professional Development in
the development of practice training models for
caseworkers and supervisors. The model
initiatives are interdisciplinary and involve field-
testing of strategies. The initiatives are
evaluated to ensure the use of evidence-based
practice and to determine the effectiveness of the
model. See page 145 of this Report for a full
discussion of the current projects and initiatives.
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INVESTIGATIONS “

This annual report covers the time from July 1, 2007 to June 30, 2008. The Investigations section has
three parts. Part | includes summaries of child death and serious injury investigations reported to the
Department Director and the Governor. Part Il contains aggregate data and case summaries of child
deaths in families who were involved with the Department in the preceding 12 months. Part 11l contains
general investigation summaries conducted in response to complaints filed by the state and local
judiciary, foster parents, biological parents and the general public.

Investigation summaries contain sections detailing the allegation, investigation, OIG recommendations
and Department response. For some recommendations, OIG comments on the Department’s responses
are included in italics in the “OlIG Recommendation/Department Response” section of each case.

DEATH AND SERIOUS INJURY INVESTIGATIONS

DEATH AND SERIOUS INJURY INVESTIGATION 1

ALLEGATION A four and a half month-old girl died as a result of physical abuse inflicted by her
mother’s boyfriend. A child protection investigation of prior abuse of the girl was
pending at the time of her death.

INVESTIGATION The girl was brought to a hospital emergency room three months after her birth by
her maternal grandmother and step-grandfather with a bruise to the side of her face
and a human bite mark on her shoulder. Both expressed concerns the baby was being abused by her mother’s
boyfriend. The grandparents were instructed by hospital staff to keep the baby in their custody until they
were contacted by the Department. The assigned child protection investigator began her work on the case by
going to the home of the baby’s maternal aunt, which was listed in the report as the family’s address. The
aunt stated that neither the mother, grandmother nor the baby were present, and she was unable to provide
any other information regarding their whereabouts. Soon afterwards the investigator was contacted by the 17
year-old mother who provided her with two additional addresses, identifying one as her own residence and the
other as the grandmother’s home. The mother alleged both grandparents were involved with drugs and that
their house was in a state of disrepair.

After returning to her office the investigator was met at the facility by the grandmother with the baby. The
investigator observed the injuries and recorded in her notes that the bite mark appeared to have come from a
child, though she had no professional basis for reaching that conclusion. The grandmother reported the baby
had previously been treated for a facial injury sustained when she banged her head against a crib. The
grandmother confirmed her home was unfit for a child and said the grandfather had a history of substance
abuse but had recently completed a rehabilitation program. The investigator was already aware the
grandfather had been indicated for physical abuse of the mother when she was 15. At the conclusion of their
meeting, the investigator directed the grandmother to return the baby to her mother. The grandmother stated
she would return the child the following day. The investigator then completed a Child Endangerment Risk
Assessment Protocol (CERAP) determining the baby to be safe and recommending a referral for intact family
services. In doing so, the investigator failed to consider numerous factors contributing to the baby being in an
unsafe environment: the grandparents’ substance abuse issues and inadequate housing, the presence of prior

DEATH AND SERIOUS INJURY INVESTIGATIONS 7




bruising to an infant, the grandfather’s previous abuse of the mother and a dubious explanation for a prior
injury to the child that required medical attention. The investigator had also not observed the home of the
mother where the baby would reside after being returned or make any attempt to contact the mother’s
boyfriend.

The following day, the mother arrived at the Department field office stating the grandmother had refused to
return the child. The investigator wrote a letter to police informing them the Department was advocating the
baby’s return to her mother and enlisting their assistance. In separate interviews with the OIG, both the
investigator and her supervisor stated that they continued to pursue a referral for intact family services
because this was an “A” sequence report, the first involving the family. At no time did the investigator or her
supervisor consider taking the baby into protective custody until they were able to properly assess the overall
family situation. An OIG review of field office records from the time period show staff had a high volume of
cases and the investigator was above B.H. levels.

Two months after the report was made, and while the investigation was still pending, the baby was
transported to a hospital emergency room unconscious and not breathing. Attending physicians observed
brain swelling, retinal hemorrhaging, a broken clavicle, fractured ribs and bruising. Two days after being
admitted to the hospital, the baby died. The mother’s boyfriend was charged with murder and aggravated
battery to a child. He is currently awaiting trial.

0OIG RECOMMENDATIONS / 1. The child protection investigator should be disciplined for
DEPARTMENT RESPONSES failure to appropriately investigate the allegation of cuts, bruises
and welts to the baby and properly assess her safety. The
contextual circumstances of the office should be considered in imposing discipline.

The child protection investigator resigned.

2. The child protection investigator’s supervisor should be disciplined for failure to ensure appropriate
investigation of the allegation of cuts, bruises and welts to the baby and properly assess her safety. The
contextual circumstances of the office should be considered in imposing discipline.

The supervisor received an oral reprimand.

3. This case should be shared with the area’s Regional Administrator and Child Protection Managers
as a teaching tool.

The case was shared with the Regional Administrator and Child Protection Managers.
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DEATH AND SERIOUS INJURY INVESTIGATION 2

ALLEGATION A 13 year-old boy, who lived with his cousin in a relative foster placement, was
fatally stabbed by the cousin’s 14 year-old son in the family’s home.

INVESTIGATION | The boy had initially become involved with the Department eight years earlier as a
result of his mother’s substance abuse issues. When he was 10, a child protection
investigation was opened after the boy stabbed his then 12 year-old brother with a kitchen knife during an
altercation in the family’s home. Both brothers had previously reported having visual and auditory
hallucinations and, following the stabbing, the boy had a major mental health disorder. An assessment of the
brothers found they both exhibited overly aggressive and destructive tendencies. It was also learned that their
maternal great-grandmother was largely responsible for their care because of their mother’s ongoing struggles
with drug dependence. While the brothers were prescribed psychotropic medications that were diligently
administered by the great-grandmother, they often did not receive their dosages when in their mother’s care.

Following the stabbing incident the boys were removed from their mother and placed in separate homes.
Assessments determined that the combative behavior exhibited by the brothers prohibited them from living
together and it was recommended they not be placed in homes with younger children. The private agency
providing services to the family placed the boy in a non-relative foster home where he remained for three
years. During that time the boy made great progress both academically and in gaining control of his temper.
It was noted the boy was very attached to his foster mother and she demonstrated an aptitude for managing his
behavior. Eventually, the boy’s maternal aunt, who was caring for his brother, asked that he be placed in her
home. The request was refused because of the brothers’ history but the aunt’s 26 year-old daughter was
identified as a potential placement option. The private agency pursued and ultimately achieved having the
boy moved to the home of his cousin based on a preference for having him in a relative placement. Although
the cousin had a 14 year-old son and a 3 year-old daughter and private agency staff was aware the two teens
would have to share a bedroom and the boy’s psychiatrist had previously cautioned against placing the boy
with other children, private agency staff determined the placement could proceed. Staff identified the boy’s
previous violent behavior as being a product of his volatile relationship with his brother who did not live in
the home. The boy’s case was transferred to a second private agency which was responsible for handling his
brother’s foster care case. Although the move required the boy to transfer schools, the second private agency
had not ensured his Individual Education Plan (IEP) was forwarded to the new school. As a result the boy
was placed in general classes rather than the special education program as he had been in at his old school.
Private agency staff was also under the impression that Department approval was needed to forward the
records though no such authorization is required.

Seven months after the boy was placed in his cousin’s home police were called to the residence where they
found the boy lying dead in a hallway. The cousin’s 14 year-old son reported that a minor argument over use
of the telephone had escalated after the boy retrieved a knife from the kitchen. The 14 year-old stated that
after the boy threw a clothes iron and a trophy at him he picked up the knife and during the course of their
struggle the boy was stabbed in the chest. The two teens and the three year-old girl had been left home alone
briefly after the cousin left for work before the aunt arrived to watch the children. The cousin was indicated
for inadequate supervision and death by neglect and surrendered her foster care license. Her 14 year-old son
was indicated for risk of physical injury to his three year-old sister based on the rationale that the girl was
present when the fight occurred and had been traumatized by the incident. The Abused and Neglected Child
Reporting Act (ANCRA) states that in order for an individual to be an eligible perpetrator of abuse or neglect
they must serve in a caretaker role. As the cousin had made arrangements for the aunt to watch the children
and was herself indicated for inadequate supervision, the OIG determined it was inappropriate for the 14 year-
old to have been indicated. It was further discovered during the course of this investigation that the deceased
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boy’s brother had been using the 14 year-old’s name as an alias during multiple arrests. These actions served
to give the incorrect appearance that the 14 year-old had a criminal record.

Shortly after the 13 year-old’s death, the cousin and her children moved in with her mother, the foster home
of the deceased’s 15 year-old sibling. As a result, the 15 year-old sibling was living with the 14 year-old who
stabbed his brother. The cousin reported concern about the 15 year-old’s irrational behaviors including
seending the night away from the home and not meeting with his mentor, individual therapist or psychiatrist.

OIG RECOMMENDATIONS / 1. The Department should immediately convene a Child and
DEPARTMENT RESPONSES Investment Team (CAYIT) with the Agency to assess the safety
of the current living arrangement for the sibling of the deceased
in the home of his maternal aunt, given the level of violence and mental health concerns involving both
him and his cousin. The Department’s Clinical Services staff should help determine how best to
stabilize and engage the cousin in the most appropriate services.

A CAYIT was convened and residential placement was recommended for the sibling. He has been placed in a
residential facility.

2. The Department should assist the cousin in securing appropriate housing as well as childcare and
after-school resources for her children.

The family was referred for housing assistance and is now in their own apartment. The family is also
attending family therapy.

3. Upon receiving a new child case, case management staff from the second private agency should
verify that proper school and medical documents have been transferred to the child’s new school to
ensure the child’s enrollment in the appropriate grade level and education programs. The agency
should also educate staff that they do not need consent from the Department to transfer a child’s school
records.

The Department’s Division of Service Intervention provided training to the agency addressing this issue.

4. As the 14 year-old boy was not an eligible perpetrator of neglect, the indicated finding of Substantial
Risk of Physical Injury/Environment Injurious to Health and Welfare by Neglect (Allegation #60)
should be reversed and the State Central Register should expunge the indicated allegation.

