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IN THE UNITED STATES DISTRICT COURT
FOR THE SOUTHERN DISTRICT OF TEXAS
CORPUS CHRISTI DIVISION

M.D., b/n/f Sarah R. Stukenberg, et al.,

Plaintiffs,
V.

GREG ABBOTT, in his official capacity Civil Action No. 2:11-CV-00084

as Governor of the State of Texas, et al.,

w W W W W W W W w

Defendants.

Monitors’ Update to the Court Regarding Remedial Order 3

Remedial Order 3: DFPS shall ensure that reported allegations of child abuse and neglect
involving children in the PMC class are investigated; commenced and completed on time
consistent with the Court’s Order, and conducted taking into account at all times the child’s safety
needs. The Monitors shall periodically review the statewide system for appropriately receiving,
screening, and investigating reports of abuse and neglect involving children in the PMC class to
ensure the investigations of all reports are commenced and completed on time consistent with this
Order and conducted taking into account at all times the child’s safety needs.

Pursuant to Remedial Order 3, this Update to the Court discusses the Monitors’ assessment and
review of the State’s investigation of reports of abuse, neglect and exploitation of children in
Permanent Managing Conservatorship (PMC) conducted by the Health and Human Services
Commission (HHSC) Provider Investigations (P1).! Adult Protective Services (APS), which
includes Pl—the public employees who investigate alleged abuse, neglect and exploitation of
adults and children with disabilities residing in certain settings—is a division of the Department
of Family and Protection Services (DFPS). After the Texas legislature consolidated DFPS and
HHSC and then separated them again into independent agencies, the legislature determined that
APS as a whole would remain with DFPS but that the PI division of APS would be part of HHSC.

! The language in Remedial Order 3 specifically refers to the General Class, rather than limiting its application to
children in licensed settings. In an advisory filed with the Court on September 21, 2021, Governor Greg Abbott advised
that with respect to the scope of the Court’s injunctions, “[A] General Class member should receive the same
protections under the Court’s remedial orders regardless of the licensed or unlicensed nature of the facility where the
member is housed, unless the remedial order at issue specifies that it applies only to the [Licensed Foster Care] subclass
or licensed or unlicensed facilities.” Governor Greg Abbott’s Advisory Concerning the Court’s September 14, 2021
Inquiries 3, ECF No. 1137. In the Monitors’ Seventh Report, the Monitors will also include an assessment of Remedial
Orders 7, 8 and 10 with respect to closed Pl investigations.
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The Monitors’ review of State records revealed egregious deficiencies in these Pl investigations,
as recounted in greater detail below. In many of the PI investigations reviewed by the Monitors,
records contained evidence of an utter disregard by Texas for children’s safety, falling seriously
below the standard required by Remedial Orders 3, 7, 8 and 10. Texas repeatedly addressed
allegations of Sexual and Physical Abuse of some of the State’s most vulnerable children with
shocking carelessness, leaving Pl investigations open with no activity for months on end—in
numerous instances for more than one year—while children with significant developmental
disabilities were left in harm’s way. Children and their advocates repeatedly cried out to the State
for help, alleging disturbing child maltreatment, including sexual abuse; physical assaults of
children; abandonment of a child in a locked, unsupervised facility; a child being tasered by a staff
member; and a child being instructed by a staff member to share a bed with an apparent adult
resident of a group home. Time and again, Pl failed to respond in a manner consistent with this
Court’s orders (and their own policies) and left children exposed to danger that in certain instances
caused them terrible suffering and harm.

In one of the most appalling failures by the State, a PMC child was the subject of multiple reports
of abuse and neglect leading to 12 PI investigations, all pending simultaneously, over a one-year
period at the same placement, C3 Academy, LLC. The State repeatedly failed to conduct the
investigations in a manner consistent with child safety. In one of the investigations, PI failed to
identify the confirmed Sexual Abuse history of a staff member at C3 that occurred during the
course of its investigation of a PMC child’s outcry of Sexual Abuse by an unnamed staff member
at the facility: PI allowed its Priority One investigation of the child’s outcry to lay dormant for
more than a year; during that time, a different arm of the State, DFPS’s Child Protection
Investigations (CPI) unit, substantiated allegations that a C3 Academy staff member at the group
home sexually abused his stepdaughter, for which he was also charged criminally. Investigative
records show even when the PI investigator identified this staff member as the alleged perpetrator
in the record a year after the intake and eventually learned of pending criminal charges, she did
not consider—and appeared unaware of —the CPI substantiation of Sexual Abuse by the staff
member during the investigation, even months after CPI closed the case and documented the
disposition in IMPACT.

In another shocking instance—the twelfth investigation of alleged abuse and neglect of the same
child at that same placement—a staff member allegedly broke the child’s jaw in two places. The
child and a witness identified the staff member who attacked the child. Evidence, as detailed below,
showed that only the next morning when another staff member brought the child to a hospital and
left her there alone was the injury treated.> Nonetheless, Pl took nine months to complete the
investigation with long periods of inactivity and it ultimately determined the allegations were
Inconclusive, despite a preponderance of evidence that the staff member abused the child. These
and numerous other State child abuse and neglect investigations described below are emblematic
of PI’s repeated failure to “ensure the investigations of all reports are commenced and completed

2 An administrator of C3 Academy, who Pl interviewed six months after the intake, said another resident informed
her that the staff member hit the child in the face with his fist multiple times the day before the child was taken to the
hospital. Child C reportedly went to bed after the attack with untreated and substantial injuries. The following day, a
different staff member and the administrator observed blood and bruising on the child’s face, at which time the child
was taken and left at the hospital and to a hospital and law enforcement was contacted.
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on time consistent with this Order and conducted taking into account at all times the child’s safety
needs.”

A. Background

HHSC’s PI investigative authority includes HHSC state operated facilities, including state-
supported living centers, state hospitals and Home and Community Based Services (HCS)
residences; the HCS residences include three and four person residences (HCS Group Homes) and
host home settings. PI investigates abuse, neglect and exploitation at HCS Group Homes regardless
of whether the individual is receiving services under the home and community-based services
waiver program (under Sec. 1915 of the Social Security Act) (HCS waiver services).*

If the allegations take place in an HCS host home setting, HHSC has authority to investigate abuse,
neglect or exploitation of an individual receiving HCS waiver services from a person who contracts
with a health and human services agency or managed care organization to provide home and
community-based services. DFPS CPI investigates allegations involving children in those
residences in instances when PI’s jurisdiction does not apply because the alleged victim is not
receiving HCS waiver services.>®

3 M.D. ex rel. Stukenberg v. Abbott, No. 2:11-cv-84, slip. op. (S.D. Tex. Nov. 20, 2018), ECF No. 606 (as modified
by M.D. ex rel. Stukenberg v. Abbott, 929 F.3d 272, 277 (5th Cir. 2019); J. (5th Cir. July 8, 2019), ECF No. 626).
(stating that “DFPS shall ensure that reported allegations of child abuse and neglect involving children in the PMC
class are investigated; commenced and completed on time consistent with the Court’s Order; and conducted taking
into account at all times the child’s safety needs. The Monitors shall periodically review the statewide system for
appropriately receiving, screening, and investigating reports of abuse and neglect involving children in the PMC class
to ensure the investigations of all reports are commenced and completed on time consistent with this Order and
conducted taking into account at all times the child’s safety needs.”).

4 26 TEX. ADMIN. CODE 88711.1(2)(A)(ii) &(iii). The Code states that APS has jurisdiction in the instances described
herein; the jurisdiction is exercised by HHSC’s PI. Eligibility for HCS waiver services requires that an individual has
an Intellectual disability under state law or a diagnosis of a “related condition” with an IQ of 75 or below as further
defined in the Code of Federal Regulations, Title 42, 8435.1010.

S Recently, HHSC and DFPS appeared to clarify Handbook intake and investigation policy and procedures regarding
jurisdiction over allegations involving children in different types of HCS group homes and/or receiving HCS waiver
services in other settings, including those group homes identified by HHSC as “HCS Group Homes (1-4).” For
example, in September 2023, DFPS updated language in its SWI Handbook where it discusses jurisdiction; it now
states that Pl: “has jurisdiction to investigate abuse, neglect, or exploitation of a child who resides in one of the
following settings: [1] A Home and Community-based Services (HCS) group home. [2] A setting with services to
meet the child’s special needs paid for by a Medicaid waiver.” The Handbook updates further state “Child Protective
Investigations (CPI) has jurisdiction to investigate abuse or neglect of a child receiving services when all of the
following apply: [1] The child does not reside in an HCS group home. [2] The child resides in a setting with services
to meet his or her special needs, but those services are not paid for by a Medicaid waiver. [3] The home is not licensed
by RCCR.” DFPS, Statewide Intake Policy & Procedures Handbook 84760, available at
https://www.dfps.texas.gov/handbooks/SWI_Procedures/Files/SWP_pg_4000.asp#SWP_4760 (Updated in
September 2023). There is no additional information listed for the intake specialist about what is considered “an HCS
group home.” The Monitors have also observed examples of jurisdictional confusion between SWI, CPI and PI during
the intake and investigation process.

% The Monitors previously reviewed and reported on investigations of allegations of abuse, neglect and exploitation
of PMC children whose living arrangements the State identified as “HCS Group Homes” that were conducted by CPI
in the Fifth Report to the Court pursuant to Remedial Order 3. See Deborah Fowler & Kevin Ryan, Fifth Report,
Appendix 2 Maltreatment in Care Case Summaries 48-49 & 51, ECF No0.1318-2.
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The definitions of abuse, neglect and exploitation for investigations conducted by P1 are contained
in Title 26 of the Texas Administrative Code.” The definitions apply to all individuals who are
alleged victims, whether children or adults.

Possible findings for investigations conducted by PI include the following:

Confirmed — There is a preponderance of credible evidence to support that abuse, neglect
or exploitation occurred.

Inconclusive — There is not a preponderance of credible evidence to indicate that abuse,
neglect or exploitation did or did not occur due to lack of witnesses or other available
evidence.®

Unconfirmed — There is a preponderance of credible evidence to support that abuse,
neglect or exploitation did not occur.

Unfounded — Evidence gathered indicates that the allegation is spurious or patently
without factual basis.®

Additionally, PI closes investigations using a disposition of “Other” when it determines that it does
not have jurisdiction over any of the allegations. This dispositional choice is not defined in the
Provider Investigations Handbook nor in the Administrative Code but is listed as a disposition for
investigations in the IMPACT database and in data reports submitted to the Monitors by HHSC.

B. Overview

HHSC opened 77 new PI investigations involving at least one PMC child between January 1, 2023
and April 30, 2023.1° The number of investigations opened per month ranged from 14 to 35. PI
closed 101 investigations of maltreatment of PMC children between January 1, 2023 and April 30,
2023. The number of investigations closed per month ranged from 19 to 35.

Of the 101 investigations closed during this period, State data indicates the alleged abuse or neglect
occurred in the following “facility types:” Private HCS Homes accounted for 51% (52);1! HCS

726 TEX. ADMIN. CODE 88711.11-23.

8 If PI assigns a disposition of Inconclusive to an allegation but the disposition for any other allegation is either
Confirmed or Unconfirmed, HHSC reports the overall disposition of the investigation to the Monitors as Confirmed
or Unconfirmed, respectively. Per HHSC, in its data reports to the Monitors an overall disposition of Inconclusive is
assigned only if other allegations in the same investigation were not assigned as Confirmed or Unconfirmed. E-mail
from Katy Gallagher, Associate Director — Complex Litigation Team, HHSC, to Megan Annitto, Monitoring Team,
etal. (July 6, 2023).

%26 TEX. ADMIN. CODE §8711.421.

10 The Monitors analyzed data about maltreatment in care for PI investigations pertaining to PMC children that were
opened and/or closed between January 1, 2023 and April 30, 2023. HHSC, P1 Open and Closed Investigations —
January 2023 (March 1, 2023); PI Open and Closed Investigations — February 2023 (April 5, 2023); PI Open and
Closed Investigations — March 2023 (April 26, 2023); Pl Open and Closed Investigations — April 2023 (May 22,
2023) (on file with the Monitors).

11 This information is derived from “Facility Type” as reported by HHSC in its data reports noted above. The Facility
Type and the child’s Living Arrangement in IMPACT do not appear to track one another when the Monitors conducted
their reviews of the investigations. For example, investigations identified with Facility Type “Private HCS Home”
may involve a child identified with a living arrangement in an “HCS Group Home 1-4.” Additionally, investigation
locations identified with the facility type of “HCS Private homes” in the State’s data reports are routinely referred to
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Group Homes (1-4) accounted for 18% (18); state supported living centers accounted for 14%
(14); state hospitals accounted for 8% (8); Home and Community Support Services Agencies
(HCSSA) accounted for 5% (5); and the remaining four closed investigations were identified as
occurring in an Adult Foster Care Licensed Intermediate Care Facility (ICF/IID), a Community
Provider, a Residential Treatment Center and a Texas Youth Commission (TYC) Halfway House.

Figure 1: Facility Type in Closed HHSC PI Investigations Involving PMC Children,
January 1, 2023 to April 30, 2023

Source: HHSC PI Investigations Closed January 1, 2023 to April 30, 2023
n=101 investigations closed
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Of the 101 investigations closed during this period, HHSC determined that 2% (2) of the
investigations resulted in an overall disposition of Confirmed, thereby substantiating at least one
allegation as abuse, neglect, or exploitation. In the remaining investigations, HHSC reported that
the overall dispositions in 8% (8) of investigations were Inconclusive,'? 55% (56) of investigations
were Unconfirmed, and 35% (35) of investigations were assigned a disposition of Other.

by Pl in the investigative records as group homes or HSC group homes; therefore, the record typically does not
distinguish what type of group home is the subject of the investigation.

2 As noted above, HHSC informed the Monitors that for Pl investigations with allegations resulting in both
Unconfirmed and Inconclusive dispositions, the overall disposition appears as Unconfirmed in the HHSC data reports
submitted to the Monitors. Therefore, there are additional allegations that Pl resolved as Inconclusive in other
investigations reviewed by the Monitors. This approach is unlike DFPS, which assigns an overall disposition of Unable
to Determine (similar to PI’s disposition of Inconclusive) in those situations.
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Figure 2: Dispositions in Closed HHSC PI Investigations Involving PMC Children,
January 1, 2023 to April 30, 2023

Source: HHSC PI Investigations Closed January 1, 2023 to April 30, 2023
n=101 investigations closed
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To validate the State’s performance associated with Remedial Order 3 and the appropriateness of
investigations of abuse, neglect or exploitation of a PMC child conducted by PI, the monitoring
team conducted reviews of 50 Pl investigations, 45 of which closed between January 1, 2023 and
April 30, 2023 and 5 of which closed prior to 2023 but involved the same PMC children and
allegations related to the investigations that closed during 2023.2® Of the 50 investigations the
Monitors reviewed, Pl assigned an overall disposition of Unconfirmed to 43 (86%); Inconclusive
to 6 (12%); and Confirmed to 1 (2%).

The Monitors concluded that a total of 28 (56%) of 50 investigations with an overall disposition
of Unconfirmed, Inconclusive or Confirmed were inappropriately resolved or deficient.
Specifically, the Monitors found that PI reached its disposition appropriately in 22 investigations
(44%); inappropriately resolved 3 investigations (6%); conducted 24 investigations (48%) with
such substantial deficiencies that the Monitors were prevented from reaching a conclusion; and in
the one Confirmed investigation (2%), Pl resolved the investigation with the appropriate
disposition but failed to conduct the investigation consistent with the child’s safety needs due to
the extensive, unexplained delay that kept the child in an unsafe situation. To appropriately reach
a final disposition in the deficient investigations, additional information would have been required
to determine whether children were subject to maltreatment. The alleged child victims in these 28

13 To evaluate dispositional results for the investigations included in the sample, the Monitors designed an instrument
for the case record review. To support consistency in scoring, both inter-rater reliability and secondary reviews were
tested and used. For this portion of its assessment, the monitoring team reviewed a sample of Pl investigations with
an overall disposition of Inconclusive or Unconfirmed as reported by HHSC in its monthly data reports provided to
the Monitors for the period under review. In future reporting, the Monitors will include their evaluation of
investigations that Pl closed with a disposition of Other during the period of review. Additionally, the Monitors
reviewed five investigations that closed prior to 2023 as they were related and relevant to the PMC children and
allegations in the investigations that closed during the initial period of review.
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Pl investigations, discussed below, had caseworkers employed by DFPS, except for Child C
(OCOK) and Child F (2Ingage).

Often the deficiencies identified by the Monitors began at the start of the investigations during the
expected assessment of the alleged victim’s current safety and recounting of the allegations; these
problems included a failure to promptly interview children face-to-face and, in some instances, a
failure to conduct interviews with children at all, despite the Court’s orders.'* Pl frequently failed
to conduct the investigations in a manner that appropriately accommodated and considered the
limited capacities, verbal or otherwise, among this population of PMC children. Due to the
children’s documented developmental challenges and accompanying eligibility for HCS services,
it is unclear why PI investigators were so consistently ill-equipped to accommodate or consider
them during investigations into allegations about the children.

The Monitors discovered lengthy and severe unexplained delays in investigations’ completion that
impacted child safety, including in Priority One investigations. Among the investigations the
Monitors reviewed, very few were completed in 30 days and many had egregious delays,
remaining open without activity for extended periods even in situations where the child was an
alleged victim in newer additional serious allegations at the same placement.™® Although untimely
investigations had documented extensions approved, the delays in investigative activity were
frequently without documented justification and/or exceeded reasonable periods of time to
complete the investigation, as discussed in greater detail below. For example, in one instance

14 Timely face-to-face contact is required by Remedial Orders 7 and 8. Remedial Order 7 states that:
Within 60 days and ongoing thereafter, DFPS shall, in accordance with DFPS policies and
administrative rules, complete required initial face-to-face contact with the alleged child victim(s)
in Priority One child abuse and neglect investigations involving PMC children as soon as possible
but no later than 24 hours after intake.

Remedial Order 8 states that:
Within 60 days and ongoing thereafter, DFPS shall, in accordance with DFPS policies and
administrative rules, complete required initial face-to-face contact with the alleged child victim(s)
in Priority Two child abuse and neglect investigations involving PMC children as soon as possible
but no later than 72 hours after intake.

The Administrative Code also requires face-to-face contact, though it does not include a timeframe for face-to-face
contact in Pl investigations. It states that “[t]he investigator makes a face-to-face contact with the alleged victim except
when the intake alleges any allegation type where there is no physical or emotional injury to the alleged victim and
no risk of physical or emotional injury or death to the alleged victim.” TEX. ADMIN. CODE §711.415 (a). By definition,
nearly all allegations of abuse, neglect and exploitation that meet the criteria for investigation by PI include facts
alleging physical or emotional injury or risk of physical or emotional injury. See TEX. ADMIN. CODE §§711.11-21
(including for example, the definition of Neglect: “[a] negligent act or omission which caused or may have caused
physical or emotional injury or death to an individual receiving services or which placed an individual receiving
services at risk of physical or emotional injury or death.”).

1526 TEX. ADMIN. CODE §§711.417- 419 (requiring investigations to be completed in 30 days and in some instances,
more rapidly, unless there is an extension for good cause); Furthermore, Remedial Order 10 states that:

Within 60 days, DFPS shall, in accordance with DFPS policies and administrative rules, complete
Priority One and Priority Two child abuse and neglect investigations that involve children in the
PMC class within 30 days of intake, unless an extension has been approved for good cause and
documented in the investigative record. If an investigation has been extended more than once, all
extensions for good cause must be documented in the investigative record.
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below, the Monitors discovered a child was an alleged victim in three investigations that remained
open for more than 20 months while several new allegations of child abuse and neglect arose,
resulting in three new additional investigations.®

PI’s response is often fragmented and uncoordinated where multiple intake reports and
investigations involve the same child or children at the same placement. The lack of management,
diligence and coordination across many PI investigations fails to prioritize child safety and creates
or exacerbates serious risk of harm for PMC children. For example, for one PMC child, the
Monitors identified that there had been 12 investigations that remained open, including four
Priority One investigations, into allegations of abuse and neglect of the child over a 12-month
period while the child was placed at an HCS Group Home with one agency, C3 Academy. The
child’s records documented repeated outcries of Physical Abuse, including Physical Abuse by a
staff member with a taser that Pl eventually Confirmed, as well as Sexual Abuse and Neglect. Yet,
the PI investigators did not appear to consider the connection between the child’s outcries with her
repeated instances of running away and serious attempts to self-harm at the group home. The PI
investigators ignored her outcries by allowing the investigations to remain totally dormant for
inexplicable periods of time—in multiple instances for over one year; when investigators finally
returned to the allegations many months or over a year later, they appeared to adopt as fact the
statements by staff members who claimed no wrongdoing or that the child routinely made false
outcries.

In one Priority One investigation into allegations of Sexual Abuse of the child, the investigator
documented that an administrator of the group home stated, “[the child] would make the same
allegations all of the time, against staff and other individuals.” But the Monitors’ review showed
that the child’s investigative history at the placement did not include any prior investigations of
Sexual Abuse at that time; therefore, either that statement was untrue or staff members failed to
report the prior allegations of Sexual Abuse by the child. The investigator did not question the
administrator about this lack of alignment of facts or failure to report. Moreover, the investigation
into the child’s allegation of Sexual Abuse sat dormant for one year.

