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Appendix 3.2 Maltreatment in Care Case Summaries 

RCCI Investigations 

Investigations Closed in May 2020  

1. Investigation ID (CLASS): 2617719 

Case ID (IMPACT): 48186204 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe against Buckner Baptist Children’s Home, a CPA.  

Summary of key allegations:  

One intake was reported to SWI with allegations of Neglectful Supervision. A foster parent 
reported that while two foster children were playing with her birth son, one foster child (Child A, 
age 9) kissed her birth son (age 6) on the lips and then touched the biological son’s penis 
underneath his pants. That evening, the birth son told the foster parent about the incident. When 
questioned by the foster parent, Child A admitted to touching the birth son. It was reported that no 
prior inappropriate touching had occurred in the home.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

The investigative record shows that Buckner Baptist Children’s Home failed to notify the foster 
parents of pertinent information about the foster children at the time of placement on December 
23, 2019. In the absence of providing the foster parents with complete and accurate information 
about the children’s histories and behaviors, the CPA violated the following CPA Minimum 
Standards which require notification to caregivers at the time of placement of information related 
to “Any unresolved incidents or investigations involving the child, if applicable;” (40 TAC 
§749.1373); and “Any history of physical, sexual or emotional abuse or neglect” (40 TAC 
§749.1133). Due to this failure of notification by the CPA, the foster parents were not informed 
that approximately three weeks prior to the children being placed in their home, Child A disclosed 
two separate incidents of being inappropriately touched, the first by her brother with whom she 
lived with their grandmother, and the second, by two unknown children while placed in an 
emergency shelter while in state care. In response to this disclosure, an abuse or neglect 
investigation was initiated on December 5, 2019 and it remained open at the time the children were 
placed in the new foster home. During the investigation interviews, Child A remained consistent 
in her disclosures and a former foster parent reported concerns that Child A behaved and dressed 
in a provocative manner. This information was not divulged to the foster parents nor documented 
in key materials provided to the foster parents at the time of placement. As a result, the crucial 
issue of the required level of supervision necessary for Child A in light of this alleged history was 
unaddressed with the foster parents upon placement and, thereby, left the foster parents unprepared 
and uninformed about information needed to ensure the safety of the foster and birth children. 
Shortly after Child A inappropriately touched the birth child, the foster parents requested Child A 
be removed from their home for the safety of their birth children. As of this review in March 2021, 
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Child A’s Common Application still does not include any information related to her prior 
disclosures of being inappropriately touched nor her subsequent inappropriate touching of the birth 
son in this investigation. Based upon this evidence, an allegation of Neglectful Supervision (40 
TAC §745.8559(8)) should be substantiated against the CPA for violation of Minimum Standards 
§749.1373 and §749.1133, which caused substantial emotional harm or substantial physical injury 
to a child.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on April 9, 2020. The investigation was completed on April 27, 
2020 and closed on May 5, 2020.  

 
2. Investigation ID (CLASS): 2584429 

Case ID (IMPACT): 48012262 

Category of Maltreatment: Physical Abuse; Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe. 

Summary of key allegations:  

SWI received two related reports with allegations of Physical Abuse and Neglectful Supervision 
at Devereux-Texas Treatment Network (Houston), an RTC. First, a DFPS staff person reported 
that another staff person slammed a youth (Youth B, age 15) against a wall and caused bruising to 
the youth’s head. The reporter stated that Youth B caused the incident which resulted in the 
forceful restraint. Youth B allegedly received care from a nurse after the restraint. Second, a 
different DFPS staff person reported that four youth (A, B, C, D; ages 16, 15, 14, and 13) were 
playing a game called “space monkey,” which involved choking one another until someone lost 
consciousness. The reporter stated that Youth B, also included in the above referral, lost 
consciousness. Staff members allegedly watched the youth play the game and failed to 
appropriately intervene. This referral also included similar allegations made in the first referral: 
that a staff person slammed Youth B to the ground in a forceful restraint.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

Video footage of the incident clearly showed that staff failed to intervene while four youth 
participated in a game of choking one another for approximately seven minutes. As the 
investigator’s timeline of the video documents below, the staff’s inaction resulted in one youth’s 
apparent loss of consciousness and placed the other youth at risk of emotional and physical harm. 

10:52- [Youth B] is observed placing [Youth A] in a headlock. 

10:52.36- [Staff] are observed in the doorway. 

10:52.49- [Staff] is observed to leave the doorway. 