The Department agrees. The database has been updated to show allegation unfounded.

5. To alert future caseworkers, the OIG prepared a notation to be filed in the case record of the
deceased boy’s brother stating that he frequently employs the name of the 14 year-old boy when in
contact with law enforcement.

The notation has been inserted in the boy’s case file and the alias has been entered into SACWIS.

6. The Department should notify the cousin and her son, the 14 year-old boy, of the possible identity
theft and direct them to appropriate resources in order to dispute any inaccurate information

pertaining to the 14 year-old boy’s record.

The letter was sent to the cousin.
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7. The Department should request that the Guardian ad Litem (GAL) for the deceased boy’s brother
advise him to cease using the 14 year-old boy’s name.

The Guardian ad Litem was notified.

8. A redacted version of this report should be shared with the first private agency to be used as a
teaching tool for their licensing and case management staff.

A redacted report was shared with the private agency.
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DEATH AND SERIOUS INJURY INVESTIGATION 3

ALLEGATION A twenty-three month-old girl died as a result of abuse inflicted by her mother’s
babysitter. Four months prior to her death, the babysitter was the subject of an
unfounded report of physical abuse of the girl.

INVESTIGATION The prior abuse investigation was initiated after the girl, then 18 months-old, was
brought to a hospital by her father with bruises on her face following a two-week
stay in her mother’s home. The day the mother took the girl into her care, she dropped the child off at the
home of the babysitter and went to the home of the girl’s maternal grandmother. The mother stayed with the
grandmother for two weeks, helping with funeral arrangements and personal matters following the death of
the grandmother’s husband, while the child remained in the care of the babysitter. The babysitter told both
parents the bruises were caused when the girl fell asleep on her pacifier, however physicians found the
explanation to be inconsistent with the girl’s injuries and identified significant bruising and swelling to the
girl’s mouth, cheek and jaw.

The assigned child protection investigator went to the hospital and spoke with the father, who stated he cared
for the girl “95 percent of the time” and denied any knowledge the mother had ever abused the girl or that
there was a history of domestic violence between them. The investigator observed the girl and took
measurements of her pacifier, noting in the case record that the size of the pacifier did not match the bruise
pattern on the girls’ face. After speaking with the mother by phone and obtaining the consent of both parents,
the investigator developed a safety plan placing the girl in her father’s custody. The investigator then went to
the mother’s home and interviewed both the mother and the babysitter. The babysitter described the girl’s
injuries as being “two little scratches” and stated that in addition to sleeping on her pacifier the girl had fallen
twice in the days before the injury was discovered, hitting herself against furniture. The investigator could
not identify any furniture in the home that could have caused the injuries as the babysitter described. The
babysitter said her 10 year-old twin daughters had witnessed the falls, as had four other children who lived in
the building and were in the home at the time. One of the daughters stated she had also seen the girl fall while
playing. Although Department Rule requires all witnesses to an incident to be interviewed, the investigator
did not learn the identities of the other children or attempt to speak with them. In the case record the
investigator recorded the building’s landlord as a witness she had interviewed, however the landlord had not
been in the home when the babysitter said the girl had fallen.

One week later the investigator informed the father that the safety plan was due to expire and the girl would
have to be returned to the mother. The father objected and stated the girl’s paternal grandmother had taken
the girl to another location to ensure she would be transported for a follow-up medical appointment. The
investigator told the father that only the mother could consent to the girl’s medical treatment and that if the
girl was not returned the mother could charge the father and grandmother with kidnapping. In an interview
with the OIG, the investigator stated she assumed the mother was the custodial parent based on statements
obtained from the mother and other relatives. A review of the case file showed the investigator had recorded
statements from the mother that the parents shared custody and care responsibilities. The grandmother
returned the girl to the mother in accordance with the investigator’s instructions. Ultimately the investigator
decided to unfound the report based on the rationale that she could not determine where or how the girl had
sustained the injuries.

One month after the report was unfounded, the hotline received a second report against the babysitter
involving a one year-old girl. The babysitter was also caring for the 18 month-old from the first investigation
at the time of the incident. However, the child was not listed as a victim in the second investigation.
According to the reporter, a one year-old girl was brought to a hospital with facial bruises, a skull fracture and
subdural hematoma after being in the care of the babysitter, a friend of the child’s family. The one year-old’s
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mother stated the babysitter told her the child had fallen but did not accept the explanation, as the infant had
not yet begun to walk. Hospital staff reported the injuries were “extremely inconsistent with [the babysitter’s]
explanation” and a second child protection investigation was opened. The second investigator interviewed the
one year-old’s mother who said she was aware of the babysitter’s prior child protection investigation and had
explained it as a bogus report made by an angry former boyfriend. A physician, asked to provide an expert
analysis of the child’s injury, concluded that the severity and complexity of the injuries combined with the
previous abuse investigation of the babysitter were cause for serious concern. In separate interviews with the
OIG, the second investigator and her supervisor both stated they were familiar with the prior report. The
supervisor said that while they both found injuries to a second child in the babysitter’s care during a short
period of time suspicious, they believed that since the report had been unfounded they could not use evidence
gathered during the previous investigation. After completing her work on the case the second investigator
indicated the report against the babysitter for neglect, as she was the sole adult present when the child’s
injuries occurred, but unfounded the report for allegations of abuse. In an interview with the OIG, the expert
physician stated that she would have appealed the decision to unfound the report but said she had not been
notified when the case was closed. While the Department requires that mandated reporters be informed of
case closures, the OIG found that notifications originating from the State Central Register (SCR) contain only
the case number and name of the alleged perpetrator. The absence of the victim’s name from these
notifications makes it difficult for mandated reporters, who are often involved in numerous reports, to readily
identify the case.

Three months after the second case was closed, the babysitter called 911 at 11 p.m. and said the twenty three
month-old girl was not breathing and had blood coming from her mouth. The babysitter claimed that earlier
in the day another very young child had pushed the girl to the floor, however medical examination determined
the girl was a victim of shaken baby syndrome. Several hours after being placed on life support the girl’s
brain function ceased and life sustaining measures were halted. The cause of death was ruled to be blunt head
trauma due to assault. It was also determined that a delay of several hours had occurred before treatment was
sought which was a primary contributing factor in the girl’s death. The babysitter’s twin girls, who were
present when the girl sustained her injuries, later told authorities their mother had shaken the girl after
becoming angry with her crying and had grabbed her twice by the foot and thrown her to the floor. The
babysitter was charged with first-degree murder and is currently awaiting trial. During the investigation into
the girl’s death, her father stated he had not been notified of the second child protection investigation related
to the injury to the one year-old girl and only learned of it during an encounter with the mother’s landlord.

OIG RECOMMENDATIONS / 1. The Department should discipline the first child protection
DEPARTMENT RESPONSES investigator for conducting an inadequate investigation, for
failing to determine when and where the alleged accident
occurred, for demonstrating bias in favor of the mother against safety of the child, and for failing to
indicate the investigation. The OIG would have recommended discipline for the investigator’s former
supervisor for failing to provide adequate supervision of the investigation and for inappropriately
approving the investigation findings; however the supervisor no longer works in child welfare.

The investigator received a five-day suspension.

2. The Department should notify all parents of children cared for by a caretaker who is under
investigation for abuse and/or neglect.

The OIG recently agreed to modify this recommendation and will submit the amended recommendation to the
Department.
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3. This report should be redacted as a training tool to dispel myths and biases concerning services to
involved fathers.

The Department agrees. This case has been incorporated into the Child Protection Investigation Staff training.
4. The second child protection investigator’s supervisor should receive non-disciplinary counseling to
ensure that she understands that uncontested facts disclosed in a prior unfounded investigation can be
considered in a subsequent investigation.

The supervisor received non-disciplinary counseling.

5. The second child protection investigator should receive non-disciplinary counseling to ensure that
she understands that uncontested facts disclosed in a prior unfounded investigation can be considered
in a subsequent investigation.

The investigator received non-disciplinary counseling.

6. The Department must ensure that notifications of investigation findings to mandated reporters from
the State Central Register conform to Rule 300.130, and include the name of the child victim.

The Department agrees. Implementation of this recommendation is in progress.
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DEATH AND SERIOUS INJURY INVESTIGATION 4

ALLEGATION A 13 year-old girl died as a result of severe physical abuse by her mother and
stepfather. A case to provide intact services to the family was closed five months
prior to the child’s death.

INVESTIGATION The family had an extensive history of involvement with the Department dating
back to when the girl and her twin brother were three months-old. At that time, the
girl was brought to a hospital with a fractured rib and subdural hematoma attributed to shaken baby
syndrome. A subsequent examination of her twin brother found he had retinal hemorrhaging and a broken
rib. The mother and the children’s biological father denied culpability in causing the injuries and were unable
to provide any explanation for how they might have occurred. Both parents were indicated for the children’s
injuries as well as risk of harm and the twins, along with their six year-old brother, were placed in a relative
foster home. By the time the children were returned to their mother’s custody four years later, her
relationship with the biological father had dissolved. A medical examination of the twins conducted while
they were out of the home found that the extent and severity of their ocular injuries suggested their eyes had
been intentionally gouged or poked with great force by a perpetrator with “sadistic tendencies.” Although the
private agency responsible for the children’s placement objected to their return to the mother because the
perpetrator of the abuse against them had never been conclusively identified, the court sided with the mother.

The mother’s behavior throughout her 13 years of involvement with the Department demonstrated a
consistent pattern of combative behavior towards child welfare and education professionals, the minimization
and rationalization of injuries suffered by her children, and a failure to accept a modicum of culpability for
her own actions. The mother was the subject of nine abuse and neglect reports, three of which were indicated,
as a result of a vast number of injuries suffered by the children over time. The mother frequently attributed
her children’s health problems to birth defects and complications related to their delivery although these
assertions were patently untrue. The mother utilized threats, accusations and intimidation to stymie
investigations and relied on a lack of communication between involved professionals and their frequent
failure to verify her statements. Soon after the children were returned to her care, the mother’s boyfriend
moved into the family home and the two were subsequently married. The stepfather reported he had been
physically abused as a child and had a history of domestic violence. Both the mother and stepfather
demonstrated a poor grasp of the children’s physical ailments and accompanying limitations which
contributed to the volatile nature of their household.