Unlike DFPS investigations into child maltreatment, Pl investigations do not involve a review of
the referral history of the placement location, the supervising agency or owner, or of specific
group home locations, despite its relevance to the fact-finding endeavor.'” For example and as a

16 Additionally, when states submit the Application for a §1915(c) Home and Community-Based Services Waiver to
the federal government, they are required to submit Appendix G, Participant Safeguards, which “describes the
safeguards that the state has established to assure the health and welfare of waiver participants in specified areas.” In
its current draft dated September 2023, HHSC states that:

The Department of Family and Protective Services Statewide Intake receives allegations of abuse,

neglect, and exploitation of individuals enrolled in the HCS waiver program. The Department of

Family and Protective Services and HHSC Provider Investigations are statutorily responsible for

review, investigation, and response to those reports. HHSC Provider Investigations must complete

all investigations within 30 days from the day the allegation is reported to Department of Family

and Protective Services Statewide Intake.
See HHSC, Draft Application for a §1915(c) Home and Community-Based Services Waiver, available at
https://www.hhs.texas.gov/sites/default/files/documents/hcs-waiver-renewal-draft-sept-2023.pdf.
17 For example, DFPS instructs its Residential Child Care Investigations (RCCI) investigators to review the prior
referral history at an operation or at other operations supervised by the same administrator, director, owner, or other
person in charge. In a training document for its investigators regarding preponderance of the evidence, DFPS instructs
the following in a section entitled “History as Evidence:”
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point of comparison, according to DFPS, relevant history, including that of the alleged perpetrator,
the operation, and the operation’s regulatory history, “is given just as much weight as any other
piece of evidence in the case and could tip the scales towards a specific finding when the evidence
leads to two equally plausible conclusions.”*® PI investigators are instructed to review the case
history of alleged perpetrators and victims; however, the referral history of abuse, neglect and
exploitation allegations at a specific placement location, such as an HCS Group Home or the
agency overseeing it, is not available in IMPACT. HHSC confirmed that it does not consider that
history during PI investigations.*®

Additionally, although PI investigators are instructed to review the case history of the alleged
perpetrator and the alleged victim, the Monitors found critical and relevant failures with this
analysis. In one instance noted above and discussed further below, a Priority One PI investigation
into Sexual Abuse of a PMC child by an unnamed staff member at C3 Academy sat dormant for
one year without investigative activity; during the course of that year, DFPS’s CPI unit
substantiated allegations that one of the child’s caregivers, a staff member at the group home,
sexually abused his stepdaughter, for which he was also charged criminally. The PI investigator
did not appear to consider or know about the CPI substantiation at any point during the PI
investigation. The Monitors discovered that the alleged perpetrator’s history involved the CPI
substantiation (using the same source that is available to PI investigators in IMPACT). But the
investigator never discussed or considered the information about the CPI substantiation for Sexual
Abuse against this staff member when conducting the investigation into the allegations by the
child. The investigator eventually learned that the staff member had a criminal charge pending for

It is important to consider history during an investigation, as past behavior can be an indicator for
future behavior. When we refer to history in a case, we mean all prior intakes and investigations
involving the alleged perpetrator, operation, and alleged victim; the operation’s regulatory
compliance history; and the background check history for the alleged perpetrator. Case history is
important because it is another piece of credible evidence that can corroborate or refute the
allegations in the current investigation. Even if prior DFPS history was ruled out, found unable to
determine, or was downgraded to a standards investigation, this can be important information to
consider for the current allegations. History is given just as much weight as any other piece of
evidence in the case and could tip the scales towards a specific finding when the evidence leads to
two equally plausible conclusions.

DFPS, Preponderance of the Evidence, 1, 5 (undated training manual) (emphasis added) (on file with the

Monitors).

Moreover, DFPS investigators are instructed to consider operational referral history to determine culpability of
administrators. “If abuse, neglect, or exploitation that is the same as, or similar to, the current allegations has been
alleged under the supervision of the same person in charge, the investigator evaluates whether the person in charge
failed to make a reasonable effort to prevent the allegations from reoccurring.” DFPS, Child Care Investigations
Handbook, §5110, available at https://www.dfps.texas.gov/handbooks/CCI/Files/CCl_pg_5000.asp#CCl_5110.

18 DFPS, Preponderance of the Evidence, 1, 5 (undated training manual) (on file with the Monitors).

19 The monitoring team inquired with HHSC about locating the child abuse, neglect and exploitation referral history
for locations over which PI has jurisdiction, such as an HCS Group Home. HHSC informed the Monitors that Pl
investigators do not consider such information during investigations. HHSC stated that “the investigator looks at prior
case history that involves either the alleged perpetrator or the alleged victim. Pl does not have prior case history data
by provider agency.” HHSC further explained that when it performs sampling of Pl investigations at an operation
during the recertification process, the process might lead to additional inquiry into systemic concerns and might result
in additional inquiry into the “operational history.” E-mail from Katy Gallagher to Megan Annitto, et al. (December
14, 2022).
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sexual assault during interviews with a different staff member at C3 Academy; that interview was
three months after CPI substantiated the staff member for Sexual Abuse.

The monitoring team also observed PI’s repeated failures to conduct investigations consistent with
the relevant definitions of Neglect, creating additional child safety risk. Specifically, PI
investigators failed to consider or discuss whether administrators were neglectful for a failure to
“provide a safe environment for [the alleged victims], including the failure to maintain adequate
numbers of appropriately trained staff, if such failure results in physical or emotional injury or
death [to the alleged victims] or which placed [the alleged victims] at risk of physical or emotional
injury or death.”?® The failure to investigate that issue included situations that were crying out for
such analysis by the State of Texas. For example, with one group home, law enforcement officers
repeatedly expressed alarm at the deficits in care for residents that they encountered. In one
instance, a staff member locked a PMC child in a room with another resident and left the facility
at some time prior to 3:30 a.m. When the child and the other resident broke out of the locked room
and sought help from a neighbor, law enforcement was unable to locate a staff member to come
and care for the individuals. The record ultimately demonstrated that for at least two hours, staff
members left the child and the other resident without supervision, access to an exit or bathroom,
and without means to summon help in the middle of the night. Pl failed to substantiate the
allegations of Neglect; moreover, as in many instances, the Pl investigator did not consider
whether this event evidenced a failure by the administrators “to provide a safe environment for
[the alleged victims], including the failure to maintain adequate numbers of appropriately trained
staff, if such failure results in physical or emotional injury or death to [the alleged victim] or which
placed [the alleged victims] at risk of physical or emotional injury or death.”?! Failure to analyze
these key elements of Neglect also occurred in instances where staff members expressly
acknowledged to PI investigators the lack of adequate staff resources and/or training provided to
them as caregivers.

In another example, a staff member at Educare Community Living Corporation (Educare), an HCS
Group Home, reported that although she was aware of an alleged victim’s repeated self-harming,
administrators did not provide the staff member with training related to the child’s care. In the
investigation findings, the investigator documented: “It is a concern that there was no record to
show that [the staff member] was trained on [the alleged victim’s] Special Needs or Person-
Directed Plan.” Yet the investigator failed to consider the relevance of these facts to the Neglect
allegation, despite their applicability to the definition of Neglect in the Texas Administrative
Code.? In another instance, a staff member at Educare called SWI herself to report Neglect
because she was not able to properly care for the six individuals that the administration left in her
care.

C. Investigative Summaries

Below are the facts and conclusions in the 28 investigations which the Monitors determined Pl
inappropriately resolved or conducted with substantial investigative deficiencies.

20 See 26 TEX. ADMIN. CODE § 711.719(a)-(b)(3).
21 See 26 TEX. ADMIN. CODE §711.719(a)-(b)(3).
22 See 26 TEX. ADMIN. CODE §711.719(a)-(b)(3).
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Child A, age 15, 10 of 5623

The monitoring team reviewed six Pl abuse or neglect investigations with a disposition of
Unconfirmed or Inconclusive that involved a child (Child A,?* age 15) while she lived at Educare,
an HCS Group Home.?® According to Child A’s Plan of Service, she has the following diagnoses:
Fetal Alcohol Spectrum Disorder; Persistent Depressive Disorder, Intermittent Major Depressive
Episodes; Disruptive Mood Dysregulation Disorder; and Intellectual Disability, Mild. Child A’s
Full-Scale 1Q is reported as 56. Child A was placed at Educare from May 11, 2020 to April 30,
2021.%5 During this one year, Educare moved her among at least four of its different group home
locations.?’ Five of the six abuse and neglect investigations the monitoring team reviewed involved
allegations that appear to have occurred at the final Educare location, although it is not possible
to confirm this in the documentation provided to the Monitors nor is it apparent in the
documentation included in the child’s placement and investigative records.?®

As the following table illustrates, P1 opened these six investigations of alleged abuse and neglect
of Child A within a short time-period of eight weeks from March 7, 2021 to May 4, 2021. However,
most of the investigations sat dormant for long periods of time with no activity, and the

23 1n its recent guidelines, HHSC characterized the intellectual functioning of children with lower full-scale 1Q test
scores in the following ways: 1): 1Q between 70 and 80: Children may need assistance with complex tasks, navigating
social nuances, judgment and decision-making. Children may require special education services while remaining
mainstreamed; 2): IQ between 55 and 70: Children’s memory, judgment and decision-making are impaired. Children
with 1Q scores in this range have a concrete problem-solving approach and may struggle to use academic skills in
daily life; and 3): 1Q between 40 and 55: Children experience a marked difference in communicative behavior from
their peers and their social judgement and decision-making abilities are limited. Children in this group reach
elementary academic skill development. HHSC, Determination of Intellectual Disability Best Practice Guidelines
2022, 59 & 74 (2022), available at https://www.hhs.texas.gov/sites/default/files/documents/doing-business-with-
hhs/providers/long-term-care/lidda/did-best-practice-guidelines.pdf. The 1Q is noted due to its significance to the
discussion about the investigative deficiencies surrounding child interviews and assessment of child safety and risk,
though it is not the only relevant factor. As noted above, it is also not the only factor for HCS waiver qualification
decisions.

2 As of September 1, 2023, Child A is placed in another HCS Group Home (1-4). She has been there for one year.
She is an alleged victim in one open Neglect investigation that opened on January 5, 2023.

%5 As with other children included in this report, the child’s Living Arrangement typically appeared in IMPACT as
“HCS Group Home 1-4” through most or all of the time period she was placed with Educare; in this and other
instances, HHCS’s data reports listing the investigation identified “Facility Type” as “Private HCS Home” and the
investigations routinely referred to the location as a “group home.” The Monitors used HCS Group Home to describe
it due to the child’s listed Living Arrangement in IMPACT.

% Based upon the child’s case contacts in IMPACT and information contained in investigations, Child A’s last day
with Educare was on April 30, 2021, despite her placement log recording May 10, 2021. From April 30, 2021 until
May 10, 2021, it appears Child A was hospitalized for ongoing mental and behavioral health issues.

27 Child A’s record in IMPACT indicates that over the one-year period Child A was placed at various group homes
run by Educare and that Educare moved Child A among at least four separate Educare group homes during this period,
all of which were located in the same city in Texas and appeared to have some shared staff members. Child A’s
placement record does not include documentation of these moves within Educare group homes; the monitoring team
identified these moves by reading Child A’s case contact notes. The child’s case contact notes do not provide an
explanation for Child A’s multiple moves nor the exact dates the child was placed at each Educare location. Lastly,
as the following PI investigations involving Child A illustrate, it is unclear whether the placement instability Child A
experienced while placed at Educare contributed, in some part, to her emotional and behavioral instability during this
time period.

28 The first investigation (IMPACT ID: 48570835) described below may have involved allegations that occurred at
the Educare location that preceded Child A’s final placement location but as noted above, the specific group home
location is not apparent in the investigative record.
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investigations were completed between June 15, 2021 and January 20, 2023, with the longest
investigation spanning 21 months prior to completion.?

Table 1: HHSC PI Abuse or Neglect Investigations of Child A

Case ID Intake | Completed | Closed Mog:ir:)sr?g)en Allegation Type Alleged
Date Date Date - Perpetrator
Completion
48570835 | 3/7/2021 | 12/21/2022 | 1/23/2023 | 20 months Neglect Staff 1
Neglect Staff 2
Neglect Unknown
Emotional Abuse | Staff 3
Physical Abuse Unknown
48622287 | 4/14/2021 | 1/20/2023 | 2/23/2023 | 21 months Neglect Unknown
48624895 | 4/16/2021 | 1/12/2023 | 2/23/2023 | 21 months Neglect Unknown
48632744 | 4/22/2021 | 6/15/2021 | 5/11/2022 | 1+ months | Neglect Staff 4
48646196 | 5/1/2021 | 7/9/2021 10/8/2021 2 months Neglect Staff 5
48656069 | 5/4/2021 | 9/2/2021 11/3/2021 4 months Neglect Staff 6
Neglect Staff 4
Neglect Unknown 1
Physical Abuse Staff 6
Physical Abuse Unknown 2
Emotional Abuse | Staff 6
Emotional Abuse | Unknown 1

In five of the six investigations, the investigators requested and received an extension; however,
the investigators did not include any documented explanation for the substantial investigative
delays nor the reason that formed the basis of the request to complete the investigations so late—
three of which took well over a year to complete despite serious allegations about incidents of
Physical Abuse, self-harm, and supervision lapses.®® As detailed below in the summaries of each
investigation, the monitoring team’s review found that PI’s substantial failure to timely and
appropriately investigate all six investigations involving Child A contributed to ongoing safety
risks for Child A while she was placed at Educare. Pl failed to conduct the investigations in a
manner that took into account the child’s safety at all times and, instead, the record of
investigations involving Child A exhibits serious disregard for child safety.

1. IMPACT Case ID: 48570835

Summary of Key Allegations:

2 Investigations conducted by Pl are required to be completed in 30 days (some within a shorter time-period,
depending on location) unless there is an extension granted for good cause. 26 TEX. ADMIN. CODE §8711.417- 419.

30 Presumably, some of the initial delay was due to the COVID-19 pandemic; however, the lack of any investigative
activity and extreme delay ran well beyond that time-period and are without explanation for most of these

investigations.
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On March 7, 2021, a DFPS caseworker reported the following allegations regarding Child A at
Educare. First, the child alleged that three days prior to the report, a staff member (Staff 1) provided
her with money and allowed her to walk alone to a nearby store where she purchased a bottle of
Tylenol containing 24 pills. When the child returned to the placement, she allegedly went to her
bedroom and ingested all 24 pills. The reporter stated that at the time the intake report was made,
the child was at a hospital for ingesting the pills. When the caseworker went to visit the child at
the hospital, the child also reported to her caseworker that on an unknown date, a different staff
member instructed her to sleep in the same bed as another individual living in the home (Individual
1, age unknown) and she complied. (Educare is a home to both minors and adults who qualify for
services; the age of Individual 1 is unknown to the Monitors and appears to be an adult).3! The
following night, after the child and Individual 1 allegedly slept in the same bed per a staff
member’s instruction, Staff 1 told the child and Individual 1 that one person had to sleep in a bed
and the other on the couch. Next, the child disclosed to her caseworker that on an unknown date,
she engaged in self-injurious behavior by cutting herself with a plastic pen at the placement; the
caseworker observed scratches on the child’s wrist. In response to the child’s self-injurious
behavior, a third staff member (Staff 3) allegedly yelled at the child to stop cutting herself. When
the child responded by telling Staff 3 she was going to hit him, Staff 3 reportedly threatened to hit
the child. The child also disclosed to her caseworker that staff members at the placement said mean
things to her and hurt her feelings. Lastly, the child told the reporter that staff members did not
provide her with her morning medications. The reporter stated that the child had experienced two
hospital stays in a short duration of time while placed at the group home. There is no
documentation in the record indicating that any individual from Educare reported any of the above
allegations to SWI, including the child’s purchase and ingestion of 24 Tylenol pills.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority One investigation, Pl
initiated an investigation of Emotional Abuse, Neglect and Physical Abuse of Child A by three
named staff members and two unknown staff members. Due to substantial investigative
deficiencies, most notably that it took one year and eight months to complete the investigation, a
disposition of the allegations cannot be determined, despite the investigator’s assignment of a
disposition of Unconfirmed or Other to all of them.

During the investigation, the investigator concluded that PI did not have jurisdiction over the
Neglect allegation regarding a staff member instructing Child A and another resident to sleep in
the same bed. The investigator cited Title 26 of the Texas Administrative Code, §711.7 and
concluded that the allegation “does not fall within the purview of HHSC PI. This information is
being referred back to the provider and, if applicable, forwarded to the appropriate regulatory
program, law enforcement, or Office of Inspector General, for appropriate action.”*? There is no

31 Some HCS Group Homes house both adults and children. When the residents or “clients” are children in DFPS
custody, the Monitors have access to their ages in IMPACT. When the residents are adults and children who are not
in DFPS custody, the Monitors do not consistently have access to their ages in IMPACT. The investigator in the above
investigation failed to determine or document whether Individual 1 was a child or adult, a critical lapse in assessing
the allegation and risk to Child A. Based on information Child A provided about Individual 1, including her first name,
which appears in another investigation at Educare and is connected to an adult, the investigative record suggests that
Individual 1 is an adult; however, the monitoring team cannot definitively confirm this information.

32 The investigator did not cite from among the specific provisions within the Administrative Code Section 711.7
when documenting the decision.
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additional documentation available in the records accessible to the Monitors about any actions that
followed with regard to a staff member’s instruction to the 15-year-old child to share a bed with
another resident who appears to be an adult living in the home. The record also does not contain
additional information confirming whether the child and Individual 1 had their own beds at that
time.

Monitors’ Review:

The investigator did not determine whether staff members provided Child A with adequate
supervision when she was able to leave the home to purchase Tylenol and then left the home again
and subsequently consumed 24 Tylenol pills, which resulted in her hospitalization.

The investigator did not interview any staff members until 21 months after the investigation
commenced. During these delayed and flawed interviews, the investigator did not reference the
relevant incident report. The incident report was included in the investigative record and contained
an unnamed staff member’s documentation of Child A’s departure from the home and ingestion
of pills, during which time the staff member documented that he was the only staff member on
site:

Not even 45mins later [the child] walks back to house showing staff that she went
to the store [sic] that the site manager gave her permission to go and that’s when
she showed staff what she had bought from the store. She showed a 200z soda and
a small bottle that contain[ed] 24 pills of migraine medication. Staff told her she
can’t have it[,] she said she don’t give a fuck][,] she keeping them and that’s when
she left to walk to the other group home again after the site manager told her not to
leave. She then walked back in the house[,] walk to the backyard and said she wants
to die and that she already took all the medications. Staff notify both case managers,
site manager and then call 911 so she can go to the hospital... During the whole
incident staff was alone and the only staff on shift.

During the interviews with staff members, the investigator did not attempt to identify the staff
member who authored the above incident report nor the person responsible for the child’s
supervision at the time of the elopement and self-harming behavior. Instead, the investigator’s
interviews with staff members and her documentation thereof appeared to lack detailed
questioning about the alleged incident, including a failure to identify which staff member(s) was
on duty. Due to extensive delays and inadequate questioning, the investigator did not gather the
following information to inform an assessment of the allegation of Neglect:

e How many children or other residents was the single, on-duty staff member responsible for
supervising at the time of the incident? What was the group home’s contractual staff-to-
client ratio and was the group home in compliance with this ratio at the time of this
incident?

e What efforts, if any, did a staff member make to prevent the child from leaving the
placement, particularly given that the child possessed a bottle of pills and had a documented
history of self-harming behavior and suicidal ideation? Additionally, given the child’s
history of frequent elopement, what safety precautions had the group home implemented
to prevent, as best as possible, the child from eloping?
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e Given that the child left the placement with pills, did the staff member notify the other HCS
Group Home that the child was walking toward the home and had pills with her?

In the absence of gathering the above information, the investigator appeared to base the
investigative finding of Unconfirmed for this Neglect allegation on the evidence that the child was
not subject to heightened supervision at the time of the incident. Statements and conclusions in the
investigative record seemed to suggest that any acts and omissions by staff members did not rise
to the level of Neglect when, as here, the child eloped and self-harmed so long as a staff member
adhered to her “routine” supervision level.®

The investigative record included documentation demonstrating that while placed at Educare, the
child exhibited emotional dysregulation, suicidal ideation leading to inpatient hospitalization and,
as discussed in this investigation, a serious incident of self-harm. Given these re-occurring, high-
risk behaviors, the investigative record raised critical questions regarding the appropriateness of
the child’s supervision while with Educare; one of the most pressing among them was (and
remains) whether Educare failed to “establish or carry out an appropriate individual program plan
or treatment plan” for Child A that resulted in or placed her at risk of physical or emotional injury
or death.®* But the investigation into Neglect did not further explore or discuss that central issue
as part of the investigation. In addition, when the investigator interviewed the Educare case
manager six months after the investigation commenced and when the child was no longer placed
with Educare, the case manager reported that the child did not have a Behavior Support Plan while
at the placement nor did staff members have “special training” or instruction about caring for Child
A, despite her ongoing high-risk behaviors. The investigator did not discuss or further explore
whether this failure was tantamount to or at least evidence of Neglect due to a failure by Educare
“to provide a safe environment for [the child], including the failure to maintain adequate numbers
of appropriately trained staff” that resulted in or created risk of physical or emotional injury or
death for this child.®

With regard to the remaining allegations of Physical Abuse, Emotional Abuse, and Neglect related
to the administration of medication and instructing the child to sleep in a bed with another resident,
the Monitors also find the investigation was deficient. While the child denied most of the
disclosures that she previously made to her caseworker related to these allegations (except for the
allegation that a staff member instructed her to share a bed with another resident, which she
maintained), the investigation’s delay of one year and nine months made it impossible to reconcile
the child’s outcries to her caseworker (the reporter) with her statements to the investigator. For
example, regarding the allegation her medication was not administered appropriately, the
investigator’s lack of activity precluded the opportunity to probe the records at the group home

33 During the six investigations discussed in this report involving Child A, Pl investigators gathered the following
information regarding Child A’s supervision requirements. HCS Group Home administrators and staff members
reported that Child A’s supervision level was “routine” and that this supervision level did not require a staff member
to maintain one-to-one nor line of sight supervision. While supervising Child A, a staff member was permitted,
according to facility documentation, to care for and supervise other residents and this care for other residents may
occur in a separate room or part of the HCS Group Home from where Child A was located. Child A’s “Level of Need”
(LON) was five. According to the investigative record, an individual with an LON of five had skills ranging from
fairly independent to requiring some personal care reminders and guidance and staff intervention may vary from
reminders to 24-hour guidance and supports.

