
 

 

 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 

 

 
Oklahoma Special Review Committee Report:   
OKDHS Role in Child Abuse & Neglect Deaths

Review of Child Deaths November 2010 – May 2012

Respectfully Submitted April 4, 2013
Please note:  This Report is the accumulation of 16 months, 2000 hours of work by a specially 
selected, independent, non-compensated Committee of Oklahoma citizens, including child 
experts.  It is the best efforts of this committee, was developed through case review, clarifications 
by OKDHS staff, deliberations, and discernment.  It is not a scientific review with statistical 
comparisons of demographics, conditions, incidences, etc.  It is an honest effort of this Committee 
to provide our fellow Oklahomans with answers regarding accountabilities for the care and 
treatment of one of Oklahoma’s most vulnerable populations, our children.



Editor’s Note: It was an accusatory headline that galvanized months of speculation and disdain by the public regarding 
child deaths.  “50 Die in OKDHS Custody” was the inference of one of many accusations1 prompting legislators, the 
public, and OKDHS officials themselves, to call for change.  Thus, despite Oklahoma having at least five2 other agencies 
or groups that had investigated some or all of the cases, the need for an independent, objective review was obvious and 
the Oklahoma Special Review Committee was established, October 2011.  Committee members served without 
compensation, met monthly through November 2012 and worked through February 2013, to complete the writing of 
this report. This Report was developed from meeting notes and research papers and was compiled and edited, on behalf 
of the entire Committee, by former OKDHS Commissioner and Oklahoma Special Review Committee Member Karen 
Vinyard Waddell.

Committee Member Title
Larry Andrews Retired Chief Investigator, Oklahoma County District Attorney’s Office

Lieutenant Paco Balderrama Oklahoma City Police Department
Robert Block, M.D. (Advisory) President, American Academy of Physicians
Barbara Bonner, Ph.D. Director, Center on  Child Abuse & Neglect, University of Oklahoma Health Sciences Center
Kathryn Brewer3 Assistant District Attorney, Juvenile Child Welfare, Canadian County
Steven Dow4 OKDHS Commissioner, Executive Director, Tulsa Community Action Program
Wes Lane, Chair Chair, OKOKDHS Commission; Former DA, Oklahoma County. Current, President, SALLT Leadership
Stephan Moore Executive Director, Shiloh Camp (home for children)
Don Newsom Retired U. S. Secret Service, The National Center for Missing & Exploited Children
Sandra Park Deputy Superintendent, Oklahoma City Public Schools
Lee Roland Principal, Tulakes Elementary School (Putnam City Schools)
Anne Roberts5 OKDHS Commissioner; Director of Legislative Affairs, Integris Health System
Ira Schlezinger Retired Executive, Integris Health Systems; Community Leader
Deborah Shropshire, M.D. Pediatrician, OU Children’s Physicians (Specializing in child abuse/foster care)
Lisa Smith6/Penny Hill-Malone Executive Director, Oklahoma Commission on Children & Youth
Jackie Steyn YWCA, Oklahoma City, Chief Programs & Compliance Officer; Domestic Violence expert
The Honorable Roger Stuart 
(Advisory)

Judge, Oklahoma County District Judge

Brett Thomas Staff7, Office of Governor Mary Fallin

Karen Vinyard Waddell8

President/CEO, The Lynn Institute; Immediate Past President/CEO Eckerd Youth Alternatives; 
Founder, “Count Me In 4 Kids”.

Terri White9 Commissioner, Oklahoma Dept of Mental Health & Substance Abuse
Anita Wilkinson OKDHS Commissioner

Note: OKDHS Staff support included Deborah Smith, Director, Child Welfare Services, and Cheryl Thornton, OKDHS Canadian 
County Director10

1 State Representatives Mike Sanders & Richard Morrissette issued a press release Oct. 13, 2011, Appendix B
2 Those entities and their area of responsibilities are listed in Appendix C.
3 At time of appointment to Oklahoma Special Review Committee was serving in Canadian County DA office working in juvenile child welfare.  
Appointed Adjutant General in the Office of Client Advocacy in the Oklahoma Department of Human Services effective November 1, 2012.
4 Resigned from OKDHS Commission, July 2012, and simultaneously from the Oklahoma Special Review Committee.
5 Resigned from OKDHS Commission, July 2012, and simultaneously from the Oklahoma Special Review Committee. 
6 Attended several sessions.  When schedule prevented attending Oklahoma Special Review Committee, Penny Hill-Malone, OCCY staff member 
and former OKDHS caseworker, attended on her behalf.
7 Mr. Thomas resigned from the Governor’s office in August 2012, to become a fulltime student at the University of Oklahoma College of Law.  
While representing the Governor’s office, he served to expedite the availability of information to the Committee plus keep the Governor informed 
of the Committee’s progress.  Due to his personal commitment to the cause and his knowledge of the issue, Mr. Thomas remained  an active 
participant following his resignation from the Governor’s office.
8 Appointed to OKDHS Commission, August 2012.
9 Shortly after Commissioner White’s appointment to the Oklahoma Special Review Committee she served both as Mental Health Commissioner 
and as Interim Director, Department of Human Services, for approximately one month.  Subsequently, she served in an advisory capacity to 
Interim OKDHS Director Preston Doerflinger.   Although available for consultation, she was no longer involved with the Oklahoma Special Review 
Committee after February 2012. 
10 Ms. Thornton retired from her position at OKDHS shortly after the completion of the work of the Oklahoma Special Review Committee, fall 2012.
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LETTER FROM THE CHAIR

Dear Fellow Oklahomans,
This “Oklahoma Special Review Committee Report – OKDHS Role in Child Abuse, Neglect & Deaths” is the best efforts of 21 
professional, objective, caring Oklahoma volunteers who worked very hard to study this issue.  This Report is neither filled with case 
detail nor is it meant to be a scientifically perfect document.  It does, however, answer two questions:

 “Was OKDHS doing everything it could possibly do to protect children?” The answer is clearly, no.
 “Are they working hard to correct that?”  The answer is clearly, yes.

Equally clear was the Committee’s realization that OKDHS is not the only entity falling short when it comes to the protection of 
children.   As one member of our committee said, “…in addition to asking what OKDHS could have done differently, we need to ask what 
could the rest of the family, the community, including private and public agencies have done to prevent the situation (i.e. the child’s 
death)?” We found our entire government “system” at times inadequate – including judges, prosecutors and public defenders, as well 
as our social system – neighbors, public-at-large, church and community groups, etc. Citizens keeping silent frequently placed children 
at risk when a call to police or to the OKDHS hotline might well have saved the life of a child. There is work to be done and the 
Department of Human Services must get their part right.  But all of Oklahoma must work to (1) fix the system of investigating and 
protecting children and (2) work to prevent child abuse and neglect.   Perhaps the brightest spot in reviewing this difficult subject is 
that there are steps that can be taken to prevent child abuse.  One obvious area is in providing a stable home environment for the 
child11.

FACT: Those homes having a live-in partner have more than 8 times the rate of maltreatment overall, over 10 times the rate of abuse, and nearly 
8 times the rate of neglect.

FACT: Those homes where a child’s biological mother and father are married have the lowest rate of child maltreatment at 6.8 per 1,000 
children12.  
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FACT: The worst child treatment rate for children occurs where a 
single parent is cohabiting:  57.2, which is 10 times greater than the 
rate for married biological parents.

Please accept this serious caveat respectfully added to this 
report.  While the Committee was pleased with the reforms 
that are taking place at OKDHS (such as the Pinnacle Plan, a 
plan that is already addressing a number of problems we 
identified in our review), the truth is that OKDHS may never  
be able to stop these children from being murdered because 
many times, the problem is upstream from them.   OKDHS 
alone cannot fix this problem any more than a police 
department alone can stop crime.

Any truly serious (not merely political) discussion of child 
safety must address (1) doing a better job of serving the 
children and their families in the system today, (2) stabilizing 
home environments regardless of family composition, (3) 
reducing the out-of-wedlock birthrate over the next 
generation, and, (4) teaching, encouraging and preparing our 
children on how to be successfully married parents tomorrow.  

Oklahoma must review laws and policies to insure that they are consistent on strengthening marriage, review and reform what is 
being taught in schools to promote healthy marriage, encourage family-friendly conditions in our work environments, and the 
media must be part of the solution as well.

Sadly enough, children are going to continue to die in unstable family environments. Just tweaking a government agency is not 
going to stop this. As Oklahomans, we are going to have to decide if we are willing to do everything necessary for these children to 
flourish and live to their full human potential. That will take all of us. Otherwise, we will just keep creating committees.

Sincerely, 

Wes Lane, Chair, Oklahoma Special Review Committee Report of OKDHS Role in Child Abuse, Neglect & Deaths

11  U.S. HHS, Administration for Children and Families, Sedlak, A.J. et al. (2010). Fourth National Incidence Study of Child abuse and Neglect (NIS-4):  
Report to Congress, pp 12, 5-19, and 5-20. http://www.acf.hhs.gov/programs/opre/abuse_neglect/natl_incid/reports /natl_incid/nis4_report_ 
congress_full_pdf_jan2010.pdf.
12  2010 report to Congress by HHS’ Administration for Children and Families, the Fourth National Incidence Study of Child Abuse and Neglect (NIS-4)
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I.  EXECUTIVE SUMMARY

The Oklahoma Special Review Committee reviewed 135 deaths and near deaths of children who died from 
all types of causes and conducted in-depth reviews of 36 deaths or near deaths which resulted directly 
from abuse or neglect.  The Oklahoma Department of Human Services (OKDHS) Commission appointed the 
Committee in September 2011 with the initial purpose being to determine OKDHS culpability in child 
deaths.   However, during the review process, it became clear to Committee members that while OKDHS 
had some responsibility, the conditions leading to the abuse and deaths were the results of multiple 
omissions/ commissions by many groups, agencies, individuals, conditions, and factors.  

This Report divides the Oklahoma Special Review Committee work into 37 “Direct Findings”, 12 “Implied 
Findings”, and 37 Recommendations.  It is difficult if not impossible to summarize the key indicators but 
the highlights of the Report include the following:
 Clearly, there were not “50 children on average who died in OKDHS care in any year” as had been alleged by two 

well-meaning but misinformed Oklahoma legislators13. 
 Many times, OKDHS and OKDHS workers did their jobs very well. 
 There are many agencies in addition to the Department of Human Services who also should be held accountable 

for the outcome of a child abuse victim. This includes, but is not limited to, the judicial system, law enforcement, 
child welfare providers, schools, neighbors, public at large, churches, civic groups, etc.

 There are policies that need to be changed including those in regard to hiring standards, performance standards, 
practice model reform, Hotline management, training, and, communication14. 

 Often, the public failed to report observations of child abuse and neglect.
 Most of the families appear to have multiple risk factors:  unsafe housing and living conditions, drug abuse, 

Domestic Violence, and non-biological residents living in the home.
 It appears that in some cases, the perpetrator of abuse was either the mother or the mother’s live-in boyfriend 

who had no biological relationship to the child.
 There are serious concerns regarding the correlation of drug abuse and Domestic Violence to the incidence of 

child abuse and neglect.  There appears to be serious need to review policy regarding management of children in 
homes where drug abuse and Domestic Violence may be present. 

The Oklahoma Special Review Committee presents this as a balanced report including both praise and 
constructive criticism of OKDHS and of other agencies. Please note the Oklahoma Special Review 
Committee has no enforcement powers and respectfully requests this Report be given priority 
consideration and the Recommendations be implemented. The Committee also urges Oklahomans to 
develop a greater understanding of the difficult role of all individuals within the system -- OKDHS staff, 
foster and adoptive families, foster and adoptive children, non-profit care providers, the court system, law 
enforcement, educators, et al -- and to treat all of these special citizens with kindness, respect, and dignity.