10:53- [Youth B] is observed to release [Youth A]. 
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10:53.04- [Youth B] is observed to pin [Youth C] against the wall by his neck. 

10:53.02- [Youth B] is observed to choke [Youth C]. 

10:53.55- [Staff] is observed to intervene. 

10:54.19- [Youth A] is observed to choke [Youth B]. 

10:54.32- [Youth C] is observed to choke [Youth B]. 

10:54.50- [Youth C] in observed to release [Youth B]. 

10:55.26- [Youth D] is observed to choke [Youth B] while pinned against the wall. [Staff] is also 
observed not intervening.  

10:55.38- [Youth B] is observed to pass out face down. 

10:55.46- [Youth B] is observed up on his knees. 

10:55.55- [Youth C] chokes another resident. 

10:56- [Youth B] is observed to grab [Youth A] and [Staff] intervenes.  

10:59- [Youth D] is observed to be escorted to the seclusion room. 

Based upon this evidence, the allegation of Neglectful Supervision (40 TAC §745.8559) should 
have been substantiated against the operation staff who failed to intervene while youth participated 
in an activity that caused or may have caused substantial emotional harm or substantial physical 
injury. 

Notable Gaps in Investigation Timeframe:  

The investigation took over five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on November 19, 2019. The 
investigation was delayed without activity from mid-November 2019 to April 2020. The 
investigation was completed on May 2, 2020 and closed on May 12, 2020. 

 

3. Investigation ID (CLASS): 2617458 

Case ID (IMPACT): 48184505 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe. 

Summary of key allegations:  

A staff person at Krause Children’s Residential, an RTC, reported that four youth (ages 15, 14, 14 
and 13) went into another youth’s (age 15) room and poured milk on her hygiene products and 
other belongings. When the alleged victim returned and entered her room, the other four youth 
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allegedly assaulted her. Two staff used “body positioning” to stand in front of the doorway while 
the other four youth continued to assault her. The staff requested additional staff assistance; 
however, the youth continued to assault the alleged victim youth and to hit staff. Staff removed 
the alleged victim from the room and placed her in the restroom for her safety. An RTC staff 
member called law enforcement. The intake report does not state whether any of the youth had 
injuries. 

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

The investigative record clearly demonstrates that due to a lack of supervision, four youth were 
able to access another youth’s room where they damaged and destroyed some of the youth’s 
belongings and later physically assaulted her. At the time of the incident, the four youth were 
subject to a heightened supervision level called “no movement,” which means residents’ 
movement is limited, and they must eat their meals in the dorm rather than the cafeteria. Despite 
being on a heightened supervision level, the youth were able to access the victim’s bedroom, 
apparently without staff intervention or knowledge, and then assault her when she returned to her 
own room. The record showed that staff intervened promptly once they realized that residents were 
assaulting a youth, but they struggled to gain control of the situation. The documentation did not 
indicate signs of serious physical injury; but it did indicate the alleged victim suffered from 
multiple kicks, punches and hits from the other youth. If staff had maintained appropriate 
supervision, they could have prevented the physical altercation. Therefore, the investigative record 
demonstrates that the allegations of Neglectful Supervision (40 TAC §745.8559) should have been 
substantiated against the operation staff who failed to provide adequate supervision to four youth 
who physically assaulted another youth, which caused or may have caused substantial emotional 
and physical injury.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on April 8, 2020. The investigation was completed on May 6, 2020 
and closed on May 19, 2020. 

 

4. Investigation ID (CLASS): 2602414 

Case ID (IMPACT): 48113695 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe. 

Summary of key allegations:  

Five referrals were reported to SWI with allegations of Neglectful Supervision. Law enforcement, 
a staff person at the RTC, and a rape crisis center staff person all similarly reported that a child 
(age 13) sexually assaulted a youth (age 16) at Hector Garza Residential Treatment Center, an 
RTC. According to the report from law enforcement, the child confessed to the allegations. Law 
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enforcement also reported that the child was admitted to a juvenile detention facility due to the 
allegations.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