One child protection investigation was opened after the girl arrived at school unable to use her arm. The girl
stated she hurt her arm carrying a heavy shopping bag. When the stepfather arrived at the school he reiterated
the story about the girl carrying a bag and stated she was “faking for attention.” The parents did not seek
medical treatment for the girl for six days before taking her to their family physician after the school refused
to allow her to return until she had been seen by a doctor. A medical examination of the girl revealed she had
a fractured shoulder blade. During the investigation the parents and the girl cited the bag-carrying episode as
well as the girl being pushed by a school bully, bumping into furniture and her inherent clumsiness as
explanations for how the injury occurred. When a body scan of the girl found numerous old scars on her
face, knees and back, the girl said she could not remember how they had been caused. Multiple circular scars
found on the boy’s front and back torso and linear marks to his face and neck were unexplained. Although
the girl was seen by her family’s physician, the doctor focused solely on the shoulder injury and did not
conduct a full examination. The physician had treated both children since their birth and was aware of the
family’s history with the Department. An OIG review of the physician’s case file for the family found that
while she was aware of the history of abuse in the home she recorded no concerns about the girl’s overall
health or welfare. The child protection investigation was ultimately indicated for bone fractures by an
unknown perpetrator and indicated against the mother and stepfather for risk of injury by neg_jlect. The parents
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appealed the decision and the Department voluntarily withdrew the findings.

Ten months after the indicated finding was withdrawn and following another indicated report, the girl was
taken for medical treatment after arriving at school with swelling to both sides of her face and two black eyes.
The police reported the child had visible injuries. The attending doctor identified possible child abuse and
took the girl into protective custody before having her transferred to a hospital that employed a child
protective services team for evaluation. However, upon her arrival the girl was seen and no sign of abuse was
noted. The black eyes were attributed to prior ophthalmologic treatments and she was released to her parents’
custody. The hospital’s child protective services team was never notified of the girl’s presence in the
emergency room as there was no internal mechanism allowing for automatic notification when a child is
admitted under protective custody.

Four months later the girl was brought to another hospital’s emergency room and pronounced dead on arrival.
The medical examiner identified extensive scarring, bruising and abrasions across her entire body. An
internal exam found hemorrhaging in her brain, lungs and liver and physical wasting of her muscle mass. The
medical examiner determined the girl’s death was a homicide as a result of child abuse. The mother and
stepfather were charged with first degree murder and are currently awaiting trial. The boy was placed in a
relative foster home through a private agency that provides services to children with special needs.

OIG RECOMMENDATIONS / 1. In cases involving severe, multiple injuries to children, when
DEPARTMENT RESPONSES it is left unclear at the close of the child protection investigation
which of the parents inflicted the injury, the investigation should
be reviewed jointly by the DCP Manager and the DCFS Office of Legal Services to ascertain whether
any additional investigation may assist the Department in determining which perpetrator was
responsible and whether to pursue immediate termination of parental rights.

The Department wishes to clarify that per DCFS Rule 300.20 Definitions, a “Formal Investigation: means
those activities conducted by the Department investigative staff necessary to make a determination as to
whether a report of suspected child abuse or neglect is indicated or unfounded. Such activities shall
include:...a determination of the nature, extent and cause of any condition enumerated in such report...and an
evaluation as to whether there would be an immediate and urgent necessity to remove the child from the
environment...”[325 ILCS 5/3]. In other words, the burden of determination, according to DCFS Rule and
Procedure and the existing laws, lays with the investigative staff. However, the Department investigative
staff consults routinely with DCFS Legal Services on cases where there is a question of legal sufficiency to
pass screening. Moreover, it is DCFS Legal Services’ responsibility to review every new Temporary Custody
Case for Early Termination of Parental Rights (ETPR). When DCFS Legal Services’ staff establishes that
Expedited Termination of Parental Rights is appropriate, they send a form memo to the Assistant State’s
Attorney’s Office for ETPR consideration.

2. The Department should apply for a Supplemental Security Income (SSI) grant for the boy.

The boy was approved for SSI.

3. This report should be shared with the child protective services team from the hospital where the girl
was taken under protective custody for consideration of changes to their internal procedures that
would have ensured that a child taken into protective custody is referred to the Child Protection

Services Team.

The Office of the Inspector General shared a redacted copy of the report with the child protective services
team.
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4. This report should be shared with the Office of the Public Guardian.
The Office of the Inspector General shared a redacted report with the Public Guardian.

5. The DCFS Medical Director should review the quality of patient care provided to the girl by the
family’s physician.

The Department agrees. The Healthworks Provider Credentials Committee is currently reviewing the
physician’s credentials; contacting the caregivers of children/youth that are linked with this physician; and
reviewing the central file records for the children/youth who are confirmed as still seeing the physician for
primary care.
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DEATH AND SERIOUS INJURY INVESTIGATION 5

ALLEGATION A baby delivered by a 17 year-old girl at 20 weeks gestation died shortly after birth.
One week prior to the delivery, the girl had been the victim of domestic violence by
her father. Two abuse reports against the father, including one related to the altercation with the girl, were
unfounded by the Department.

INVESTIGATION The first abuse report involving the family followed an incident in which the father
located the mother at the home of a friend, broke down the door and physically
assaulted her. The father was arrested and charged with forced home invasion and aggravated battery. The
child protection investigator assigned to the case first interviewed the mother in the family home. The mother
stated the father had a history of domestic violence that had previously gone unreported but said she expected
the father to be incarcerated for some time and that she had registered with a national organization that would
alert her if his release was imminent. The following day the investigator again met with the mother along
with the couple’s three daughters, the 17 year-old and her two younger sisters, ages 15 and 14. The girls
denied any knowledge of violence between their parents and stated they were not afraid of their father.

The investigator conferred with her supervisor and a decision was reached to unfound the report, based on the
expectation the father would remain in jail and the contingency plan the mother had developed with the girls’
school to shield them from their father if he was released. The investigator completed her work on the case
without performing required duties, such as interviewing the alleged perpetrator, the father, or obtaining the
official report of the incident from law enforcement. The investigator also neglected to speak with staff from
the school. In an interview with the OIG, the school social worker stated she was never contacted by the
investigator. The social worker stated that following the incident, the girls were in constant fear and the 15
year-old, who had just been hospitalized for suicidal ideation, was particularly afraid that her father would kill
her mother or arrive at the school to hurt them. The investigator never confirmed the mother’s registration
with the national notification organization. An OIG review found no record the mother registered with such
an entity. The investigator’s supervisor did not secure waivers permitting the investigator to close the case
without required interviews being performed, and signed off on the investigation without ensuring all tasks
had been completed.

Six weeks after the first investigation was unfounded, a second investigation was initiated after the father was
involved in a physical confrontation with the 17 and 15 year-olds in a dispute over the use of a car. The father
slapped, scratched and wrestled with the 17 year-old, who was 19 weeks pregnant, eventually throwing her to
the ground. He then choked the 15 year-old who tried to intervene before entering the home and tearing a
phone out of the wall that the 14 year-old was using to call police. The father then fled the home before
officers arrived. The report related to this incident was assigned to a second child protection investigator who
went to the family home and spoke to the mother. The mother minimized the incident, saying the girls all had
behavioral problems, and refused to allow the children to be interviewed. The second investigator later spoke
to two of the girls who dismissed the episode as a family argument. Although the father was charged with
domestic violence, the girls refused to testify in court and the charges were dropped. Following dismissal of
the charges, the second investigator met with her supervisor and a decision was reached to unfound the report.
The judgment was based on the resolution of legal proceedings, the 17 year-old’s statement she was not afraid
of her father, the fact the three girls were teenagers and the family’s general refusal to cooperate with the
investigation. The second investigator and her supervisor did not consider the content of the extensive,
detailed statements all three girls provided to police in the direct aftermath of the incident. The investigator
and her supervisor also did not review police records showing two prior incidents of domestic violence at the
home, including one in which the 14 year-old brandished a kitchen knife in an effort to protect the 15 year-old
from the father. The second investigator did not learn of the premature end of the 17 year-old’s pregnancy
until after the report had been unfounded.

OIG RECOMMENDATIONS / 1. The Department should pursue disciplinary action against the
DEPARTMENT RESPONSES first child protection investigator for failing to obtain relevant
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police records, interview the mandated reporter and not requesting waivers for the required contacts.
The investigator received an oral reprimand.

2. The Department should pursue disciplinary action against the first child protection investigator’s
supervisor for her failure to ensure that the required investigative activities were completed.

The supervisor was counseled.

3. The Department should pursue disciplinary action against the second child protection investigator
for unfounding an investigation in which there was adequate information to indicate.

The investigator resigned from the Department prior to discipline being imposed.

4. The Department should pursue disciplinary action against the second child protection investigator’s
supervisor for unfounding an investigation in which there was adequate information to indicate.

The supervisor received a 5-day suspension.

5. The first and second child protection investigators as well as both of their supervisors should
participate in the web based domestic violence training offered by the Office of Training and
Developmental Services.

The Regional Domestic Violence Specialist provided domestic violence training to the child protection staff.

6. A domestic violence specialist from the Division of Clinical Practices and Professional Development
should convene a case discussion session with the involved child protection staff to review the failures in
this case.

The Regional Domestic Violence Specialist facilitated a clinical case review with the four CPS staff involved
with this case. The session lasted 2.5 hours and included a thorough review of the case and an overview of
relevant domestic violence practice principles.

7. A domestic violence specialist from the Division of Clinical Practices and Professional Development
should oversee all child protection cases involving domestic violence in the local area field office for the
next six months to ensure that these investigations are given the attention and expertise critical for the
protection of children and families involved in domestic violence situations.

The Regional Domestic Violence Specialist facilitated an in-service training about domestic violence policy
and practice principles at that DCFS Office. Thirty-six DCP investigators and supervisors participated in this
half-day training. Staff were advised to consult with the Regional Domestic Violence Specialist on cases
involving domestic violence, especially over the next 6 months to enhance their practice. Following this
training, the Regional Domestic Violence Specialist met with the nine supervisors who participated in the
training about a plan for on-going consultation. The Regional Domestic Violence Specialist will send out a
monthly email to these supervisors as a reminder and to inquire about any cases involving_j domestic violence.
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DEATH AND SERIOUS INJURY INVESTIGATION 6

ALLEGATION A three month-old girl died of undetermined causes. A child protection investigation
of the girl’s mother was pending at the time of the baby’s death.