34 See 26 TEX. ADMIN. CODE §711.719(b)(1).

35 See 26 TEX. ADMIN. CODE §711.719(b)(3).
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and timely review the information with staff members. Lastly, instructing a child to sleep in a bed
with another resident, who appears to be an adult, is an allegation of Neglect and should have been
investigated for placing the child at risk of physical or emotional injury.3®

Notable Gaps in Investigation Timeframe:

The investigation took one year and eight months to be completed. The intake was received on
March 7, 2021. There was no investigative activity from April 2021 to mid-September 2021 nor
from late September 2021 to October 2022. An extension was approved on September 14, 2022,
more than one year after the investigator requested it. The record did not include any explanation
for the extension nor for the extended periods without investigative activity. The investigation was
completed on December 21, 2022, approved on December 21, 2022, and closed on January 23,
20233

2. IMPACT Case ID: 48622287

Summary of Key Allegations:

On April 14, 2021, approximately one month after the above investigation began, Pl initiated
another investigation of Neglect regarding Child A at Educare. According to the intake report, a
child’s parent reported that her son (Child B, age 11, not in DFPS care) arrived at school with cuts
on his wrists and he alleged they were caused by Child A. Child B told his parent that Child A had
cuts all over her wrists, as well. The parent also reported other allegations that pertained only to
her son.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority One investigation, Pl
initiated a Neglect investigation related to Child A and Child B by an unknown staff member. Due
to substantial investigative deficiencies, among them the fact that the investigation took one year
and nine months to be completed, a disposition for the Neglect allegation related to Child A cannot
be determined, despite the investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

The majority of this deficient investigation focused on allegations related to Child B, however, the
following investigative deficiencies were identified as related to Child A:

e The investigator never conducted a face-to-face interview with Child A about the
allegations and instead, the investigator attempted a telephone interview with Child A on
December 20, 2022 — over a year and half after SWI received the intake.*® When

36 26 TEX. ADMIN. CODE §711.719 (a).

37 According to HHSC, investigations may remain open for 60 days after their completion “to allow for an appeal or
to work an appeal. Pl typically waits 60 days after supervisor approval before closing out the case in IMPACT to
allow for an appeal, if any. There could be a longer gap if the case was appealed and additional work was needed.” E-
mail from Katy Gallagher to Megan Annitto (December 12, 2022).

% Related to a separate investigation (IMPACT ID: 48624895) discussed below in summary number three, the
investigator briefly observed and spoke to Child A on April 16, 2021, two days after the above investigation
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interviewed by telephone 20 months after the alleged incident and when she was no longer
placed at the group home, Child A reported to the investigator that she could not recall the
alleged incident involving Child B. The investigator documented that Child A then reported
that she did not want to speak with the investigator and hung up. The investigator did not
attempt to contact Child A again.

e The investigator’s failure to timely observe and interview Child A prevented her ability to
assess whether Child A had “cuts all over her wrists,” as alleged by Child B and assess her
safety at the placement. Further, given the serious nature of the allegations of self-harm
that PI received just over one month earlier involving Child A (IMPACT ID: 48570835;
discussed above), and continued allegations of Child A engaging in self-harming behavior
at the HCS Group Home, and in light of the Court’s explicit remedial order for timely face-
to-face contact with PMC children who are the subject of abuse or neglect investigations,
it was incumbent upon the investigator to timely interview Child A and assess and observe
her safety at the placement.

e The investigator conducted a timely face-to-face interview with Child B. Regarding the
alleged incident, Child B reported that Child A used a broken piece of glass to cut his wrist.
Child B stated that he and Child A were in the group home’s backyard at the time of the
incident; staff members were allegedly inside the facility while the children were allegedly
cutting one or both of their wrists outside.

e During the investigation, the investigator did not timely or adequately question staff
members to evaluate whether they provided Child A and Child B with appropriate
supervision at the time of the alleged incident. Likely due to the investigator’s untimely
interviews with staff members over a year and a half after SW1 received the intake report,
staff members were unable to recall the alleged incident with any detail.>>#° Like the above
investigation, staff members reported that the children were not subject to a heightened
level of supervision at the time of the alleged incident and therefore, the investigator
reported no concern for Neglect. During the investigation, the investigator did not attempt
to establish the date and duration of time Child A and Child B were reportedly alone outside
in the backyard using glass to cut Child B’s wrist and possibly Child A’s wrist; nor how
Child A, a child known to self-harm, had access to a broken piece of glass.

Notable Gaps in Investigation Timeframe:

The investigation took one year and nine months to be completed. The intake was received on
April 14, 2021. An extension was approved on May 14, 2021, with a documented reason of
“Extraordinary Circumstances.” The investigation was delayed without activity from April 2021
to December 2021. The record did not include any explanation for the lack of investigative activity
and substantial delay in completing the investigation. The investigation was completed on January

commenced while she was placed in an ambulance; because the conversation was brief and occurred in an ambulance,
the investigator was not able to speak to Child A about the allegations in either investigation.

39 The group home administration did not provide the investigator with an incident report nor any other documentation
related to the allegation.

40 The investigator conducted timely interviews with the HCS Group Home case manager, administrator, and nurse.
These individuals were not directly involved in the alleged incidents of Neglect in this investigation.
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20, 2023, approved on January 20, 2023, and closed on February 23, 2023.

3. IMPACT Case ID: 48624895

Summary of Key Allegations:

On April 16, 2021, two days after SWI received the above intake report, a law enforcement officer
reported an allegation of Neglect of Child A. According to the reporter, on April 14, 2021, a staff
member at the group home contacted law enforcement to report Child A as a runaway. The child
reported to law enforcement that she cut herself but that she did not want to Kill herself, she “only
wanted to feel the cuts.” The child reportedly had superficial wounds to her right wrist.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to Child A by an unknown Educare staff member. This
became PI’s third concurrent pending investigation involving Child A as an alleged victim.
Without explanation, the investigation took one year and nine months to be completed—including
a period of over a year when it sat entirely dormant before it was finally completed in January
2023. Due to substantial investigative deficiencies, a disposition of the Neglect allegation related
to Child A cannot be determined, despite the investigator’s assignment of a disposition of
Unconfirmed; moreover, the investigation evidenced a serious disregard for child safety.

Monitors’ Review:

On April 16, 2021, the investigator attempted to conduct a face-to-face interview with Child A
regarding the allegations that law enforcement reported to have occurred two days prior on April
14, 2021. Upon arriving at the HCS Group Home, the investigator observed that two police units
and an ambulance were present and Child A was in the ambulance due to another, separate incident
of self-harm.*! With permission from a paramedic, the investigator briefly spoke with Child A in
the ambulance and documented the following in the investigative record: “[Child A] looked at
investigator and smiled and said that she was doing okay that she was not trying to hurt herself but
that she had been self injurious again. [Child A] stated that she should be back at the home
tomorrow.” The investigator did not document whether he observed any injuries on the child’s
body. Three days later, the investigator made a second attempt to conduct a face-to-face interview
with Child A at the placement; there is no documentation about the reason the interview did not
occur and at that time, Child A was placed at a behavior unit of a local hospital.

Over the following five months after the investigator attempted to interview Child A at her
placement, the investigator conducted minimal investigative activity and then the investigation sat
dormant for over a year from October 2021 to December 2022. During the lapse in investigative
activity, additional allegations were reported involving Child A and no one sought to interview the
child about these allegations nor conduct additional investigative activity for this investigation.
Finally, on December 8, 2022, 20 months after the intake, an investigator contacted the child for
an interview through a telephone call using the FaceTime video application. When the investigator

4l The allegations related to the incident that resulted in the paramedic response are discussed below in investigation
IMPACT ID 48632744,
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asked Child A on FaceTime about “what happened” over a year ago when Child A was placed at
the HCS Group Home, Child A reportedly had difficulty remembering the incident. She responded
that she did not remember the reason she ran away nor why she cut herself; she could not recall
which staff member was working nor where she was located when law enforcement found her. In
the absence of a timely face-to-face interview, the investigator failed to assess and address, as
appropriate, the child’s safety at the placement, observe the child’s alleged injuries and gather
information from the child about the allegation of Neglect.

During interviews conducted by the investigator 20 months after SWI received the intake report,
collateral staff members and the reporter also stated that they were unable to recall the alleged
incident with any detail to inform the investigator’s assessment of the allegations. The investigator
was unable to identify an alleged perpetrator who was responsible for Child A’s supervision at the
time of the incident. While staff members were unable to recall the alleged incident, staff members
reported that at the time of the incident, Child A was not subject to an increased level of
supervision. The investigator documented and appeared to adopt the view of Child A’s case
manager at Educare that Child A was not likely subject to “abuse or neglect because there was not
an increased level of supervision that required staff to see [Child A] at all times.”

Next, during the investigation, staff members from Educare provided the investigator with records
related to Child A. The records included the following case note entered by an Educare nurse on
April 14, 2021, one of the days law enforcement responded to a call from the placement related to
Child A:

[Unnamed Direct Care Staff] called to report [Child A] self inflicted 8-10
superficial scratches to rt arm. [Unnamed Direct Care Staff] states consumer was
having a behavior and left the home approximately at 9pm. Staff from another
group home called [Unnamed Direct Care Staff] to inform her [Child A] was at the
group home at 9:45pm. [Child A] was returned to her group home. She continued
with behaviors she obtained a tap from a soda can [and] made superficial cuts to
her rt arm. Case Manager [name removed] was called to assist with [Child A]. [Case
Manager| was able to assist in deescalating [Child A’s] behavior. [Unnamed Direct
Care Staff] cleaned scratches with soap and water. [Child A] refused to allow vital
signs to be taken. [Child A] was assisted to bed. [Direct Care Staff] called triage to
report scratches... [Direct Care Staff] to monitor for bleeding, redness, drainage
from scratches or pain. [Direct Care Staff] to call triage if behavior continues or if
consumer ClOpCS. ..

Due to investigative deficiencies, the investigative record did not establish whether the above
incident was related to the allegations included in the intake report or a separate incident. The
investigator did not attempt to interview the nurse who entered and signed the contact note. When
the investigator interviewed another case manager named in the contact 20 months after the
investigation began, the case manager reported that he did “not recall who [Child A] is.”
Additionally, the investigator did not reference the above contact during interviews with other staff
members to identify the following: which staff member was responsible for Child A at this time;
whether this individual acted appropriately to prevent, as best as possible, Child A’s elopement
and self-injurious behavior; nor whether the facts included were related to the incident under
investigation reported by law enforcement.
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With such a substantial delay, the investigator would not have been able to determine—nor did
she appear to contemplate at any point earlier in the investigation—a critical question about
Neglect, namely whether Educare failed to “establish or carry out an appropriate individual
program plan or treatment plan” for Child A that resulted in or placed her at risk of physical or
emotional injury or death.*? Nor did the investigator discuss or determine whether the allegations
demonstrated a failure to “provide a safe environment for [the child], including the failure [by
Educare] to maintain adequate numbers of appropriately trained staff” that resulted in or created
risk of physical or emotional injury or death for Child A.%3

Notable Gaps in Investigation Timeframe:

The investigation took one year and nine months to be completed. The intake was received on
April 16, 2021. An extension was approved on May 14, 2021, with a documented reason of
“Extraordinary Circumstances.” There was no investigative activity for one year and eight months,
from April 2021 to December 2022. The record did not include any explanation for the lack of
investigative activity and substantial delay in completing the investigation. The investigation was
completed on January 12, 2023, approved on January 12, 2023, and closed on February 23, 2023.

4. IMPACT Case ID: 48632744

Summary of Key Allegations:

On April 22, 2021, six days after the above investigation began (IMPACT ID: 48624895), a law
enforcement officer reported allegations related to an incident that occurred on April 16, 2021
when Child A was observed by the above investigator in an ambulance. According to the officer,
law enforcement was dispatched to the Educare home regarding a “suicidal person.” Reportedly,
a staff member at the placement contacted law enforcement because Child A was cutting herself
with a knife and the staff member was unable to recover it from the child. After engaging with
Child A, a law enforcement officer allegedly retrieved the knife from the child. A law enforcement
officer observed that Child A had carved the word “fake” into her left leg. Shortly thereafter, a law
enforcement officer reportedly accompanied EMS paramedics and Child A to a hospital.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to Child A by a named staff member, Staff 4, its fourth
concurrent pending investigation related to serious allegations of Neglect regarding Child A. Due
to substantial investigative deficiencies, a disposition of the Neglect allegation related to Child A
cannot be determined, despite the investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

The investigative record showed that Child A was involved in the following two incidents on April
16, 2021, the day under investigation; in response, the solo, on-duty staff member (Staff 4)
contacted law enforcement twice when she was unable to respond to the incidents. During her

42 See 26 TEX. ADMIN. CODE §711.719(b)(1).
43 See 26 TEX. ADMIN. CODE §711.719(b)(3).
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face-to-face interview with the investigator on April 28, 2021, six days after the date of the intake
report received on April 22, 2021,* Child A stated that during the first incident (on April 16), she
retrieved a knife from a drawer, presumably at the placement, and that no one saw her take the
knife. When Staff 4 identified that the child had a knife (the same day), she attempted to retrieve
the knife from the child but was unable to do so. Staff 4 stated in her interview (the interview was
nearly one month after the intake) that she contacted law enforcement that same day, who secured
the knife from the child and then left the placement. Both Child A and Staff 4 reported to the
investigator that within the next hour, the child acquired a pickle jar from the kitchen and went
outside. Once outside in the placement’s backyard and when Staff 4 was not watching, Child A
alleged that she broke the jar and cut her leg with the broken glass and wrote the word “fake” into
her skin. According to Child A, after cutting herself with the glass, she went back inside the
placement and informed Staff 4 about the cut, who then contacted law enforcement again. Child
A and Staff 4 provided similar accounts of the incidents. However, the investigator failed to clarify
pertinent information regarding the allegations with Staff 4 and a facility case manager she
interviewed, nor did the investigator attempt to interview additional administrators. In addition,
despite the other related allegations pending in the above investigations, there is no evidence that
the investigator attempted to identify and assess these allegations jointly.

e Given Child A’s frequent engagement in self-harming behavior at the placement, which at
this point was well-known and well-documented, the investigator did not assess whether
the administrators of the HCS Group Home implemented any preventive safety measures
to reduce the likelihood that the child could gain access to both a knife and a glass jar in a
single day and then use one of those items to self-harm.

e The investigator did not assess how often Staff 4 was required to conduct checks on Child
A and whether Staff 4 adhered to this requirement on the date of the incident. The
investigator did not assess how long the child went unsupervised in the backyard when she
cut herself with the jar.

e The investigator did not assess why the child was permitted to be alone in the backyard
after having acquired a knife within the past hour requiring intervention from law
enforcement to recover it.

On the date of the incidents, Staff 4 reported to the investigator that she was the only staff member
on duty and that she was also responsible for the care of another resident who was attempting to
elope from the placement. Staff 4 reported that she had asked the administrators of the placement
“constantly” for an additional staff member to assist in the care of the residents; however, the
placement administrators had not yet hired another staff member. Staff 4 also reported that while
she was aware of Child A’s history of self-harming behavior, administrators did not provide her
with any training related to Child A’s care. In the investigative findings, the investigator
documented the following concern: “It is a concern that there was no record to show that [Staff 4]
was trained on [Child A’s] Special Needs or Person-Directed Plan.” The investigator did not
appear to consider this critical concern in her assessment of the Neglect allegation.

4 The investigator attempted to meet Child A at her placement promptly; however, at that time, the child was at a
hospital and the investigator did not attempt to interview the child at the hospital.

21



Case 2:11-cv-00084 Document 1412 Filed on 09/19/23 in TXSD Page 22 of 66

Finally, as in the above investigations relating to Child A, the investigator found that at the time
of the incidents, Child A was not subject to any heightened supervision. At the time of the
allegations, the child was placed with Educare for nearly a year and in this specific Educare group
home location for approximately two months; however, the case manager reported to the
investigator that Educare personnel had not yet completed a Behavior Support Plan for the child.*®
The case manager reported that the placement personnel were presently in the “observation and
data collection stages” of creating Child A’s Behavior Support Plan and once the plan was
completed, the staff member(s) responsible would conduct a meeting and potentially set certain
restrictions, such as “locked sharps” and an increased level of supervision. Following this incident,
the case manager reported that staff members locked up sharp items in the home in an emergency
type status. Child A’s supervision otherwise remained routine.

By the time the investigator was closing this investigation, there were six open investigations of
abuse and neglect involving this child at Educare and all of them originated in the span of two
months. Despite that fact, as in the other investigations of abuse and neglect of Child A, again, the
investigator failed to consider whether Educare failed to “establish or carry out an appropriate
individual program plan or treatment plan” for Child A that resulted in or placed her at risk of
physical or emotional injury or death.*® In addition, even after the staff member in this
investigation reported that she was not able to properly supervise the individuals in her care and
did not have the training to do so, the investigator failed to discuss or further explore whether
Educare administrators were neglectful due to their “failure to provide a safe environment for
[Child A], including failure to maintain adequate numbers of appropriately trained staff” that
resulted in or created risk of physical or emotional injury or death for this child.*’ Finally, perhaps
because, as HHSC confirmed, Pl investigators do not have access to review the referral history of
the site when conducting an investigation unless it involves the same alleged perpetrator or alleged
victim, the investigator did not consider highly relevant information about whether there were
similar patterns of allegations involving the facility.*®

Notable Gaps in Investigation Timeframe:

The investigation took seven weeks to be completed. The intake was received on April 22, 2021.
An extension was approved on May 21, 2021, with a documented reason of “A statement from the
Area Site Supervisor is required to make a determination in this case.” The investigation was
completed on June 15, 2021, and approved on June 15, 2021. The investigation closed on May 11,
2022.

5. IMPACT Case ID: 48646196

% It is unclear from the investigative records whether Educare had created and implemented a prior Behavior Support
Plan for Child A when she was placed in other Educare group home locations and, if so, why this plan either could
not be or was not shared between group home locations.

4626 TEX. ADMIN. CODE §711.719(a)-(b)(1). See also, 26 TEX. ADMIN. CODE §711.423(c) (stating that “the perpetrator
is ‘systems issue’ when the investigator determines that the lack of established policy or procedure contributed to the
abuse, neglect, or exploitation.”).

47 See 26 TEX. ADMIN. CODE §711.719(a)-(b)(3).

“8 See e.g., DFPS, Preponderance of the Evidence, 1, 5 (undated training manual) (on file with the Monitors).
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Summary of Key Allegations:

On May 1, 2021, approximately one week after the above investigation began (IMPACT ID:
48632744), a law enforcement officer reported another allegation of Neglect of Child A at the
placement—the fifth report in less than eight weeks. The officer reported that on April 30, 2021,
law enforcement was dispatched to the placement. When law enforcement arrived at the home, a
staff member (Staff 5) informed law enforcement that Child A was in the living room where law
enforcement observed that Child A was “emotionally upset and argumentative” and had numerous
cuts on both of her forearms and thighs. The law enforcement officer stated that most of Child A’s
injuries seemed older, although some appeared new; reportedly, none of Child A’s injuries had
broken through her skin. The law enforcement officer observed that Child A was hiding a small
orange knife on her person. The child placed the knife on the floor at law enforcement’s request.
According to the reporter, Child A refused medical or mental health treatment. Law enforcement
instructed the on-duty staff member to hide all knives and scissors from the child. The officer
attempted to contact Child A’s Educare case manager but was unable to reach him.

Assigned Priority and Disposition:

Following receipt of this fifth intake report, which SWI referred for a Priority Two investigation,
Pl initiated a Neglect investigation related to Child A by a named staff member (Staff 5) which
became its fifth concurrent pending investigation of related allegations involving Child A. Due to
substantial investigative deficiencies, a disposition of the Neglect allegation related to Child A
cannot be determined, despite the investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

During the investigation, the investigator failed to gather pertinent information necessary for the
investigator to make an informed disposition for the allegation of Neglect:

e The investigative record showed that Child A likely obtained the knife from school and hid
the knife in her room. In light of the child’s recent self-harming behavior, the investigator
did not determine or inquire whether Educare administrators provided training for staff
members or communicated to them policies or directives to minimize the risk that a
harmful object, such as a knife, could be hidden in the child’s room.

e Next, the investigator found that Staff 5, who was responsible for the child’s supervision
on the day of the incident, did not typically work at this Educare HCS Group Home; Staff
5 was employed at another location and had not previously worked with Child A. Similar
to the finding in the above investigation (IMPACT ID: 48632744), the investigative record
showed that the placement failed to adequately train Staff 5 on Child A’s Person-Directed
Plan and special needs prior to her shift caring for Child A. During her interview, which
took place over one month after the intake, Staff 5 reported that she struggled to manage
Child A’s behavior and, like the staff member in the above investigation, Staff 5 contacted
law enforcement twice during her shift due to her inability to respond to Child A’s escalated
behavior and ensure her safety. The investigator did not appear to consider Educare’s
failure to adequately train its staff members charged with caring for children, especially
those who engage in frequent high-risk behaviors, and the safety risk this created for the
children.
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Also similar to the above investigations involving Child A, when interviewed by the investigator,
Child A’s case manager reported that Child A was on “routine” supervision, which permitted a
staff member to complete other tasks while supervising the child and assist other residents who
were not in the same room as Child A. The case manager further reported that the facility was still
in the process of creating Child A’s Behavior Support Plan; the investigator did not question the
case manager regarding when Child A’s Behavior Support Plan was required to be completed and
what actions the HCS placement had taken to ensure Child A’s safety or adjust Child A’s
supervision since Child A had been in the care of Educare for a year and had often exhibited
unsafe behavior.

By the time the investigator was closing this investigation, there were six open investigations of
abuse and neglect involving this child at Educare and all of them originated in the span of two
months. Despite that fact, as in the other investigations of abuse and neglect of Child A, again, the
investigator failed to consider whether personnel at Educare failed to “establish or carry out an
appropriate individual program plan or treatment plan” for Child A that resulted in or placed her
at risk of physical or emotional injury or death.*® In addition, Staff 5 reported that she was not able
to properly supervise Child A and did not have the training to do so, but again this investigator
failed to assess whether Educare administrators had evidenced a failure to “provide a safe
environment for [the child], including the failure to maintain adequate numbers of appropriately
trained staff” resulting in or creating risk of physical or emotional injury or death for this child.*
Moreover, there was no evidence in the record that the investigator considered the allegations from
the prior week, nor the staff member’s (Staff 4) acknowledgment that she also could not properly
care for Child A. Finally, the investigator did not consider highly relevant information about
whether there were similar patterns of allegations involving the facility;® as noted previously, a
review of those prior referrals and patterns is not part of PI’s practice unless it involves the same
alleged perpetrator or victim.

