


 
 

OKDHS Response: Special Review Committee Report

One child dying from abuse or neglect, or any other preventable death, is a needless and senseless tragedy. 

Oklahoma must learn from these tragedies and take action to improve child safety.  In 2011 in the United 

States, an estimated 1,570 children died from abuse and neglect--children younger than one year were at the 

highest risk at a rate of victimization of 21.2 per 1,000 children. 1 In the same year in Oklahoma, 41 children 

died and it was later determined in that abuse or neglect caused or contributed to their deaths.2  Most of 

these children were not known to OKDHS Child Welfare so there was not an opportunity to provide services 

that could have had an impact on the circumstances leading to the children’s deaths.

The Oklahoma Department of Human Services appreciates the time and commitment of each member of the 

Special Review Committee.  It is encouraging when individual members of the community are willing to 

commit their time and expertise to ensure the safety of Oklahoma’s children.  

The 35 cases reviewed by the committee were complex; however, members were diligent in examining them. 

It is important to note that only one of cases reviewed was a child in foster care.  The rest of the cases were 

children who were living with their families and were not in the custody of OKDHS.  Some of the child deaths 

were caused by situations such as co-sleeping which would not necessarily be considered abuse or neglect. 

The committee worked hard to understand the complexity of ensuring child safety, particularly when the child 

is not in foster care, the rights of children and their families, OKDHS policies and responses, as well as the 

involvement of other entities charged with ensuring safety of these children.  We encourage all of these 

entities (medical professionals, hospitals, law enforcement, judicial system, schools, etc.) to submit to a similar 

review process of their roles and responsibilities to protect Oklahoma’s children.  OKDHS learned valuable 

lessons from this external review process and know that other systems would benefit from such a public and 

open review process.

During the committee’s review of these cases, it became apparent there is a critical need for Oklahoma to 

invest heavily in child abuse prevention, substance abuse and mental health treatment, and domestic violence 

services.  Oklahoma’s children need healthy families. When their parents need services, we as a state must be 

able to provide those services to keep children safe with their families.

In December 2012, OKDHS Child Welfare Services staff attended an Action Planning Summit on Improving 

Safety and Preventing Child Fatalities.  Casey Family Programs hosted this cross-disciplinary forum to mobilize 

national efforts to improve child safety. Each jurisdiction developed or refined specific action plans with the 

support of experts on this issue.  The valuable information learned at this summit also helped guide OKDHS’s 

response to the Special Review Committee recommendations.

During the Special Review Committee’s 16-month case review process, OKDHS began implementing many of 

the recommendations specific to OKDHS through the Pinnacle Plan and through policy and training revisions 

outside the Pinnacle Plan.  Many of the recommendations have already been implemented and some

1
 U.S. Department of Health and Human Services: Administration for Children & Families,  

http://www.acf.hhs.gov/sites/default/files/cb/cm11.pdf
2
 Oklahoma Child Death Review Board. 2011 Annual Report. www.okkids.org/CDRB/Main.htm
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additional efforts are underway.  The following responses outline the progress on each recommendation 

specific to OKDHS:

Recommendations 3 and 25: As part of the Pinnacle Plan, specifically Pinnacle Point 5, OKDHS is creating a 

statewide continuous quality improvement system.  This system will provide ongoing assessment of key 

processes and metrics, including commitments to evaluate child protection and maltreatment in care, and 

integrate lessons learned from abuse and neglect in care into ongoing quality assurance and practice 

improvement.  The plan will be submitted to the co-neutrals by 7/1/13.

Recommendations 9 and 16: OKDHS continues to review and assess implementation of the child welfare 

practice model.  We recognize a need for consistent implementation throughout the state. There are several 

initiatives within the Pinnacle Plan that specifically address components of the practice model that will receive 

focus throughout the next few years as we target specific groups of children in need of permanency.  Since 

November, 2012, a workgroup involving child welfare program managers has been focused on enhancing key 

components of the practice model. This includes policies, assessment tools, training and guidance to staff 

related to safety assessments.  Child Welfare Services is receiving technical assistance from the National 

Resource Center for Child Protective Services (NRCCPS) in developing a strategy moving forward. This 

workgroup is committed to making needed changes in this area to ensure field staff has clarity regarding their 

roles and expectations related to safety decision making.  As part of our plan to develop certification for staff 

at all levels, OKDHS has plans to develop a specific curriculum that will be utilized to consistently train staff 

statewide in all elements of the practice model.  

Recommendation 10: The NRCCPS is providing technical support to OKDHS in improving practice.  A fidelity 

review was conducted on approximately 250 Assessments of Child Safety and 300 Referrals. Follow-up 

workdays have been scheduled to apply the information obtained through this review to improve policy, tools, 

training and guidance. 