The Oklahoma Special Review Committee recognizes the majority of this Report deals with observations 
and recommendations regarding taking better care of children but believes that prevention is the best 
long-term solution. We urge Oklahoma to take actions to implement prevention measures such as the 
Oklahoma Marriage Initiative and community programs supporting and nurturing children and families, 
etc. 

Lastly, but most importantly, the Oklahoma Special Review Committee (OSRC) mourns deaths of all of the 
Oklahoma children who have died as a result of abuse or neglect and urgently recommends solutions, 
which will enable all Oklahoma children to have an opportunity to succeed.

13 See Press Release, Appendix B to read allegation made by concerned legislators.
14 A January 2012 court order required the preparation and implementation of the Pinnacle Plan, a document designed to identify 
new accountability standards for OKDHS.
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II.  DIRECT FINDINGS OF THE OKLAHOMA SPECIAL REVIEW COMMITTEE

DIRECT FINDINGS:  Comprehensive System Issues

Direct Finding 1: Frequently, lack of access to information on a timely basis had serious 
consequences. On several occasions, case workers would have benefitted from receiving 
information, histories known by other agencies such as courts, police, school, etc.

Direct Finding 2: Frequently, failure to communicate and/or communication errors – 
omission, commission, or incomplete – resulted in serious consequences.  In general, there were 
incidences where the case appeared to have been impacted negatively by either inadequate or no 
communication between OKDHS and other agencies: judicial, public defenders, defense attorneys, 
education, non-profit partners, medical personnel, law enforcement, Domestic Violence 
professionals, public, etc.  In one case, the Court was not provided with significant information 
related to the wellbeing and safety of the child, resulting in the death of the child.

Direct Finding 3: In one case, a representative of a governmental agency had reason to 
believe the potential of child abuse and failed to report it to OKDHS on a timely basis.

Direct Finding 4: Many times, a non-related adult observed child abuse or neglect and failed 
to report it to authorities.  The public did not appear to be aware of their legal responsibility to 
report observations of child abuse and neglect.  Also, frequently, the public’s awareness of child 
abuse or neglect, in some cases, was only identified by OKDHS after a death had occurred.  For 
example, when OKDHS was investigating a death, they learned that both the apartment manager 
and assistant apartment manager had seen the child appearing to be in serious need of medical 
help, suggested the mother get the child help, but neither aided the mother in obtaining help nor 
called authorities to report the seriousness of the child’s obvious frail, listless physical condition.

Direct Finding 5: Occasionally, actions by the court system were in direct conflict with 
recommendations of OKDHS caseworkers. There were cases where the court did not take the 
direct recommendations of OKDHS and resulted in child injury or death.

Direct Finding 6: News media coverage of some cases reviewed by Oklahoma Special Review 
Committee was lacking important information from the facts contained in the case.  It is 
possible that the confidential nature of the cases may have made the media coverage difficult.

DIRECT FINDINGS:  Domestic Violence

Direct Finding 7: Occasionally, prior to the abuse of a child in the home, there had been both 
reported and non-reported incidences of Domestic Violence perpetrated by one intimate 
partner towards another, usually the male partner towards the female partner.
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Direct Finding 8: Many times, where Domestic Violence was evident and reported, there did 
not appear to be a heightened awareness as to the potential endangerment of a child in that home 
situation.

DIRECT FINDINGS:  Drug Abuse

Direct Finding 9: Frequently, in cases where adults in the home had documented positive 
drug screens, the connection to erratic behaviors resulting from inappropriate prescription drug 
use was either not diagnosed or was ignored.

Direct Finding 10: Occasionally, child death cases involved a situation where both the newborn 
and birth mother tested drug positive and were allowed to go home from the hospital together.  
In some of those cases reviewed by the Committee involving drug positive mothers, OKDHS had 
recommended treatment as part of safety plan but there was not clear follow-up and/or 
additional monitoring to ensure safety.

Direct Finding 11: Frequently investigations were hampered because the law does not allow 
OKDHS to require parents to submit to drug testing.

Direct Finding 12: Sometimes there was a tendency to ignore drug abuse in the home 
because the “medications were prescribed”.

DIRECT FINDINGS:  Household Conditions

Direct Finding 13: Most of the time, the families appeared to have had multiple areas of social 
service needs, presenting very complex and challenging needs and circumstances that require in 
depth assessment to be fully understood. Frequently, lack of transportation, inadequate income, 
lack of employment or under-employment, unstable housing conditions, etc., were apparent and 
the stress/frustration caused by the lack of resources may have contributed to child abuse and 
neglect.  For example, a young mother of two believing her daughter to need medical help did not 
obtain that help because she said she had no transportation nor funds to obtain transportation.  
The child died.

Direct Finding 14: At times, the abuse and neglect perpetrator was determined to be a non-
relative of the child.  Some were boyfriends to the child’s biological mother. Others were 
caretakers, still others were grandparents or friends to grandparents.  While literature states15 
that there is no way to predetermine who might abuse or might commit murder, the Oklahoma 
Special Review Committee was concerned about what seemed to be a correlation in unresolved 
drug abuse and/or Domestic Violence in the home and the subsequent death of a child.  Clearly 
some OKDHS policies appeared to have minimized the incidence of drug abuse and/or Domestic 
Violence in the home as a primary reason for removing a child from a potential dangerous

15 Dr. Barbara Bonner, Director, Center on Child Abuse & Neglect, shared professional information regarding child abuse and 
neglect to the Committee.  Her summary report, “Child Abuse Fatalities in Oklahoma: Can They Be Prevented?” was presented 
by Dr. Bonner to the Committee and is Appendix E of this Oklahoma Special Review Committee Report.
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situation.   Additional material is concerned in a brief literature search contained in Appendix E of 
this report.

Direct Finding 15: Occasionally, during initial contact with OKDHS, parental behaviors were 
not outside socially acceptable norms.  In some situations, the parental behavior deteriorated 
after the OKDHS visit leading to an event that could not have been predicted.

Direct Finding 16: Many times, parents and children present aberrant behaviors and are in 
need of professional counseling and/or mental health treatment.

DIRECT FINDINGS:  OKDHS Administration & Policy

Direct Finding 17: Frequently, service & safety plans offered to families were not always well 
matched to their identified needs or follow-up was not inherent to the case. For example, on 
several occasions an OKDHS case worker observed an individual smoking marijuana, directed the 
individual to obtain evaluation and treatment but the client never complied. Also, on more than 
one occasion, service & safety planning and service referral did not appear specific to Domestic 
Violence.  Additionally, Domestic Violence services had not been recommended for the child.

Direct Finding 18: Many of the injuries or deaths occurred outside of OKDHS involvement; 
however, some happened while OKDHS was already engaged with the families.

Direct Finding 19: Occasionally, some negative outcomes occurred during ‘time extensions’ 
given by caseworkers, judges, etc., attempting to provide biological parents extra time to 
complete their growth plans.

Direct Finding 20: Occasionally, in homes with multiple children but an incident specific to 
one child in the home, OKDHS did not always implement additional, prompt protection for 
other children in the home.  However, there were multiple cases in which OKDHS did implement 
prompt actions designed to protect other children in the home.

Direct Finding 21: Occasionally, OKDHS did not include widespread interviewing of 
neighbors, apartment or housing mangers, extended families, church, school officials, etc., who 
might have provided timely, important elements of information to OKDHS.

Direct Finding 22: Occasionally, the management of a case given via the “Hotline” did not 
result in favorable outcomes to the child. In some cases, the ‘sense of urgency’ was not 
communicated.  In others, the decision to override the system criteria and expedite the response 
level for the report did not occur.

Direct Finding 23: Overall, there appeared to be administrative issues with the Hotline 
including excessive wait times and no separate reporting mechanism for professionals to file 
reports.
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Direct Finding 24: Occasionally, the OKDHS organizational structure created impediments to 
efficient case management.  For example, the situation existed where the supervisor over policies 
had no authority over field workers implementing those policies.

Direct Finding 25: At least once, training to all staff regarding a significant policy change 
did not occur on a timely basis, allowing conditions to unfold which resulted in a slower 
response time and subsequently, a negative outcome for the child.  For example, the staffing 
policy was around the worker going out every workday on a Priority 1 investigation until the 
child was located.  The policy had been changed to going out every calendar day, but the worker 
was not aware that the policy had been changed.

Direct Finding 26: Many times, the presence of alcohol and illicit drugs in the home was not 
deemed sufficient reason – by itself – to remove a child according to OKDHS policy.  There 
appeared to be several situations in which the involvement of alcohol and/or drugs correlated to 
the incidence of child abuse and neglect or death.

Direct Finding 27: Frequently, it appeared that decisions made by staff were in accord with 
existing staffing patterns and availability but those staff systems may have been inadequate for 
the situation.  Those issues regarding systems and staffing may have related to:  staffing 
patterns, volume, educational levels of personnel, experience of personnel, lack of involvement of 
licensed social work personnel, and/or lack of involvement of coaching or support by second 
level supervisors.

DIRECT FINDINGS:  OKDHS Performance

Direct Finding 28: Many times there were examples where caseworkers committed 
extraordinary actions, including significant acts of kindness and multiple incidences of 
consummate professionalism. 

Direct Finding 29: Many times, placing children with a family member did not provide 
adequate safety for a child.

Direct Finding 30: Occasionally, case workers made visits to homes by themselves when 
either a second case worker or police should have been in attendance, due to either the reported 
potential ‘violent’ nature of behavior, time of day, or previous history of the family.  Importantly, 
the situation was dangerous to the caseworker and could have escalated into a potentially 
dangerous environment for the child.

Direct Finding 31: Frequently, it was observed that what seemed like an ‘obvious step’ was not 
implemented by the caseworker.  Oklahoma Special Review Committee members observed this 
several times and while there is a tendency to label this as a ‘lack of common sense’ on the part 
of the caseworker’, it may have been the result of many complex factors:  lack of experience, lack 
of a feeling of empowerment by the worker, fear of termination if a bad outcome results, fear of 
media, etc.
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Direct Finding 32: In many cases, despite the OKDHS case worker(s) performing above and 
beyond; there was still a negative outcome for a child. 

Direct Finding 33: Frequently, at time of family crisis – such as arrest, abandonment, etc.-- birth 
parents rushed to obtain placement with other family members to avoid OKDHS process and 
OKDHS oversight.  Thus, the child went to the home of extended family without having OKDHS 
protection.  Subsequently, a tragedy occurred.

DIRECT FINDING 34: When things were missed or done incorrectly, situations turned very 
bad, very quickly. 

DIRECT FINDINGS:  Overview

Direct Finding 35: There is undisputable documentation that the press release issued by two 
Oklahoma State Representatives stating, “50 Children on Average Continue to Die Annually 
under the Care of OKDHS”16 is factually incorrect.  During a 10-year overview of child deaths – 
which includes the time period referred to by the Representatives – there were a total of 129 
children who died while in OKDHS custody and the greatest cause of death was natural causes17:

129 Children who Died in OKDHS Custody
SFY 2000 to SFY 2011

Natural Causes

Accidental

Child Abuse & Neglect
 Biological Home

Undetermined

Child Abuse & Neglect
 Foster Home

Pending

54

19

37

10
7 2

16 Press release issued October 2011, by Representative Sanders and Representative Morrissette.  This was one of the many criticisms of OKDHS 
that prompted OKDHS Commissioner Chair Brad Yarbrough to establish the Oklahoma Special Review Committee.  Appendix B.  
17 Source:  Sheree Powell, Office of Communications, Oklahoma Department of Human Services. 405-521-3027 – office; 405-590-6921 – cell;
Sheree.Powell@okdhs.org. www.okdhs.org
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Of those 129 children the cause of deaths are as follows:

55 died of natural causes such as SIDS, cancer or other medical reasons, including some from 

medical complications resulting from drug exposure during pregnancy
18

, 

37 children who came into care as a result of Child Abuse or Neglect (CAN) by a biological 

parent or other adult in the home, and later died as a result of the abuse/neglect, 

19 children who died as a result of an accident, such as fire, car accident,

7 children as a result of abuse or neglect in a resource home, and,

11 children, the cause was not able to be determined. 