Notable Gaps in Investigation Timeframe:

The investigation took over two months to be completed and there was no approved extension.>2
The intake was received on May 1, 2021. The investigation was completed on July 9, 2021,
approved on July 10, 2021, and closed on October 8, 2021.

6. IMPACT Case ID: 48656069

Summary of Key Allegations:

Just a few days later, SWI received the following two intake reports, the sixth and seventh reports
of abuse and neglect in less than two months related to Child A at Educare and merged them
together into a single investigation. In the first intake report dated May 4, 2021, a DFPS caseworker
reported the following allegations about Child A:

49 See 26 TEX. ADMIN. CODE §711.719(b)(1).

%0 See 26 TEX. ADMIN. CODE §711.719(b)(3).

51 See e.g., DFPS, Preponderance of the Evidence, 1, 5 (undated training manual) (on file with the Monitors).

52 IMPACT shows that the investigator requested an extension on June 1, 2021; however, it appears that a supervisor
did not approve this extension.
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e Child A alleged that unnamed staff members forcibly grabbed her upper arms and caused
bruising. She also alleged that staff members held her down and elbowed and kicked her
in the ribs. The child complained that her ribs hurt and might be broken from staff
members’ actions. Child A stated that she then attempted suicide after the most recent time
staff members reportedly attacked her on that day. The child was at the hospital when the
caseworker spoke to her and observed bruises on Child A’s upper arms. The child also
mentioned a broken finger and a sore ankle.

e Child A stated that unnamed staff members were verbally abusive towards her prior to her
suicide attempt.

e Child A stated that unnamed staff members were aware that another resident planned to
assault and attack her, but staff members did not attempt to protect her. This contributed to
Child A’s suicide attempt.

Four days later on May 8, 2021, SWI received another report from a law enforcement officer, who
reported additional allegations of Neglect related to the incident in the above investigation
(IMPACT ID: 48646196) that occurred on April 30, 2021. The reporter stated that law
enforcement was dispatched to the placement because Child A allegedly attacked another resident
and a staff member. When law enforcement arrived, Child A was looking for any sharp object she
could find to cut herself. The law enforcement officer asked Child A whether she had any sharp
items in her possession and she eventually admitted that she had cardboard; the cardboard was
tucked into Child A’s jacket. The reporter also stated that Child A attempted to access a pill counter
and stated that she had taken two pills and was trying to overdose. Child A allegedly refused to
provide law enforcement with any information on the type(s) of pills she consumed. According to
the reporter, Child A requested transportation to a hospital to be evaluated for her suicidal and self-
harm ideations. While Child A was being placed into the medical gurney for transport to the
hospital, Child A slapped an emergency technician on the head.

Assigned Priority and Disposition:

Following receipt of the two intake reports, which SWI referred for a Priority Two investigation,
Pl initiated an investigation of the following allegations: Emotional Abuse, Neglect, and Physical
Abuse to Child A by two named staff members (Staff 4 and Staff 6) and two unknown staff
members. The monitoring team disagrees with PI’s disposition of Unconfirmed for the allegation
of Physical Abuse; the allegation should have been assigned a disposition of Inconclusive.
Regarding the allegation of Neglect, due to substantial investigative deficiencies, a disposition
cannot be determined, despite the investigator’s assignment of Unconfirmed.

Monitors’ Review:

Regarding the allegation of Physical Abuse to Child A, the monitoring team disagrees with PI’s
finding of Unconfirmed and found that the investigative record supports a finding of Inconclusive
for the following reasons:

e The investigator attempted to conduct a timely interview with Child A at the hospital;
however, when the investigator told Child A that she would like to speak with her, Child
A covered her face with her blankets and shook her head no. The investigator asked Child
A whether they could take photographs of her injuries and Child A responded no. The
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investigator made a second attempt to interview Child A ten days later while the child was
still hospitalized. The child again refused to speak with the investigator. The investigator
did not make any additional attempts to speak to or observe the child during the
investigation. In the absence of an interview with Child A, the investigator was unable to
gather key information regarding the allegation of Physical Abuse, including observing
any injuries on the child’s body.

When Child A was admitted to the hospital on April 30, 2021, medical personnel took X-
rays of Child A’s ankle, pelvis, abdomen and chest and reported that no injuries were
identified for these areas. However, the X-rays found that Child A’s right wrist was
“healing” from a distal radius fracture and that her dorsal tissues had “mild swelling.”

The investigative record showed that the investigator did not attempt to reach out to the
doctor/nurse to discuss the child’s fractured wrist until four months into the investigation.
The investigator was unable to establish the cause of the injury to Child A. The original
investigative findings report shows that the investigator initially assigned a finding of
Inconclusive to the allegation of Physical Abuse, as documented below. The Monitors
agree with the reasoning expressed in the investigator’s initial conclusion:

It could not be determined if there was an act or failure to act. According to
home staff, [staff members’ names removed], no staff on the home had
harmed [Child A], but that [Child A] self harms. [Staff members] stated that
[Child A’s] fractured wrist was obtained when she was at Ocean’s Behavioral
Hospital before she ever came to [the current Educare location]. [One staff
member] stated that she thinks [Child A] hurt her wrist punching the wall
while at the [current] group home, but no [incident report] was provided for
this incident, and [the staff member] was not certain that [Child A’s] wrist
was not already hurt. Hospital Notes support that [Child A’s] wrist was
already in healing stages and there was no new fracture, only some
swelling. [Name Removed] Hospital Psychiatric evaluation reveals [Child
A] displays aggressive behaviors, self mutilation, suicidal thoughts and
threats and intermittent explosive disorder. Patient has history of suicide
attempts, depression and bipolar disorder. [Child A’s case manager, also an
employee of Educare] stated that there was no suspicion about [Educare] staff
harming [Child A], but that [Child A] had a history of attacking staff and
making false allegations to get them in trouble. [Child A’s] special needs
support that she does display self injurious behaviors. According to
[responding police officer], when he was called out to the home, [Child A]
was trying to cut herself with cardboard and that she had old cuts where she
had previously tried to cut herself, showing that she does self harm, and the
police had been called to the home several times when [Child A] was the
aggressor. While, there are no witnesses to any staff hurting [Child A], she
had injuries that were of unknown origin so it cannot be determined if any of
those were done by staff or if she was self harming.

As noted previously, the child was placed within various group homes owned by Educare
for one year at the point in time that her medical records showed a fractured wrist.

26



Case 2:11-cv-00084 Document 1412 Filed on 09/19/23 in TXSD Page 27 of 66

e The investigative record did not include any information related to the investigator’s
decision to change the final disposition of the allegation of Physical Abuse from
Inconclusive to Unconfirmed.>® Because the investigator was unable to obtain information
that confirmed when and how the child sustained the injury, the allegation of Physical Abuse
should have been assigned a disposition of Inconclusive.

With regard to the allegation of Neglect, the Monitors also find the investigation was deficient.
The investigative record raises the same critical concerns highlighted in the above investigations
(most notably, IMPACT IDs: 48632744 and 48646196): namely, that Educare failed to train and
support the single, on-duty staff member (Staff 4) to adequately care for Child A. Due to these
failings, Staff 4 was unable to effectively intervene to protect Child A and other residents when
Child A’s behavior escalated on the date of the alleged incident. The responding law enforcement
officer to the incident reported that Staff 4 “could not control” Child A and that the group home
appeared “understaffed.” Similar to other investigations, the investigator again failed to discuss or
further explore whether Educare administrators had failed to “provide a safe environment for [the
child], including the failure to maintain adequate numbers of appropriately trained staff” resulting
in or creating risk of physical or emotional injury or death for this child.>

Finally, when Child A entered the hospital on April 30, 2021, Educare discharged the child from
its care. According to a physician who treated Child A at the hospital, staff members brought the
child to the hospital with her all of her belongings.

Notable Gaps in Investigation Timeframe:

The investigation took four months to be completed. The intake was received on May 4, 2021. An
extension was approved on June 14, 2021, with documented reasons of “Extraordinary
Circumstances” and “More time is needed to identify and interview collaterals, company has not
provided requested information.” The investigation was completed on September 2, 2021,
approved on September 2, 2021, and closed on November 3, 2021.

Child C, age 14-15, 1Q Unknown

The monitoring team reviewed 12 investigations into abuse or neglect of Child C (age 14-15) while
she was placed at C3 Academy, LLC, an HCS Group Home. Eleven of the investigations resulted
in an overall disposition of Unconfirmed or Inconclusive; in one investigation of Physical Abuse,
Pl entered a disposition of Confirmed for the allegation that a staff member physically abused
Child C when she tasered the child.

Child C was placed at C3 Academy for one year from April 4, 2021 to May 4, 2022. According to
Child C’s Plan of Service, Child C is diagnosed with: Unspecified Disruptive Behavior Disorder;
Language Disorder; ADHD-Combined Presentation; and Intellectual Disability-Mild
(provisional). Child C’s Full-Scale 1Q is unknown because she was unable to participate in 1Q
testing.

As the following table shows, Pl opened ten of the 12 investigations related to allegations of abuse
and neglect of Child C between May 24, 2021 and November 7, 2021. The last two investigations

53 The monitoring team did not locate any supporting documentation for this investigation in PI’s external storage
database, NeuDocs.
54 See 26 TEX. ADMIN. CODE §711.719(b)(3).
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opened in April 2022, with the final investigation opening on April 28, 2022 after a staff member
dropped Child C off at a hospital with a broken jaw. The 12 investigations involved six unique
alleged perpetrators, two of whom were involved in more than one investigation. Pl did not
complete all of the investigations until March 20, 2023, with the longest investigation spanning 19
months prior to completion. Due to substantial delays in PI’s completion of these investigations,
Child C was no longer placed at C3 Academy when these investigations closed.>®

Table 2: Pl Abuse or Neglect Investigations of Child C

c Intake | Completed | Closed Mont.hs open Allegation Alleged
ase ID prior to
Date Date Date Combleti Type Perpetrator
pletion
48677387 | 5/24/2021 | 10/15/2022 | 10/17/2022 | 16+ months Physical Abuse | Staff 1
48746511 | 7/19/2021 | 1/26/2023 | 1/30/2023 | 18 months Neglect Staff 2
48769719 | 8/7/2021 | 1/26/2023 | 1/30/2023 | 17 months Neglect Unknown
48777670 | 8/13/2021 | 1/26/2023 | 1/30/2023 | 17 months Neglect Staff 2
48785934 | 8/20/2021 | 3/20/2023 | 3/21/2023 | 19 months Neglect Staff 3
48797313 | 8/29/2021 | 1/27/2023 | 1/30/2023 | 17 months Neglect Staff 2
Physical Abuse | Staff 2
48794924 | 8/26/2021 | 2/7/2023 3/24/2023 | 17 months Physical Abuse | Staff 3
48801178 | 9/1/2021 | 2/7/2023 4/13/2023 | 17 months Neglect Staff 4
Physical Abuse | Staff 4
Physical Abuse | Staff 3
48846045 | 10/2/2021 | 1/27/2023 | 1/30/2023 | 16 months Neglect Staff 3
Physical Abuse | Staff 3
48896408 | 11/7/2021 | 12/21/2022 | 12/23/2022 | 13 months Sexual Abuse Staff 25¢
49096014 | 4/6/2022 | 1/27/2023 | 1/30/2023 | 9+ months Physical Abuse | Staff 5
49131249 | 4/28/2022 | 2/7/2023 4/13/2023 | 9 months Physical Abuse | Staff 6

In eleven of the 12 investigations, the investigator requested and received an extension; however,
there is no documentation in the record to explain the delays or reasons for the extensions. The
monitoring team identified that these significant investigative delays and egregiously deficient
investigations left Child C at great risk of harm while she continued to be placed at C3 Academy.
The State’s lack of action on behalf of Child C and the decision to have her remain in the care of
this entity is confounding in the face of these allegations.

The investigative records included the following dangerous investigative practices in the face of
serious allegations of abuse and neglect of Child C: an overarching failure to prioritize and take
into account the child’s safety needs at all times; failure to timely and adequately interview Child
C, if at all, particularly considering her documented speech and comprehension limitations; and

%5 Child C is currently placed at a State Supported Living Center. As of September 1, 2023, Child C is an alleged
victim in three open investigations into allegations of Sexual Abuse and Physical Abuse. She is also an alleged victim
in three additional investigations in her current placement that opened between June 11, 2023 and July 16, 2023 and
closed with dispositions of Unconfirmed.

% According to IMPACT, the investigator did not formally assign a named alleged perpetrator to this investigation.
However, within the investigative record, the investigator named Staff 2 as the alleged perpetrator.
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unexplained investigative delays of over a year that significantly impeded the quality and quantity
of information investigators gathered to assess whether the child had suffered abuse or neglect. In
many instances, the failure to pursue the allegations for months at a time displayed an abject
indifference to child safety. Further, as described more fully below, in addition to the deficiencies
identified by the monitoring team within each of the individual investigations, HHSC and its
investigators also failed to appropriately coordinate their work among investigations involving
Child C and her repeated outcries and reports of abuse and neglect. This and other critical lapses
in investigative practice left Child C at serious risk and, ultimately, allowed for further harm to
occur to the child.

The State’s unexplained and extensive delays and inactivity turned a deaf ear to Child C’s repeated
outcries of abuse or neglect across investigations. As a result, the State did not identify patterns
and concerns related to Child C’s care while placed at C3 Academy, which began with an incident
of confirmed Physical Abuse when the child was tasered by a staff member and culminated one
year later when Child C suffered a broken jaw from Physical Abuse that Pl should have Confirmed.
Due to these failures, PI investigators did not appropriately investigate nor mitigate risk of harm
to Child C following allegations of abuse or neglect at C3 Academy. Moreover, HHSC conducted
the investigations with an utter and shocking disregard for child safety.

Confirmed Physical Abuse of Child C
7. IMPACT Case ID: 48677387

Summary of Key Allegations and Monitors’ Review:

On May 24, 2021, six weeks after Child C was placed at C3 Academy, PI initiated its first
investigation (IMPACT ID: 48677387) of Physical Abuse of Child C by a named staff member.

Assigned Priority and Disposition:

Significantly delayed, Pl completed the Priority One investigation nearly 17 months later on
October 15, 2022 with a disposition of Confirmed and found a preponderance of evidence that a
staff member tasered Child C on her arm while she was in bed:

Testimony from [Child C] supports that [Child C®'] identified [Staff 1] by name
and that [Staff 1] held a taser to [Child C’s] inner left forearm multiple times.
Photographs of [Child C’s] inner left forearm support there were burn, signature or
taser marks. Testimony from Officer [name removed] supports that after review of
the photographs of [Child C] by Officer [name removed] that he could confirm the
marks were signature marks or burn marks from a taser and it looked like when
someone would touch a taser to skin and the person would pull away and then the
taser would be touched again to the skin harder. Although a taser could not be
recovered, Incident/Investigation Report supports that at one point [Staff 1] did
have a taser even though she had not seen it since December of 2020.

57 The investigator wrote Staff 1 in this location of the text, not Child C. This appears to be a typo.
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As of September 1, 2023, the staff member is not registered on the Employee Misconduct Registry
where such instances are confirmed for future employers.

Monitors’ Review:

As noted below in the investigation timeline, there is no documentation in the record to explain
the extensive delay nor the lack of investigative activity for more than thirteen months. The
investigation incorporated evidence from law enforcement’s criminal investigation but there is no
indication in any of the records that the investigative delay was caused by such coordination with
law enforcement. The significant delay in the resolution of these serious allegations as eleven new
investigations emerged naming this child as an alleged victim, evidences a profound failure to
conduct the investigation consistent with the child’s safety needs as required by Remedial Order
3.

During Child C’s interview, the investigator used an American Sign Language (ASL) interpreter
due to Child C’s documented limited speech. With the assistance of the interpreter, Child C used
some signs, gestures, and language to communicate to the investigator that Staff 1 held something
against her forearm twice and that it hurt; the investigator ultimately determined that the object the
staff member used on Child C’s arm was a taser. As discussed in the following investigations
involving Child C, investigators routinely failed to accommodate Child C’s limited speech through
methods such as an ASL interpreter; this failure in subsequent investigations may have reduced
the child’s ability to communicate and report allegations of abuse or neglect during her subsequent
interviews with investigators.>®

Notable Gaps in Investigation Timeframe:

The investigation took one year and four months to be completed. The intake was received on May
24, 2021. An extension was approved on June 25, 2021, with a documented reason of “Other:
Need to interview collaterals and alleged perpetrator.” The investigation was delayed without
activity between June 2021 and August 2022. The record did not include any explanation for the
lack of investigative activity for more than thirteen months and substantial delay in completing the
investigation. The investigation was completed on October 15, 2022, approved the same day on
October 15, 2022, and closed on October 17, 2022.

Following the Physical Abuse of Child C by a staff member using a taser, Child C remained at the
C3 Academy for ten additional months and was identified as an alleged victim in 11 other
investigations. Of those additional investigations, six included further allegations of Physical
Abuse of Child C. PI failed to appropriately investigate these allegations and, as a result, did not
safeguard Child C’s safety. In two of the investigations, the monitoring team disagreed with PI’s
finding of Inconclusive, instead finding that the investigative records included a preponderance of
evidence of Physical Abuse or Neglect. In the first investigation, the record showed that a staff
member neglected Child C when he locked the child and another adult resident in a bedroom at
night and left the premises, and in the second investigation, the record showed that a different staff

%8 Child C’s records indicate that she has varying communication capacities, including some ability to speak in short
sentences and answer questions. To accommodate Child C’s communication, the child’s record documents that she
has “some sign language” and that a communication board was requested for her “as she is not able to fully
communicate.” It is not evident from the records that Child C was provided a communication board nor that any PI
investigators considered the use of such a tool to encourage Child C’s ability to report information to investigators to
safeguard her safety.
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member physically abused Child C by breaking her jaw. In all other instances, the investigations
were substantially deficient.

Unconfirmed and Inconclusive Allegations of Abuse or Neglect of Child C
8. IMPACT Case ID: 48746511

Summary of Key Allegations:

On July 19, 2021, two months after a staff member used a taser on Child C’s left forearm in a
manner consistent with it being “pulled away and...touched again to the skin harder,” a law
enforcement officer reported an allegation of Neglect of Child C at C3 Academy. The reporter
stated that Child C ran away from the placement. After law enforcement located and returned the
child to her placement on the same day, the child allegedly attempted to strangle herself by placing
a sheet around her neck. According to the officer, the child stated that she was trying to kill herself
and that she wanted to be admitted to a hospital.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to Child C by a named staff member, Staff 2. Due to
substantial investigative deficiencies, most notably the 18 months to complete the investigation, a
disposition regarding the Neglect allegation cannot be determined, despite the investigator’s
assignment of a disposition of Unconfirmed.

Monitors’ Review:

The investigator did not attempt to gather sufficient evidence to determine whether Staff 2
adequately supervised Child C at the time of the incident. The investigator conducted a face-to-
face interview with Child C eight days after PI received the intake with the assistance of an ASL
interpreter. During her interview, Child C reported that she ran away from the group home and
wrapped a sheet around her neck in response to verbal and physical altercations with other
residents in the home. Following this interview, the investigator did not conduct any additional
investigative activity for 18 months, during which time the investigation alleging another staff
member tasered the Child also remained open.>® Once the investigation resumed a year and a half
later, and nine months after Child C had been moved from the HCS Group Home, the investigator
identified the staff member responsible for Child C’s supervision at the time of the incident but
did not attempt to interview this key individual. The investigator also did not attempt to identify
and interview any other staff members or other residents who may have been present on the day
that the child attempted to kill herself.

The investigator interviewed the responding law enforcement officer to the incident; the officer
reported that the staff member contacted law enforcement promptly after Child C eloped and
responded appropriately when Child C attempted to place the sheet around her neck. Although the
law enforcement officer and Child C did not appear to report any concerns for Neglect to the
investigator, the investigator did not assess whether the staff member appropriately supervised

59 PI closed the investigation involving a staff member tasering Child A nearly 17 months after it was initiated in
October 2022 and three months before the instant investigation (IMPACT ID: 48746511) closed in January 2023.
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Child C prior to her elopement. Moreover, the investigator failed to determine whether staff
members took appropriate actions to minimize, address, or contain any verbal or physical
altercations between Child C and the other residents or whether supervisory failures contributed
to the conflicts in other ways. Because the investigator did not interview key individuals involved
in the alleged incident, including the alleged perpetrator, the investigator failed to gather sufficient
evidence to determine whether the alleged perpetrator neglected Child C prior to her elopement.

Notable Gaps in Investigation Timeframe:

The investigation took one year and six months to be completed. The intake was received on July
19, 2021. An extension was approved on November 2, 2021, with a documented reason of “Need
to talk to collaterals, Ap, request documentation and police report.” The investigation was delayed
without activity between July 2021 and January 2023. The record did not include any explanation
for the lack of investigative activity and substantial delay in completing the investigation. The
investigation was completed on January 26, 2023, approved the same day on January 26, 2023,
and closed on January 30, 2023.