INVESTIGATION The mother had an extensive history of involvement with the Department, child
welfare agencies, and medical and mental health care stemming from her
significant physical and emotional issues and unstable lifestyle. She reported having been abandoned by her
mother as a child and being left with relatives who physically and sexually abused her. The mother’s oldest
child had tested positive for cocaine at birth and was surrendered for adoption. The mother was unable to
maintain a consistent residence and had no support system to assist her in meeting her needs or the needs of
her second child, a three year-old boy, who remained in her care.

One month before the mother gave birth to the girl she contacted the agency that had handled her previous
adoption and stated she was in “dire” need of help as she would be overwhelmed by the responsibility of
caring for a second child. The mother stated her desire to surrender the baby for adoption and agreed to have
the adoptive parents of her first child take custody of the baby. At the time the baby was born, the mother
became aggressive towards hospital staff, accusing them of forcing her to give her baby up for adoption, and
was admitted to the hospital’s psychiatric ward. The baby was born with a heart defect. The mother informed
the adoption agency she did not wish to proceed with the adoption but could not care for the baby herself.
The mother then contacted a private agency that administered a program in which children are placed in the
unlicensed respite homes of volunteer families to provide assistance to families in crisis. The mother was
accepted into the program and the baby was placed with a volunteer couple. The OIG reviewed the program’s
intake questionnaire and found that the document did not record the issues that brought the family into crisis,
a plan to provide stability or the overall goal the family was seeking to achieve. In an interview with the OIG,
the case manager stated that while host families in the program are monitored the biological families are not.
The case manager said the program does not wish to “intrude” on families in crisis and that children are
returned to parents at their request. The case manger stated she relied upon referring agencies to provide case
management and share background information, however the mother had contacted the program herself as the
adoption agency withdrew its services after she decided not to proceed with the adoption. Three weeks after
the family entered the program the mother informed the case manager she wanted to raise the baby herself and
the girl was returned to her custody.

One month later the mother contacted a worker at the adoption agency and engaged in a bizarre, rambling
diatribe. The worker described the mother as being “intensely enraged,” saying she made statements related
to killing herself and her children and claimed to have put a fatal curse on a housing worker who failed to
adequately assist her. Although the mother had been hospitalized four times in the past following suicide
attempts, law enforcement determined she had not made any clear or specific threats. A child protection
investigation initiated to address the mother’s behavior was still pending one month later when the mother
arrived at a hospital with the baby in her arms saying the infant had succumbed to a fever. The baby was
pronounced dead on arrival and a medical examination found she had been deceased for a longer time than
had been stated in the mother’s account. Doctors were unable to identify a specific cause of death and
returned a finding of undetermined. The baby had been born with a heart defect and, in response to the
medical examiner’s conclusion that the mother’s actions or inactions had led to the baby’s death by neglect,
the child protection investigation of the death returned an indicated finding against the mother. During the
investigative interview, the mother stated the baby had passed away because, “it was her time to die and she
did and that was that.”
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OIG RECOMMENDATIONS / 1. The Department should implement the revised Adult
DEPARTMENT RESPONSES Substance Abuse Screen.

The revised Adult Substance Abuse Screen has been posted on the Department’s D-Net and included in the
SACWIS templates.

2. The Department should convene a meeting with the staff of the adoption agency, the private agency
and the physician in response to the adoption agency’s letter regarding the baby’s death.

Department staff from the Division of Clinical Services met with staff from the adoption agency and the
private agency to review the case.

3. The private agency program’s staff should meet with their board and discuss an intake process that
screens clients for severe mental illness and substance abuse. Program staff could benefit from training
that teaches them how to refer clients identified with severe mental illness and dual diagnoses to
appropriate programs for services.

The Office of the Inspector General shared a redacted copy of the report with the private agency. The
Inspector General met with agency Administrators and a member of the agency’s Board of Directors to
discuss the agency’s intake process.

4. This report should be shared with Department staff working with the family to provide an historical
perspective of the case.

The Regional Administrator shared the report with staff Working with the family.
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DEATH AND SERIOUS INJURY INVESTIGATION 7

ALLEGATION A three month-old girl died of natural causes. A child neglect investigation of the
baby’s mother was unfounded two months prior to the infant’s death.

INVESTIGATION | The mother had an extensive history of involvement with the Department, dating
back to when she became a ward at age 11 as a result of abuse and neglect inflicted
by her mother and other caretakers. The mother reported she had been sexually abused by her father, forced
into prostitution by her mother and sold drugs as a child on behalf of her parents, who were both heavy users.
In the seven years she remained in the care of the state, the mother resided in 21 different placements. During
the seven years following her emancipation, the mother gave birth to four children. Her first involvement
with the Department as a parent came prior to the birth of her fourth child when she left her three oldest
children in the home of their maternal grandmother without permission or a care plan. As an adult, the
mother struggled with ongoing issues of substance abuse, domestic violence, behavioral problems, poverty
and homelessness as well as her children’s special needs. The mother was the subject of 10 abuse and neglect
reports including the one just prior to the death of her fifth child.

The most recent hotline report was made after the mother’s two oldest children, ages 9 and 7, were observed
unattended at the hospital after she was admitted in anticipation of her delivery. Hospital staff observed the
children both before and after the birth moving unsupervised throughout the room and surrounding area and
caring for the newborn. A child protection investigator was assigned to the case and visited the mother at the
hospital. The mother told the investigator the family had been residing at a local homeless shelter; however,
shelter policy maintains that children were not allowed to remain without their parents so the oldest two
stayed with her at the hospital while the younger two stayed with relatives. The mother stated she had
recently regained custody of her children and had made an effort to remain clean prior to the baby’s birth to
ensure they all remained with her.

The investigator relied heavily upon the mother’s self-report and did not verify much of the information
provided to her. There was no evidence in the case file of contacts with the homeless shelter, the substance
abuse treatment facility or the relatives caring for the two younger children. In an interview with the OIG, the
investigator stated she did not conduct a visit to the homeless shelter because she was familiar with the
institution and knew it to be a safe environment. The investigator said the mother provided her with a
certificate of completion from the substance abuse treatment program, however no such documentation was
found in the case file. A review of police records found that in the 10 days prior to the baby’s birth, the
mother had been cited in three police reports related to theft of a motor vehicle, criminal trespass and
possession of a controlled substance.

Although the investigator made her decision to unfound the report based on the mother’s efforts to ensure
“safe” environments for her children while she was hospitalized and because of the mother acknowledgement
that her 9 year-old should not have cared for the newborn, the investigator did not consider the totality of the
issue confronting the family. A more comprehensive evaluation of the family’s history, particularly the
mother’s multitude of ongoing issues, could have resulted in the family being offered services through the
Department. Although the mother would have been under no obligation to avail herself of services, it is the
responsibility of the Department to ensure clients are made aware that those services exist.

OIG RECOMMENDATIONS / 1. The child protection investigator and her supervisor should
DEPARTMENT RESPONSES receive non-disciplinary counseling for failing to offer services to
the family after unfounding the investigation. The investigator
should be instructed to enter all contacts made in her contact notes or in the State Automated Child
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Welfare Information System (SACWIS).
The Department agrees. The counseling will be conducted.

2. The Department should attempt to locate the family and offer services. This report should be
shared with the assigned caseworker and supervisor. The family should be monitored closely to
determine whether an order of protection should be sought, given the children’s repeated exposure to
domestic violence and need for services.

Although the family was located, the family cases were closed since 1996. The Intact Case was Court
Released in 2006 and a relative was granted custody and guardianship. The following services have been
provided to the surviving siblings: Comprehensive health exam; Developmental screens; Head Start;
Counseling links in school; SSI benefits.
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DEATH AND SERIOUS INJURY INVESTIGATION 8

ALLEGATION A nine year-old boy died of asphyxiation after swallowing a plastic toy. The boy and
two siblings were adopted one year earlier by their licensed foster parents. Two child
protection investigations of the family were conducted during the three months prior to the boy’s death.

INVESTIGATION | The adoptive parents were licensed four years earlier through a private agency to
have four children placed in their home. Three months later the private agency
placed four siblings, ages 5 to 12, in the home. All four of the foster children had diagnoses that required
psychotropic medications. Two years later, the oldest sibling was removed from the home and one year later
the foster parents adopted the three younger siblings, however, the adoption subsidies did not reflect their
diagnoses or the need for medications. Several months after the adoptions, the private agency placed a 10
year-old child in the home for 3 months.

Shortly after the 10 year-old was placed, a hotline report of substantial risk of physical injury was investigated
against the adoptive mother involving her 16 year-old adoptive daughter. The investigator made several
unsuccessful attempts to see the daughter before she was interviewed at school. The investigator completed a
safe CERAP without ever seeing the girl in her home. The mother was interviewed over the phone. The
investigator did not identify other members of the household or the situations in the home before determining
there was no need for further investigation. The substance abuse and domestic violence screens were
completed by phone. The supervisor signed off on the documents without noticing that the interview was by
phone. The investigator never determined whether there were other household members that should have
been interviewed or that the parents were licensed foster parents and the agency should have been notified.
The investigation was unfounded based on insufficient evidence to support the allegation. Shortly after the
closed investigation, the private agency placed a foster child back in the home.

Eight weeks later there was a second call to the hotline reporting substantial risk of physical harm with the 16
year-old as a victim along with her eight and nine year-old siblings. The allegation was that the adoptive
mother hit the children with objects including a broom, shoes, switches and a belt. The investigator went to
the home and was given the contact information for the mother’s private agency licensing representative. The
investigator made one attempt to contact the licensing representative and when told there was no one by that
name, made no further inquiries of the agency. The eight and nine year-old children denied any corporal
punishment as did the parents. The 16 year-old was on run and was not interviewed. The investigator also
learned that the 16 year-old was now pregnant. The DCP investigator recommended the report unfounded
based on insufficient evidence.