Direct Finding 36: There were cases when OKDHS workers and supervisors did their jobs 
well.  For example, there were incidences in which the Oklahoma Special Review Committee 
determined that without the ability to predict the future or human behavior, there was nothing 
else that could have been done by OKDHS to save the child.

Direct Finding 37: Safety of Oklahoma’s children at risk should not be overseen by OKDHS 
alone.  There are many agencies in addition to the Department of Human Services who should 
be held accountable for the outcome of a child abuse victim. Almost all of the cases involved 
other entities – courts, law enforcement, providers, schools, neighbors, public at large, churches, 
civic groups, etc. – but there was not a concerted, coordinated system of oversight and 
communication at work to support the child. In the specific cases covered by the Oklahoma 
Special Review Committee, there appeared much blame to go around; it is not just OKDHS who is 
responsible to protect children.  For example, in one case a child was returned at a show cause 
hearing.

18 The medical complications may have been over an extended period of time and the correlation to the mother’s drug usage may or may not have 
been documented as cause of death.
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III.  IMPLIED FINDINGS OF THE OKLAHOMA SPECIAL REVIEW COMMITTEE 

IMPLIED FINDINGS:  Comprehensive System Issues

Implied Finding A: Frequently, OKDHS appears conflicted in trying to balance needs of 
children and needs of families.  This seems to occur because OKDHS’s desire to serve both 
children and families often pits the needs of the child against the needs of the parents.

Implied Finding B: ‘System’ needs to be an inclusive definition and not just refer to OKDHS 
System.  “System” should include law enforcement, judicial system, educational system, 
community at large, etc.  It is inappropriate to think we could solve the issues of child abuse and 
neglect simply by altering the staff of OKDHS, the structure of OKDHS, or both.

IMPLIED FINDINGS:  OKDHS Administration & Policy

Implied Finding C: Frequently, the observed complexity of many family situations and the 
inconsistency in thoroughness of investigations & assessments raised concerns about the 
degree to which staff have reasonable workloads and the requisite knowledge and skills to 
perform this difficult task.

Implied Finding D: Most of the time, existing hiring, selection, assignment practices and 
compensation of the Department did not promote the recruitment and retention of staff with 
the requisite knowledge, skills & experience or their being maintained at the front lines of 
practice where they interact directly with families and children in danger.

Implied Finding E: Many of the caseworkers have been at OKDHS for a short period of time, 
many two years or less.

Implied Finding F: OKDHS staff morale and confidence is low. 

Implied Finding G:  Overall, OKDHS does a great deal of good work with limited money and 
fewer than needed employees.

IMPLIED FINDINGS:  OKDHS Performance

Implied Finding H: Most of the times, OKDHS cases are worked thoroughly and 
professionally. 

Implied Finding I: Many times, there appears to be fear among staff members to take a 
chance.  This may be because of fear of retribution, media exposure, or inexperience.
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Implied Finding J: Overwhelmingly, OKDHS employees care about the children of our state.

IMPLIED FINDINGS:  Domestic Violence

Implied Finding K: Most of the time, there is a need to increase public and professional 
education as to the warning signs of Domestic Violence and appropriate actions to be taken 
when DV is suspected. Additional training, based on national best practice standards for Domestic 
Violence, appears to be necessary for OKDHS staff as well as other agencies’ personnel.

IMPLIED FINDINGS:  Public-At-Large

Implied Finding L: All the time, the work of caring for one of Oklahoma’s most vulnerable 
population must engage the public.
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IV.  RECOMMENDATIONS OF THE OKLAHOMA SPECIAL REVIEW COMMITTEE 

Recommendations:  Comprehensive System

Recommendation 1: Oklahomans should expect their judicial, law enforcement, educators, 
health officials and OKDHS to work together to provide and sustain a standard of practice.  
This will include assessment, research, and development of a formalized cooperation/coordination 
between OKDHS and other agencies – judges, public defenders, district attorneys, schools, 
Domestic Violence providers, etc. – regarding the management of cases involving children, 
parents seeking to regain custody, parents with criminal charges pending, etc.

Recommendation 2: OKDHS must examine and improve safety planning, including vetting of 
families’ prior abuse history and by involving all appropriate agencies/expertise in evaluation of 
reports and safety planning.

Recommendation 3: Oklahoma must work to implement timely, routine training programs 
for all non-OKDHS possible first (child abuse/neglect) observers, including school teachers, 
hospital labor and delivery staff, hospital emergency room staff, pediatricians, day care workers, 
law enforcement, Domestic Violence professionals, etc., regarding identifying child abuse and 
neglect, and, understanding child abuse and neglect laws and reporting procedures.   This is 
currently a responsibility of the Oklahoma State Department of Health in partnership with 
OKDHS and employers. 

Recommendation 4: There needs to be some kind of an appeals process for OKDHS worker 
when their direct case management recommendation(s) have been overridden by supervisor(s).

RECOMMENDATIONS:   Domestic Violence & Drug Abuse

Recommendation 5: OKDHS needs the ability to order and to obtain drug tests on a timely basis.

Recommendation 6: OKDHS must review and adjust the policy regarding infants born drug 
dependent whose mothers have positive drug screens.   OKDHS needs to be more consistent in 
their recommendations regarding removal at birth.  Indeed, children must be removed when 
certain drugs are being used by the mother.  Consideration should be given to more frequent 
visitations by OKDHS and/or other support help for mothers.

Recommendation 7: OKDHS must review and adjust its identification, assessment, and 
management of child abuse cases also involving Domestic Violence in the home. There 
appears to be situations in which Domestic Violence may be present in the home but because it 
may not have been previously reported or disclosed, the OKDHS staff may be unaware of previous 
incidents.  While OKDHS currently provides Domestic Violence training for Level II workers 
based on an established best practices curriculum for child welfare professionals working in the 
context of Domestic Violence, there is a need to provide such training for all child welfare 
workers and supervisors prior to intervening with families experiencing Domestic Violence. Such
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training should, at minimum, include Domestic Violence assessment, lethality and dangerousness 
risk factors, safety planning and resources, and referral to Attorney General certified Domestic 
Violence programs for victims and perpetrators.

Recommendation 8: OKDHS must partner with the Oklahoma Bureau of Narcotics to gain 
access to the Prescription Monitoring Program to ensure safety of children.

Recommendation 9: OKDHS needs clear policies to address prescription drug use and to 
give workers better tools to identify the problem.  

Recommendation 10: Oklahoma needs more treatment options to address substance abuse 
issues of parents, including both in-patient and out-patient options, more beds for pregnant 
women who are addicted, and more specialized programs that address prescription drug use and 
model programs for courts, to ensure accountability for treatment progress.

RECOMMENDATIONS:    Household Conditions

Recommendation 11: OKDHS – and other organizations and individuals working with these 
families -- must provide a wrap-a-round social service system approach to caring for the 
needs of the family as a whole.  This may include programs addressing quality of life issues for 
the family including health and nutrition, economic conditions, living conditions, employment, 
and other systemic issues causing prolonged stress to the family.

Recommendation 12: Oklahomans must insist that OKDHS – and other organizations and 
individuals working with these families – make prevention activities a priority in order to 
make homes safer for children. For example, there is statistically indisputable evidence that the 
safest place for a child is in the home of their married, biological parents19 who also provide a 
low-conflict, stable marriage (see chart, Page 3 of this Report).   Children have the best 
chances in life20 when raised by two biological parents in a low-conflict, stable marriage. This 
enhanced chance includes a child’s potential economic position, education, physical health, as 
well as safety from child abuse.  OKDHS, working in concert with coordinated, cooperation of

19 Statistics indicate that the safest place for a child is living in the home with their married, biological parents.  Not only is it safer, but also the 
economic conditions are better, likelihood of the child finishing high school and not going to prison, greatly increased. Children have the best 
chances in life when raised by two biological parents in a low-conflict, stable marriage. Yet more than one-third of all children are born outside of 
marriage (31 percent non- Hispanic Caucasians, 46 percent Hispanics and 69 percent African Americans). About 40 percent of all children with 
married parents experience divorce before reaching adulthood (Amato, 2008, Moore, et al., 2002).

20 U.S. HHS, Administration for Children and Families, Sedlak, A.J., Mettenburg, J., Basena, M., Petta, I., McPherson, K., Greene, A., and Li, S. (2010). 
Fourth National Incidence Study of Child Abuse and Neglect (NIS–4): Report to Congress, pp. 12, 5-19, and 5-20.
http://www.acf.hhs.gov/programs/opre/abuse_neglect /natl_incid/reports/natl_incid/ nis4_report_congress_full_pdf_jan2010.pdf
2010 report to Congress by HHS’ Administration for Children and Families, the Fourth National Incidence Study of Child Abuse and Neglect (NIS-4)
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other agencies, must identify the complex issues regarding these living arrangements and 
work with the community, government, and others to improve the situation and do so in a 
nurturing, supportive way.  (Additionally, while there are many reasons why a parenting couple 
may not choose to marry, one reason may be that government entitlement programs penalize 
married couples; filing as individuals allows two individuals to receive more funds and resources 
than when filing jointly. Therefore, to address this economic issue, it will require more than 
OKDHS; it will require a commitment by a variety of institutions and organizations and may 
require privately generated dollars to subsidize the families in transition.)  There is much 
published literature on the subject of married parents being the safest place for a child and the 
Committee encourages further research and implementation of solutions for this situation21:

 Children have the best chances in life when raised by two biological parents in a low-conflict, 
stable marriage22. Yet more than one-third of all children are born outside of marriage (31 
percent non- Hispanic Caucasians, 46 percent Hispanics and 69 percent African 
Americans).

 The rates of intimate partner violence remain unacceptably high. National prevalence rates 
of Domestic Violence are not available, but some surveys report that one in four women 
experiences some type of violence in intimate relationships over her lifetime. Children 
exposed to Domestic Violence are more likely to be abused and depressed, and to 
experience numerous other problems (www.nrcdv.org). 

 Cohabitation has become increasingly common, involves large numbers of children and is 
very unstable. More than one-third of all cohabiting households include children. In the 
United States, cohabiting households are very unstable; the majority breaks up or moves 
into marriage within three years (Brown, 2002).

Recommendation 13: Oklahoma needs more options for counseling and mental health 
treatment.

Recommendations:  OKDHS Administration & Policy

Recommendation 14: OKDHS must immediately examine and enhance all policies, 
assessment tools, training, and other guidance to staff to ensure that their scope and clarity 
supports thoroughness and consistency in conducting investigations of child maltreatment, 
especially in reports involving children age four years and younger, the most common age group 
of victims of child abuse or death.

Recommendation 15: OKDHS must develop a checklist, a tool kit, of critical items that must 
be covered in investigations with detailed requirements for investigations involving children 
aged four years & younger.  These may be used in the field by caseworkers and then for use in

21 Oklahoma is recognized as a leader by the federal government in the work of the “Marriage Initiative.” Oklahoma City-based “Public Strategies, 
Inc.” has been providing programs in Oklahoma and nationally since 1994.  Source: OKDHS; Public Strategies, Inc., 3 East Main Street, Oklahoma 
City, OK.  Healthy Marriage and Relationship Programs: A Promising Strategy for Strengthening Families. National Healthy Marriage Resource 
Center. November 2009 Mary Myrick, Theodora Ooms and Patrick Patterson
22 Healthy Marriage and Relationship Programs: A Promising Strategy for Strengthening Families. National Healthy Marriage Resource Center. 
November 2009 Mary Myrick, Theodora Ooms and Patrick Patterson
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supervisory consultations and in supervisors’ review of cases for disposition.  This should be 
provided to accompany existing investigative procedures.