9. IMPACT Case ID: 48769719

Summary of Key Allegations:

On August 7, 2021, nearly three weeks after SWI received the above intake report, a law
enforcement officer reported that he responded to another incident of Child C eloping from the
placement. According to the reporter, law enforcement observed Child C running down a busy
street and a staff member was running after her. The reporter expressed concern that Child C was
a “flight risk” and that the staff members at the placement may not have provided adequate care
for her. The reporter noted that other residents had allegedly wandered off “unnoticed” from the
placement. Lastly, the reporter stated that he observed marks on Child C’s arm, but he did not
know whether the marks were injuries.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to Child C by an unknown staff member, which became
its third open investigation involving Child C. Due to substantial investigative deficiencies, most
notably the 17 months to complete the investigation, a disposition regarding the Neglect allegation
cannot be determined, despite the investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

The investigator did not gather sufficient evidence to render a disposition regarding the allegation
of Neglect of Child C. First, the investigator attempted to interview Child C three days after the
date of the intake report while the child was hospitalized;®® the child was asleep when the
investigator arrived at the hospital to conduct the interview. The investigator documented that she
observed Child C asleep in the emergency room with a blanket over her and that she did not
observe any marks or bruises on the child, presumably because the blanket covered the child’s

80 The Monitors could not determine why the child was hospitalized from the available records.
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body. The child returned to the placement after a few days in the hospital; the record did not
document the length of her hospital stay and the investigator did not attempt to interview Child C
again, at the hospital nor at the group home.®! In the absence of interviewing and adequately
observing the child, the investigator failed to assess the child’s safety and gather information about
the allegation, particularly given the reporter’s observation that the child had marks on her arms
and was not receiving adequate care at C3 Academy, in addition to pending allegations she had
been tasered by a staff member nine weeks earlier, had eloped previously, and had then tried to tie
a sheet around her neck. Following the attempted visit with Child C, the investigator did not pursue
any additional investigative activity for 17 months and, shortly thereafter, closed the investigation
with a disposition of Unconfirmed. The investigator concluded the investigation without
identifying and interviewing an alleged perpetrator or any other staff members who may have been
present on the day of the alleged incident. Finally, the investigator did not consider highly relevant
information about the allegations, including reports by a law enforcement officer that residents
wandered off from the property “unnoticed.” The investigator did not consider whether the group
home’s referral history included similar allegations that the group home failed to provide adequate
care to and supervision of children;®2 as noted previously, a review of those patterns is not part of
PI’s practice unless it involves the same alleged perpetrator or victim.

Because the investigator did not gather any evidence related to the allegations, including a failure
to communicate with the child, the assigned disposition of Unconfirmed to the allegation of
Neglect is baseless and inappropriate.

Notable Gaps in Investigation Timeframe:

The investigation took one year and five months to be completed and there was no approved
extension.®® The intake was received on August 7, 2021. The investigation was delayed without
activity from August 2021 to January 2023. The record did not include any explanation for the
lack of investigative activity and substantial delay in completing the investigation. The
investigation was completed on January 26, 2023, approved on January 26, 2023, and closed on
January 30, 2023.

10. IMPACT Case ID: 48777670

Summary of Key Allegations:

Nearly a week after law enforcement reported the above allegations (IMPACT ID: 48769719), on
August 13, 2021, a different law enforcement officer reported another allegation of Neglect of
Child C at C3 Academy. The law enforcement officer reportedly spoke to Child C while she was
admitted to a hospital (a different hospital stay from the one referenced above, during which time
the investigator failed to return to interview the child). The child was hospitalized after she
allegedly jumped out of a van and attempted to tie sheets around her neck for the second time in

b1 While a separate investigation of Neglect during this time-period referenced a visitor suspension at C3 Academy
due to COVID-19, there is no such documentation in this record explaining why the investigator never spoke to nor
fully observed the child in-person or through other means.

62 See e.g., DFPS, Preponderance of the Evidence, 1, 5 (undated training manual) (on file with the Monitors).

8 IMPACT shows that the investigator requested an extension on September 9, 2021; however, it appears that a
supervisor did not approve this extension.
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approximately four weeks. Child C disclosed to the law enforcement officer that she was punched
a lot at her placement. The law enforcement officer observed a laceration near the child’s right
eye. The child then reported that a named resident (Individual 1, age 20) punched her and she bled
a lot. The child reported that she did not receive medical care for the injury to her eye.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to Child C by a named staff member, Staff 2, which became
its fourth open investigation regarding Child C. Due to substantial investigative deficiencies, most
notably that it took 17 months to complete the investigation, a disposition regarding the Neglect
allegation cannot be determined, despite the investigator’s assignment of a disposition of
Unconfirmed.

Monitors’ Review:

Due to a substantially delayed investigation and missing interviews with key individuals, the
investigator failed to determine the following information to inform the disposition.

e Whether Staff 2 adequately supervised the child to prevent or mitigate the child from
jumping out of the van and whether the staff member promptly notified law enforcement
following her exit from the van;

e Whether Staff 2 adequately supervised the child prior to her tying a blanket around her
neck for the second time in four weeks: and,

e Whether the child’s injury near her eye was due to a lack of supervision.

First, the investigator interviewed Child C by video call using the application FaceTime.®* The
investigator did not document any efforts to accommodate Child C’s limited speech during the
interview; in two other investigations, the record documented that Pl conducted the interview with
the assistance of an ASL interpreter and it is unclear how this investigator determined that she
could ensure Child C’s meaningful participation in the video interview without aid. During her
interview, Child C reported to the investigator that she jumped out of the van because Staff 2
poured out her soda. Child C also reported that Individual 1%° scratched her and caused her lip to
bleed, as she alleged in the intake report. During the video call, the investigator reportedly took
screenshots of the child; the investigative record did not document whether the screenshots were
of the child’s face nor did the investigator document whether she observed any injuries on the
child. When interviewed shortly after Child C, the case manager at C3 Academy reported that she
was unaware of any incidents between Individual 1 and Child C. Regarding Child C’s elopement,
the case manager reported that after the child jumped out of the van, the child ran into someone’s
backyard and jumped into their pool. Reportedly, Child C knew how to swim and was able to
safely exit the pool by herself. After an unknown duration of time had passed, a law enforcement
officer located the child and returned her to C3 Academy. Once she returned to the placement and

8 According to the investigative record, the group home case manager reported that the placement suspended visitors
due to the COVID-19 pandemic.
8 According to a C3 administrator, Individual 1 had previously been incarcerated for assaulting his mother.
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law enforcement was still present at the facility, the child attempted to tie a sheet around her neck
in another room at the home. When the staff member checked on the child after an unknown period,
he reportedly intervened and removed the sheet from the child’s neck. According to the police
report, after the child “wrap[ped] a bed sheet around her neck and state[d] that she wanted to kill
herself,” a law enforcement officer placed Child C under an “emergency detention and into double
lock handcuffs.” Law enforcement then transferred Child C to a hospital. At the time of this
incident, the child was subject to “routine” supervision.

After completing initial interviews with Child C and the case manager, the investigator did not
pursue any investigative activity for one year and five months. After this significant delay, and
several months after the child was moved from the placement, the investigator attempted to locate
the alleged perpetrator (Staff 2) and Individual 1 for interviews. Likely due to the significant delay,
the investigator was unable to locate and interview these key individuals. The investigator then re-
interviewed the case manager who reported that she did not recall the details surrounding the
alleged incident. The investigator also interviewed the responding law enforcement officer at this
delayed time. She reported similar information to the investigator as contained in her initial intake
report that was made nearly a year and a half prior.

Due to these deficiencies, the investigator failed to gather sufficient information to render a
disposition for the allegation of Neglect.

Notable Gaps in Investigation Timeframe:

The investigation took one year and five months to be completed. The intake was received on
August 13, 2021. An extension was approved on October 29, 2021, with a documented reason of
“Additional interviews needed with collateral and alleged perpetrator.” The investigation was
delayed without activity from August 2021 to January 2023. The record did not include any
explanation for the lack of investigative activity and substantial delay in completing the
investigation. The investigation was completed on January 26, 2023, approved on January 26,
2023, and closed on January 30, 2023.

11. IMPACT Case ID: 48785934

Summary of Key Allegations:

During a nine-week period between August 20, 2021 and October 28, 2021, SWI received eight
reports of Physical Abuse regarding an adult resident (Individual 2, age 29) at C3 Academy which
Pl merged together into a single investigation that eventually involved Child C as an alleged
victim, as well. The reporters, including a law enforcement officer, medical facility staff, and
Individual 2’s service coordinator, reported that Individual 2 stated a staff member (Staff 3)
“punched,” “beat up,” “assaulted,” and “hit” her on her arms and face and that she had injuries as
a result.

Assigned Priority and Disposition:

Child C was not named in any of the initial allegations; however, a Pl investigator added her as an
alleged victim after initiation of the Priority Two investigation. During an interview on August 24,
2021, Individual 2 relayed that she and another adult living in the home (Individual 3, age 18)
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engaged in a physical altercation with Child C while Staff 3 drove them in a van on two occasions.
Individual 2 also alleged that Staff 3 “punched” her in the van after she fought with Individual 3
and Child C.

Due to substantial investigative deficiencies, most notably that it took 19 months to complete the
investigation, a disposition of the Neglect allegation related to Child C by Staff 3 cannot be
determined. The investigator assigned the allegation a disposition of Inconclusive.

Monitors’ Review:

Regarding the allegation of Neglect involving Child C, the investigative record demonstrated the
following critical deficiencies. First, the investigator never interviewed Child C about the
allegations related to her. Second, the investigator failed to interview the alleged perpetrator;
having waited 18 months to attempt the interview, the investigator was unable to locate him.
Finally, the interviews that did occur with the adult alleged victims, Individuals 2 and 3, failed to
include sufficient questioning (if any) about the physical altercation related to the alleged
victimization of Child C and one of them was conducted three months after Pl received the intake.

As noted above, the investigator did not conduct an interview of Child C related to the allegations
contained in this investigation. Instead, the investigator included in the investigative record an
interview that was conducted with Child C on September 1, 2021 for a separate investigation
(IMPACT ID: 48801178, discussed below) regarding unrelated allegations made by law
enforcement on a later date; that report alleged that a different staff member locked Child C in a
bedroom with Individual 2 in the home and left the premises. During that interview attempt in the
other investigation, Child C was reportedly unwilling to speak to the investigator about the
allegations of abuse and neglect in that investigation. The investigator did not attempt to interview
Child C about the allegations contained in the instant investigation and, therefore, the investigator
did not gather any information from Child C about the allegation under investigation in this
investigation.

Individual 2 stated during her interview that she engaged in a physical altercation with Child C
while Staff 3 transported them in a van on two specified dates; however, it appears that the
investigator never asked Individual 2 to describe the physical altercation. As a result, the nature
and severity of the alleged altercation between the two adults and Child C is unknown. When the
investigator interviewed Individual 3 approximately three months after the date of this intake
report, the investigator did not document that she asked Individual 3 any questions related to the
alleged physical altercations in the van. Finally, when the investigator attempted to locate Staff 3
18 months after the investigation opened, the contact person at the placement reported that the
alleged perpetrator was no longer employed there. Staff 3 did not respond to the investigator’s
delayed attempts to interview him. Due to these critical deficiencies and a severely flawed
investigative approach, the investigator gathered almost no information about the allegation related
to Child C and the disposition of Inconclusive for the allegation of Neglect is baseless and
inappropriate.

Notable Gaps in Investigation Timeframe:

The investigation took one year and seven months to be completed. The intake was received on
August 20, 2021. An extension was approved on September 21, 2021, with a documented reason
of “Additional interviews and documentation needed.” The investigation was delayed without

36



Case 2:11-cv-00084 Document 1412 Filed on 09/19/23 in TXSD Page 37 of 66

activity from December 2021 to March 2023. The record did not include any explanation for the
lack of investigative activity and substantial delay in completing the investigation. The
investigation was completed on March 20, 2023, approved on March 21, 2023, and closed on
March 21, 2023.

12. IMPACT Case ID: 48797313

Summary of Key Allegations:

On August 29, 2021, two weeks after the initial intake reports were received by SWI for the
investigation above, a social worker at a hospital reported allegations of Physical Abuse and
Neglect of Child C at her placement. According to the reporter, Child C reportedly ran away from
the placement and law enforcement located her within an hour of her elopement. The child
allegedly informed law enforcement that she wanted to kill herself with a knife. According to the
reporter, the child stated that she ran away from the placement because an unnamed staff member
at the facility hit her. (At this time, there were five separate investigations opened regarding
allegations of Physical Abuse and/or Neglect of Child C, with both distinct and similar
allegations). After law enforcement located Child C, they transported her to a hospital where she
was seen by a psychiatrist. The psychiatrist observed Child C to be “extremely dirty,” not wearing
underwear, with feces in her pants, and allegedly “had not eaten all day.” Reportedly, the
psychiatrist did not observe any injuries on the child’s body that were consistent with a staff
member hitting her; however, the psychiatrist observed that the child had “lots” of scarring on her
body due to self-injurious behavior.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect and Physical Abuse investigation related to Child C by a named staff member,
Staff 2, which became its sixth open investigation involving allegations of Physical Abuse or
Neglect of Child C. In its investigative findings 17 months later, Pl entered a disposition of
Unconfirmed for the allegation of Neglect and a disposition of Inconclusive for the allegation of
Physical Abuse. Due to substantial investigative deficiencies, a disposition for the Physical Abuse
and Neglect allegations related to Child C cannot be determined.

Monitors’ Review:

During her face-to-face interview with the investigator, Child C confirmed that a staff member hit
her and added that the staff member hit her on the arm. When the investigator asked who hit her,
the record states that the child pointed toward “the staff” who was present in the home. The
investigator did not document in the investigative record which staff member(s) the child
identified. Next, the investigator asked the child how she obtained the scratches on her face. The
child responded that she got into a fight and pointed to another individual in the home. Again, the
investigator did not document who the child identified when she pointed. The investigator
documented that she attempted to ask Child C additional questions, but the child did not respond.
Based upon the investigative record, it is unclear whether the child no longer responded to the
investigator’s questions due to her limited speech and comprehension. The investigator did not
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make any efforts to accommodate Child C’s limited speech and comprehension during the
interview.

The investigator did not appear to consider whether Child C’s allegation that a resident scratched
her was related to the allegation included in the above investigation with an intake date of August
13, 2021 (IMPACT ID: 48777670); as noted above, a different investigator conducted a deficient
investigation in that instance, as well. It is also unclear whether the scratches the investigator
observed on the child’s face in the current investigation were related to or separate from the
laceration the law enforcement officer observed on the child’s face in the above investigation.
Based on the documentation in the record, the two investigators failed to collaborate and jointly
staff the two investigations; this failure limited both investigators’ ability to gather and assess
information about the safety of Child C in her placement.

But even more confounding, after completing an interview with Child C, during which the
investigator observed injuries on the child, the investigator did not conduct any additional
investigative activity for more than 16 months. When the investigation resumed on January 23,
2023, the investigator assigned in the record an alleged perpetrator based upon the staff member
who was working on the date of the intake report (August 29, 2021) and completed the
investigation four days later. As noted above, the investigator observed the child point at a staff
member(s) who allegedly hit her, but the record does not clarify the connection between the two
and it is not clear the child was hit on the date of the intake report. Before completing and closing
the investigation, the investigator did not attempt to interview the alleged perpetrator nor the other
individual to whom the child pointed during her interview.

As a result of these substantial deficiencies, the investigator failed to determine whether a staff
member hit Child C; and whether a staff member’s inadequate supervision allowed a resident to
scratch Child C. The investigation demonstrates an egregious example of the State’s failure to
conduct abuse and neglect investigations in a manner that takes into account at all times the child’s
safety needs.

Finally, regarding the allegation that Child C was “dirty, had no underwear on, and had feces in
her pants” when she arrived at the hospital, PI determined that:

Health and Human Services Commission (HHSC) Regulatory Services Provider
Investigations (P1) will not investigate this matter further. The general complaints
regarding [Child C] being unkept do not meet the definition of neglect. This
information is being referred back to the provider and, if applicable, forwarded to
the appropriate regulatory program, law enforcement, or Office of Inspector
General, for appropriate action.%®

8 Neglect by a direct provider of an individual in this setting is defined as “a negligent act or omission which caused
or may have caused physical or emotional injury or death to an individual receiving services or which placed an
individual receiving services at risk of physical or emotional injury or death. (b) Examples of neglect may include,
but are not limited to, the failure to: (1) establish or carry out an appropriate individual program plan or treatment plan
for a specific individual receiving services, if such failure results in physical or emotional injury or death to an
individual receiving services or which placed an individual receiving services at risk of physical or emotional injury
or death; (2) provide adequate nutrition, clothing, or health care to a specific individual receiving services in a
residential or inpatient program if such failure results in physical or emotional injury or death to an individual receiving
services or which placed an individual receiving services at risk of physical or emotional injury or death; or (3) provide
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There is no additional documentation in the record about the resolution of those allegations.

Notable Gaps in Investigation Timeframe:

The investigation took one year and five months to be completed. The intake was received on
August 29, 2021. An extension was approved on October 7, 2021, with a documented reason of
“Principal interviews are needed as well as documentary evidence.” The investigation was delayed
without activity from September 2021 to January 2023. The record did not include any explanation
for the lack of investigative activity and substantial delay in completing the investigation. The
investigation was completed on January 27, 2023, approved on January 27, 2023, and closed on
January 30, 2023.

13. IMPACT Case ID: 48794924

Summary of Key Allegations:

On August 26 and September 1, 2021, one law enforcement officer made two separate reports of
abuse and neglect to SWI related to Individual 2, the adult resident discussed above. The reporter’s
allegations were similar in nature to those captured in the above investigation (IMPACT ID:
48785934, allegations of Physical Abuse by Staff 3 of Individual 2), namely that Staff 3 allegedly
hit Individual 2. Additionally, the reporter alleged that Individual 2 did not receive appropriate
medical care for injuries allegedly caused by Staff 3. Child C was not named in any of the initial
allegations; however, she was added to the investigation as an additional victim during the
investigation.

Assigned Priority and Disposition:

Following receipt of the two intake reports, Pl initiated a Priority Two Physical Abuse
investigation related to Child C by Staff 3, which became its seventh concurrent open investigation
into Physical Abuse and/or Neglect of Child C. Due to substantial investigative deficiencies,
notably that it was not completed for 17 months after the intake, a disposition of the Physical
Abuse allegation related to Child C cannot be determined. The investigator assigned the allegation
a disposition of Inconclusive.

Monitors’ Review:

Based upon the investigative record, it is unclear why the investigator added Child C as an alleged
victim to this investigation. Because the investigator did not document her reason(s) for adding
Child C as a victim, the monitoring team was unable to determine the specific allegation of
Physical Abuse the investigator surfaced related to Child C. In the absence of this central
information, the monitoring team identified this investigation as deficient. Next, the investigator

a safe environment for a specific individual receiving services, including the failure to maintain adequate numbers of
appropriately trained staff, if such failure results in physical or emotional injury or death to an individual receiving
services or which placed an individual receiving services at risk of physical or emotional injury or death. (c) In this
chapter, when the alleged perpetrator is a direct provider to an individual receiving services from any other service
provider, neglect is defined as a negligent act or omission which caused physical or emotional injury or death to an
individual receiving services.” 26 TEX. ADMIN. CODE §711.19.
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used a separate interview of Child C that occurred during a different investigation (IMPACT ID:
48801178, discussed below), similar to her approach in IMPACT ID: 48785934, to document her
initial face-to-face contact with Child C for the instant investigation. As noted above, Child C was
reportedly unwilling to speak to the investigator about allegations contained in the separate
investigation and because the investigator did not interview Child C related to the instant
allegation, the investigator did not gather any information about it. Next, when the investigator
interviewed the alleged perpetrator 16 months after the investigation began, the investigator did
not document whether she asked the alleged perpetrator any questions related to Child C. The
investigator’s interviews with other collateral staff members also did not discuss any allegations
related to Child C. As such, the basis for the investigator’s finding of Inconclusive for the
allegation of Physical Abuse of Child C is unknown.

Notable Gaps in Investigation Timeframe:

The investigation took one year and five months to be completed. The intake was received on
August 26, 2021. An extension was approved on October 7, 2021, with a documented reason of
“Principal interviews are needed as well as documentary evidence.” The investigation was delayed
without activity from September 2021 to October 2022. The record did not include any explanation
for the lack of investigative activity and substantial delay in completing the investigation. The
investigation was completed on February 7, 2023, approved on February 7, 2023, and closed on
March 24, 2023.

14. IMPACT Case ID: 48801178

Summary of Key Allegations:

On September 1, 2021, a law enforcement officer reported that Individual 2 and Child C reported
that at an unknown time during the night, a named staff member locked them in a bedroom and
left the HCS Group Home. Individual 2 was allegedly able to break the bedroom door in half and
exited the home with Child C. They then went to a neighbor’s home and called 911. The officer
reported that 911 received the call at 3:29 a.m. and law enforcement arrived at the home at
approximately 4:00 a.m. At that time, according to law enforcement, no staff members were
present in the home nor did they observe any posting or other information to inform law
enforcement who to contact regarding Individual 2 and Child C’s care. Also on September 1, 2021,
a different law enforcement officer reported similar allegations about the staff member locking the
residents in a bedroom before leaving them in the home. The reporter also stated that the staff
member had to leave due to a family emergency and left the home at 3:00 a.m. The staff member
allegedly notified another staff member that he needed to leave the premises. Approximately 30
minutes after the officer called in the second report, the officer called in a third report with
allegations of Physical Abuse related to Child C and Individual 2. The officer reported that she
observed that Child C had multiple bruises and cuts on the top of her eyelids and scratches on her
face. Child C reported that Staff 3 punched her in the face and then reportedly stated that other
residents “did it.” The officer observed that Individual 2 had a cut under her left eye and Individual
2 reported Staff 3 punched her.

Assigned Priority and Disposition:
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Following receipt of the three intake reports from law enforcement officers, SWI referred them to
PI for a Priority One investigation; Pl initiated a Physical Abuse and Neglect investigation related
to Child C by two named staff members, Staff 3 and Staff 4. This became its eighth pending
investigation into abuse and neglect of Child C in 13 weeks. The investigation into these serious
allegations was not completed for 17 months and in one of the more egregious examples of delay
the Monitors found, the investigation sat without activity for a full year without explanation. The
investigator requested and received an extension to conduct interviews but once granted, did not
pursue any additional investigative activity. During that time and as discussed in the investigation
below (IMPACT ID: 48846045), Pl opened another investigation related to a separate allegation
that Staff 3 hit Child C. The investigator assigned the Neglect and Physical Abuse allegations a
disposition of Inconclusive. The monitoring team’s review of the investigation determined that the
allegation of Neglect should have been substantiated with a disposition of Confirmed as related to
Staff 4. Regarding the Physical Abuse allegation, due to substantial investigative deficiencies, a
disposition cannot be determined.