Although the home was licensed at the time of the child abuse and neglect investigations, the case was not
flagged as a foster home facility. Even though a ward lived in the home at the time of the second
investigation, the ward was not identified as a member of the household or as a ward living in the home.
Neither DCP investigation followed up with information that would have revealed the home as a licensed
foster home with an active license. There was no information in the private agency’s records to support that
the Department notified the private agency of either DCP investigation. Further, the Department’s Agency &
Institution Licensing unit confirmed to the OIG investigator that the unit did not receive notice from the SCR
or DCP of any child protection investigations involving the family. The second investigator reported to OIG
staff that had he known that this was a licensed foster home, he would have notified the private agency of the
pending DCP investigation.

During the OIG investigation, it was learned that the foster child in the home was a special needs child and
the case record lacked critical documentation and information pertinent for effective case management.
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OIG RECOMMENDATIONS / 1. The SCR Administrator should issue an instructional memo
DEPARTMENT RESPONSES to all SCR operators that when an incoming Hotline call
identifies that the allegation involves, “foster parent, foster
home, foster child, adoptive parent, adoptive home, or DCFS ward,” the SCR operators’ data checks
must include a Provider Name Search and a check for placements. When the subject and/or home are
found to a provider/facility Facility box and Facility Type drop list must be checked when completing
the Intake Summary screen in SACWIS.

The SCR Administrator issued the instructional memo to staff.

2. The DCP investigators from both investigations should be counseled on referring adoptive families,
who have children in crises, for adoption preservation services.

The investigator from the first investigation was counseled. The investigator from the second investigation
received a two-day suspension.

3. The DCP investigators from both child protection investigations should be counseled on the
importance of completing detailed data checks on subjects of investigations.

The investigator from the first investigation was counseled. The investigator from the second investigation
received a two-day suspension.

4. The Department should consider discipline for the child protection investigator from the second
investigation for failing to contact the family’s licensing worker.

The investigator received a two-day suspension.

5. The adoptive family should be offered adoption preservation services focusing on the 16 year-old’s
teen pregnancy and supportive mental health services.

The case was referred to the Department’s Post-Adoption Unit. A referral was made to an adoption
preservation agency for assessment and the provision of on-going services.

6. The Department’s Clinical Services should review the adequacy of the adoptive family’s adoption
subsidies.

A Clinical Consultant was assigned to this case and the case has been staffed on three occasions. Adoption
preservation services and other supportive services have been provided to the family. During her pregnancy,
the 16 year-old was referred to a program specializing in psychiatric and supportive services to pregnant
women and teens diagnosed with mental illness. Since the birth of the baby, the 16 year-old has been
receiving services from a program for high risk teen moms that provides individualized case management
services including a weekly parent support group.

7. The private agency with assistance from the Department must expedite the specialized foster care
services that the 10 year-old foster child is entitled to receive.

The child’s case was transferred to an agency with specialized foster care services.
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8. The private agency administrators should address the absence of relevant documentation in the
child’s case record.

The Office of the Inspector General shared a redacted copy of the report with the private agency. The
Inspector General met with agency administrators and a member of the agency’s Board of Directors to discuss
the findings and recommendations made in the report. The agency reviewed the case file and addressed the
absence of relevant documentation.
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DEATH AND SERIOUS INJURY INVESTIGATION 9

ALLEGATION A three month-old girl died of rollover asphyxiation in the home of her paternal
grandmother, a licensed foster parent. A child protection investigation of the girl’s
parents, who lived in the grandmother’s home, was unfounded seven weeks before the baby’s death.

INVESTIGATION The infant’s mother and her seven children, the oldest of whom were eight year-old
twins, had moved into the paternal grandmother’s home after being kicked out of
the children’s maternal grandparents’ home seven months earlier. The infant’s father already resided in the
paternal grandmother’s home, as did a nine year-old boy residing in a non-relative foster placement. The
living space provided for the mother, father and the children was a room in the unfinished basement of the
home. The family became involved with the Department after an allegation of inadequate shelter was made,
charging that living conditions in the basement were unsuitable for children. The child protection investigator
assigned to the case unfounded the report. The OIG was unable to review the case record as it was expunged
30 days after a final determination of the case, in accordance with Department rule. The child protection
investigator did not notify the private agency that held the grandmother’s foster home license about the
existence of a child protection investigation involving the home. The investigator was not aware the
residence was a licensed foster home because the report had been accepted at intake by the State Central
Register (SCR) without designating the home as a “facility” or noting that a Department ward lived at the
location. The investigator did not conduct required checks of Department databases to obtain historical
information on the family which would have alerted her to the presence of a foster child in the home.

Simultaneous to the child protection investigation, a licensing worker from the private agency was processing
a renewal of the grandmother’s foster home license. Unaware of the pending investigation of inadequate
shelter, the licensing worker visited the family home and recorded only the grandmother, her foster son and
the mother and father as residents. The licensing worker did not conduct a background check on the mother,
which would have alerted him to the pending investigation. In an interview with the OIG, the licensing
worker incorrectly asserted that the father was named on the foster care license as a backup care provider,
which the worker believed precluded the necessity of running a check on the mother. An OIG review of the
licensure file found the licensing worker frequently either failed to perform required tasks or submitted
documentation of responsibilities that had only been partially completed. While conducting his home
inspection the licensing worker observed two padlocked doors in the unfinished basement and accepted the
grandmother’s explanation that they led to storage rooms. An inspection by the worker after the baby’s death
found one of the rooms to be the space inhabited by the mother and the children which contained three beds
and a crib as well as a refrigerator, sink and bathroom. Following the baby’s death, all of the children were
removed from the home and the licensing worker recommended that the grandmother’s license be revoked for
failing to notify the agency that the mother and her children had moved into the home. Currently the
grandmother still holds her license as a result of the licensing worker’s failure to complete necessary
documents. The Placement Clearance Desk has put a “hold” on the home to ensure no other children are
placed there.

The grandmother’s foster son has lived in four residential placements and one group facility since being
removed from the home. A review of his case file shows that while involved with the private agency he has
not been timely evaluated for purposes of education, placement or services. Since coming into care, he has
endured the termination of his parent’s rights, the death of a foster parent, numerous placements and removal
from the home he had lived in the longest. It is imperative that the private agency devote adequate attention
and care to ensuring the boy’s needs are met.

OIG RECOMMENDATIONS / 1. The private agency should consider discipline for the licensing
DEPARTMENT RESPONSES worker for conducting an inadequate license renewal of the
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grandmother and her home, mitigated by the agency staff shortages when the licensing worker
assumed responsibility for the foster care program. When conducting a license renewal of the
grandmother’s home, the licensing worker should have examined rooms that were secured by
padlocked doors, gathered family information for assessment purposes and to update an existing home
study, and obtained a background check of a child care provider named in a Supervision Plan for
foster children.

The Office of the Inspector General shared a redacted copy of the report with the private agency. The
Inspector General met with agency Administrators and a member of the agency’s Board of Directors to
discuss the findings and recommendations made in the report. The agency’s vacant staff positions have been
filled and foster care staff has been cross-trained in foster home licensing in the event of another staff
vacancy. Agency Licensing staff coordinated with the Department’s Agency Performance Team staff to
arrange for training licensing staff. In addition, the Agency’s Quality Improvement Office reviewed 100% of
the Agency’s foster home licensing files taking corrective action steps as necessary.

2. The grandmother’s former foster son should immediately receive specialized foster care services to
ensure that his long-term education and mental health needs are properly addressed, including
supplementary education supports, and that medication management is properly administered and
monitored. The boy’s current foster home placement should be assessed to determine whether his
foster parents can meet his special needs with appropriate supports.

The child's case was transferred to an agency that offers specialized foster care services. The foster home was
assessed and determined to be able to provide for the boy’s needs.

3. The State Central Register operators taking incoming Hotline calls should be reminded that, when
completing the Intake Summary Screen in SACWIS, they should check the Facility box when the
Report mentions “foster parent,” “foster home,” and/or “foster child.”

A Practice and Procedural Memo addressing this recommendation was distributed to SCR staff.

4. The Inspector General previously recommended a modification of the SACWIS system so that the
system has necessary data capable of (1) identifying foster parents when their names are entered into
the ‘Person Search’ option and (2) notifying the Department’s Agency and Institution Licensing Unit
and foster care licensing agency when the State Central Register receives a report involving a licensed
foster home. This modification is still necessary and critical as the functions would not only assist child
protection workers in identifying licensed foster homes in the initial stages of investigations but would
also complement the efforts Department staff who are responsible for adhering to Procedures 383:
Licensing Enforcement.

The Department agrees. The modification has been implemented.

5. The child protection investigator should receive counseling on the importance of notifying
appropriate entities when a licensed foster home is involved in a DCP investigation as delineated by
Procedures 300 and 383. The investigator should be counseled regarding her responsibility to conduct
database searches on persons or locations that are referenced as “foster parent, foster child or foster
home” in the Narratives of hotline reports.

The investigator was counseled.
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6. The Department should pursue an amendment to ANCRA extending the 30-day retention period to
six months after a final finding is entered for unfounded reports involving licensed foster homes made
by non-mandated reporters.

The DCFS Office of Legal Services has assigned an attorney to draft amendments to ANCRA which address
the above issue as well as other proposed changes to ANCRA, and will submit these amendments as a single
ﬂ;islative package.
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DEATH AND SERIOUS INJURY INVESTIGATION 10

ALLEGATION A 15 year-old girl committed suicide in her home. A child protection investigation
was opened as a result of conditions observed in her family’s home at the time of her
death.

INVESTIGATION The family was comprised of the girl, her father, her stepmother and three younger
siblings, a seven year-old girl and boys ages six and four. The family’s first
involvement with the Department occurred three years earlier after police ordered the children removed when
they found illicit drugs in the family’s home and observed it to be in a “deplorable” state. A second hotline
report was made the following year alleging the father had physically abused his younger daughter. The
couple acknowledged using corporal punishment to discipline the children but minimized the alleged abuse to
the seven year-old, despite medical evidence the girl had been slapped with “significant force” across the face.
A neighbor told the investigator assigned to the case that she frequently heard “smacking” sounds emanating
from the family’s apartment and said the father abused crack cocaine and both parents used drugs. It was also
stated that the older daughter, then 13 years-old, was responsible for maintaining the household and served in
a parental role for the younger children. The girl reported to the investigator that she was concerned about the
presence of suspicious men in the family’s home she identified as drug dealers and said she felt overwhelmed
by her responsibilities as head of the household. At the conclusion of the investigation the father was
indicated for abuse of the girl. However other indicated findings against both parents related to risk factors in
the home and the condition of the living environment were overturned on appeal. The family was referred for
intact services but was minimally compliant performed only required tasks.