Recommendation 16: OKDHS must provide adequate training to all staff on a timely basis.  
Review training policies and procedures and revise as necessary to improve outcomes.

Recommendation 17: OKDHS must ensure that caseworkers and supervisors have a clear 
understanding of confidentiality laws so that misconceptions about confidentiality do not serve 
as an unnecessary barrier to thorough investigations and cooperation among families and other 
professionals.

Recommendation 18: OKDHS must review current methods to locate families and children 
(when an incident has been alleged) and change policy, protocols, and provide resources 
necessary to ensure urgent and exhaustive efforts are conducted.

Recommendation 19: OKDHS must change the way it manages abuse allegations involving a 
child in the home of a parent who has previous abuse history (had his or her parental rights 
removed involuntarily).  In all cases, it must investigate and report findings to the District 
Attorney.  OKDHS should then request judicial oversight (although not necessarily removal of the 
child) regardless of circumstances & findings.

Recommendation 20: OKDHS must ensure that training in assessment factors, creating 
cumulative risks is changed and improved for child protection caseworkers and supervisors.  
Caseworkers must identify all risk factors, even if they were not mentioned in the original report.  
These include prior history of maltreatment, Domestic Violence, Substance Abuse, mental illness, 
the presence of unrelated adults in households, and problematic relationships between children 
and caregivers.

Recommendation 21: OKDHS must review the current Practice Model and implement 
protocol/program changes necessary to ensure more consistent implementation of the 
model.  The implementation of the model must be professional but allow flexibility to encourage 
deviation from the ‘standard procedure’ in accord with the best interest of the child.

Recommendation 22: OKDHS must give stakeholders a greater voice in addressing issues 
which may include reviewing policies and enacting policy changes as appropriate, especially 
in the areas regarding Chemical Dependency and Domestic Violence.  Care should be given to 
recognize the increased scrutiny by the public calls for OKDHS policies to include ‘common sense’ 
approaches to solving problems.  Also, the public expects a higher degree of ‘customer service’ 
than OKDHS has administered in the past.  Care should be given to include stakeholders in 
identifying how better to manage hotline, interagency communication with foster families, 
potential foster families, adopted families, concerned citizens, etc.

Recommendation 23: In the area of drug abuse and Domestic Violence in the home, OKDHS 
supervisors must review decisions in support of the safety of children when drug abuse is 
present and Domestic Violence suspected.
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Recommendation 24: OKDHS must reduce the caseloads for caseworkers and supervisory 
personnel.

Recommendation 25: OKDHS must review and repair the disconnect between policy and 
practice.   There appears to be situations in which ‘policy’ is followed but the ability to change 
actions quickly or at all does not occur.  This may be reflective of ‘judgment’ calls that either are 
not being made or are not being made on a timely basis.  Training may help this situation and/or 
hiring to a different set of characteristics may be helpful.  Both may be necessary.   For example, 
the policy may call for the Hotline to not review a case only if the caller meets certain criteria 
(saw the abuse, heard the abuse, etc.).  However, if the caller is making the contact because the 
observer cannot (out of the country, hospitalized, etc.) there might need to be broader policy 
variance assigned to the level of ‘urgent response’ given to a call23. 

Recommendation 26: OKDHS needs a better/faster way of communicating to its employees 
(and related agencies as appropriate) and disseminating information and policy changes.

Recommendation 27: OKDHS must review and implement ways to improve the efficiency of 
the Hotline reporting system including training of workers, response time, implementation of 
separate reporting line for professionals, audit of caller experiences, and ‘reports of abuse’ 
outcomes.

Recommendation 28: OKDHS must hire caseworkers to a higher standard, a different profile 
from previous hires.  Caseworkers/supervisors must be hired well, trained well, supported well, 
and released from employment when performance is not appropriate.  This hiring profile may 
include hiring for character, integrity, critical thinking, etc., in addition to hiring for educational 
degrees and child welfare experience.

RECOMMENDATIONS:  OKDHS Personnel

Recommendation 29: OKDHS must empower staff and encourage them to exercise due 
diligence over minimum policy requirements.

Recommendation 30: OKDHS must implement protocols that improve and ensure 
consistency in quality of work.

Recommendations:  Overview

Recommendation 31: Oklahomans must demand there be continuous, independent, and 
timely auditing, reporting, and necessary improvements whenever child death cases occur. 
This should involve reviewing how the entire ‘system’ (not just OKDHS) functions.  It is 

23 During the course of the OSRC’s work, several observations were made regarding “Hotline” policy and procedures.  These observations were 
given to OKDHS Child Welfare Director Deborah Smith who reviewed these, worked with staff, and subsequently changed such policies and 
procedures prior to the final report of the Committee.  It should be noted that Ms. Smith took similar actions with other areas of the Committee’s 
report; thus several items contained in this report as Recommendations may already have been addressed by OKDHS. 
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understood that there still must exist a separation of powers between legislative, judicial, and 
executive branches of government.

Recommendation 32: Oklahomans should expect enforcement capabilities to be available to 
enact findings in child death cases. While there are several outstanding Oklahoma 
agencies/entities that are already charged with the responsibility to review child deaths and 
report their findings, the Committee was concerned with the lack of actions implemented 
following clear reviews by these groups.  The “Comprehensive System” of entities responsible for 
Oklahoma’s children -- OKDHS, legislative, judicial, law enforcement, educational, foster parents, 
medical community, faith based community, public at large – should be the recipients of such a 
publicized report at least annually.    Based on the findings, the “Comprehensive System” should 
have the accountability and authority to ensure these changes are implemented. 

Recommendation 33: OKDHS must improve and implement an internal Continuous Quality 
Improvement process that provides a transparent, non-threatening process for identifying 
common case decision errors and use findings to adjust policies and procedures on a timely basis.

Recommendation 34: Oklahomans must focus more work on prevention of child abuse and 
neglect.  It is much more difficult to fix families after they are broken than to nurture and grow 
them.  Prevention programs should start with working to improve quality family life, coordinated 
training programs to identify warning signs of stress & abuse in homes, increased involvement by 
the public in supporting families at risk with community outreach and nurturing.

Recommendation 35:  Oklahoma’s method of dealing with confidentiality may be more 
restrictive than the law requires.  This should be reviewed and revised to protect both the 
safety and best interest of the child and the privacy of individuals as well.

RECOMMENDATIONS:  Public-At-Large

Recommendation 36: All Oklahomans must accept accountability to be part of the solution for 
reducing child abuse and neglect and deaths: 

 Hold each other accountable to report child abuse and neglect.
 Embrace and honor foster children, foster families, adoptive children, adoptive families.
 Respect and honor for OKDHS workers.

Recommendation 37: The public at large must recognize the multiple needs of foster and 
adoptive kids and parents and work as a community to be part of the solution for foster care, 
including providing physical, financial, and emotional support for these families. These 
families need support and encouragement, in addition to more resources. There is also a need to 
provide ongoing support for biological families trying to reunite with their children.  Lastly, there 
is a need for coordinated efforts for civic groups and the faith-based community, concerned 
citizens, etc., to be pro-active in seeking to help and support all of Oklahoma’s vulnerable families.
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APPENDIX A: HISTORY, PURPOSE & WORK OF THE OKLAHOMA SPECIAL REVIEW 
COMMITTEE

In September 2011, OKDHS Commission Chair Brad Yarbrough appointed OKDHS Commissioner Wes Lane to chair 
an “Oklahoma Special Review Committee” to review the continuing accusations surrounding the Department of 
Human Services.    Lane was expertly qualified to lead this group, having served for 21 years in the Oklahoma County 
District Attorney's Office, a part of which time he oversaw the office's juvenile division and handled hundreds of 
OKDHS child welfare cases. Lane24 selected 20 citizens to the Oklahoma Special Review Committee.  They were given 
full access to all case files, OKDHS notes and staff, and no time restrictions as to when their study should be complete.  
It began meeting in September 2011 and completed its work in November 2012, having logged one all-day meeting a 
month during that 13-month period, the culmination of more than 2200 work hours.  The Department of Human 
Services Commission officially established the SRC, but, upon the dissolving of the Commission25, the work of the 
Oklahoma Special Review Committee became the property of the public, destined to be released by Spring 2013. The 
Oklahoma Special Review Committee served without compensation and met at least monthly September 2011 -- 
November 2012. 

(It should be noted that a court case against OKDHS was resolved January 2012 and required the production and 
implementation of multiple areas of reform which are identified in the court approved, “Pinnacle Plan.”  Also, some of 
the observations made by the Oklahoma Special Review Committee were implemented by OKDHS simultaneously 
with the finding by the SRC.  Therefore, it is possible that some of the Recommendations in this Report have already 
been implemented.)

When Lane began the formation of the Committee, he believed the task to be confined to determining – for once and 
for all -- if OKDHS was culpable in the abuse and/or deaths of children.  Indeed, the Oklahoma Special Review 
Committee began its preliminary work by attending extended orientation sessions regarding OKDHS process, review 
of OKDHS terminology, OKDHS policies and procedures, staffing patterns, training, etc.  The quest was obviously 
singularly focused on the role of OKDHS in the abuse and deaths.  The preliminary activities also included the 
Governor’s office granting official approval for each Committee member to have access to all confidential material in 
the concerned cases.   Indeed, the review was to be supported by the Committee having timely and pertinent access 
to key OKDHS staff for information gathering, explanation of definitions, dispensation of work, etc.  It should be 
noted that while the multi-disciplinary team had full investigative powers, they had limited clerical staff support for 
legwork and no funding.  It is extremely important to note that, like the statutorily-created review groups – Child 
Death Review Board, OCCY, etc. – the Oklahoma Special Review Committee was assigned no enforcement 
ability to enact any of their findings. 

Most importantly, the Committee learned early into their work that the conditions leading to the abuse and deaths 
were the results of multiple omissions/commissions by many groups, agencies, individuals, conditions, and 
factors.  Therefore, by the conclusion of the 13-month review process, the Oklahoma Special Review Committee had 
modified their ‘purpose’ from focusing only on OKDHS to focusing on the comprehensiveness of the causes and 
issues surrounding child abuse and child deaths in Oklahoma.   At the completion of the work, the purpose of the 
Oklahoma Special Review Committee, therefore, was defined as follows:

GOAL: To provide Oklahoma government officials and the public at large with an objective, summary opinion of the 
cause and culpability of current Oklahoma child abuse and child deaths and to provide specific, measurable actions 
designed to prevent and/or to significantly reduce the incidence of such preventable situations from reoccurring. 
OBJECTIVES:
1. Review the OKDHS management of cases involving abuse deaths of children for the period January 2010 through 

May 2012.

24 Governor Fallin appointed Lane as Chair of the Commission in July 2012. 
25 Oklahoma voters approved a state question dissolving the OKDHS Commission on November 6, 2012. 

Oklahoma Special Review Committee Report: OKDHS Role in Child Abuse & Neglect Deaths.  April 4, 2013 

19



2. Determine if “50 children on average continue to die annually under the care of OKDHS” as alleged by two 
Oklahoma State Representatives is an accurate statement. 26

3. Identify observations, findings, and recommendations regarding OKDHS involvement in the cases.
4. Identify, where possible, the role of other responsible agencies and organizations27 in the incidence of 

prevention of child abuse and deaths in Oklahoma. 
5. Prepare a report in such a way as to provide measurable action items for both OKDHS and other agencies as 

appropriate. 
6. Communicate the findings to all concerned parties.