Monitors’ Review:

According to Impact, C3 was a “3 bed person Group Home.” The record contains a preponderance
of evidence that Staff 4 locked Child C in a bedroom with another adult living at the home and
then left the premises. The record showed that Child C was unattended for over two hours during
the night, which placed C at risk of physical or emotional injury or death. The Monitors identified
the following evidence in support of assigning the allegation of Neglect a disposition of
Confirmed.

The police report confirmed Individual 2’s allegation that Staff 4 locked Child C and Individual 2
in a bedroom and exited the premises and left them unattended for over two hours. As noted in the
police report below, the residents did not have access to a telephone in the home and had to exit
the home during the night to access a telephone in a neighbor’s home, further exposing the
residents to risk of physical or emotional injury. They also did not have access to a bathroom or
any means of exit should there have been an emergency. Per the police report:

Dated: 9/1/21 at 3:29 AM; [address removed] ... Upon arrival Officer [name
removed] located two females near the roadway at the intersection of S Center St
and Motley St. The Females seemed to be in distress and were relieved to see
Officers. The females were identified as [Ind. 2 and Child C]. [Ind. 2] stated she
was low functioning but stated she was higher functioning than [Child C] who was
non-verbal...[Ind. 2] stated she woke up in the middle and found the bedroom door
to be locked from the outside. [Ind. 2] stated she yelled out for [Staff 4] who was
the caretaker responsible for the overnight shift. [Ind. 2] stated when no one
responded she and [Child C] broke the door open to exit the room so [Ind. 2] could
use the bathroom. [Ind. 2] stated she and [Child C] searched through the residence
and were not able to locate a responsible party or [Staff 4] in the residence. [Ind. 2]
stated the front door was left unsecured so she and [Child C] checked the front drive
and could not locate anyone outside. [Ind. 2] stated they do not have access to a
phone in the house or the ability to call 911 so she went to the neighbor’s house at
[address removed] to ask them to call... Officers made a sweep of the location and
did not locate anyone inside the residence... Officers located the bedroom of [Ind.
2 and Child C]. The door appeared to have been broken in half from the bottom of
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the door. Officers then attempted to contact numerous numbers associated with the
group home’s management, C3 Christian Academy. Officers were unable to reach
anyone.

Additionally, after law enforcement arrived on the scene, it took approximately two hours before
a C3 Academy staff member was located and arrived at the home. Based upon the above evidence,
the investigative record includes a preponderance of evidence that Staff 4 was negligent when he
locked Child C and Individual 2 in a bedroom and left them unattended with no access to an exit,
bathroom or means to summon help for over two hours in the night, which placed Child C at risk
of physical or emotional injury or death.

Moreover, in light of the allegations that a staff member locked two people living in the home in
aroom and departed in the middle of the night and that a staff member was deployed to the location
only after law enforcement was able to make contact with a person at C3, it is confounding that
the investigator failed to consider whether administrators at C3 Academy failed to “provide a safe
environment for [the child], including the failure to maintain adequate numbers of appropriately
trained staff” resulting in or creating risk of physical or emotional injury or death for this child.®’
Finally, the investigator did not consider highly relevant information about whether there were
similar allegations suggesting a lack of appropriately trained staff at the facility;®® as noted
previously, a review of a site’s referral history is not part of PI’s practice unless it involves the
same alleged perpetrator or victim.

Regarding the Physical Abuse allegation, the investigator did not adequately investigate whether
Staff 3 hit Child C causing injury to her face. When interviewed by the investigator, Child C
reported that she did not want to discuss the allegations. The investigator did not document any
efforts to accommodate Child C’s limited speech and comprehension during the face-to-face
interview. Such efforts may have encouraged Child C’s participation in the interview and, as
discussed previously, two prior Pl investigations, initiated on May 24, 2021 and July 19, 2021,
indicated use of an ASL interpreter. The investigator also did not document whether she observed
any injuries on Child C. During the investigator’s interview with Individual 2, the investigator did
not ask Individual 2 any questions related to whether Staff 3 hit her or Child C and did not
document whether she observed any injuries on Individual 2. Next, the investigator did not
interview Staff 3 (the alleged perpetrator for the Physical Abuse allegation) until 16 months after
the investigation began. The investigator did not ask Staff 3 any questions related to the allegation
of Physical Abuse and the injuries the officer observed on Individual 2 and Child C. Instead, the
investigator asked Staff 3 questions related to the allegations that Staff 4 locked Child C in the
room with an adult also living at the home. The investigator was unable to locate Staff 4 for an
interview and at the time he attempted to do so 16 months after the investigation began, according
to C3, he was no longer employed there.

Finally, one day after Staff 4 locked Child C and Individual 2 in a bedroom, law enforcement
returned to the group home to conduct a welfare check. According to the police report, “While on
scene, medics assessed [Child C] as she complained of not feeling well. [Child C’s] heart rate and
blood pressure vitals were elevated to the point that medics determined she needed to go to the
hospital.” The investigator did not question any administrators nor staff members regarding Child

57 See 26 TEX. ADMIN. CODE §711.719(b)(3).
% See e.g., DFPS, Preponderance of the Evidence, 1, 5 (undated training manual) (on file with the Monitors).
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C’s admittance to a hospital for medical reasons nor did the investigator appear to consider whether
Child C’s medical issues were related to the serious allegations discussed above.

Notable Gaps in Investigation Timeframe:

The investigation took one year and five months to be completed. The intake was received on
September 1, 2021. An extension was approved on November 1, 2021, with a documented reason
of “Need more interviews.” The investigation was delayed without activity from September 2021
to October 2022. The record did not include any explanation for the lack of investigative activity
and substantial delay in completing the investigation. The investigation was completed on
February 7, 2023, approved on February 7, 2023, and closed on April 13, 2023.

15. IMPACT Case ID: 48846045

Summary of Key Allegations:

One month after it was alleged that Staff 4 locked Child C in a room at night with another adult
living in the home and left the premises, on October 2, 2021, a law enforcement officer reported
allegations of Physical Abuse and Neglect of Child C at her placement. The reporter stated that a
staff member at the home contacted 911 to report Child C as a runaway. A law enforcement officer
reportedly located Child C approximately a mile and a half from the home; she was walking down
a busy street with her shirt off. According to the reporter, at the time Child C eloped, a staff member
was spoon feeding another resident who used a wheelchair. When law enforcement located the
child, she was reportedly happy to see the officer. The reporter observed that Child C had “speech
issues” and was unable enunciate her name or address well. As the reporter and Child C neared
the placement, the reporter allegedly observed that Child C’s “mood changed” and she became
“sad” and was “whimpering.” Child C told the officer that Staff 3 hit her; the child demonstrated
the hit by making a fist and putting it on her chin. The officer did not observe any injuries on Child
C.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect and Physical Abuse investigation of Child C by a named staff member, Staff 3.
This was the ninth pending investigation of alleged abuse and neglect of Child C in four months,
the third time that the child expressed to a reporter that someone was hitting her at the home, and
the second time Child C specified that it was Staff 3 who hit her. And yet, one month after receiving
the intake report, HHSC’s PI did nothing to investigate these serious allegations and the
investigation sat with no activity for over a year. In its investigative findings entered 16 months
later, P1 entered a disposition of Unconfirmed for the allegation of Neglect and a disposition of
Inconclusive for the allegation of Physical Abuse. Due to substantial investigative deficiencies,
the dispositions of the Neglect and Physical Abuse allegations related to Child C cannot be
determined.

Monitors’ Review:
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The investigator failed to appropriately investigate the allegations of Neglect and Physical Abuse
of Child C by Staff 3. First, despite Child C’s outcry to the police officer that Staff 3 hit her in the
face, the investigator did not interview her until five days after the receipt of the intake report.®®
During her face-to-face interview, Child C confirmed that at the time she ran away, Staff 3 was
caring for another resident, and Child C decided to leave the placement. Child C also reported that
Staff 3 hit her with a closed fist on the right side of her face. The investigator documented that
Child C did not know when or why Staff 3 hit her, that it was first time Staff 3 hit her and that no
one was present at the time. The investigator documented that she observed discoloration on Child
C’s face; however, she documented that it appeared to be dark skin pigmentation and not a bruise.
HHSC provided the Monitors with photos, from which it is difficult to discern whether Child C
had a bruise on her right temple or whether it was a spot of dark skin pigmentation. The investigator
did not document any efforts to accommodate Child C’s limited speech and comprehension during
the interview.

Following Child C’s disclosure to the investigator that Staff 3 hit her in the face, inexplicably the
investigator did not pursue any investigative activity for 16 months and the child remained in the
placement. It is unclear from the investigative record whether Staff 3 had access to Child C during
this extended timeframe prior to her removal from the placement in April 2022. After this
substantial delay, the investigator attempted to contact Staff 3 for an interview. At that time,
according to the administrator at C3 Academy, Staff 3 reportedly no longer worked at the home
and did not return the investigator’s call to schedule an interview.

In addition to failing to interview Staff 3, the investigator also appeared to fail to identify that this
was Child C’s second allegation of Physical Abuse against Staff 3 and that Individual 2 had also
recently made the same allegation. During this investigation, and at a significantly delayed time
(January 27, 2023), the investigator documented that the prior case history of the “principals” was
reviewed (presumably Staff 3);’° however, the investigator reported that she did not use the case
history because “it was deemed not relevant.” The investigator erred when stating that Staff 3’s
prior case history was not relevant to her consideration of the allegations of Physical Abuse. This
conclusion is unreasonable and inappropriate and raises questions regarding whether the required
case history review was performed.

Sixteen months after the alleged incident, the investigator interviewed a nurse who reported that
she saw Child C daily and assessed her after any incidents, such as if the child ran away from the
facility. The nurse reported that she no longer had access to her notes related to Child C,
presumably due to the investigator’s significant delay interviewing her. Based on her recollection
16 months later, she stated that she did not observe any injuries on Child C that were consistent
with being hit or punched in the face during the time around October 2, 2021, when the child
eloped from the placement. However, Child C did not provide a date or timeframe for when Staff
3 allegedly hit her and the delay and lack of access to her notes rendered the utility of the nurse’s
statement limited at best. The investigator also interviewed the law enforcement officer who was

8 The investigator made a first attempt to interview Child C three days after the receipt of the intake report at the
location she attended for treatment services; however, the child was no longer present at that location when the
investigator arrived. The investigator did not attempt to interview her at the group home later that day.

0 Due to its relevance, HHSC PI instructs its investigators to review the case history of the alleged victim and alleged
perpetrator at the commencement of all investigations. HHSC, Provider Investigations Handbook, 83310 Prior Case
History, available at https://www.hhs.texas.gov/handbooks/provider-investigations-handbook/3000-investigation-
process.
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the reporter; the officer’s account was consistent with the initial report of the allegations to SWI,
and he again repeated his concern that Child C’s demeanor changed in the presence of Staff 3 and
that this concerned him.

Notable Gaps in Investigation Timeframe:

The investigation took one year and four months to be completed. The intake was received on
October 2, 2021. An extension was approved on November 2, 2021, with a documented reason of
“Need to request documentation and police report, talk to Ap.” The investigation was delayed
without activity from October 2021 to January 2023. The record did not include any explanation
for the lack of investigative activity and substantial delay in completing the investigation. The
investigation was completed on January 27, 2023, approved on January 27, 2023, and closed on
January 30, 2023.

16. IMPACT Case ID: 48896408

Summary of Key Allegations:

Approximately one month after the above investigation was initiated, on November 7, 2021, a
clinical therapist at a hospital reported an allegation of Sexual Abuse of Child C. According to the
reporter, Child C locked herself in her room at the C3 Academy group home on the date of the
intake report. After an unknown period of time in her room alone, Child C used her hand to break
a window and ran away from the home. Once Child C was located (presumably by law
enforcement, although the intake report does not specify), she was taken to the hospital for
“aggression and running away.” While at the hospital, Child C made an outcry that an unnamed
staff member forced her to have sex with him and attempted to force Child C to have sex with his
girlfriend. Child C reported that the staff member was no longer employed at the home. The child
reported that she did not want to return to the home.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority One investigation, Pl
initiated a Sexual Abuse investigation of Child C by an unnamed staff member. This became the
tenth pending investigation into allegations of abuse or neglect of Child C while placed at C3
Academy. This investigation evidenced one of the more egregious and confounding failures by Pl
to conduct its investigation in a manner consistent with the child’s safety needs. Due to a dangerous
delay and an utter disregard for child safety by the State, a disposition of the Sexual Abuse
allegation related to Child C cannot be determined. The investigator assigned the allegation a
disposition of Inconclusive.

Monitors’ Review:

When the investigator attempted to conduct a timely, face-to-face interview of Child C at a
hospital, a registered nurse requested that the investigator not speak with Child C due to difficult
behaviors she had reportedly exhibited at the hospital; the investigator agreed to not speak with
the child. It is unclear from the investigative record whether the investigator observed Child C at
the hospital.
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Ten days later, the investigator contacted a Children’s Advocacy Center (CAC) to schedule a
forensic interview of Child C in response to her allegation of Sexual Abuse. The CAC informed
the investigator that only a law enforcement officer or detective who was assigned to Child C’s
case could request a forensic interview of a child. The investigator did not document any other
efforts to secure a forensic interview. As a result, Child C did not participate in a forensic interview
with a skilled interviewer who was competent in speaking with children who report allegations of
Sexual Abuse.

Over the next 12 months, the investigator did not pursue any investigative activity into the Sexual
Abuse allegations, despite the seriousness of Child C’s allegation and the failure, up to this point,
to interview the child. Notably, during that period of time, one staff member at the group home
(Staff 2) was investigated by DFPS’s CPI for Sexual Abuse of his stepdaughter and the allegation
was substantiated on September 28, 2022. There is nothing in the record indicating that Pl had any
awareness of the DFPS investigation and substantiation. Nevertheless, finally on November 30,
2022, over a year after the initiation of the investigation while the investigation sat with no
documented activity other than an extension, a different investigator attempted to interview Child
C. When interviewed face-to-face, Child C allegedly responded to the investigator’s questions by
shrugging her shoulders or stating that she did not remember the incident. Approximately one
month later, in late December 2022, a third investigator interviewed Child C; the interview was
not conducted face-to-face, but through a Microsoft TEAMS video call. Child C confirmed over
the computer that an unnamed individual sexually abused her. Child C additionally stated that the
abuse occurred in a living room and she nodded affirmatively that the unnamed individual’s
girlfriend was present at the time, as she alleged in the original intake. Child C was reportedly
unable or unwilling to provide the name of the alleged perpetrator to the investigator. At the
conclusion of the interview, the investigator documented the following: “Investigator ended the
interview due to [Child C’s] limited speech and lack of response.”

Not only did the investigators fail to interview the child for over one year, but when they finally
did speak to her, the investigators did not facilitate Child C’s participation in the interviews through
appropriate accommaodations for her limited speech and comprehension, which was fundamental
to gathering information about the allegation to support Child C’s safety and well-being even after
she confirmed the abuse.

Over a year after the investigation began and for the first time, the investigator finally attempted
to identify an alleged perpetrator through interviews with administrative staff members at C3
Academy. Both administrators reported to the investigator that Child C had a history of making
false allegations of Sexual Abuse. The investigator documented that an administrator stated,
“[Child C] would make the same allegations all of the time, against staff and other individuals.”
But the Monitors’ review showed that Child C’s investigative history at the placement does not
include any prior investigations of Sexual Abuse; therefore, either that statement was untrue or
staff members failed to report the prior allegations by the child. The lack of investigative history
suggests that, if Child C did make those allegations in the past, staff members did not report Child
C’s prior allegations of Sexual Abuse to SWI. But the investigator did not question the
administrator about this potential failure. (The monitoring team’s review found that in many
instances, law enforcement officers were the primary reporter of alleged abuse and neglect of Child
C that led to the 12 investigations at C3 Academy).
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During an interview, one of the administrators provided the investigator with the name of a male
staff member (Staff 2) who worked in the HCS home at the time of Child C’s allegation one year
prior; the investigator added this individual as the alleged perpetrator.”* Another administrator
reported that Staff 2 no longer worked for the home and was presently in jail and “will not be
released anytime soon.” Five months prior, on June 22, 2022, while this investigation sat without
activity, DFPS had received an intake report that Staff 2 sexually abused his stepdaughter and
substantiated the allegations on September 28, 2022. When the investigator resumed in November
2022 and Staff 2 had already been substantiated by DFPS for the Sexual Abuse of his stepdaughter,
the investigator appeared entirely unaware of these developments. Moreover, in part due to the
failure of the investigator to timely identify an alleged perpetrator and conduct this investigation,
it appears that Staff 2 had access to all of the residents at the HCS home, including Child C for
some period of time."?

In addition to the substantiation of Sexual Abuse, Staff 2’s investigative history includes one other
investigation with allegations of Sexual Abuse from November 2018 while employed by C3
Academy. In that investigation, a young woman resident at the home alleged that Staff 2
masturbated while she was showering. Pl assigned a finding of Unconfirmed to the allegation. But
the investigator failed to review or discuss both the substantiation for Sexual Abuse by DFPS and
the alleged Sexual Abuse allegation investigated by PI during Staff 2’s employment at C3
Academy. When the investigator finally interviewed Staff 2 at a county jail 13 months after the
investigation began, the alleged perpetrator denied the allegation that he sexually abused Child C.
The investigator documented that Staff 2 was in jail due to alleged sexual abuse of his
stepdaughter.

The investigator did not interview any other staff members or residents who may have had
information related to Child C’s allegation. When the investigator asked one of the administrators
to provide the names of other residents who lived in the home at the same time as Child C one year
prior, the administrator reported that she did not remember their names and when the investigator
followed up for records of their names, there is no documentation indicating that she ever received
it from the administrator. The administrator also did not appear to respond to the investigator’s
requests for documents one year after the investigation began, such as timesheets, Staff 2’s
employment application, names and numbers of other residents, and Child C’s incident reports and
hospital records.” The investigator did not appear to ask Child C the names of other staff members
or residents. More critically, the investigator did not review any of Child C’s nine prior
investigations, all of which occurred in close proximity to these allegations and included names
and contact information of other residents and staff members who lived or worked in the home
during that time period.

"1 The investigator did not document whether she asked the administrator whether there were any other males who
worked at the home at the time of the allegation. The monitoring team’s reviews showed that multiple males worked
in the HCS home while Child C was a resident; it is unknown why these individuals were not considered by the
investigator. Lastly, while the investigator documented that Staff 2 was the alleged perpetrator in the investigative
record, the investigator did not formally assign Staff 2 as the alleged perpetrator in IMPACT. As such, the alleged
perpetrator for this case is documented as unknown in IMPACT.

72 Child C was discharged from C3 Academy in May 2022,

8 The monitoring team was unable to locate any documentation in NeuDocs for this investigation.
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Due to these critical deficiencies and the neglectful manner with which this investigation was
conducted, the monitoring team was unable to determine an appropriate disposition for the
allegation of Sexual Abuse of Child C.

Notable Gaps in Investigation Timeframe:

The investigation took one year and one month to be completed. The intake was received on
November 7, 2021. An extension was approved on December 10, 2021, with a documented reason
of “Extraordinary Circumstances.” The investigation was delayed without activity from November
2021 to November 2022. The record did not include any explanation for the lack of investigative
activity and substantial delay in completing the investigation. The investigation was completed on
December 21, 2022, approved on December 21, 2022, and closed on December 23, 2022.

17. IMPACT Case ID: 49096014

Summary of Key Allegations:

On April 6, 2022, five months after Pl opened the above investigation involving allegations of
Sexual Abuse of Child C, an OCOK caseworker reported an allegation of Physical Abuse of Child
C at C3 Academy. The reporter alleged that a staff member (Staff 5) hit Child C on the leg with a
cord because she was allegedly behaving “bad.” The caseworker reported that Child C had a thin
bruise on her left thigh that was about two inches long. Seven days later, on April 13, 2022, school
personnel reported that Child C stated that she did not want to return to C3 Academy because she
was being abused there. The reporter stated that a school nurse observed Child C with circular
bruises on the front of her thigh, noting that one bruise was approximately two inches in length.
The reporter stated that Child C said the injury occurred in the group home, but Child C did not
provide the name of the individual who allegedly hit her.

Assigned Priority and Disposition:

Following receipt of the two intake reports, which SWI referred for a Priority Two investigation,
Pl initiated a Physical Abuse investigation of Child C by a named staff member (Staff 5). This
became the eleventh pending investigation into allegations of abuse or neglect of Child C while
placed with C3 Academy and the sixth allegation of Physical Abuse. In a failure to prioritize Child
C’s safety, the investigation had a nine-month delay in investigative activity, despite Child C’s
confirmation of her allegation of Physical Abuse. Due to substantial investigative deficiencies, a
disposition of the allegation cannot be determined, despite the investigator’s assignment of a
disposition of Inconclusive.

Monitors’ Review:

Due to significantly delayed and missing interviews, the investigator failed to gather sufficient
information to determine whether Staff 5 physically abused Child C. Nine days after SWI received
the first intake report, the investigator interviewed Child C, who maintained her original
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allegation.’” She stated to the investigator that on an unknown date, she went in the bathroom at
C3 Academy and hit her head on the wall; after Staff 5 heard Child C hit her head, Child C stated
that Staff 5 entered the bathroom and hit her with a white cord on her leg. Child C stated that no
one observed the incident. According to the investigator, Child C did not allow her to observe
whether she had any bruising nor photograph her.

Despite Child C’s confirmation of her allegation of Physical Abuse by Staff 5, the investigator did
not conduct any investigative activity for nine months, a clear disregard for the child’s safety.
Based on the investigative record, it is unclear whether Staff 5 continued to work and have access
to residents at C3 Academy during this significant lapse in investigative activity. Nine months
after Child C’s interview and when Child C was no longer placed at the group home, the
investigator first attempted to contact Staff 5. At that point, Staff 5 reportedly no longer worked at
C3 Academy and did not respond to the investigator’s late attempt for an interview. In the absence
of this key interview with Staff 5, the investigator did not attempt to interview collateral staff
members nor residents to gather information about the allegation. When the investigator
interviewed the reporters (school personnel and caseworker), they consistently reported that Child
C disclosed to them nine months prior that a staff member hit her with a cord and they observed a
bruise on Child C’s leg, though it was unclear to the reporters whether the bruise was new or old
when they observed it. Despite Child C’s consistent outcry to both reporters and the investigator
that Staff 5 hit her with a cord, the investigator assigned a disposition of Inconclusive to the
allegation of Physical Abuse by Staff 5.