RCCI’s investigation found that due to a lack of staff supervision at the time of the incident, the 
child was able to sneak into the youth’s room for six minutes before staff found her underneath 
the bed. Video footage of the incident confirmed that the child and youth were unsupervised for 
six minutes in the older youth’s bedroom. At the time of the incident, the child was subject to close 
supervision; the investigator documented that close supervision required staff to maintain line of 
sight supervision of the child. The investigator found that, contrary to the supervision plan, staff 
did not maintain line of sight supervision of the child for six minutes but that this lapse did not rise 
to the level of neglectful supervision. Instead, the investigator issued the RTC a citation for this 
deficiency. The Monitors found that the investigative record demonstrated by a preponderance of 
the evidence that the allegation of Neglectful Supervision (40 TAC §745.8559) should have been 
substantiated. The RTC staff failed to adhere to the child’s required supervision level during which 
time the child digitally penetrated the youth against her will, which caused or may have caused 
emotional harm. This incident took place one month after DFPS discontinued placing children at 
this RTC due to ongoing child safety concerns. All youth placed at Hector Garza Residential 
Treatment Center were removed by September 25, 2020.  

Notable Gaps in Investigation Timeframe:  

None. The investigation took over three months to close, though the investigation was completed 
in one month. The intake was received on February 10, 2020 and the investigation was completed 
on March 10, 2020. DFPS conducted a child sexual aggression staffing about the incident in May 
and subsequently closed the investigation on May 12, 2020. 

 

5. Investigation ID (CLASS): 2616259 

Case ID (IMPACT): 48177295   

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe. An additional allegation of Medical Neglect should have been 
investigated and substantiated with a disposition of Reason to Believe. 

Summary of key allegations:  

A CVS worker reported that her assigned youth (Youth A, age 14) allegedly invited another youth 
(Youth B, age 18) into his room at Mission Road Developmental Center, a GRO. While in his 
room, Youth A reportedly pushed Youth B against the wall and attempted to penetrate her with 
his penis. The reporter stated that the penetration was unsuccessful. Staff reportedly heard a 
commotion and Youth B ran out of the room. Youth B was removed from the facility.    

Monitors’ reasons for disagreement with the disposition of Ruled Out:  
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The investigation found that at the time of the alleged incident both youth’s service plans required 
them to be in “eyesight of staff.” Video footage reviewed by the investigator showed that for 
approximately five minutes, staff did not have the youth within eyesight—the required supervision 
level—and that during this time, Youth B was unsupervised in Youth A’s room. An incident report 
documented that Youth B disclosed to staff on the day of the incident that while she was in Youth 
A’s room, he forced himself on her and anally penetrated her. The investigator documented that 
Youth A had known “sexual behavior problems” and Youth B had an intellectual disability. Based 
upon these findings, an allegation of Neglectful Supervision (40 TAC §745.8559) should have 
been substantiated against the operation staff who failed to adhere to the required supervision level 
of both youth for approximately five minutes. During this lapse in supervision, the youth were 
alone in a bedroom and one engaged in forced sexual touching of the other that caused or may 
have caused substantial emotional harm and physical injury. In addition, an allegation of Medical 
Neglect (40 TAC §745.8559(5)) should have been both investigated and substantiated as Youth B 
did not receive medical care following her disclosure of being anally penetrated by Youth A to 
operation staff. Lastly, the monitors are concerned regarding DFPS’s child sexual aggression 
staffing which concluded that the sexual encounter between the youth was likely consensual. 
Further, due to Youth B not receiving medical care following the incident, including a forensic 
examination by a Sexual Assault Nurse Examiner (“SANE”), critical evidence was not available 
to inform the decision making during the staffing.    

Notable Gaps in Investigation Timeframe:  

None. The intake was received on March 31, 2020. The investigation was completed on April 24, 
2020 and closed on May 12, 2020. 

 

6. Investigation ID (CLASS): 2618430 

Case ID (IMPACT): 48188911 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The allegation of Physical Abuse should have been substantiated with a 
disposition of Reason to Believe.  

Summary of key allegations:  

Three intakes were reported to SWI with allegations of Physical Abuse. In the first intake, the 
Director of Renewed Strength, Inc. East, a GRO, reported a child (Child A, age 13) ran away from 
the GRO with three other residents. The children were allegedly gone from the GRO for several 
hours. The GRO Director reported that, when the children were located, a staff person punched 
Child A in the neck and face. Child A allegedly did not have any bruises or injuries. In the second 
intake, an Attorney/Guardian Ad Litem reported that a child (Child B, age 13) was punched by the 
same staff person in the neck during the runaway incident described above. Child B also reported 
that the staff person slammed his head into a wall during the incident. Child B reported that the 
staff person would stand him up and then punch him hard in the chest with a closed fist. Child B 
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reported this has happened on approximately three separate occasions. No injuries were reported. 
In the third intake, Child A’s grandparents reported that Child A stated that a staff member was 
hitting him and the other kids in the face. Child A reported that he and the other children had 
bruising. Child A also stated that when he ran away last week, the staff person punched him in the 
face and threw him in the van.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

Through interviews with the children, the investigative record showed by a preponderance of 
evidence that an allegation of Physical Abuse should have been substantiated. The investigator 
interviewed ten children, five of whom reported that the same staff person hits or punches children. 
Some of the children corroborated incidents of inappropriate physical discipline by the staff person 
and reported observing bruising or marks on these children from these incidents. Listed below are 
excerpts from youth’s interviews which clearly demonstrate physical abuse by the staff person. 