The Work

Following three months of orientation -- review of OKDHS practice model, relevant policies, and abuse and neglect -- 
examination of actual cases began January 2012.  This process continued at each monthly meeting through 
September 2012.   Committee members signed confidentiality agreements approved by the Governor’s office in order 
to review the extremely confidential material contained in the casework files.

The Oklahoma Special Review Committee was provided information regarding some 135 deaths and near deaths28 
occurring to Oklahoma children between January 2010 and May 2012. “Near Death” is defined by OKDHS as “a child 
who is in serious or critical condition as certified by a physician as a result of abuse or neglect”.  Some cases had 
partial review and some had full review.   There were 36 cases   (31 deaths, 5 near deaths) selected at random to 
receive the full review.

Committee members formed three Sub-Committees with cases apportioned among the Sub-Committees.
 A Sub-Committee chair reported the work of the Sub-Committee to the full Committee.
 Each Sub-Committee had the assistance of an OKDHS staff member to provide information, etc., as needed.
 To protect security of case information, full committee reviews were conducted during official Sub-Committee 

meetings with three cases being reviewed at each session. 
o Sub-committee members individually reviewed cases off site, then bringing the case for review of the 

Sub-committee.  Not all of the cases reviewed by individuals were reviewed by the full Sub-Committee. 
 Sub-Committee members used a Committee-developed review guide that included the following questions/areas 

of review:
1. What is the core problem that caused the child’s death or near death?
2. What is the relevant policy impacting the case?
3. Are there violations of “judgment” (i.e., common sense)?
4. Did the OKDHS policy obstruct child safety?
5. What could OKDHS have done better?
6. What is the core problem that caused the child’s death?
7. Are there systems problems?
8. Are there policy problems?
9. Are there communication problems?
10. Are there administration problems?
11. Did anything at OKDHS change as a result of this case?
12. Should something have changed?

26 State Representatives Mike Sanders & Richard Morrissette issued a press release with this statement, Oct. 13, 2011, Appendix B.  
27 Because the SRC did not recognize the significance of other agencies at the start to the work, our ability to identify specific 
actions or recommendations for organizations such as the judicial system, the district attorney’s office, the school districts, is 
extremely limited.  Rather, we recognize that each of these agencies needs to singularly and collectively develop an independent 
review of their involvement in all cases. 
28 ‘Near death’ is a term used by OKDHS caseworkers to describe a situation in which death did not occur but was a possibility 
due to conditions.   
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The Oklahoma Special Review Committee was provided information regarding some 135 deaths and near 
deaths29 occurring to Oklahoma children between January 2010 and May 2012. ‘Near Death’ is defined by 
OKDHS as “a child who is in serious or critical condition as certified by a review.   There were 36 cases   
(31 deaths, 5 near deaths) selected at random to receive full review.  In the cases we reviewed, a child had 
died and the parents had an involvement, in the 12 months prior to the incident, with child protective 
services. 

The Committee learned early into their work that the conditions leading to the abuse and deaths were the 
results of multiple omissions/commissions by many groups, agencies, individuals, conditions, and 
factors.  Therefore, by the conclusion of the 13-month review process, the Oklahoma Special Review 
Committee had modified their ‘purpose’ from focusing only on OKDHS to focusing on the 
comprehensiveness of the causes and issues surrounding child abuse and child deaths in Oklahoma.    

PURPOSE: To provide Oklahoma government officials and the public at large with an objective, summary 
opinion of the cause and culpability of current Oklahoma child abuse and child deaths and to provide 
specific, measurable actions designed to prevent and/or to significantly reduce the incidence of such 
preventable situations from reoccurring. 

The report presents (1) Direct Findings,  (2) Implied Findings, and, (3) Recommendations.  Only those 
items listed under “Direct Findings” are the result of direct case review facts. The “Direct Findings and 
Implied Findings” of the Oklahoma Special Review Committee were complex and there was no single 
factor identified as the cause of all the deaths or all near deaths. The “Findings” were derived from 
direct case review and are divided into two categories:

1. Direct Findings:  Those indicators derived from factors directly observed in case documentation. 
The ‘directly observed factors’ relate primarily to intake and investigation procedures and conditions 
in the family or household that contributed to the child maltreatment.  

2. Implied Findings: The ‘implied’ factors reflect concerns about the context in which child protection 
work is carried out and include issues such as workload, supervision, practitioner knowledge and 
skills, and coordination among service providers that were raised by one or more cases but not 
described directly in the documentation.  These may have occurred as observations derived from 
reviewing trends, variables, and constants of the comprehensive review.  

Direct Findings, Implied Findings & Recommendations are divided into alphabetized categories.

1. Comprehensive System Issues
2. OKDHS Administration & Policy 
3. OKDHS Performance 
4. Domestic Violence 
5. Drug Abuse 
6. Household Conditions
7. Overview (Implied Findings extra category).
8. Public Involvement

29 ‘Near death’ is a term used by OKDHS caseworkers to describe a situation in which death did not occur but was a possibility 
due to conditions.
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Appendix B:  Sanders/Morrisette Release Alleging “50 Children Die Each Year”
STATE of OKLAHOMA 

HOUSE of REPRESENTATIVES 
FOR IMMEDIATE RELEASE

October 13, 2011

Rep. Mike Sanders, District 59
State Capitol – Room 536

2300 N. Lincoln Blvd
Oklahoma City, OK 73105
Contact: (405)557-7407

Rep. Richard Morrissette, District 92 
State Capitol – Room 543 

2300 N. Lincoln Blvd. 
Oklahoma City, OK 73105 
Contact: (405) 557-7404

Legislators Want Answers To Ongoing Failures at OKDHS 
“Oklahoma’s Children Deserve Immediate and Absolute Protection…They Deserve Better”

(Oklahoma City, OK) With headlines and statistics telling the tale of failures to provide adequate protection for those children 
placed in their care and custody, state Rep. Mike Sanders, District 59 (R-Kingfisher) and Rep. Richard Morrissette, District 92 
(D-OKC) are demanding an immediate halt to business as usual by the Oklahoma Department of Human Services.

“This morning we awoke to yet another headline in the Oklahoman that tells of ongoing failures at the department resulting in 
the death of yet another Oklahoma child,” stated Sanders and Morrissette.

Fifty children - on average - continue to die annually under the care of the Department of Human Services. Oklahoma is one 
of four states that have had an increase in child deaths.

“How long do they, the Commission, and Director Hendrick, expect us to abide this issue which is now clearly systemic within 
the department to the extent that we can predict with certainty a future tragedy?” asked  Rep. Sanders.

Rep. Mike Sanders serves as Vice Chairman of the House Human Services Committee which oversees the formation of 
policy and necessary statutory changes required to provide direction for the Department of Human Services.

“In 2008, I brought HB2596 with the intention of reducing the burden upon child welfare case workers and those who 
administer these cases on behalf of Oklahoma children taken into custody by the department because of abuse and neglect 
within the home. That legislation involved breaking the department into the three manageable divisions. The bill was not 
allowed to be heard in committee and children keep dying,” stated Rep. Morrissette in frustration.

The House of Representatives under Speaker Chris Benge did allow for a performance audit of the agency, which came with 
a price tag of more than $430,000. The audit report made suggestions for significant policy changes but, to date, only a 
handful of those have been implemented and many others in only partial compliance. The Department of Human Services 
Commission, whose task is to oversee the workings at the agency, have openly admitted to not even having read the report.

“We now demand that these commissioners come before the Legislature to answer directly as to why they continue to 
neglect their responsibilities and to ignore the needs of Oklahoma’s most vulnerable resulting in the deaths of so many 
innocent children.” stated Sanders.

OKDHS Commissioners admit openly to failing to read the in-depth performance audit prepared by Hornby Zeller Associates.

“This is an opportunity for the Commission to address the need for a complete overhaul of their mission statement, practices 
and procedures and to adopt the remainder of the audit recommendations: NO MORE PASSING THE BUCK! CHILDREN 
DESERVE BETTER…THE PEOPLE OF OKLAHOMA DESERVE BETTER!”

Rep. Morrissette has worked on this idea of requiring answers from OKDHS since 2008. Rep. Sanders has been very vocal 
during this past session regarding particular cases within his House district dealing with OKDHS incompetence.

The plan Rep. Morrissette and Rep. Sanders will outline at a press conference to be held Monday, October 17, 2011 at 2 
p.m. will involve requiring OKDHS Commissioners, individually, to come before the Legislature to answer direct questions 
regarding OKDHS policies and practices.

-30-
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Appendix C: Other agencies reviewing child deaths in Oklahoma.

 Child Death Review Board – this legislative-created volunteer panel meets regularly and reviews the deaths of all 
children, both of natural and unnatural – accident or criminal – causes.  Their work, while comprehensive, was 
summarily in nature regarding the actual cause of death and was asked to identify the person or persons who 
may have caused a death, in the case of potential homicide.  Members are appointed by the Governor and serve 
without compensation.   The mission of the Oklahoma Child Death Review Board is to reduce the number of 
preventable deaths through a multidisciplinary approach to case review. Through case review, the Child Death 
Review Board collects statistical data and system failure information to develop recommendations to improve 
policies, procedures, and practices within and between the agencies that protect and serve the children.

 Oklahoma Commission on Children & Youth – this state established agency employs approximately 25 staff.  The 
mission of the Oklahoma Commission on Children and Youth is to improve services to children by: facilitating 
joint planning and coordination among public and private agencies; independent monitoring of the children and 
youth service system for compliance with established responsibilities; and entering into agreements to test 
models and demonstration programs for effective services.   While the reports issued by OCCY may provide 
objective criticism and direct observations regarding responsibility and cause(s) of accident/death, OCCY has no 
enforcement ability.  Also, they provided individual review of cases.. 

 OKDHS Internal Investigation – OKDHS launches its own internal investigation of all situations, utilizing external 
support and law enforcement as is appropriate and necessary.  Their findings are required by statue to be 
released within 30 days but frequently are not.  Also, the Department has the authority to take and/or to 
recommend multiple actions and policy changes regarding any irregularities.  These actions can include 
termination of employees involved, staffing changes, recommendations for external criminal action(s) by 
appropriate authorities. 

 Numerous Law Enforcement Entities – local law enforcement, judicial and law enforcement become involved in 
cases within their location jurisdiction.  They may thoroughly investigate individual cases, but again, are not 
responsible for compiling all deaths within a defined time period and identifying trends, commonalities, 
variables, etc.  Also, they do not have authority to impact any changes regarding multiple agencies in multiple 
locations. 

 Other -- occasionally, there will be individual investigation by a variety of organizations, including citizens group.  

Access to detailed information is often difficult to obtain due to privacy laws, etc. 
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Appendix D:  Definitions of Direct Findings, Implied Findings, Recommendations
1. Overview – Related to observations only, “Overview” comments list areas in which agencies and organizations and 

conditions above and beyond OKDHS may have influence.

2. Comprehensive System Issues – issues relating to performance, involvement, accountability of organizations (law 
enforcement, judicial system, schools, interested non-profit providers, public at large, etc.,) and agencies in addition 
to OKDHS.

3. OKDHS Administration & Policy – issues in which management, organization, policies or lack of policies, staffing 
volume and patterns, communications, etc., impacted – either positively or negatively – the outcome for the case.

4. OKDHS Performance – situations in which interpretation, enactment, performance of an individual caseworker or 
supervisor appeared to be predominant, either positively or negatively, in the outcome of the case.

5. Domestic Violence – situations in which Domestic Violence was present and either the diagnosis or lack of diagnosis 
may have impacted the outcome of the case.

6. Drug Abuse – situations in which the use of alcohol, illicit drugs, and/or prescription drugs were present and may 
have impacted the outcome of the case.

7. Household Conditions – factors identified in the case file, which may have been an influencer in the outcome of the 
case.

8. Public – involvement in the public, either positively, negatively, or no involvement, which may have impacted the 
outcome of the case.
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Appendix E:  Child Abuse Fatalities in Oklahoma:  Can They Be Prevented?