During the course of the intact family services case, both the father and stepmother reported having been
physically abused by their own families when they were children. The father was marginally employed and
was described by his oldest daughter as a “vegetable” who spent most of his time on the couch in the home.
The stepmother reported having been diagnosed with a major mental health disorder but refused to receive
treatment because she did not believe in using medication to treat mental illness. The intact services worker
noted concerns regarding the parents’ perception of the family situation, the children’s emotional
development and the poor condition of the home. Throughout their involvement with intact services the
parents were uncooperative and performed only the minimum of required tasks. Once they had completed the
parenting classes the father had been ordered to attend by the court, the couple requested that their case be
closed and refused further services. Although intact services staff had learned a great deal about the myriad
issues present in the family’s home, the information gathered was never shared with the court.

Four months after the case was closed, the stepmother found the 16 year-old girl hanging by her neck in her
bedroom closet. When paramedics arrived they found the body of the deceased girl lying on a bed where the
stepmother had placed her. The paramedics then realized the seven year-old girl was asleep under a pile of
clothes on the same bed. Authorities who visited the home after the girl’s death reported it to be in a severe
state of disarray. During the subsequent child protection investigation, relatives, neighbors, school personnel
and medical professionals all came forward with concerns about the parents’ heavy substance abuse, mental
health issues, inadequate supervision and care of the children, and inability to maintain a safe household.
Several of these individuals stated they had made reports to the Department or law enforcement agencies but
said the parents were adept at concealing the extent of problems in the home and frequently bragged of their
ability to mislead police and child welfare professionals.

Six weeks after the girl’s death, another hotline call was made alleging inadequate supervision after it was
reported the couple’s three young children were allowed to play in the street and that the family was living in
squalor.
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OIG RECOMMENDATIONS /
DEPARTMENT RESPONSES

1. The Department’s Office of Legal Services should review
records on the family and assist the Department in screening this
case into court and pursue, at a minimum, a protective order

requiring the parents’ cooperation with services.

The Department agrees. A protective order mandating psychological and substance abuse assessments and
compliance with recommended treatment and cooperation with Department service plan tasks was obtained.
The case remains open with Intact Family Services.
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DEATH AND SERIOUS INJURY INVESTIGATION 11

ALLEGATION An 18 month-old boy with multiple serious medical conditions died of natural
causes. At the time of the boy’s death a report of medical neglect against his mother
was pending.

INVESTIGATION The boy’s mother, who was 16 years-old at the time of his birth, was induced to
deliver early after doctors determined the baby’s in utero growth was poor. At
birth the boy presented significant medical complexities including diabetes, epilepsy and a rare brain disorder
that required consistent monitoring and treatment with medication. Within six months of the baby’s birth,
three reports were opened against the mother for medical neglect of the boy. All three reports were handled
by the same child protection investigator and dealt with how frequently the boy received his medicine.
Handling the first two reports simultaneously, the investigator contacted the boy’s physician who stated the
child was receiving adequate medical care. Based on the doctor’s assurance the boy’s needs were being met
and a review of medical records, the first two reports were unfounded.

In the course of conducting the third investigation, the investigator again consulted with physicians but did
not perform another review of the boy’s medical records. The investigator also did not make specific
inquiries as to what medicine the boy was prescribed or the potential ramifications if dosages were missed or
sporadically administered. The mother admitted to the investigator she frequently failed to give her son his
medicine as scheduled and only became diligent in anticipation of appointments with his doctor. The report
was ultimately indicated against the mother for medical neglect. An agreement was reached that the mother
would turn custody of the boy over to his maternal grandmother and the investigator completed a safety plan
signed by the mother and maternal grandmother confirming the arrangement. The family was not referred to
the Extended Family Support Program to facilitate completion of a petition for private guardianship. Instead
the maternal grandmother was instructed by the investigator to file a motion in probate court independently.
In an interview with the OIG, the investigator stated she was informed by the maternal grandmother of the
date she anticipated obtaining private guardianship but did not secure documentation from the family. In a
separate interview with the OIG, the investigator’s supervisor stated she did not seek for the case to be
referred to the Extended Family Support Program because she was under the impression private guardianship
had already been obtained.

One year after the report was indicated, a fourth report of medical neglect was made against the mother. A
second child protection investigator assumed responsibility for the case and contacted another physician
involved in the boy’s care. The physician expressed concerns regarding the mother’s compliance with the
boy’s medication schedule. Two weeks after the report was made the boy died after being brought to a
hospital emergency room by his paternal grandmother who had observed he was having difficulty breathing.
The boy’s death was attributed to natural causes related to his multiple congenital anomalies.

Throughout the family’s involvement with the Department, the boy’s severe physical ailments and the
numerous health care workers and institutions involved in his care proved an obstacle for child welfare
professionals attempting to ascertain appropriate sources of information. Currently, child protection
investigators are not allowed access to Medicaid information possessed by the Department of Health Care and
Family Services. Making this information available to child protection investigators would allow for easier
identification of involved health care providers and ongoing courses of treatment.

OIG RECOMMENDATIONS / 1. Child protection managers should be instructed to issue
DEPARTMENT RESPONSES administrative subpoenas to the Acting General Counsel of
the Department of Healthcare and Family Services in child
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protection investigations when they are seeking information related to Medicaid benefit claims.
The Department agrees. The instruction will be sent to Child Protection Managers.

2. The Department should pursue an interagency agreement with the Department of Healthcare and
Family Services allowing DCFS Division of Child Protection staff access to Medicaid Benefit Claim
information.

The Department of Healthcare and Family Services notified DCFS that the 2004 interagency agreement
would allow the necessary access. Representatives from DCP and the Guardianship Administrator’s Office
will coordinate with the Department of Healthcare and Family Services to implement this recommendation.

3. The Department should issue a memo reiterating the availability of the DCFS Medical Director to
consult in cases of medical neglect.

The Department issued Policy transmittal 2008.09 - Nursing Consultation Services for Children with Special
Health Care Needs to address this recommendation.

4. As previously recommended by the Office of the Inspector General in FY 2007, Department
procedures should be amended to require that in child protection investigations in which the plan is for
a family member to obtain private guardianship of the child/ren, the family should be referred to the
Extended Family Support Program for assistance in securing private guardianship.

The Service Intervention Deputy has reviewed and approved the draft procedure. The procedure has been sent
to the Office of Child and Family Policy for the revision process.

5. This report should be shared with the first child protection investigator and her supervisor as a
teaching tool.

The report was shared with the investigator and supervisor.

DEATH AND SERIOUS INJURY INVESTIGATIONS 33




DEATH AND SERIOUS INJURY INVESTIGATION 12

ALLEGATION A two month-old girl died of natural causes. The infant and her two year-old brother
had been removed from their mother and taken into the Department’s custody two
months prior to the baby’s death.

INVESTIGATION The two young children were taken into Department custody after their mother was
arrested for driving under the influence at 2:00 a.m. with both children in the car,
neither of whom was properly secured in a car seat. Although the children’s father was incarcerated at the
time and the mother refused to provide the name of a relative who could care for them, police identified the
maternal grandmother who agreed to serve as a caretaker. The mother had an extensive history of
involvement with the Department and had two older children already residing in the maternal grandmother’s
home. The child protection investigator assigned to the report did not meet with the family until one week
after the incident. In an interview with the OIG, the investigator stated that in her experience safety plans are
initiated before she receives a case, so she assumed one had been put in place. No safety plan had been
established prior to the investigator beginning work on the case.

Upon meeting with the family, the investigator was informed the maternal grandmother had already returned
the two youngest children to their mother’s custody. The grandmother and her adult daughter told the
investigator that their entire family was fearful of the mother because of her propensity for combative
behavior. The daughter stated the mother had, “a violent streak in her and [the investigator would] probably
have to call the police” to see the children. The investigator met with the mother’s two older children who
also related concerns about their mother’s propensity for physical confrontation and reported a previous
incident when she had broken the grandmother’s arm. The investigator then went to the mother’s home where
she was initially denied entry. The mother was verbally aggressive and told the investigator to contact the
police if she wanted to gain entry to the home. While awaiting the police’s arrival, the investigator called her
supervisor to inform her of the situation. The supervisor instructed the investigator that after the police
arrived she should visit the children and advise the mother to refrain from engaging in corporal punishment.
The supervisor, who was serving in a temporary capacity, told the investigator to leave the children in the
home and that a decision on their placement would be made a few days later after the regular supervisor
returned. After gaining entry to the home with the assistance of police, the investigator saw the children and
observed a healing burn mark on the two year-old’s chin which she determined was an older injury. The
investigator completed a Child Endangerment Risk Assessment Protocol (CERAP), which determined the
children to be safe in their mother’s custody. The investigator then informed the mother she would be
returning to the home soon to open a case for intact family services.

In her interview with the OIG, the investigator stated she disagreed with the supervisor’s decision to leave the
children in the home and that she wanted to take the children into protective custody while accompanied by
police. The investigator stated she was aware she could have sought approval to do so from a child protection
manager, but did not believe such action would have produced a different result. The investigator said she
was familiar with the mother’s previous Department involvement and was also aware of her extensive
criminal history. In her interview with the OIG, the temporary supervisor stated she approved the CERAP
based on the investigator’s observation that the children were “healthy and showed no signs of abuse or
neglect,” but did not consider the other factors presented in the assessment.

After the investigator’s regular supervisor returned, a decision was made to screen the case into court. Police
assistance was again required to ensure the investigator was able to gain entry to the home and the children
were removed and returned to the maternal grandmother’s custody. Following a formal investigation of the
drunk driving episode, the mother was indicated for substantial risk of physical injury by neglect and
inadequate supervision. Five weeks after the report was indicated, paramedics were called to the maternal
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grandmother’s home after the two month-old girl was found unresponsive. Medical personnel were unable to
revive the infant, whose death was ruled to have been caused by sepsis and viral pneumonia.