• Child A’s Interview: “[Staff person] tells the children to choose where on their body they 
are punched. [Child A] reported [staff person] usually hits the children on their chests, 
arms, or legs. He stated [Child B] has a bruise on his upper arm that was caused by [staff 
person] hitting him. [Child A] reported [staff person] has been hitting him since his second 
or third week at the operation.” 
 

• Child B’s Interview: “[Child B] reported one of the staff members hits the children in a 
playful way. He stated [staff person] does not hit the children as discipline. [Child B] 
reported when the children play around too much, [staff person] lets the children choose 
where on their body they are hit. [Child B] stated [staff person] usually hits the children on 
their arms or their chests. He reported he has a bruise on his arm due to being hit by [staff 
person].” 
 

• Child C’s Interview: “[Child C] reported he does not like living at the operation because a 
staff member punches the children in their chests whenever the children act up. [Child C] 
reported [staff person] punched a child, [Child A], in the face when the children were on 
AWOL. [Child C] stated [staff person] punched [Child B] on his arm and it left a 
bruise…[Child C] reported [staff person] punches the children as discipline and it is not in 
a playful way. [Child B] reported none of the other staff members have been present when 
[staff person] punches the children.” 
 

• Child D’s Interview: “[Child D] said staff did not treat them well. When they acted up, 
staff would punch them. The staff member who would punch him was [staff person]. He 
could not recall how many time[s] he punched kids but said all [he] knows is once he 
arrived at that placement there were kids with bruises on their arms and they got them from 
[staff person] punching them…He said staff would not physically discipline them any other 
way and that [staff person] was the only staff that would punch the kids. [Child D] recalled 
a child named [Child A] and confirmed he was one of the kids he witnessed [staff person] 
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punching in the arm... He recalled a child named [Child C] and said he was one of the kids 
that would get punched as well.” 

 
• Child E’s Interview: “[Child E] reported he and [Child A] wanted to beat up [staff person] 

because [staff person] had been hitting all the little kids in the face. He was unable to recall 
any of the children’s names. [Child E] reported [staff person] punched all the children in 
the face and the other staff members said [staff person] was allowed to do it because ‘it’s 
discipline’.” 

In addition to the disclosures made by the five children listed above, three additional children 
reported that the staff person hits children but characterized the hitting as more playful in nature. 
Based upon the disclosures of five separate children, there is a preponderance of evidence that this 
staff person committed “any act such as striking, shoving, shaking or hitting a child, whether 
intended as discipline or not” that caused or may have caused emotional harm or physical injury 
and thereby, the allegation of Physical Abuse against the staff person should have been 
substantiated (40 TAC §745.8557(1)). 

Notable Gaps in Investigation Timeframe:  

None. The intake was received on April 13, 2020. The investigation was completed on May 8, 
2020 and closed on May 19, 2020.  

 

7. Investigation ID (CLASS): 2620588 

Case ID (IMPACT): 48201438 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe.  

Summary of key allegations:  

A CPS caseworker reported that a youth (age 15) without a placement, described by DFPS as Child 
Without Placement (CWOP) status, ingested prescription medications (six Souoxetine (20mg) and 
twenty Hydroxyzine (50mg)) while in the restroom of a facility that DFPS was using as a 
temporary location for the child. The reporter was supervising the youth during a voluntary shift 
due to the child’s lack of a current placement. The reporter stated that the medication was locked 
in the medication box which the investigation documented was located in the kitchen on top of the 
refrigerator; the reporter believed the youth retrieved the key to the medication box while neither 
staff were present with her in the kitchen: one staff member was in the restroom and the other was 
in a different room nearby. The youth was taken immediately to the hospital and was not observed 
to have any abnormal symptoms. The reporter stated that the youth exhibited suicidal ideations 
approximately one month earlier and has a history of running away. The reporter also stated that 
the youth was sexually assaulted one week prior to this incident.   
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Monitors’ reasons for disagreement with disposition of Ruled Out:  