Child Abuse Fatalities in 
Oklahoma: Can They Be 

Prevented? 

 
Barbara L. Bonner, Ph.D. 
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Type of Maltreatment  
Leading to Death  

5% 
(N=668) 

Previous CPS Reports 

Current CPS Involvement (open 
cases within the last 3 months) 

10% 

90% 

(N=686)  

Prevention of Child 

Maltreatment Deaths 

Can Child Abuse Fatalities be 
Prevented? 

Major questions: 

l How do we prevent child deaths? 

l Who should prevent the deaths? 

l Can we predict which child is at risk of a child 

abuse or neglect fatality? 

Who Should Prevent Child Abuse 
Deaths? 

1. Child’ s caregivers 

2. Child’ s extended family members 

3. Professionals – medical personnel, teachers, 

etc.  

4.  Child Protective Services 

5. Neighbors, family, friends, general public 
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Can We Predict Who is At Risk? 

1. Prediction is not possible for a specific child. 

– Low base rate. 

l I: 63,116; C: 13,827; D: 41 

l I: 53,394; C: 8,605; D: 42 

– Many children are in “ at risk”  category but aren’ t injured. 

– No instrument developed that accurately measures level of 

risk. 

Which Deaths Would be Most 
Preventable? 

l Deaths due to neglect 

– Lack of supervision 

– House fires 

– Drowning 

– Sleeping arrangements 

Which Deaths Would be Least 
Preventable? 

l Deaths due to single incident of physical 

aggression 

l Deaths of children not known to CPS 

l Deaths of isolated children 

l Deaths of young children 
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Appendix F:  Brief Literature Review

A review of the literature concerning child fatalities and child protection practice gives further credence to the 
concerns raised by the OSRC. The prevention of child fatalities and serious injuries as a result of caregiver abuse or 
neglect is, of course, the fundamental charge of a public child protection system. Yet, despite the long standing 
presence of publicly supported child protection systems in every jurisdiction of the United States, up to 40% of child 
maltreatment fatalities occur even after children have been reported to authorities as subjects of possible 
maltreatment (American Humane, 2004). 

Incidence of Child Maltreatment Fatalities
National statistics tell us that, on average, five child abuse or neglect deaths occur each day in the United States; 
however, most expert sources contend that this figure is based on significant under-counting, possibly by as much as 
60% (U.S. Children’s Bureau, 2010). The failure to recognize all child fatalities that result from maltreatment arises 
from several sources including lack of communication among agencies and jurisdictions, length of time involved in 
establishing abuse or neglect as the cause of death, and variations in legal definitions of abuse and neglect from one 
jurisdiction to another. 

Fatal harm may be most often associated with physical abuse, but it actually results more frequently from neglect. In 
2010, more than two-fifths of fatalities (40.8 percent) were caused by multiple forms of maltreatment. Neglect alone 
accounted for 32.6 percent, physical abuse alone for 22.9 percent, and Medical neglect for 1.5 percent (Child Welfare 
Information Gateway, 2012).

Most child victims (79.2% in 2010) die at the hands of their parents, acting alone or with another person. Fathers 
and mothers’ boyfriends are the most frequent perpetrators of deaths resulting from physical abuse; mothers are 
more often at fault in deaths resulting from neglect. (U.S. Children’s Bureau, 2010)

Risk Factors
Maltreatment fatalities usually involve children who are less than four years of age. Within this group of very young 
children, those under the age of one year are most at risk. Fatalities are associated with family and household 
conditions such as maternal youth and low education (i.e., less than a high school diploma), extremely low income, 
parental depression or other mental health need (U.S. Children’s Bureau, 2010), absence of established paternity 
(Putnam-Hornstein, 2011), and the presence of an unrelated adult in the household (Schnitzer & Ewigman, 2005). 
Parental substance abuse frequently co-occurs with fatal child abuse and neglect. Although no precise data exist on 
the relationship between parental substance abuse and child maltreatment, it is estimated to be a factor in from one 
to two thirds of child maltreatment cases (U.S. Children’s Bureau, 2009).
Despite the known linkage of the above referenced factors with child deaths, they are not, either individually or 
collectively, predictors that a specific child will die of abuse or neglect or even that that child will suffer maltreatment 
Indeed, one or more of these elements exists in many family situations in which children experience no known 
maltreatment. Even among children who are confirmed victims of abuse or neglect, only a tiny fraction sustains fatal 
injury, although many may share the same risk factors (Wilson, 2012). 
The fact that the maltreatment death of a specific child cannot be predicted does not, however, mean that no 
measures can be taken to prevent these tragedies. Some studies do indeed suggest viable pathways to prevention 
both through changes in child protection practice and by the adoption of epidemiological approaches that offer early 
voluntary interventions to at-risk families.

Changing Child Protection Practice
Despite the fact that the designated public child protection system, by its nature, provides only tertiary prevention, it 
tends to be front and center in public concern about the protection of vulnerable children. When the public becomes 
aware that a child has died at the hands of his or her caregivers following a report to child protection authorities, the 
response is usually one of anger directed at the agency, often followed by demands for assignment of blame and 
censure. As this familiar pattern plays out, consequences may be far reaching: hastily crafted policy mandates may 
have the unintended consequence of unwarranted intrusion into families; adverse publicity and fear of liability in
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situations they feel unable to control may precipitate staff departures and drive prospective employees away 
(Puckett, 2012). 

There is little evidence, however, that a focus on finding fault with a few individuals has led to long term reforms that 
prevent future child deaths. Scrutiny that examines only the actions of individuals apart from the context in which 
they work may provide the basis for assignment of blame, but it has little potential to change the outcome for future 
investigations. This is because inquiries tend to be satisfied once some fault is found, as it often is, even if it does not 
fully explain the tragedy. The underlying—and most important—question of why the individuals involved did not 
perform in a way that would have averted the tragedy may never be asked (Munro, 1999, 2005).

A systems perspective has been found to have greatest utility for explaining human error as it recognizes that 
individuals function in an interactive organizational environment in which their behavior is influenced by multiple 
factors. While it may be appropriate to hold individuals accountable when their performance falls clearly outside of 
standards dictated by policy and practice guidelines, individual accountability alone is not likely to be sufficient to 
prevent the same outcome in future cases (Rzepinicki, Johnson, Kane, Moncher, Coconato, and Shulman, 2012).

Evidence from child protection, as well as from other professions in which there is an inherent risk of catastrophic 
outcomes, suggests that a broader approach which considers the immediate environment and organizational context 
in which work occurs has promise to improve outcomes (Munro, 2005). Such an approach is appropriate for child 
welfare where multiple systemic factors influence the quality and consistency of staff performance. Policy must be 
clear and comprehensive, workload and staffing practices must be sufficient to afford staff the time they need to do 
thorough work, and the work environment must incentivize continuous learning and challenging of assumptions that 
might otherwise result in overlooking or misinterpreting critical evidence.

In a 2005 review of child deaths resulting from maltreatment in Illinois, researchers used root cause analysis 
methodology to identify several common patterns of error across cases. A key finding was that data collection during 
investigations was frequently inadequate. The review noted failures to obtain information from multiple sources 
and/or to access all relevant available information, failure to recognize cumulative risk, and failure to develop and 
monitor effective safety plans. It was also apparent that many staff lacked knowledge of normal childhood bruising 
patterns, that their understanding of safety planning was inadequate, and that misconceptions about confidentiality 
led to their failure to engage medical professionals or to fully check the credibility of subjects’ self-reports 
(Rzepnicki, et al, 2012; Rzepnicki & Johnson, 2005).

Unlike reviews that focus on individual staff conduct, those that illuminate common patterns in errors across cases 
have the potential to directly inform thoughtful action that can improve practice and performance at multiple levels. 
In the Illinois case, for example, staff were provided additional training related to the evaluation of cuts, welts, and 
bruises and in working with medical professional; checklists were developed for supervisors to help ensure that they 
considered all critical factors in case consultations and disposition decisions; agency attorneys were engaged to 
clarify confidentiality laws; and staff were provided additional guidance in the use of in-home safety plans 
(Rzepnicki, et al, 2012).

The Importance of the Child Welfare Workforce
Poor outcomes in child welfare are often linked to inadequate skills and experience of personnel, staff shortages, 
excessive workload, rigid mandates that don’t accommodate unique situations, and information systems that are not 
sufficiently accessible and up to date ( Munro, 1999, 2005; Rzepinicki, et al 2012).

Child welfare was once an attractive and prestigious area of professional social work, with the Masters in Social 
Work being the expected credential for practitioners. (Leighninger & Ellett, 2007). Agencies worked closely with 
schools of social work and social work curricula had strong content in child development and therapeutic casework 
with children and families. This picture changed quickly following the passage of the federal Child Abuse Prevention 
and Treatment Act in 1974 and the ensuing passage of open child abuse and neglect reporting laws across the 
country. That public policy change unleashed an avalanche of child maltreatment reports to which child welfare 
agencies were unable to respond with their limited numbers of professional social workers. As a result, jurisdictions 
quickly dropped educational requirements for child protection staff in order to assemble a workforce of sufficient 
volume to respond to the new demand (Leighninger & Ellett, 2007).
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Over the past 35 years child welfare has experienced increasing difficulty in attracting and maintaining a well-
qualified and stable workforce. Front line work has become characterized by low salaries, limited training, 
insufficient resources, inconsistent supervision, excessive workloads, and limited incentives for professional growth. 
As a result turnover is endemic, agencies experience low public regard, and, while personnel may be referred to as 
“social workers”, only a small minority in many jurisdictions have any academic social work preparation at all 
(Leighninger & Ellett, 2007).

In an attempt to compensate for the inadequate skill and experience of personnel, agencies have adopted detailed 
protocols and assessment instruments, and governments have enacted multiple oversight requirements, all intended 
to diminish individual autonomy and improve accountability (Blome & Steib, 2007). Unfortunately, many of these 
measures have not lived up to their promise in improving outcomes, suggesting, as Munro (1999) points out, that “a 
culture of compliance is not meeting the needs of the family or the organizational goal of child protection.” Munro 
further questions whether such regulation and regimentation, in the absence of practitioner knowledge and 
experience, may have the unintended consequence of incentivizing routinized responses and discouraging the 
formulation and exploration of alternative hypotheses in child protection investigations.

Research over the past two decades points to key components of an effective child welfare workforce. They include a 
(1) supportive organizational environment; (2) competent, supportive supervision and mentoring; (3) manageable 
workloads; (4) opportunities for high quality, competency-based professional and educational preparation and 
growth; and (5) competitive compensation (Cornerstones for Kids, 2006). 

Studies have also shown that holding a degree in social works correlates with higher job performance and lower 
turnover rates among child welfare workers (GAO, 2003). A survey of child welfare practitioners found that those 
with formal social work education had more positive experiences than the general child welfare workforce (National 
Association of Social Workers, 2004). Still other research has shown that 80% of caseworkers who stay in child 
welfare longer than two years have at least one social work degree (Cornerstones for Kids, 2006).

Epidemiological or Public Health Approaches to Child Fatality Prevention
Although it is a critical component of the overall safety net for children and worthy of our attention and best efforts, 
the formal child protection agency, by its nature, offers only tertiary intervention. Further, generally less than half of 
child fatalities or near fatalities occur in families already known to child protection authorities. Thus, a more effective 
approach would prevent abuse and neglect from occurring in the first place and certainly from escalating to the point 
that it endangers children’s lives. 

A recent California study showed half of all children who would be referred to child protection by their fifth 
birthdays were characterized by a small number of risk factors (Putnam-Hornstein, Webster, Needell, & Macgruder, 
2011). These findings demonstrate the potential for the earlier identification of children and risk and the possibility 
of offering them and their families potentially effective early intervention such as evidence-based parent education 
and support and therapeutic child care.
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Appendix G:  Prevention - Safest Living Conditions for Children, Etc.