Recommendation 11: The Pinnacle Plan, Pinnacle Point 3, outlines OKDHS improvements in training to support 

the needs of the field.   This work will be ongoing throughout 2013 and will include modifications for all levels 

of child welfare specialists.  Training will be specific to the position a staff member holds, and management 

will ensure that staff at all levels successfully complete all required training courses in a timely manner. 

Recommendation 12: Confidentiality policies are covered throughout multiple areas of child welfare training.  

New staff members receive confidentiality training in CORE, and in Module 2 of CORE.  Specifically, trainers 

cover policies related to which entities are able to access DHS records without a court order.  Confidentiality is 

also covered in specialized Child Protective Services Training (CW 1005) and Legal Training (CW 1008).  

Recommendation 13: Methods child welfare staff use to locate families and children are outlined in OKDHS 

policy, specifically OAC 340:75-3-7.4 (Efforts to locate and diligent search).
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Recommendation 14: OKDHS will include in instructions to staff that all investigations involving a parent with a 

previous termination of parental rights (TPR) require notification to the DA and a formal staffing with the DA 

will occur upon completion of the investigation.

Recommendation 15: Currently, an Assessment of Child Safety (AOCS) is completed with all investigations. 

The AOCS includes collection of information and decision making based on “Circumstance” (surrounding 

current allegations), “Extent of Maltreatment” (child welfare and criminal history and patterns), Child 

Functioning (vulnerability and well-being) , “Parenting – Discipline and General” (parenting practices and view 

of roles), “Adult Functioning” (all adults in the home – includes substance abuse, mental health, domestic 

violence and relationship/conflict resolution).  (See response to Recommendation 10 regarding efforts to 

improve this process.)

Recommendation 18: The Pinnacle Plan, specifically Pinnacle Point 3.1 and 3.4, address this recommendation.  

The due date is July 1, 2014.  

Recommendation 20: OKDHS is currently exploring the use of an automated process for disseminating and 

verifying staff review of important information.  

Recommendation 21: On-line reporting is being explored as an alternative to calling the Child Abuse and 

Neglect Hotline.   The challenge is to develop an online form which would require the reporter to submit 

enough information necessary for hotline staff to accurately assess the allegation. OKDHS also plans to begin 

recording calls to the hotline to improve quality assurance. 

Recommendation 22: The Pinnacle Plan, Pinnacle Point 3.12, addresses this recommendation with a due date 

of July 1, 2013. 

Recommendation 26: It is important to note that OKDHS is not contacted regarding every baby born drug 

exposed.  Two major reasons: Not all mothers and babies born are tested for the presence of illegal 

substances; and hospital reporting procedures differ from one hospital to the next. For those babies born drug 

exposed where OKDHS is contacted, new policy and instructions to staff regarding how staff will make 

decisions will become effective in July 2013. The policy defines a “Drug-endangered child” to include any 

newborn testing positive for a controlled dangerous substance with the exception of those substances 

administered by a physician. Instructions to staff directs that reports received on a newborn testing positive 

are assigned as a CPS investigation. Interim instructions to staff were outlined in memo CWS 12-09 and 

provide definitions and requirements for staff.  

Recommendation 27: Domestic Violence Training for staff is currently required within the first two years of 

employment.  OKDHS plans to add a domestic violence component to Module 2 of CORE, which is part of the 

new worker academy that staff is required to complete before assignment of a caseload.  OKDHS will evaluate 

all Domestic Violence training to incorporate recommendations of the Special Review Committee.
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Recommendation 28: The Oklahoma Bureau of Narcotics and Dangerous Drugs (OBNDD) prescription drug 

monitoring program information is available and requested by Child Protective Services staff when 

circumstances warrant this level of inquiry.

Recommendation 29: The “Adult Functioning” section of the Assessment of Child Safety is designed to explore 

the use of substances, including prescription drugs, to evaluate their effect on a parent’s ability to care for and 

protect their children.  Substance Abuse training currently provided to staff will be evaluated to ensure the 

most up-to-date information and best practices are included. 

Recommendation 31: The Family Functional Assessment is designed to identify the safety, permanency and 

well-being needs of children and families. Individual Service Plans link the services required to the identified 

needs of the family. 

Additional links and related information: 

A similar review of all child deaths, including child maltreatment, is conducted by the Child Death Review 

Board (CDRB).  The mission of the Oklahoma Child 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. The 

CDRB annual reports and recommendations are located at http://www.okkids.org/CDRB/Main.htm.

OKDHS, in partnership with the Child Death Review Board and other entities, launched a public information 

campaign (THINK. PREVENT. LIVE.) with one simple goal – to reduce the number of child deaths that could 

have been prevented.  The campaign focuses on fire safety, abuse and neglect, safe sleeping, vehicle safety, 

water safety and hot cars.  Please visit the website at http://thinkpreventlive.org/.
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