The investigative record demonstrated that the youth was not appropriately supervised by the 
alleged perpetrators at the time of incident. Due to a lack of supervision and poor judgment by the 
alleged perpetrators, the investigative record documented that the youth was able to retrieve the 
keys to a medication box which was located on top of the refrigerator in the kitchen; open the 
medication box; and remove and allegedly ingest at least twenty pills while in the restroom. Based 
upon this evidence, an allegation of Neglectful Supervision (40 TAC §745.8559) should have been 
substantiated against the staff whose failure to adequately supervise and properly store the keys to 
the medication box caused or may have caused substantial emotional harm and physical injury to 
the youth.  

The investigative record also surfaced the following concerns related to the administration of 
CWOP by DFPS. The alleged preparators were not provided critical information and history about 
the alleged victim they were supervising during the voluntary CWOP shift. According to the 
alleged perpetrators, they were informed about the youth’s history with information that was 
included in an information binder and some emails they had received. Those two sources of 
information stated that the youth had a history of running away; that she had been trafficked; and 
that she required strict supervision around the use of electronics. (The record does not state which 
details were included in the binder versus the emails). The secondary staff who was supervising 
the youth was a protégé who was employed for one month by DFPS. The primary worker assigned 
to supervise the youth alleges she was not aware that the secondary worker was a protégé, only 
that she was new. The protégé alleged she was unaware of the youth’s suicidal or self-harm history. 
According to the youth’s Common Application, on March 5, 2020, the youth had been hospitalized 
for seven days for having suicidal thoughts with a plan. Between April 13, 2020 and April 21, 
2020, she ran away four separate times from her prior placement. Law enforcement officers found 
the youth in a hotel on April 21, 2020 and she appeared to have been trafficked and sexually 
assaulted. She was discharged by her prior placement and was on intense level of care and required 
intensive therapy.  

Notable Gaps in Investigation Timeframe:  

None. This intake was received on April 26, 2020. The investigation was completed and closed on 
May 5, 2020. 

 

8. Investigation ID (CLASS): 2582813 

Case ID (IMPACT): 48001425 

Category of Maltreatment: Neglectful Supervision; Physical Abuse  

Monitors’ Conclusion: The Monitors cannot determine the disposition of the Neglectful 
Supervision allegations due to a deficient investigation. The Monitors agree with the disposition 
of Reason to Believe for the allegation of Physical Abuse. 

Summary of key allegations:  
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Four referrals were received at SWI with allegations of Neglectful Supervision and Physical 
Abuse. First, a staff person at Children's Hope Residential Services Inc. (Lubbock), an RTC, 
reported that another staff person dragged a child (Child A, age 12) off his bed and then dropped 
him to the floor. Child A had a large, green, and purple bruise under his chin as well as an abrasion 
under his chin. The reporter stated that Child A was cognitively delayed and functioned like a five-
year-old. It was also reported that the staff person is verbally aggressive with the children and was 
observed “manhandling” Child A “a couple of times.” Second, the child’s mother reported that 
Child A disclosed that another child (Child B, age 13) tried to have sex with him and touched him 
sexually. Child A reportedly informed staff about this incident but reported that the staff did not 
take action. Third, an external provider reported that a child had assaulted the alleged victim by 
stomping on his head until he fell asleep. The reporter also expressed the following concerns about 
the RTC: unhygienic and poor conditions within living spaces; staff observed on phones and not 
engaged with children; chemicals not properly stored; and that children expressed feeling unsafe. 
Fourth, the clinical director at the RTC re-reported allegations made by the alleged victim’s mother 
that Child 2 sexually touched her son.  

Monitors’ Review:  

This investigation was deficient because RCCI did not adequately investigate the allegations 
related to Neglectful Supervision. The investigator did not question the victim, collateral children, 
and staff about staff supervision at the time of either the alleged sexual contact between the two 
children nor about the alleged physical assault of Child A by another resident. The investigator 
also did not pursue any questioning related to allegations of children’s access to hazardous 
materials. Due to the investigator’s failure to investigate allegations related to Neglectful 
Supervision, it is unknown whether supervision was adequate at the time of the alleged incidents.  

Notable Gaps in Investigation Timeframe:  

The investigation took over five months to be completed. The intake was received on November 
12, 2019. An extension was approved on December 30, 2019; however, the investigation did not 
meet the extension deadline in violation of Remedial Order Ten. The investigation was completed 
on April 16, 2020 and closed on May 4, 2020.  