There is much literature documenting the safest home situations for children.   Some of the literature includes, but is 
not limited to, the following:
1) Data on Family Structure & Child Safety by Tim Tardibono, Vice President for Public Policy, Connect.

November, 2012.

At the core of a child’s ability to grow into a successful adult is the need of a child to be physically safe.  
Unfortunately, child abuse is far too common in Oklahoma and the U.S.  According to the U.S. Department of Health 
and Human Services (HHS), nearly 700,000 children were victims of child abuse and neglect in the U.S. in 2010. In 
Oklahoma, over 8,000 cases of child abuse and neglect were confirmed in 2011 according to the Oklahoma 
Department of Human Services30. 
Yet recent data reveals that in relation to family structure, far and away the safest place for a child to be is in a home 
with their married biological mother and father.  A 2010 report to Congress by HHS’ Administration for Children and 
Families, the Fourth National Incidence Study of Child Abuse and Neglect (NIS-4) concluded:
Children living with their married biological parents universally had the lowest rate [of maltreatment], whereas those 
living with a single parent who had a cohabiting partner in the household had the highest rate in all maltreatment 
categories. Compared to children living with married biological parents, those whose single parent had a live-in 
partner had more than 8 times the rate of maltreatment overall, over 10 times the rate of abuse, and nearly 8 times 
the rate of neglect. (Emphasis added.)
As the chart below shows, the rate of child maltreatment in a home where a child’s biological mother and father are 
married is 6.8 per 1,000 children, which is considerably lower than all other family structure categories.  The rate of 
maltreatment increases to 23.5 for children with two unmarried parents, 24.4 for children with other married 
parents and 28.4 for single parents. 

What is alarming, is the dramatically high disparity between the child treatment rate for children where a 
single parent is cohabiting, which tops out at 57.2, almost double the next closest category and nearly 10 times 
greater than the rate for married biological parents.

Much attention is often given to the risk factors that are associated with children living in single parent families, but 
the NIS-4 reveals that the greater risk occurs when that single parent is cohabiting with a partner that is not the 
child’s biological parent.  Thus, as policy makers consider child abuse prevention policies, they should not overlook 
the role strong marriages play in protecting children from abuse. 

30 U.S. HHS, Administration for Children and Families, Sedlak, A.J., Mettenburg, J., Basena, M., Petta, I., McPherson, K., Greene, A., and Li, S. (2010). 
Fourth National Incidence Study of Child Abuse and Neglect (NIS–4): Report to Congress, pp. 12, 5-19, and 5-20.
http://www.acf.hhs.gov/programs/opre/abuse_neglect/natl_incid/reports/natl_incid/nis4_report_congress_full_pdf_jan2010.pdf
Chart data taken directly from NIS-4 report, Figure 5.1 at 5.20. 
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2.  State of Our Unions: Marriage In America 2012  Joint publication of  National Marriage Project, University of 
VA and Center for Marriage and Families, Institute for American Values. www.stateofourunions.org

3.  Healthy Marriage and Relationship Programs: A Promising Strategy for Strengthening Families. NHMRC 
Discussion Paper. November 2009 Mary Myrick, Theodora Ooms and Patrick Patterson. 

Introduction
In the late 1990s, a handful of states began to fund healthy marriage and relationship (HMR) programs and 
initiatives intended as a promising new strategy for strengthening families and improving child well-being. The 
states were soon followed by the federal government, which launched a healthy marriage initiative in 2002. The 
following questions initially were raised about this new policy development:

1. What are the reasons why government should get involved in what is surely a private matter or a matter 
for individuals, couples and faith-based institutions? Why should marriage and couple relationships be on 
the public agenda?
2. Do we know how to deliver services to strengthen marriage and couple relationships on a large scale, 
especially to economically disadvantaged populations?
3. Do we know whether these healthy marriage and relationship programs work?

In this brief we present a summary of some emerging answers to these three broad questions based on the lessons 
learned from research and program experience of the past decade. We end with a brief comment on how this new 
strategy fits into the spectrum of more established programs and policies that aim to strengthen and support 
disadvantaged families.

Background
Since the late 1990s, several states — including Florida, Louisiana, Ohio, Oklahoma, Texas and Utah — have funded 
healthy marriage initiatives using state Temporary Assistance for Needy Families (TANF) monies and other state 
dollars (see Dion, et al., May 2008, NHMRC, 2009). In 2002, for the first time, the federal government invested 
substantial dollars in healthy marriage-related research, evaluation and demonstration programs. In the seven years 
since, more than 300 HMR programs have been funded by the Administration for Children and Families (ACF) 
through two types of funding: (i) discretionary program dollars administered through individual bureaus and (ii) a 
program authorized by the Healthy Marriage and Responsible Fatherhood Act of 2006, and administered by the 
Office of Family Assistance.1

This Act, part of the reauthorized TANF block grant program, provided $150 million per year for five years to fund 
healthy marriage ($100 million) and responsible fatherhood programs (up to $50 million). (For details, see 
Introductory Guide to ACF Healthy Marriage Initiative at http://www.healthymarriageinfo.org/ 
docs/acfhminitiativeguide.pdf.) As of April 2007, the OFA-funded programs and initiatives have now served 
approximately 270,000 married and unmarried couples, individual adults and high school students from diverse 
economic, ethnic and racial backgrounds in communities throughout the United States.
Healthy Marriage and Relationship Programs: A Promising Strategy for Strengthening Families
1. Why should marriage and couple relationships be on the public agenda?
Reason One: Healthy and stable marriage and couple relationships bring numerous benefits to children, 
adults and society. High rates of single parenthood put children at risk and are costly for society.
There is no longer debate about the extent of the changes in family trends that have occurred in recent decades, 
resulting in ever more complex and unstable family patterns. Currently, between 43 percent and 46 percent of 
marriages will end in divorce. More than one-third of all children are born to unmarried mothers. Cohabitation 
among unmarried couples has increased dramatically. As a consequence of these and other trends, about half of all 
children will reside at least temporarily in single-parent households, usually with their mothers. These changes have 
decreased child and adult well-being, increased child poverty, and placed a large financial burden on U.S. society 
(Amato, 2008).
The majority of scholars are now in broad agreement on a number of points:
• Children have the best chances in life when raised by two biological parents in a low-conflict, stable marriage. Yet 
more than one-third of all children are born outside of marriage (31 percent non- Hispanic Caucasians, 46 percent 
Hispanics and 69 percent African Americans). About 40 percent of all children with married parents experience 
divorce before reaching adulthood (Amato, 2008, Moore, et al., 2002).
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• Children born to unmarried parents lead fragile, unstable and complex lives. They typically experience multiple, 
unstable relationships with parents, stepparents, step- and half-siblings. These unstable relationships have negative 
effects on the children’s development and contribute to the intergenerational transmission of poverty (McLanahan, 
Garfinkel, and Mincy, forthcoming).
• Overt, chronic parental conflict is bad for children. Thus, when parents have a high-conflict marriage, children are 
generally better off if their parents’ divorce. However, only about one-third of divorces involve such high-conflict 
marriages (Amato, 2005).
• The rates of intimate partner violence remain unacceptably high. National prevalence rates of Domestic Violence are 
not available, but some surveys report that one in four women experiences some type of violence in intimate 
relationships over her lifetime. Children exposed to Domestic Violence are more likely to be abused and depressed, 
and to experience numerous other problems (www.nrcdv.org).
• Cohabitation has become increasingly common, involves large numbers of children and is very unstable. More than 
one-third of all cohabiting households include children. In the United States, cohabiting households are very 
unstable; the majority break up or move into marriage within three years (Brown, 2002).
• Multiple-partner fertility is also very common. Estimates from a recent birth cohort study of urban parents suggests 
that close to 40 percent of all couples (married and unmarried) who had a child together already had at least one 
child by another partner (Carlson and Furstenberg, 2006). 
• About half of all children now reside for part of their upbringing in single-parent households. This has serious 
economic consequences. The child poverty rate is more than four times higher in single- parent households than in 
married-couple households. The economic advantages of married-couple families are found across virtually all racial 
and ethnic groups (Amato, 2008).
• The children of single parents are also at greater risk of a host of negative outcomes that can persist into adulthood. 

These outcomes include academic failure, psychological problems, juvenile delinquency and poorer physical 
health. These children also are more likely themselves to have disrupted marriages. The increased risks of these 
outcomes are not huge, but the risks are, nevertheless, significant (Amato, 2008). 

• Most children raised by single parents do fine, and most single parents do a good job under difficult circumstances. 
Yet it is clearly harder for them to raise children well and they need much more help than two-parent families 
(Parke, 2003).  • Involved fathering is linked to good couple relationships. Fathers who have a positive 
relationship with their child’s mother (romantic or non-resident co-parenting) are more likely to be positively 
involved with their children (Doherty, 1998, Cowan and Cowan, et al., 2009).  • Marriage also brings many 
economic benefits to adults. For example, after they marry, men work harder and earn more than their single 
counterparts (Ahituv and Lerman, 2006, and Roberts, 2004).  

• Marriage and good health are linked. There are strong associations between marital status, relationship quality 
and health outcomes for adults. Relationship stress and chronic conflict contribute to negative health outcomes. 
Positive, supportive couple relationships promote good health and longevity (Staton, 2008 and NHMRC Special 
Collection on Marriage and Health). 

•  A healthy marriage remains a very widely held and highly rated personal goal. Surveys have repeatedly found 
that more than 80 percent of young people and adults from all racial, ethnic, religious and economic 
backgrounds say that having a happy, long-lasting marriage is among their most important life goals (Scott, et al., 
2009, Amato, 2008).

Reason Two  These dramatic changes in family structure have enormous public costs.  The continuing high 
rates of family fragmentation have been a major cause of the escalating costs of federal and state programs such as 
welfare, paternity and child support, Medicaid, and numerous education, justice, health and social programs that 
attempt to alleviate family poverty and address its consequences. Moreover, since single parents earn less income, 
tax revenues are decreased. Two recent studies estimating some of these costs are instructive:  • A study using 
conservative assumptions found that the estimated total public expenditures (federal, state and local) on reducing 
poverty and on education and criminal justice programs associated with family fragmentation (divorce and non-
marital childbearing) were at least $112 billion per year (Scafidi, 2008). (This study did not include estimates of the 
costs of single-father families, or program costs that could be indirectly attributed to family fragmentation.) 
• Teen childbearing in the United States (80 percent is non-marital) cost taxpayers (federal, state and local) an 
estimated $9.1 billion in 2004. Most of these costs were associated with programs for the children of teen mothers 
(Hoffman, 2006).

Reason Three
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Now that we understand more, the goals of healthy marriage initiatives have broadened and become more 
inclusive.
As a result of the growing amount of research and program experience gained this past decade, the goals of healthy 
marriage and couple relationship activities have broadened beyond simply promoting marriage and reducing 
divorce rates. We are now more aware that sometimes divorce is necessary for kids and adults, especially when 
there is serious conflict, and thus it is essential to promote “healthy” marriage, not marriage “per se.” We also have 
learned that non-custodial fathers are more likely to be involved with and support their children if they have a 
cooperative relationship with their child’s mother, and thus we need to encourage healthy co-parenting relationships 
when marriage between parents is not possible or desired. We also need to help youth and single adults learn to 
have healthy (non-violent) intimate partner relationships and make wise partner choices.
Currently there is growing agreement that important goals of public policy are to strengthen couple relationships 
and marriage and to encourage responsible, involved fathering whether within or outside of marriage. Progress 
toward these twin goals will greatly help to strengthen families and increase stability for children. Specific objectives 
are to:

. (i)  help increase the proportion of children who grow up with their two healthy, happy, and continuously 
married parents. 