Notable Gaps in Investigation Timeframe:

The investigation took nearly ten months to be completed. The intake was received on April 6,
2022. An extension was approved on May 11, 2022 with a documented reason of “Extraordinary
Circumstances.” A second extension was approved on August 16, 2022, again with a documented
reason of “Extraordinary Circumstances.” The investigation was delayed without activity from
April 2022 to January 2023. The record did not include any explanation for the lack of investigative
activity and substantial delay in completing the investigation. The investigation was completed on
January 27, 2023, approved on January 27, 2023, and closed on January 30, 2023.

18. IMPACT Case ID: 49131249

Summary of Key Allegations:

On April 28, 2022, Child C’s caseworker reported an allegation of Physical Abuse of Child C at
C3 Academy. The caseworker reported that on the date of the intake report hospital staff notified
her that an unnamed staff member dropped Child C off at the hospital. The unnamed staff member
reported to the hospital that Child C had been restrained at the group home; the staff member
reportedly did not provide any other information to the hospital before departing and no one stayed
with the child at the hospital. While at the hospital, medical personnel determined that Child C had
a fractured jaw, which required surgery. The reporter stated that it was unclear how or when Child

4 The investigator attempted a timely face-to-face interview with Child C; however, the attempt was unsuccessful
because no one at the group home allegedly opened the door to the investigator. The investigator did not attempt to
interview Child C again until nine days after the date of the first intake report.
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C was injured. One day later, on April 29, 2022, medical personnel from the hospital reported that
Child C had a fractured mandible (lower jaw) in two places and Child C was unable to explain
how she was injured.

Assigned Priority and Disposition:

Following receipt of the two intake reports, which SWI referred for a Priority One investigation,
Pl initiated a Physical Abuse investigation of Child C by a named staff member, Staff 6. This
investigation became the twelfth pending concurrent investigation of abuse and neglect of Child
C at C3 and the seventh allegation of Physical Abuse. The allegation of Physical Abuse should
have been substantiated with a disposition of Confirmed. The disposition of Inconclusive assigned
by PI nine months after the investigation was initiated is inappropriate, and the investigation was
conducted with an utter disregard for child safety.

Monitors’ Review:

Despite a delayed and deficient investigation, the Monitors found that the record contains a
preponderance of evidence that Staff 6 hit Child C, causing substantial injury to the child by
fracturing her jaw. The Monitors identified the following evidence in support of assigning the
allegation of Physical Abuse with a disposition of Confirmed:

e Medical personnel reported that Child C was diagnosed with a fractured jaw in two places
after a C3 staff member dropped the child off at the hospital,

e When the investigator asked Child C what Staff 6 “did to her,” Child C “clearly stated”
that Staff 6 hit her; and,

e An administrator of C3 Academy, who was interviewed six months after the intake,
reported that another resident’ informed her that she observed Staff 6 hit Child C in the
face with his fist multiple times the day before the child was taken to the hospital.
According to the administrator, after the child was physically abused by Staff 6,
presumably the only staff member on-duty for that evening’s shift, Child C reportedly went
to bed with untreated and substantial injuries. The following day, a different staff member
and the administrator observed blood and bruising on Child C’s face. At this time, the
administrator instructed a staff member to transport the child to a hospital and the
administrator reportedly notified law enforcement. The Monitors were not able to locate
any documentation confirming that anyone at C3 notified SWI of the critical incident of
abuse and the investigator did not attempt to corroborate the administrator’s claim that the
group home notified law enforcement. The administrator reported that Staff 6 was
immediately terminated.

Based upon the above evidence, the investigative record contains a preponderance of evidence that
Staff 6 used inappropriate and excessive force when he hit Child C and fractured her jaw in two

> Because C3 Academy did not comply with the investigator’s request for the witness’s contact information, the
investigator did not interview the witness. It is unclear whether the investigator could have obtained the witness’s
contact information independent of C3 Academy. C3 Academy also failed to comply with the investigator’s request
for other documentation related to Child C and the allegations.
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places. At the time of this incident, PI’s investigation of the Physical Abuse of Child C with a taser
remained open for four more months until it was finally Confirmed in October 2022.

The monitoring team’s review identified that on February 24, 2022, two months prior to Staff 6
hitting and significantly injuring Child C, PI initiated a separate investigation (IMPACT ID:
49038369) involving allegations that Staff 6 physically abused an adult resident at the group
home.”® Because PI did not conduct a timely or adequate investigation of the Physical Abuse
allegation related to the adult resident, Staff 6 continued to work at the group home and two months
later was able to physically assault Child C.

As noted above, the monitoring team found that the investigation of Staff 6’s Physical Abuse of
Child C was again significantly delayed and deficient, which is particularly egregious given the
severity of the incident of Physical Abuse suffered by Child C. In addition to conducting delayed
interviews with key individuals six months after the investigation began, the investigator did not
investigate the following allegations of Neglect made by the child’s caseworker during the
investigation. These allegations raised significant concern for the safety and well-being of the
residents placed at C3 Academy.

e The OCOK caseworker reported that when law enforcement arrived at the group home a
few hours after Child C arrived at the hospital, “C3 Academy had completely cleaned out
the house.” The investigator did not appear to ask the caseworker to provide any clarifying
detail to explain her statement that the group home had “completely cleaned house.” The
investigator also did not attempt to contact the responding police station for eight months
after the investigation began to request information, such as a police report, which may
have provided additional information regarding the caseworker’s statement. The
investigative record did not include a police report.

e The OCOK caseworker reported that when law enforcement arrived at the group home
they observed that one on-duty staff member had an ankle monitor and was reportedly
“out on bond for felony stalking” and another on-duty staff member was a registered sex
offender.”” The investigator made no attempts to identify the names of these staff
members, to determine whether they continued to be employed at C3 Academy and had
access to residents, nor to corroborate or explore the information about the staff members’
alleged criminal charges. The investigator only documented in her findings that “It is a
concern that the agency is employing registered sex offenders.” The investigator did not
appear to take any action regarding this serious safety concern, another egregious failure
to conduct the investigation in a manner consistent with child safety at all times that

6 The investigation (IMPACT ID: 49038369) of Staff 6 was initiated on February 24, 2022 in response to, among
other allegations, a law enforcement officer’s report to SWI that he observed that an adult resident of C3 Academy
had a bruise under his left eye. During the adult resident’s interview with a PI investigator on February 25, 2022, the
individual reported that he thought Staff 6 tried to hit him, that Staff 6 was mean to him “over little stuff,” and that
Staff 6 told the individual to “Get your ass to bed.” The investigator’s photograph of the adult showed bruising under
his eye. Following this interview and clear indication of risk related to Staff 6, the investigator did not pursue any
investigative activity for 14 months. At this delayed time, the investigator attempted to interview, among other
individuals, Staff 6. Staff 6 did not respond to the investigator’s attempts for an interview. Shortly thereafter, the
investigator closed the deficient investigation with a finding of Inconclusive for the allegation of Physical Abuse.

" Due to investigative failures, it is unclear whether the staff member that the OCOK caseworker stated was a
registered sex offender was Staff 2, who was reportedly incarcerated for sexually assaulting a minor, as discussed in
investigation IMPACT ID: 48896408.
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reflected a shocking disregard of children’s safety.

e The OCOK caseworker reported that C3 Academy terminates staff members after
allegations of abuse or neglect are made against them; however, the group home will then
hire these same staff back after an investigation has closed. The investigator did not
investigate this allegation and did not appear to discover evidence that, in this instance, it
was not accurate.

e The OCOK caseworker reported that C3 Academy did not provide her with any of Child
C’s paperwork, medications, or belongings after Child C left the placement. The
caseworker reported that she threatened to call law enforcement in order for the group
home to provide Child C’s medications, which she ultimately received. The group home
never provided Child C’s belongings or paperwork.

e The OCOK caseworker reported in her intake report that according to hospital personnel,
a staff member from C3 Academy dropped the child off at the hospital and departed
without providing additional information on behalf of the child, leaving the child alone.
She also indicated that she learned of the child’s status through hospital personnel, as
opposed to notification from anyone at the placement. The investigative record failed to
clarify or confirm the duration of time C3 Academy left the child alone at the hospital
with a fractured jaw nor whether anyone attempted to notify the caseworker or law
guardian.

Due to serious and ongoing safety concerns that appeared to have gone unaddressed by HHSC and
Pl, a detective for the local police department reported to the investigator that the department was
presently attempting to “shut down” C3 Academy. Following the detective’s statement to the
investigator, the investigator did not document that she took any additional action to safeguard the
children and adults still placed at C3 Academy.

This egregious incident of Physical Abuse occurred nearly one year after a different staff member
tasered Child C, seven months after another staff member locked Child C in a bedroom and left
the group home location, and five months after her outcry of sexual abuse, among other serious
allegations; and yet, once again, the investigator failed to consider or discuss whether
administrators at C3 were neglectful, particularly for a failure to “provide a safe environment for
[Child C], including the failure to maintain adequate numbers of appropriately trained staff, if such
failure results in physical or emotional injury or death to [Child C] or which placed [Child C] at
risk of physical or emotional injury or death.”’®

Child C did not return to C3 Academy after she was hospitalized for a fractured jaw.

Notable Gaps in Investigation Timeframe:

The investigation took nine months to be completed. The intake was received on April 28, 2022.
An extension was approved on June 8, 2022, with a documented reason of “Extraordinary
Circumstances.” The investigation was delayed without activity from May 2022 to November
2022. The record did not include any explanation for the lack of investigative activity and

78 See 26 TEX. ADMIN. CODE §711.719(b)(3).
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substantial delay in completing the investigation. The investigation was completed on February 7,
2023, approved on February 7, 2023, and closed on April 13, 2023.

Child D, age 15, 10 of 47

The monitoring team reviewed three Pl abuse or neglect investigations with a disposition of
Unconfirmed that involved a child (Child D, age 15) while he was placed at Exceptional
Employment Service, an HCS Group Home. Child D is diagnosed with the following: autism
spectrum disorder; Moderate Intellectual Disabilities; Speech Impairment; Attention-
Deficit/Hyperactivity Disorder; Urinary Incontinence; and Mitochondrial Metabolic disease,
which causes gastrointestinal and respiratory problems. Due to Child D’s low IQ of 47 and
behavioral and mental health needs, he was eligible for and enrolled in the HCS waiver program
and was placed at the HCS Group Home from April 23, 2018 until present. As discussed below,
the monitoring team’s review found that Pl inadequately conducted the following three abuse or
neglect investigations involving Child D while he was placed at Exceptional Employment Service.

19. IMPACT Case ID: 48870997

Summary of Key Allegations:

On October 20, 2021, a law enforcement officer reported an allegation of Neglect of a child (age
13 and not in DFPS care) at Exceptional Employment Service. The reporter stated that the child
was located by a member of the community after running away from the facility. The reporter
alleged that “[t]his [was] not the first or second time a special needs child ran away or escaped”
from the group home.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to the child who was not in DFPS care. During the
investigation and nearly four months after receiving the intake, the investigator added two PMC
children (Child D, age 15 and Child E, age 15) to the investigative record as alleged victims due
to the nature of the allegations; Child D and Child E lived in the home at the time of the incident.
Due to substantial investigative deficiencies, most notably that it took 15 months to complete the
investigation, a disposition regarding the Neglect allegation cannot be determined, despite the
investigator’s assignment of a disposition of Unconfirmed for both Child D and Child E.

Monitors’ Review:

This investigation is deficient due to significant investigative delays, including a four-month delay
in speaking to the alleged victims, a failure to conduct face-to-face interviews with the alleged
victims, and a missing interview with the alleged perpetrator. Approximately four months after the
investigation was initiated, the investigator interviewed a collateral staff member who reported
that Child D and Child E lived in the home at the time of the alleged incident. The investigator had
not previously identified the other residents who lived in the home at the time the primary victim
ran away. At this delayed time, the investigator attempted to conduct telephone interviews with
both Child D and Child E, despite the HCS Group Home’s house manager reporting to the

53



Case 2:11-cv-00084 Document 1412 Filed on 09/19/23 in TXSD Page 54 of 66

investigator earlier that Child D was “non-verbal” and Child E “had one or two words or [can]
mimic a full sentence, but he wouldn’t understand what you are saying.”’® Nevertheless, the
investigator proceeded to contact both children by telephone. The investigator documented that
Child D did not respond to any of the questions the investigator asked despite the fact that his
record and the house manager indicated that he would not have the capacity to do so. The
investigator’s documentation of her interview with Child E also demonstrated the inappropriate
nature of telephone interviews with children, especially those with intellectual disabilities. While
Child E was able to answer some of the investigator’s initial questions, the investigator
documented that Child E became distracted and was not able to answer any of the investigator’s
further questions. As such, the investigator did not gather any relevant information from either
Child D or Child E regarding the allegation or their safety at the placement.

Nearly four months after the investigation commenced, the investigator first attempted to interview
the alleged perpetrator; however, the alleged perpetrator did not respond to the investigator’s
multiple attempts for an interview. According to an HCS case manager, the alleged perpetrator no
longer worked at the home. The investigator did not investigate the reporter’s allegation that
multiple children eloped from the home due to repeated concerns for a lack of supervision.
Moreover, again, Pl investigative practice does not include a review of the referral history of the
site unless it involves the same alleged perpetrator or victim and therefore, the investigator did not
review other relevant information, such as whether there were similar allegations investigated at
that group home consistent with the instant allegations. Due to these deficiencies, the investigator
did not gather adequate information to render a disposition of Unconfirmed for the allegation of
Neglect.

Notable Gaps in Investigation Timeframe:

The investigation took one year and three months to be completed. The intake was received on
October 20, 2021. An extension was approved on November 20, 2021, with a documented reason
of “Extraordinary Circumstances.” The investigation was delayed without activity from April 2022
to January 2023. The record did not include any explanation for the lack of investigative activity
and substantial delay in completing the investigation. The investigation was completed on January
27, 2023, approved on January 27, 2023, and closed on March 29, 2023.

20. IMPACT Case ID: 49061280

Summary of Key Allegations:

On March 12, 2022, a law enforcement officer reported an allegation of Neglect of Child D, the
same child described in the above investigation and who continued to be placed at Exceptional
Employment Service. According to the reporter, Child D eloped from the group home when a staff
member was using the bathroom. Law enforcement officers located Child D approximately a mile
and a half from the home on the median of a roadway during rush hour at 5:45 p.m. Child D was

9 Child D’s record documents that he is primarily non-verbal and is only able to use a few words and gestures. As
noted above, he has an 1Q of 47, which places him in the Moderate Intellectual Disability range with the mental age
of a six- to nine-year-old in his adulthood. Child E’s record documents that he is diagnosed with severe autism and
exhibits echolalia, meaning that the child is prone to repeating words spoken by another person. The monitoring team
was unable to locate Child E’s IQ in his case record.
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reportedly not injured. The reporter additionally stated that law enforcement had responded to
multiple incidents of Child D running away from the home and that they were familiar with Child
D. The reporter expressed concerns that the home may not be equipped to care for Child D.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to Child D. Due to substantial investigative deficiencies,
most notably that it took ten months to complete the investigation, a disposition regarding the
Neglect allegation cannot be determined, despite the investigator’s assignment of a disposition of
Unconfirmed.

Monitors’ Review:

Due to the following deficiencies, the investigator failed to determine whether a staff member
adequately supervised Child D to prevent his elopement from the home. First, when the
investigator conducted a face-to-face interview with Child D, the investigator did not document
any efforts to accommodate communication with Child D, who, as discussed in the above
investigation (IMPACT ID: 48870997), is primarily non-verbal and uses only a few words and
gestures to communicate his needs and wants. Instead, the investigator documented that she asked
the largely non-verbal child a series of questions about the alleged incident to which the child was
unable to respond. As a result, the investigator did not gather any information from the child about
the allegations. Next, the investigator failed to reconcile conflicting descriptions of the incident
between law enforcement and staff members. A law enforcement officer reported that the child
ran away during the day and officers recovered him at 5:45 p.m. When interviewed ten months
after the investigation commenced, the on-duty staff member and the child’s case manager
reported that the child ran away at night. This discrepancy impacts the investigator’s assessment
of supervision because during the day the child was subject to one-to-one supervision whereas
during the night, while asleep, the child was not subject to one-to-one supervision. To address this
discrepancy, the investigator could have requested a police report to confirm the time of day the
incident occurred. During his interview, the responding law enforcement officer reiterated his
concern expressed in the intake report that the group home did not appear to have adequate staffing;
the officer stated that he believed Child D required placement in a more secure setting to ensure
his safety. Lastly, the investigator also failed to identify and interview, if appropriate, any other
individuals living at the home about the incident or supervision during the relevant time periods.

In addition, despite the report by law enforcement that staff members appeared unable to
adequately supervise the residents in the home, the investigator failed to discuss or further explore
whether administrators had failed to “provide a safe environment for [the child], including the
failure to maintain adequate numbers of appropriately trained staff” that resulted in or created risk
of physical or emotional injury or death for this child.®’ Finally, without reviewing the referral
history at the site when conducting an investigation, the investigator did not consider highly
relevant information about whether there were similar patterns of allegations involving the facility
relevant to that analysis.

Notable Gaps in Investigation Timeframe:

80 See 26 TEX. ADMIN. CODE §711.719(b)(3).
55



Case 2:11-cv-00084 Document 1412 Filed on 09/19/23 in TXSD Page 56 of 66

The investigation took ten months to be completed. The intake was received on March 12, 2022.
An extension was approved on April 11, 2022, with a documented reason of “Extraordinary
Circumstances.” The investigation was delayed without activity from March 2022 to January 2023.
The record did not include any explanation for the lack of investigative activity and substantial
delay in completing the investigation. The investigation was completed on January 26, 2023,
approved on January 26, 2023, and closed on February 3, 2023.

21. IMPACT Case ID: 49160126

Summary of Key Allegations:

On May 16, 2022, nearly two months after the above investigation began, school personnel
reported that staff members at the school observed Child D with three marks on his right cheek,
two bruises on the left hip, and a small bruise on the right hip. She stated that no one observed
these injuries on the child previously (meaning they were new). The reporter also stated that
approximately two weeks prior, the school nurse documented that the child had a bruised knuckle
that appeared to suggest that someone had bent the child’s finger back. On May 13, 2022, three
days prior to the report, a staff member at the school separately observed bruising on the child’s
Adam’s apple and on his left upper cheek. The reporter stated that she believed a staff member or
another resident at the home caused the child’s injuries.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Physical Abuse investigation related to Child D. Despite the investigator observing
injuries on the child’s face and body consistent with the intake, PI completed no additional
investigative activity for nearly nine months after interviewing the child. Shortly after resuming
and poorly conducting the rest of the investigation, the investigation was finally completed,
approved and closed on the same day. Due to substantial investigative deficiencies, a disposition
regarding the Physical Abuse allegation cannot be determined, despite the investigator’s
assignment of a disposition of Unconfirmed.

Monitors’ Review:

The investigator did not document any efforts to interview Child D in a manner that facilitated, to
some degree, the child’s ability to respond to interview questions. As in prior investigations
involving this non-verbal child, the investigator documented that she asked Child D a series of
questions related to his injuries and the allegations, and the child was unable to respond to any of
the questions. During the initial face-to-face interview, the investigator observed and photographed
the injuries on Child D’s body; the Monitors viewed the photographs of the injuries and they were
consistent with the injuries the reporter described in the intake report.

Following the investigator’s attempted interview with Child D, when she observed and
documented the unexplained bruising on the child’s face and body, and her interview with the
reporter, inexplicably the investigator did not pursue any investigative activity for nearly nine
months. At this delayed time, the investigator conducted interviews with, among other individuals,
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the child’s caseworker, school and facility nurses, facility staff and administration, and interviewed
the reporter again. Based upon the investigative record, the investigator’s interviews with these
individuals focused on Child D’s history of reportedly difficult and “aggressive” behaviors which
often resulted in injury to Child D and others. The investigator did not document any attempts
during the interviews to gather information regarding the cause(s) of the specific injuries to Child
D as of the report date.

The investigative record includes several incident reports from the home that involved Child D
around the date of the intake report. The investigator did not explore these incidents with the
individuals interviewed to determine whether any of these incidents resulted in injuries to Child D
nor whether staff members supervised and cared for Child D appropriately during these incidents,
including an incident that occurred one day prior to the intake report. The investigator did not
interview all relevant staff members who were responsible for the supervision of Child D as cited
in the incident reports, nor did she interview two other residents reportedly involved in one
incident.

Notable Gaps in Investigation Timeframe:

The investigation took nearly eight months to be completed. The intake was received on May 16,
2022. An extension was approved on June 15, 2022, with a documented reason of “Extraordinary
Circumstances.” The investigation was delayed without activity from May 2022 to February 2023.
The record did not include any explanation for the lack of investigative activity and substantial
delay in completing the investigation. The investigation was completed on February 10, 2023,
approved on February 10, 2023, and closed on February 10, 2023.

Child F, age 16-17, 10 of 71 and Child G, age 17, 1Q of 57

22. IMPACT Case ID: 48693853

Summary of Key Allegations:

On June 5, 2021, a staff member (Staff 1) reported allegations of Neglect of two children (Child
F, age 16 and Child G, age 17) placed at Educare, the HCS Group Home®! in which Child A was
placed until May 10, 2021.82 When Staff 1 reported to work, she allegedly relieved another staff
member (Staff 2) who was responsible for the supervision of five residents, including Child F and
Child G. According to Staff 1, she was thereby left alone to care for a total of six residents,
including one additional individual who required one-to-one supervision. Staff 1 reported that it
appeared the company was short-staffed and that she needed assistance. Staff 1 alleged that five
of the residents had not received their medications that day. When she made her report to SWI,
Staff 1 expressed that she could not properly supervise the six individuals in her care and that she
needed help.