As the other children remained with the maternal grandmother, a recommendation was made to provide
services through the Extended Family Support Program (EFSP). The plan is intended to provide assistance to
relative caregivers and help stabilize children in these placements. An OIG review of the EFSP program plan
identified vague language and unclear guidelines pertaining to eligibility for services, particularly in regards
to children whose custody is being contested. The OIG recognized that uncertainty regarding what constitutes
a “contested” matter could interfere with the timely and efficient delivery of services to children.

0OIG RECOMMENDATIONS / 1. The child protection investigator should be counseled for her
DEPARTMENT RESPONSES poor judgment in assessing the safety of two young children.

The investigator was counseled.

2. The temporary child protection supervisor should be counseled for her poor judgment in assessing
the safety of two young children.

The employee received a one-day suspension.

3. The Department needs to amend or clarify Extended Family Support’s Program Plan for FY09. It
should allow caregivers of children who are not the subject of any current case to qualify for Extended
Family Support services.

The Division of Service Intervention has approved the changes to Procedures. The Office of Child and Family
Policy will process the revisions.

4. Extended Family Support Staff Managers should meet with Child Protection Program Managers
and Supervisors to assure an efficient referral process. Training should take place once the Extended
Family Support Program Plan is finalized.

The Department has drafted a Request for Proposal for a statewide Extended Family Support monitoring
agency. One of the responsibilities of the contracted monitoring agency will be to provide training to DCFS
staff on the Extended Family Support Program.
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DEATH AND SERIOUS INJURY INVESTIGATION 13

ALLEGATION A baby girl was delivered stillborn as a result of pre-natal substance abuse by her
mother. A child protection investigation of the family had been unfounded 10
months earlier.

INVESTIGATION The mother arrived at the hospital via ambulance after the car she had been
traveling in broke down. Attending physicians recognized that the mother’s
placenta had ruptured significantly and performed a caesarian section, however the baby was deceased.
Blood taken from the placenta was tested and returned positive results for the presence of cocaine, opiates,
amphetamines and Valium. A call was made to the State Central Register (SCR) and the call was coded as
“action needed” to check on the welfare of the mother’s three other children, ages seven, three and ten
months, however no report was taken for either the baby’s death or risk of harm to the three other children. In
an interview with the OIG, the SCR administrator stated that since neither a physician or medical examiner
had confirmed the baby’s death was drug-related at the time the hotline call was made, SCR did not have
jurisdiction to open a report on the infant’s death. The SCR administrator further stated that an allegation of
risk of harm to the three other children would have required a demonstrated negative impact of the mother’s
substance use on their care. Since the father of the youngest child and the stillborn baby was present in the
home and no information had been offered suggesting he was an inadequate caretaker, no report was taken for
risk of harm.

Four months after the baby was delivered stillborn, the county coroner’s jury inquest determined the baby’s
death was “without a doubt” the result of the mother’s drug use during her pregnancy. Although the mother
had admitted to limited pre-natal substance use, she had blamed the positive result primarily on Vicodin she
had been prescribed following an automobile accident six months prior to the delivery. It was as a result of
the accident the mother first learned she was pregnant. The coroner’s jury found that the level of cocaine
present in the baby’s system meant the mother had ingested the drug the day the baby was delivered. The jury
concluded the mother’s substance abuse caused her placenta to rupture, resulting in the death. The baby’s
father later admitted to law enforcement he was aware of the mother’s cocaine and methamphetamine use
while she was pregnant. The father stated he often engaged in using the drugs along with the mother and
made no effort to persuade her to stop or obtain other assistance for her.

The OIG found SCR does not have a consistent policy for accepting reports of drug use by pregnant mothers
who have other children present in their homes. Drug use by a pregnant mother represents a substance abuse
problem of such magnitude that it should immediately raise concerns regarding the mother’s ability to provide
care for any children and the environment in which those children live.

OIG RECOMMENDATIONS / 1. The SCR Administrator should issue a policy memo
DEPARTMENT RESPONSES instructing SCR operators that when a mother delivers a
stillborn (20 weeks gestation or more) and either the mother or
the placenta tests positive for illegal substances, SCR should immediately initiate an investigation for
death by abuse. In addition, SCR should take for investigation an allegation of risk of harm to any
children in the home.

The Memo was issued but the DCFS Office of Legal Services requested that the memo be rescinded until the
allegation system is amended, which is in progress.
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DEATH AND SERIOUS INJURY INVESTIGATION 14

ALLEGATION A baby born three months premature died minutes after being delivered. The mother,
who tested positive for drugs and alcohol at the time of the birth, had been the subject
of an indicated report three weeks earlier.

INVESTIGATION The family’s involvement with the Department began after the hotline received a
call alleging the mother’s substance abuse issues placed her nine month-old son at
risk. As a result of staffing shortages and schedule changes, the assigned child protection investigator did not
meet with the family until three weeks after the initial report was made. The investigator observed the infant
at the home of his grandmother, who had taken custody of the child because of her concerns about his
mother’s lifestyle. The grandmother stated the mother had developed a crack addiction and was unable to
care for herself or her son. The grandmother described a recent trip to the mother’s home when she attempted
to return the boy after a visit. The grandmother said she entered the home through an open door and found the
house in a state of extreme disarray. The grandmother then located the mother in a bedroom, naked and
incapacitated with mud covering her feet. The mother was incoherent and unable to maintain consciousness,
prompting the grandmother to take the boy back home with her.

Two weeks later the investigator returned to the grandmother’s home and interviewed the mother, who
admitted she had started smoking crack approximately 18 months earlier and said she continued to do so once
a week. The mother also informed the investigator that she was five months pregnant and had not sought or
received any prenatal care. She agreed to participate in substance abuse services and expressed her desire that
her son remain with his grandmother, as she was about to be evicted from her residence. The investigator
completed a substance abuse screen and provided the mother with a referral to a private agency to begin
participation in a substance abuse program. The investigator did not contact the agency to set up the initial
appointment as required by the Department’s Substance Affected Family Protocol. The investigator informed
the mother that if her baby tested positive for illicit substances upon birth, another hotline report would be
generated. Three weeks later the mother delivered the baby at six months gestation. The infant tested
positive for cocaine, opiates and alcohol and died minutes after being born.

In an interview with the OIG, the investigator stated the mother was provided with a referral to a private
agency in her community rather than intact family services because she was not caring for her son at the time
and he was not present in her home. The investigator also said he did not consider referring the grandmother
to probate court to assume guardianship of the boy because the grandmother did not wish to permanently
remove the child from his mother care. In a separate interview, the child protection investigator’s supervisor
supported the investigator’s decisions to utilize community resources rather than intact services and not to
pursue guardianship. Both the investigator and his supervisor stated they were unfamiliar with the Substance
Affected Family Policy. As such, they were unable to explore all potential options for providing services to
the family. In addition, neither the investigator nor his supervisor were aware of the possibility of screening
the case into court for short-term guardianship, which would have placed greater requirements upon the
mother and provided the grandmother access to additional support and services.

OIG RECOMMENDATIONS / 1. The Division of Service Intervention should meet with
DEPARTMENT RESPONSES management to address targeted training on the Substance
Affected Family Policy, Procedure 302, Appendix A (2006) and

the use of short-term guardianship.

The Department agrees. The Division of Service Intervention will meet with the Division of Child Protection
Management to develop and implement a training. DCFS Investigative and Intact staff will be trained in all
the Cook Regions beginning in December 2008.
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2. The child protection investigator should be counseled for failure to secure appropriate drug
treatment through the DASA initiative given the high risk variables in this case.

The investigator received non-disciplinary counseling.

3. The child protection supervisor should be counseled for failure to secure appropriate drug
treatment through the DASA initiative given the high risk variables in this case.

The supervisor received a 3 day actual suspension and a two day paper suspension.
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DEATH AND SERIOUS INJURY INVESTIGATION 15

ALLEGATION An 11 month-old girl died in a fire at the home of her foster parents. The baby had
been involved with the Department since her birth.

INVESTIGATION The mother’s family had a history of involvement with the Department dating back
to when she was 10 years-old. As a teen, she had given birth to three children who
were later removed from her custody. The children were placed in the relative foster home of the paternal
aunt and uncle of one of the children. After the mother’s parental rights were terminated the aunt and uncle
adopted all three children. Following the birth of the mother’s youngest child, the baby girl was removed
from her custody and initially resided with another relative before being placed with the aunt and uncle in a
relative foster care placement. The baby girl moved into the couple’s home seven months prior to the fire.

Although the foster parent license for the aunt and uncle’s home was overseen by a private agency, a second
private agency was responsible for handling the baby’s case and placing her in the home. The licensing
agency approved the placement but did not notify its staff or ensure that a copy of the placement approval was
in the case file. The licensing worker from the licensing agency was never contacted regarding the baby’s
placement in the home. Department Procedure requires that when a private agency seeks to place a child in a
foster home licensed through another agency, the licensing worker must conduct a visit to the home with the
assigned worker from the agency placing the child. The licensing worker and his supervisor, and the
placement worker and her supervisor, all told the OIG they were unaware of the requirement for a joint home
visit under such circumstances. The OIG found that while the rule had been amended almost two years earlier
and was available for review on the Department’s website, the version available for download did not include
the change.

During the course of the investigation it was learned the aunt and uncle had moved to another home since
initially becoming foster parents but had not filed a new license application for the new address. The
licensing worker stated he had provided the necessary forms to the couple on more than one occasion but they
had not been returned. The placement worker told the OIG she did not know the aunt and uncle’s foster home
was out of compliance with licensure when she placed the baby in the home.

OIG RECOMMENDATIONS / 1. In cases of a shared home, the Pre-placement Questionnaire
DEPARTMENT RESPONSES (CFS 2012) should instruct workers to complete the form with
the licensing worker present prior to contacting placement
clearance.

The form (CFS 2012) was revised.

2. The requirement outlined in Procedures 301, Appendix E: Placement Clearance Process regarding a
joint-site-visit between the licensing worker and placing worker should be included in licensing
procedures.

The Department agrees. Procedures 402, Licensing Standards For Foster Family Homes, has been revised to
indicate that a joint on-site visit to the foster home may be required by the licensing worker and placement
worker to complete the CFS 2012, Pre-Placement Questionnaire. The revised Procedures 402 has been sent
to the Director for approval.
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3. In compliance with Rule 383.90(e), the private agency holding the aunt and uncle’s foster home
license should immediately give notification to the couple instructing them to complete the application
for address change or their foster home license will be deemed surrendered.