. (ii)  help those children living in more complex and fluid family arrangements, whose biological parents do 
not live together, have access to the economic and emotional support of their absent parent and be actively 
engaged with him or her. 

. (iii)  provide youth and adults, especially low-income parents, access to the information, knowledge and 
skills necessary to protect them from dating violence and to achieve one of their major life goals: a healthy, 
long-lasting marriage.

2. Do we know how to deliver services to strengthen marriage and couple relationships?
Providing healthy marriage and relationship education services on a wide scale is a new, public policy endeavor. 
Encouraging early lessons are emerging, but the initial impact results from the federally funded evaluations will not 
be available until 2010. Even then, it will be several years, and perhaps decades, before we know how to best design 
and implement effective HMR programs for diverse populations.

From implementation studies and reports from technical assistance providers we already have gained answers to 
some of the important initial questions asked by policymakers (See Dion, Hershey, et al., 2008, and NHMRC, 
Promising Practices Guide, 2009). 

Can healthy marriage and relationship programs be offered on a large scale to diverse populations?
Yes, if there is a sufficient initial investment in program infrastructure and building capacity to work with couples, 
and engage men and fathers. Most educators and human services agencies and practitioners are not oriented to 
working with men/fathers or with couples. When staff and administrators have received specific training and/or 
help with redesigning program and community outreach and operations, they have been effective.
Who can best deliver these programs?
A diverse number of organizations and groups in the public, nonprofit, for-profit and faith-based sectors are 
delivering HMR programs. Some of the initiatives include and/or are guided by broad coalitions of community 
groups. Programs that are nested in an established, multi-service agency (e.g. Head Start or YMCA) often are able to 
help couples access other needed services more easily. However, programs that are “free-standing” may have more 
flexibility to design and implement creative new approaches to HMR programming. Healthy marriage and 
relationship services that are delivered as part of a home-visiting program are not able to provide couples or single 
parents with the peer-to-peer, facilitated learning and support that many participant couples highly value. 
Will couples and individuals attend HMR programs?
The answer is a resounding, “Yes!” Since these programs are new to most communities, initially recruitment was a 
major challenge. Programs have learned many effective ways to recruit and retain participants — both individuals 
and couples. Many programs have succeeded in achieving or exceeding their participation goals. Absences from the 
program workshops most frequently occur because of work conflicts or personal situations such as illness.
These HMR programs are delivering a variety of services to populations at different ages and stages. Youth and 
young adults are learning how to have healthy, non-abusive, intimate relationships. Temporary Assistance for Needy 
Families participants and other single parents are learning about the effects of relationship decisions on their 
futures and how to make better choices. Young couples who are dating, living together and/ or considering marriage 
are learning what healthy relationships look like, better communication and conflict resolution skills, the meaning of 
commitment and the value of stability for them and for raising children. Married couples are acquiring more realistic

Oklahoma Special Review Committee Report: OKDHS Role in Child Abuse & Neglect Deaths.  April 4, 2013 

34



attitudes and expectations, and learning skills to improve the quality of their relationship in order to better weather 
the ups and downs of married life.

Can men and fathers be engaged in, and benefit from, these programs?
Engaging men and fathers in voluntary health, education and human services programs is more difficult than 
engaging women and mothers. Because of that difficulty, most programs do not even try. Many of the HMR programs 
have learned how to reach out and market the programs successfully to men by developing creative incentives for 
participation and using a male/female team of workshop leaders. Once men participate in the first activity, they 
typically become fully engaged and comfortable with well-run programs. Emphasizing how their participation will 
benefit their children is often an important strategy.
Healthy marriage and relationship programs that serve unmarried and married parents of young children, such as 
the Building Strong Families and Supporting Healthy Marriage federal demonstration programs, are serving in effect 
as father-engagement programs, helping the father to connect more strongly to the child and to the child’s mother.
A new rigorous (random assignment) study found that fathers who participated in a couples-based program were 
more engaged with their children and had better relationships with their partners, and their children had fewer 
behavioral problems than a comparative group of men who participated in a fathers-only program (Cowan, Cowan, 
et al., 2009).
What do individuals and couples say about participation?
In participant surveys, focus groups and media interviews and during testimony at committee hearings, HMR 
participant couples report that they benefit from these programs in several ways. They are generally enthusiastic 
about the group sessions and especially appreciate their relationship with facilitators and interacting with other 
couples. They report learning specific relationship skills such as communication and anger management, and 
parenting information, which improved their relationship with their partner and children. When asked what they 
would recommend to improve the program, the most frequent responses were to extend the services, cover more 
content and make the program more widely available to others (Dion, Hershey, et al., 2008).
Is there a risk that programs may exacerbate or even contribute to increased levels of domestic 
violence? The Healthy Marriage and Responsible Fatherhood programs supported by the Administration for 
Children and Families are required to describe how they ensure that participation in their programs is voluntary and 
to consult with domestic violence experts. The National Domestic Violence Resource Center has worked as a partner 
with the National Healthy Marriage Resource Center to prepare written information (guides and tools) and provide 
regular technical assistance to help these programs develop and maintain individualized domestic violence 
“protocols” that specify how problems of domestic violence are being addressed (See Menard, 2008). Cross-training 
opportunities between HMR program staff and domestic violence advocates have helped both groups better 
understand each other’s services.
As a result, HMR program staff are now much better informed about the indicators of domestic violence, how to 
create safe opportunities for disclosure, and when and how to refer to the domestic violence services available in the 
community. In addition, information about domestic violence is being incorporated into program curricula in ways 
that give priority to safety. Likewise, domestic violence program staff have come to appreciate working with HMR 
staff on prevention efforts such as teaching young men and women about non-violent dating and making healthy 
relationship choices.
Can programs effectively serve participants from economically disadvantaged and diverse racial and ethnic 
minority backgrounds? Healthy marriage and relationship programs have made much progress in adapting 
program design and curricula — which traditionally were designed for white, middle-class couples — to more 
effectively meet the needs of the more economically diverse populations they serve. This has resulted, for example, in 
developing relationship programs and curricula specifically for single parents. 
While many of the core curriculum components of evidence-based HMR programs have universal applicability, 
curricula are being adapted to use the terms, stories and examples that resonate with the minority culture and 
incorporate specific cultural beliefs and acculturation experiences (Ooms, 2007). For example, many programs have 
worked with community leaders on recruitment strategies and hiring/training facilitators who speak the language 
and/or are familiar with the culture and the local community. As another example, the NHMRC has developed a 
series of Hispanic curriculum modules for trainers that focus the discussion on aspects of Hispanic culture and 
beliefs that affect marriage and family issues (NHMRC, 2009).

In addition, the Administration for Children and Families has spearheaded efforts that encourage programs to be 
culturally responsive and has created independent healthy marriage initiatives for African Americans, Hispanics, 
Native Americans and Asian Pacific Islanders. Healthy marriage and relationship programs are now being
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successfully delivered to African American, Latino, Native American, Asian Pacific and migrant and refugee families 
from numerous countries. (For more information, visit www.acf.hhs.gov.)
What kinds of partnerships and collaboration are needed for HMR programs to be successful with 
disadvantaged couples and single parents? Any successful HMR program needs to create cooperative 
relationships with key institutions, programs and community groups to be successful and sustainable, and many 
have done so. Programs working in low-income communities especially need collaborative, mutual-referral 
relationships with the agencies and programs that provide the “hard concrete services” that low-income couples and 
single parents need (employment, job training, child care, housing, health care, etc.).
Another important lesson from this demonstration period is that collaborative partnerships are also needed with 
other programs that provide “soft” services, namely programs that aim to strengthen parent/child and couple 
relationships and encourage responsible family formation. Along with HMR programs, these include 
responsible/engaged fatherhood services, teen and adult unintended pregnancy prevention, domestic violence 
prevention, child support and paternity, and early childhood intervention programs. Collectively, these fields share 
many goals, and each field works in different ways to influence different but overlapping dimensions of family 
behavior and relationships (family ties):
• Family Formation and Stability - having sex, getting pregnant, bearing children, living together, getting married, 
separated or divorced.
• Family Responsibility - the ability to take care of your partner/spouse and/or children economically, physically and 
emotionally. 
• Family Relationship Quality - whether the couple/parental relationships are healthy or may be violent, controlling 
and/or physically and emotionally abusive
Increasingly, national leaders in these fields are seeking ways to move beyond funding, professional and institutional 
“silos” that often separate these goals and to develop strategies for working together in comprehensive ways to 
“strengthen family ties” (Myrick, Ooms, et al., forthcoming).
3. Do healthy marriage and relationship programs work? How is success defined?
The evidence to-date shows that marriage and relationship education is a promising intervention that provides 
benefits to participants across income levels. Couples and individuals who attend these programs are generally very 
satisfied and report that they benefit in many ways. There is some emerging evidence that these interventions may 
help stabilize relationships, reduce domestic violence, and benefit children in the long term. We await the results of 
the federally funded Building Strong Families and Supporting Healthy Marriage multi-site demonstrations, which use 
rigorous experimental designs to learn more about whether these positive outcomes are sustained over time and 
how programs might be adapted to be more effective in the future. (For details, see NHMRC, Guide to the ACF 
Healthy Marriage Initiative.)
Many HMR programs and curricula state they are evidence-based, meaning they are grounded in decades of research 
about factors that help marriages and relationships to succeed or fail. This research also shows that new behaviors 
and skills can be learned. Numerous studies, including meta-analytic reviews, confirm improved couple 
communication and higher rates of relationship satisfaction in couples who participate. In the few studies that have 
tracked long-term outcomes, there is some evidence of a lower likelihood of marital breakup (Ooms, 2005).
Additional benefits believed to result from these programs include improvements in child well-being, empowering 
individuals to end violent or harmful relationships, and couples deciding not to marry if they are in an unhealthy 
relationship. Because these positive changes were not the original goals of these interventions, these results need to 
be tracked in future evaluations. Participants may also be able to find that the program serves as a gateway to get 
help for serious problems (such as substance use, depression and physical or emotional abuse). Finally, these 
programs may also increase the likelihood that participants will seek help later when they may face serious problems 
in their relationships (see Hawkins and Ooms, NHMRC Brief, forthcoming).
Conclusion: Marriage and relationship education is an essential component of a comprehensive strategy to 
strengthen low- income families.
The experience and research strongly suggest that marriage and relationship education is an essential part of a 
comprehensive strategy to strengthen low-income families. Such a strategy has three components that, like a three-
legged stool, stand or fall together:
1. Providing family economic resources and supports through income and in-kind support programs; 2. Creating 
human capital through education, training and employment services; and 3. Helping individuals create and sustain 
strong family ties by offering them access to the information, attitudes and relationship skills they need to be 
effective parents and partners.
Too often the unintended birth of a child, the breakup of a couple or the experience of an abusive, violent 
relationship can derail the efforts of individuals and couples to complete their education, stay in a job or otherwise
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improve their economic well-being while taking care of their families. All three strategies are needed, and this third 
“leg” of HMR skills is essential to achieving the goals of the first two.
This is a product of the National Healthy Marriage Resource Center, led by co-directors Mary Myrick, APR, and 
Jeanette Hercik, Ph.D., and project manager, Patrick Patterson, MSW, MPH. This document was authored by 
Theodora Ooms, MSW, Mary Myrick, APR and Patrick Patterson, MSW, MPH.
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Questions or comments regarding this document should be addressed to Chair Wes 
Lane, c/o The Oklahoma  Commission On Children & Youth, 1111 N. Lee Ave, Suite 500, 

Oklahoma City, OK  73103.  (405) 606-4900. Toll Free. 1-866-335-9288.- Fax 
(405) 524-0417. http://www.okkids.org.   For members of the public wishing to 

support children please contact www.countmein4kids.org.
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