Assigned Priority and Disposition:

81 In IMPACT, the child’s living arrangement at this time was listed as HCS Group Home (1-4).
82 The staff members involved in this investigation are different from those involved in investigations with Child A,
who appeared in six investigations at Educare reviewed by the monitoring team.
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Following receipt of the intake report, which SWI referred for a Priority One investigation, Pl
initiated a Neglect investigation related to Child F and Child G by Staff 2. Due to substantial
investigative deficiencies, most notably the failure to investigate the allegations for 19 months, a
disposition regarding the Neglect allegation cannot be determined, despite the investigator’s
assignment of a disposition of Unconfirmed.

Monitors’ Review:

The investigator attempted to conduct a timely face-to-face interview with Child F and Child G;
however, the investigator documented that when she knocked on the door of the Educare HCS
Group Home, no one answered. The investigator did not attempt to re-interview the children for
19 months. There was little investigative activity during the extensive and unexplained delay of
the investigation for 19 months, aside from requesting and receiving an extension for
“extraordinary circumstances” for which there was no explanation in the record.®® After 19 months,
the investigator contacted both children by telephone and interviewed the alleged perpetrator. Not
surprisingly, the investigator could not uncover any information pertinent to the allegations due to
the passage of time. On the telephone, Child G reportedly refused to participate in the interview
and Child F was unable to recall living at the home. The investigator documented that Child F
stated that she “didn’t remember anything.” The investigator also interviewed the alleged
perpetrator, who reported that he was also unable to recall the alleged incident 19 months later.
Due to these deficiencies caused by the significant delay in any investigative activity, the
investigator failed to gather any information regarding the allegations and a disposition cannot be
rendered.

Notable Gaps in Investigation Timeframe:

The investigation took 19 months to be completed. The intake was received on June 5, 2021. An
extension was approved on July 2, 2021, with a documented reason of “Extraordinary
Circumstances.” The investigation was delayed without activity from August 2021 to December
2022. The record did not include any explanation for the lack of investigative activity and
substantial delay in completing the investigation. The investigation was completed on January 20,
2023, approved on January 24, 2023, and closed on January 31, 2023.

23. IMPACT Case ID: 48842983

Summary of Key Allegations:

On September 30, 2021, a law enforcement officer reported the following allegations of Neglect
related to a child (Child F, age 16) placed at Educare, an HCS Group Home. The officer reported
that at the beginning of September 2021 (a few weeks prior to the date of the intake report), the
child ran away from the home and visited an adult male (Individual 1, age 37) who was the husband
(or boyfriend) of an Educare staff member (Staff 2). According to the reporter, Staff 2 provided
law enforcement with an audio recording that included the child’s disclosure that she had a sexual

8 Presumably, the extension was due to COVID-19 during that time period; however, the lack of any activity and
length of delay are without explanation.

58



Case 2:11-cv-00084 Document 1412 Filed on 09/19/23 in TXSD Page 59 of 66

relationship with Individual 1. The officer reported that law enforcement was presently
investigating Individual 1’s alleged sexual assault of the child. One day after the initial report, on
October 1, 2021, school personnel reported that the child believed she was pregnant. Child F
reported that she was experiencing cramps and morning sickness and missed her period. Child F
reported that she had sexual intercourse with Individual 1 multiple times over the past few months.
Reportedly, Individual 1 brought the child lunch at school and the two were observed hugging in
his car.

Assigned Priority and Disposition:

Following receipt of the two intake reports, one of which SWI referred as a Priority One intake,
Pl initiated a Sexual Abuse and Neglect investigation of the child by Individual 1 and an unnamed
staff member respectively. Due to substantial investigative deficiencies, a disposition of the
Neglect allegation cannot be determined, despite the investigator’s assignment of a disposition of
Unconfirmed. Regarding the Sexual Abuse allegation, P1 assigned the allegation a disposition of
Other because Individual 1 “does not meet the definition of a direct provider as he was not
providing any direct care to [the child] and was not working under the auspices of a volunteer or
a care provider while in [the child’s] home.”® According to the investigative record, law
enforcement conducted a separate criminal investigation of Individual 1 with allegations of sexual
assault of the child. Individual 1 was reportedly charged and subsequently incarcerated.

Monitors’ Review:

The investigative record shows that Individual 1 visited the group home to see Staff 2 (his
wife/girlfriend) on multiple occasions and, during these times, he was able to meet and interact
with Child F. According to a staff member (Staff 3), on one occasion, the child and Individual 1
visited together on the back porch of the group home and Staff 3 observed the child with her arms
on Individual 1’s shoulders. The investigator did not adequately explore whether staff members
permitting Individual 1 to visit the group home and their subsequent failure to immediately remove
Individual 1 from the group home constituted Neglect. Furthermore, given that it was the central
factor that led to the sexual assault of Child F by Individual 1, the investigator did not adequately
explore or probe Educare’s training, policies and procedures associated with allowing third parties
into the home. The investigator instead noted it only as a concern and suggested future training for
staff members about related protocol.®

Despite the seriousness of the allegations, the investigator failed to adequately and timely
investigate whether staff members appropriately supervised the child to prevent or address her
elopements from the group home. During these elopements, Child F went to see Individual 1 and
was the alleged victim of sexual assault. Child F was unable to consent to sexual activity with an

8 During the investigation, the investigator confirmed that Individual 1 was employed by two different agencies to
care for other residents at HCS Group Homes run by Daybreak and D&S Residential at the time of these allegations,
not by Educare. Pl determined that he did not qualify as a direct provider as to Child F. The Texas Administrative
Code defines a direct provider as “[a] person, employee, agent, contractor, or subcontractor of a service provider
responsible for providing services to an individual receiving services.” 26 TEX. ADMIN. CODE §711.3(15).

8 Staff 2 reported to the investigator that Individual 1 stopped by the home to see her and bring her food. She also
reported that she let him come into the group home because he was reportedly suspicious of her cheating on him and
she intimated that she was fearful of disallowing his visits because he was physically violent with her in her own
home.
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adult male. While the investigative record includes specific instances when the child ran away
from the group home to meet with Individual 1, the investigator did not adequately question staff
members or the child to determine whether staff members maintained appropriate supervision of
the child at these or any other times the child ran away from the group home to meet with Individual
1. In the absence of gathering the above key information regarding supervision, the investigator
cannot render a finding for the allegation of Neglect.

In addition, the Monitors observed the following investigative failures, which are similar in nature
to those identified by the Monitors in their other reviews of Pl investigations of abuse and neglect
at Educare. The investigative record shows that at least one staff member responsible for the care
of the child reported that she was not adequately trained to care for the child. Staff 3 reported that
the child was difficult to manage and that she believed she was working each time the child ran
away. She also stated that the group home was not adequately staffed for increased supervision of
the child and that the group home “cannot keep staff” due to the long hours staff members are
expected to work. Despite gathering this information, the investigator failed to consider whether
Educare administrators failed to “provide a safe environment for [the child], including the failure
maintain adequate numbers of appropriately trained staff” and whether this failure contributed to
the alleged harm and risk of harm to Child F.

As in other Pl investigations involving Educare, the investigator found that the child did not have
a Behavior Support Plan in place at the group home. A case manager reported that personnel were
currently attempting to implement a plan for the child and that the child’s targeted behavior for the
plan was elopement. Again, the investigator failed to consider whether administrators at Educare
failed to “establish or carry out an appropriate individual program plan or treatment plan” for the
child and whether this failure contributed to the alleged harm and risk of harm to the alleged victim.

Notable Gaps in Investigation Timeframe:

The investigation took one year and three months to be completed. The intake was received on
September 30, 2021. An extension was approved on November 3, 2021, with a documented reason
of “Law enforcement requests that an investigation be temporarily discontinued.” There was no
investigative activity from November 2021 to early March 2022 in compliance with law
enforcement’s request. Law enforcement permitted the investigation to resume in early March
2022. However, there was no Pl investigative activity from April 2022 to January 2023. The record
did not include any explanation for this second instance of inactivity and substantial delay in
completing the investigation. The investigation was completed on January 24, 2023, approved on
January 25, 2023, and closed on January 29, 2023.

24. IMPACT Case ID: 48856634

Summary of Key Allegations:

On October 10, 2021, Staff 3 reported an additional allegation of Neglect related to Child F and
the allegations discussed in the above investigation (IMPACT ID: 48856634). Staff 3 reported that
on the date of the intake report, between 11:00 a.m. and 12:00 p.m., the child ran away from the
group home twice. The child allegedly ran to Individual 1 on both instances. After the first runaway
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episode on that date, law enforcement located the child with Individual 1 in his vehicle. Due to
these incidents, the group home placed the child on one-to-one supervision.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation of the child by an unnamed staff member. Due to substantial
investigative deficiencies, a disposition of the Neglect allegation cannot be determined, despite the
investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

Pl investigators appear to have conducted this and the above investigation (IMPACT ID:
48842983) together; interviews with most key individuals were jointly used by both investigations.
As a result, the investigative flaws detailed for the above investigation apply to this investigation.
In addition to the investigative deficiencies described in the above summary, the current
investigation contains the following additional deficiencies:

e During interviews with staff members and the child, the investigator did not adequately
explore staff members’ supervision of the child on October 10, 2021 when she ran away
twice to meet Individual 1. In her interview, the child stated that she exited the group
home from her bedroom window when staff members were attending to other residents.
The question of supervision is highly relevant to this investigation because these runaway
incidents occurred after the group home administrators and staff members were clearly
aware of Individual 1’s involvement with, and alleged sexual assault of, the child.

e Given the significant risk posed to the child by Individual 1, the investigator should have
explored whether the group home administration’s failure to immediately increase the
child’s supervision level after they were informed of the criminal investigation involving
Individual 1 and the child had disclosed sexual contact by Individual 1 in September 2021
constituted Neglect. According to the investigative record, following these incidents
reported on October 10, 2021, the group home increased the child’s supervision from
“routine” to one-t0-one supervision.

Notable Gaps in Investigation Timeframe:

The investigation took one year and three months to be completed. The intake was received on
October 10, 2021. An extension was approved on November 12, 2021, with a documented reason
of “Extraordinary Circumstances.” The investigation was delayed without activity from October
2021 to mid-March 2022 and again from April 2022 to January 23, 2023. Presumably, the initial
delay through mid-March 2022 was related to law enforcement’s request that the above, related
investigation be temporarily discontinued. However, the investigation then sat dormant and was
not completed until January 24, 2023, approved on January 24, 2023, and closed on January 29,
2023.

According to the child’s record in IMPACT, DFPS removed the child from Educare on October
28,2021 “due to concerns with the placement and services not received in the home.”
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25. IMPACT Case ID: 49512218

Summary of Key Allegations:

On February 7, 2023, a 2INgage case manager reported allegations of Neglect of Child F, who was
included in the above investigations. At the time of this intake, Child F was no longer placed at
Educare, the group home subject to the above investigations; Child F was now placed at Ability
Options, LLC, an HCS Group Home. The reporter stated that staff members at Ability Options
failed to secure medical care for the child when she had a urinary tract infection (UTI). Due to an
absence of timely medical care, the child reported that she experienced pain when using the
bathroom. According to the reporter, the child requested that a staff member at the placement take
her to the doctor, as did the caseworker, but no one did so. As a result, a caseworker took the child
to the doctor where she was prescribed medication to treat the UTI. Reportedly, no one at the
placement provided the child with the prescribed medication needed to treat the UTI following the
doctor appointment.

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation of the child by a named and unnamed staff member. Due to
substantial investigative deficiencies, the disposition of the Neglect allegation cannot be
determined, and the assigned disposition of Unconfirmed is inappropriate.

Monitors’ Review:

The investigator failed to adequately investigate a new allegation of Neglect that emerged during
the investigation. The child’s caseworker and the child reported that approximately three months
prior to the start of this investigation, the child reported concerns related to her vaginal area to a
staff member at the placement and to her caseworker, and no one at the HCS Group Home secured
the child a medical appointment in response to her concern. The caseworker and the child further
stated that, as a result, there was a delay in seeking medical treatment until the caseworker
eventually resolved the issue. During interviews, staff members and a different caseworker
reported to the investigator that, on the contrary, someone at the placement secured a medical
appointment for the child in a timely manner three months prior and during the appointment, the
child received a urinalysis and a birth control shot. Prior to entering a disposition of Unconfirmed,
the investigator did not resolve the discrepancy of whether anyone at the home secured the child a
medical appointment. While the investigator requested that the placement provide the child’s
medical records, it appears the placement did not comply with this request as the investigative
record does not confirm it. There is no evidence that the child received medical care at the time
she requested it.%®

Notable Gaps in Investigation Timeframe:

None. The intake was received on February 7, 2023. The investigation was completed on February
23, 2023, approved on February 24, 2023, and closed on February 24, 2023.

8 At the time of the monitoring team’s review of the investigation, the child had exited DFPS care. As such, the
monitoring team was unable to access the child’s Star Health Passport to review the child’s log of medical
appointments while in DFPS’s care.
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Child H, age 16, 1Q of 40

26. IMPACT Case ID: 49372520

Summary of Key Allegations:

On October 19, 2022, school personnel reported the following allegations of Neglect related to a
child (age 16) placed at another Educare HCS Group Home.

e For the first two months of school, the Educare HCS Group Home did not pick up the
child from school on time. Staff members from the home reportedly did not arrive at the
school until approximately 5:30 p.m., despite the school allegedly conducting several
face-to-face conversations with staff members regarding an appropriate pick-up time for
the child.

e On Saturday, October 15, 2022, a school paraprofessional observed the child running
alone along a roadside. After stopping the child, the school personnel observed that the
child was wearing a diaper that was “saturated,” had no shoes on and “seemed lost.”

e For the month preceding the report, the child had been “extremely” tired at school. When
school personnel asked the child about his fatigue, the child reported that his “mother has
been giving him melatonin in the mornings.”

e The child arrived at school appearing unbathed. School personnel also observed that the
child was “constantly hungry and begging for food” from teachers and classmates.

One day after the initial report, on October 20, 2022, a DFPS staff member reported similar
allegations of Neglect related to the child. The reporter stated that a named staff member at the
Educare HCS Group Home provided the child with melatonin, a medication which was reportedly
not on the child’s list of prescribed medications. The reporter expressed concern that the melatonin
caused the child to be “very groggy” at school. The reporter also stated that on October 15, 2022,
the child ran away from the placement. The reporter stated that the child is “low functioning” and
should not have been on a busy street alone. The reporter alleged that staff members at the home
were not aware that the child had eloped for at least 35 minutes and that the child “could have been
seriously injured while unsupervised.”

Assigned Priority and Disposition:

Following receipt of the two intake reports, which SWI referred for a Priority Two investigation,
Pl initiated a Neglect investigation of the child by two named staff members. Due to substantial
investigative deficiencies, a disposition of the Neglect allegation cannot be determined, despite the
investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

The investigator did not attempt to reconcile conflicting descriptions of the child’s elopement from
the facility as provided by the child and one of the staff members who was named as an alleged
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perpetrator. During his interview, the child stated that the staff member was asleep at the time of
the elopement. In contrast, the staff member reported that she was in a separate room attending to
the hygiene needs of two other individuals living in the home. The investigator did not attempt to
interview the other two individuals who may have been able to resolve this discrepancy. Similar
to other investigations reviewed by the monitoring team, this investigative record raises questions
regarding the safety of a common modality of staffing in HCS Group Homes: a single staff member
with limited training and support charged with caring for and supervising three or more individuals
(of various ages) who have reduced intellectual functioning, among other needs and
vulnerabilities. Moreover, again, the investigator did not discuss or further explore whether the
lack of ability to supervise the child was Neglect due to a failure “provide a safe environment for
[the child], including the failure to maintain adequate numbers of appropriately trained staff” that
resulted in or created risk of physical or emotional injury or death for this child.®’

Next, the investigator did not determine the duration of time between when the child eloped from
the placement and when the staff member determined that the child was no longer present in the
home. In the second intake report, the reporter alleged that the staff member was unaware the child
ran away for at least 35 minutes; however, delayed interviews with the on-duty staff member and
an assisting staff manager suggest that they responded timely to the elopement. The investigator
did not attempt to corroborate the staff members’ accounts during interviews with school
personnel. The investigator also did not attempt to interview the responding law enforcement
officer who may have been able to provide information on the timeframe and whether the child
was observed in a “saturated” diaper. Due to these deficiencies, the disposition of Unconfirmed to
the allegation of Neglect is inappropriate.

Regarding the allegation that a staff member provided the child with unprescribed melatonin which
resulted in the child experiencing drowsiness at school, the investigation was deficient. During his
interview, the child confirmed his allegation and stated that a named staff member provided him
with melatonin. The staff member denied the allegation and reported to the investigator that she
adhered to the child’s prescribed medication list; she stated that melatonin was not on the list and
that a nurse’s approval was necessary to provide a child with melatonin, which she did not have.
The investigator did not interview any other residents to obtain information regarding whether a
staff member provided the child or other residents melatonin. The investigative record also
included the child’s Medication Administration Record (MAR); the MAR showed that the child
was prescribed multiple medications that listed a side effect of “drowsiness.” The investigator did
not attempt to interview the child’s nurse or prescribing physician to understand the child’s
medication history, including any changes in the child’s medications over the past month and to
assess whether the child’s currently prescribed medications may have caused his drowsiness. Due
to these lapses in investigative practice, the investigator did not gather sufficient information to
assign a disposition for the allegation of Neglect.

Notable Gaps in Investigation Timeframe:

The investigation took three months to be completed. The intake was received on October 19,
2022. An extension was approved on November 18, 2022, with a documented reason of “Need to
interview AP and potential collateral witnesses.” The investigation was delayed without activity

87 See 26 TEX. ADMIN. CODE §711.719(b)(3).
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from October 2022 to January 2023. The record did not include any explanation for the lack of
investigative activity and substantial delay in completing the investigation. The investigation was
completed on January 27, 2023, approved on January 27, 2023, and closed on March 29, 2023.

Child I, age 16, 10 of 60

27. IMPACT Case ID: 49420343

Summary of Key Allegations:

On November 25, 2022, a staff member at Brenham State-Supported Living Center reported that
a staff member was “observed to be asleep” during two-to-one nighttime supervision of a child
(age 16).

Assigned Priority and Disposition:

Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation of the child by Staff 1. Due to substantial investigative
deficiencies, a disposition of the Neglect allegation cannot be determined, despite the
investigator’s assignment of a disposition of Unconfirmed.

Monitors’ Review:

According to the investigative record, the child required two-to-one supervision, which was to be
provided by Staff 1 and Staff 2. Despite their principal roles in the investigation, the investigator
did not attempt to interview Staff 1 or Staff 2 to gather information regarding the allegation that
Staff 1 fell asleep while responsible for the care of the child. As a result of this failure, the
investigator failed to confirm another staff member’s observation that Staff 1 was asleep, Staff 2
was “awake and alert” in the child’s bedroom, the duration of time Staff 1 was asleep and whether
Staff 2 had concerns related to Staff 1°s supervision of the child. Due to these deficiencies, a
disposition on the allegation of Neglect cannot be rendered.

Notable Gaps in Investigation Timeframe:

None. The intake was received on November 25, 2022. The investigation was completed on
December 14, 2022, approved on December 14, 2022, and closed on February 16, 2023.

Child J, age 17, 10Q of 57

28. IMPACT Case ID: 49588244

Summary of Key Allegations:

On April 3, 2023, a DFPS staff member reported that a child (age 17) placed at Meridian Living
Center, Inc., an HCS Group Home, was located by law enforcement in a Target store. The officer
believed the child was experiencing homelessness.

Assigned Priority and Disposition:
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Following receipt of the intake report, which SWI referred for a Priority Two investigation, Pl
initiated a Neglect investigation related to the child by a staff member. Due to substantial
investigative deficiencies, a disposition regarding the Neglect allegation cannot be determined,
and the assigned disposition of Unconfirmed is inappropriate.

Monitors’ Review:

Due to a deficient investigation, the investigator did not establish whether the staff member
adequately supervised the child prior to his elopement. The investigator did not document efforts
to accommodate the child’s limited speech and comprehension during her face-to-face interview
with the child. The investigator documented that the child “presented with limited verbal ability”
and his language was “difficult to understand.” Based upon the record, and in similarity with other
Pl investigations, the investigator did not appear to contact the HCS Group Home or the child’s
caseworker prior to the interview to identify whether the child had speech and/or intellectual
limitations that may require accommodation. As a result of these failures, the investigator did not
appear to gather any information from the child related to the allegation or to the child’s safety at
the placement. Next, the investigator’s questioning of the staff member did not adequately probe
whether the staff member adequately supervised the child prior to the child eloping; for example,
the investigator did not determine the child’s proximity to the staff member. According to the staff
member, at the time the child eloped, the staff member was grooming and bathing another resident.
When the staff member completed this task, he could not locate the child in the home; he then
called 911 and gathered the other residents into a car to search for the child.

It does not appear that one staff member would have been able to prevent this or other similar
instances under the current staffing capacity in use at Meridian. The child’s records documented
that he has a history of “high risk behaviors,” including frequently running away from placements
and that, as a result, the child must be monitored “at all times.” The investigative record raises
questions regarding the Meridian’s capacity to meet the child’s supervisory needs to ensure his
safety. Despite those objective facts in the record, the investigator did not discuss or further explore
whether the allegations were due to a failure by Meridian to “provide a safe environment for [the
child], including the failure to maintain adequate numbers of appropriately trained staff” that
resulted in or created risk of physical or emotional injury or death for this child.® At the close of
the investigation, the investigator documented that “It is recommended that [the child’s] level of
supervision be re-evaluated.”

Additionally, as in all investigations conducted by PI, an investigator’s assessment of Neglect for
failure to provide a safe environment, including “failure to maintain adequate numbers of
appropriately trained staff” is hampered by the fact that the investigators do not review the referral
history of the group homes.

Notable Gaps in Investigation Timeframe:

None. The intake was received on April 3, 2023. The investigation was completed on April 21,
2023, approved on April 21, 2023, and closed on April 24, 2023.

8 See 26 TEX. ADMIN. CODE §711.719(b)(3).
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