The foster home license has expired.

4. The Office of Child and Family Policy should ensure that policy changes are updated in both the
online and downloadable formats.

The Department agrees. The Office of Child and Family Policy will ensure that policy revisions for the On-
line Reference and Downloads sections of the Web Resource will be updated simultaneously.

40 DEATH AND SERIOUS INJURY INVESTIGATIONS




CHILD DEATH REPORT

The Office of the Inspector General (OIG) investigates the deaths of Illinois children whose families were
involved in the child welfare system within the preceding twelve months. The OIG receives notification
from the Illinois State Central Register (SCR) when a child dies, when the death is reported to SCR.? The
OIG investigates the Department’s involvement with the deceased and his or her family when (1) the
child was a ward of DCFS; (2) the family is the subject of an open investigation or service case at the
time of the child’s death; or (3) the family was the subject of an investigation or service case within the
preceding twelve months.® If the OIG learns of a child death meeting this criteria that was not reported to
SCR, the office will still investigate the death.

Notification of a child’s death initiates a preliminary investigation in which the death report is reviewed,
databases are searched and results reviewed, autopsy reports are requested, and a chronology of the
child’s life, when available, is reviewed. The next level of investigation is an investigatory review of
records in which records may be impounded, subpoenaed, or requested, and reviewed. When warranted,
OIG investigators conduct a full investigation, including interviews. A full investigation usually results
in a report to the Director of DCFS. The majority of cases are investigatory reviews of records, often
including social service, medical, police and school records, in addition to records generated by the
Department.

Cases, individually, may not rise to a level necessitating a full investigation, but collectively can indicate
systemic patterns or problems that require attention. The OIG continues to address systemic issues
through a variety of means, including cluster reports, initiatives, and trainings. Systemic issues
previously addressed include: substance abuse, infant sleep safety, and home safety. This past year, the
OIG commenced Error Reduction Training for child protection investigations of cuts, bruises and welts
after noting that a number of children’s deaths were preceded by an unfounded or pending investigation
involving an allegation of cuts, bruises and welts. The OIG is continuing Error Reduction efforts in the
current fiscal year by developing evidence-based practice protocols and trainings to improve services to
substance-affected and mentally ill parents.

In Fiscal Year 2008 the OIG investigated 99 child deaths meeting criteria for review, a decrease from 111
deaths in FY 2007, but an increase from 86 deaths in FY 2006. A description of each child’s death and
DCFS involvement is included in the annual report for the fiscal year in which the child died. This year’s
annual report includes summary information for children who died between July 1, 2007 and June 30,
2008. During this fiscal year, preliminary investigations were conducted in 5 cases; investigatory reviews
of records were conducted in 69 cases; full investigations were opened in 25 cases: 13 investigations
have been completed, with 11 reports to the Director; and 12 investigations are pending. Comprehensive

% SCR relies on coroners, hospitals, and law enforcement in Illinois to report child deaths, even when the deaths are
not suspicious for abuse or neglect. The deaths are not always reported. Therefore, true statistical analysis of child
deaths in Illinois is difficult because the total number of children that die in Illinois each year is unknown. The
Illinois Child Death Review Teams have requested that individual county registrars forward child death certificates
to SCR to compile a list of all the children who die in Illinois. It is not known whether this is regularly occurring; in
addition, some death certificates are sent to the Child Death Review Team Coordinator well after the fiscal year in
which the death occurred. The Cook County Medical Examiner’s policy is to report the deaths of all children
autopsied at the Medical Examiner’s office. The OIG acknowledges all the county coroners and the Cook County
Medical Examiner’s Office for responding to our requests for autopsy reports.

® Since the implementation of SACWIS, some investigations are expunged from the system in less than a year.
Therefore, not all child deaths actually meeting the criteria for review are brought to the attention of the OIG.
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summaries of death investigations reported to the Director in FY 08 are included in the Investigations
section of this annual report.

SUMMARY

Following is a statistical summary of the 99 child deaths investigated by the OIG in FY 08, as well as
summaries of the individual cases. The first part of the summary presents child deaths by age and manner
of death, case status and manner of death, county and manner of death, and substance exposure status and
manner of death. The second part presents a summary of deaths classified in five manners: homicide,
suicide, undetermined, accident, and natural. *

Key for Case Status at the time of OIG investigation:

Ward.............. ... .. ... Deceased was a ward

Unfounded DCP................. Family had an unfounded DCP investigation within a year of child’s
death

Pending DCP.................... Family was involved in a pending DCP investigation at time of

child’s death

Indicated DCP . .................. Family had an indicated DCP investigation within a year of child’s
death

ChildofWard................... Deceased was a ward’s child, but not a ward themselves

Open/Closed Intact . . ... ... ........ Family had an open intact family case at time of child’s death / or

within a year of child’s death

Open Placement .. ............ .....Deceased, who never went home from hospital, had sibling(s) in
foster care

Split Custody . ................... Deceased, who was at home with family, had sibling(s) in foster care
(or out of home pursuant to a DCFS safety plan)

Preventive Services .. ............. Intact family case was opened to assist family, but not as a result of
an indicated DCP investigation

Return Home .................... Deceased or sibling(s) was returned home to parent(s) from foster
care within a year of child’s death

Child Welfare Services Referral...... A request was made for DCFS to provide services, but no abuse or
neglect was alleged

* The causes and manners of death are determined by hospitals, medical examiners, coroners and coroners’ juries.
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Table 1: Child Deaths by Age and Manner of Death

Homicide Suicide Undetermined Accident Natural Total
) At birth 1 6 7
< Oto3 2 5 7 7 21
E 4t06 2 3 2 9
i 7to 11 2 1 4 8
2 12 to 24 3 4 7
2 3 1 3 8
3 1 2 5
4 1 2
6 1 1
7 1 1 1 3
o 9 1 1
< 10 1 1 2
© 11 1 1
3 12 1 1
> 13 1 1 1 1 4
14 2 4
15 1 4
16 1 1 3 5
17 1 1 1 3
18 or older 1 2 3

Table 2: Child Deaths by Case Status and Manner of Death

Reason for OIG investigation™* Homicide | Suicide | Undetermined Accident Natural Total
DCP Pending 3 2 4 1 3 13
Unfounded 3 1 1 7 6 18
Indicated 4 2 2 4 12
Ward 3 5 11 19
Former Ward 1 1
Return Home 1 1
Open Placement 3 3
Open Intact 4 1 3 4 6 18
Closed Intact 2 2
Split custody 1 1
Child of Ward 1 1 1 3
Preventive Services/Extended 3 3
Family
Child Welfare Services Referral 1 2 1 1 5
TOTAL 19 4 12 23 41 99

* This was the primary reason for OIG investigation.
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Table 3: Child Deaths by County of Residence and Manner of Death

County** Homicide Suicide Undetermined ‘ Accident Natural ‘ TOTAL
Adams 1 1

Cook 10 3 8 10 20
DuPage 1
Effingham

a1
iy

Jackson
Lake 1
Macon 1

Macoupin
Madison 2 1
Massac 1

McHenry
McLean 1 1 1
Monroe
Montgomery 1
Peoria 2
St. Clair
Saline

Sangamon 1
Stephenson
Will

Winnebago 1 4

alw|rlwlr]lrlw]lrlrlolr]Rlolrlolw]l]-]-

TOTAL 19 4 12 23 41

©
©

** Some children died in counties outside of their county of residence.

Table 4: Child Death by Substance Exposure and Manner of Death

Substance exposure Homicide Undetermined Accident Natural TOTAL
Child exposed at birth*** 2 3 1 11 17
Mother has history of substance abuse 1 1 1 3 6

*** This includes children who tested positive for a substance at birth or whose mother tested positive for a
substance at birth. Others may have been exposed to drugs during their mother’s pregnancy, but the drug use was
not recent enough to cause the newborn or mother to test positive.
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FY 2008 DEATH CLASSIFICATION BY MANNER OF DEATH

HOMICIDE
Nineteen (19) deaths were classified homicide in manner.

CAUSE OF DEATH NUMBER

Abusive head trauma E 8

Multiple Injury due to child abuse

Suffocation/Asphyxia/Strangulation

Complications of maternal drug use

Gunshot wound !

Neglect
Stab Wound

TOTAL 19
Perpetrator information:
PERPETRATOR NUMBER™

Father 6
Mother

= e N

Mother’s Boyfriend

Unrelated Peer

Babysitter
Brother
Father’s Girlfriend

Step-father i
Unrelated Adult

Pl owlw] o

Unknown/Unsolved

* In four deaths, there was more than one perpetrator.

PERPETRATOR = PERPETRATOR AGE CHARGES™

SEX RANGE

15 Males 14-31 13 are charged with 1% degree murder, all are awaiting trial
10 Females 21-42 8 are charged with 1° degree murder, all are awaiting trial

* There were no charges in five deaths (one unknown perpetrator).
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SUICIDE

Four (4) deaths were ruled suicide.
Three children had a cause of death of hanging.
One child had a cause of death as gunshot wound.

UNDETERMINED

A death is classified as undetermined in manner when there is insufficient information to classify the
death as homicide, suicide, accident, or natural. This situation usually arises because of deficiencies in
investigation, most of which are impossible to overcome. When a case is classified as undetermined, the
decision usually lies between two of the four possible manners of death. In nearly all cases involving
infants and children the decision rests between homicide and two other possible manners: accident and
natural.

Twelve (12) deaths were classified undetermined in manner.
9 children had an undetermined cause.
2 children had a cause of Sudden Unexplained Death in Infancy.
1 child had a cause of carbon monoxide intoxication due to inhalation of smoke and soot
due to apartment fire.

ACCIDENT:
Twenty-three (23) deaths were classified accident in manner.

CAUSE OF DEATH NUMBER

Asphyxia/sleep related deaths 9

Auto/Train Striking pedestrian

Drowning

Motor vehicle related deaths

Fire related deaths

Aspiration of foreign object

Blunt trauma due to gate crushing

PRI RPIN W Wl w

Drug Overdose

TOTAL 23

46 