 

9. Investigation ID (CLASS): 2613238 

Case ID (IMPACT): 48163507 

Category of Maltreatment: Physical Abuse; Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition of the Neglectful 
Supervision allegation due to a deficient investigation. The Monitors agree with the disposition of 
Reason to Believe for the allegation of Physical Abuse. 

Summary of key allegations:  
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A hospital nurse reported that a child (age 8) had bruises of various colors and sizes on his upper 
back. The reporter did not know whether the bruises were indicative of physical abuse. The nurse 
did not ask the child how he sustained the bruising and the foster parent reported to the nurse that 
the child may have gotten the bruises at school.   

Monitors’ Review:   

While the investigator substantiated the allegation that the foster mother’s teenage daughter 
physically abused the child in the foster home, the investigator failed to adequately investigate 
whether the Physical Abuse of the child was due to the foster mother’s Neglectful Supervision of 
the child. As a result, the allegation of Neglectful Supervision by the foster mother cannot be Ruled 
Out. First, the investigator did not determine when the Physical Abuse occurred and therefore, it 
is unclear whether the foster mother and/or her adult son were present and responsible for 
supervision at the time of the abuse. The investigator’s interview with the alleged victim lacked 
detailed questioning about the allegations. Next, the investigator did not attempt to corroborate the 
claim made by the alleged victim that the teenage daughter babysat the child while the foster 
mother was not at home. Therefore, there is no documentation about whether the child was 
routinely left alone with the teenage daughter and susceptible to potential abuse. Finally, the 
investigator did not adequately investigate two prior incidents that resulted in injuries to the child 
to determine whether supervision was adequate at these times to prevent and/or mitigate the injury 
to the child.  

Notable Gaps in Investigation Timeframe:  

This investigation took nearly two months be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on March 17, 2020. The investigation 
was completed on May 12, 2020 and closed on May 13, 2020. 

 
10. Investigation ID (CLASS): 2616153 

Case ID (IMPACT): 48176557 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

Two intakes were received with allegations of Neglectful Supervision. First, the owner of Adiee 
Emergency Shelter, a GRO, reported allegations that a youth (age 15) engaged in forced sexual 
conduct with another youth (age 16) while unsupervised in an upstairs bedroom during the night. 
The next day, a second referral was made by staff from a medical facility who reported that the 
older youth had been raped the prior day by another youth.  

Monitors’ Review:  
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One of the alleged staff perpetrators was the subject of eight prior abuse and neglect investigations 
over the past ten years, four involving Neglectful Supervision. None of those allegations resulted 
in a disposition of Reason to Believe. The investigation failed to follow-up and/or reconcile 
multiple, conflicting details from both of the youth involved in the allegations as well as staff at 
the GRO. For example, Staff 1 indicated that Staff 2 allowed one of the boys to be upstairs 
unsupervised to read by himself, then later found another boy upstairs with him. But Staff 2 denied 
allowing this to occur. Another staff member said they are not allowed to leave the children 
upstairs unsupervised, while another staff member said that they sometimes do so. The agency 
documented putting in place a safety plan requiring heightened oversight after one of the boys 
expressed concern regarding the sexualized language of other youth, but fidelity to that plan and 
the agency’s policy regarding supervision of the upstairs was not assessed by the investigator. One 
of the residents made a statement that staff slept at night despite the requirement for awake-night 
supervision, but the RCCI investigator did not pursue that statement, did not adequately explore 
its connection to the allegations and did not ask any of the other residents about staff sleeping 
during the night shift. Due to numerous gaps, it is unclear whether the alleged victims were subject 
to adequate supervision at the time of the alleged incidents.  

Notable Gaps in Investigation Timeframe:  

The intake was received on March 30, 2020. A fourteen-day extension was approved on April 24, 
2020; however, the investigation did not meet the extension deadline in violation of Remedial 
Order Ten. The investigation was completed on May 14, 2020 and closed on May 28, 2020.  

 
11. Investigation ID (CLASS): 2599885 

Case ID (IMPACT): 48097346 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A staff person at Hector Garza Residential Treatment Center, an RTC, reported that two youth 
(ages 14 and 15) forced another youth (age 15) to snort an unknown medication and watch the two 
youth engage in sexual activity. It was reported that the youth had normal vitals and no apparent 
adverse side effects from the medication.  

Monitors’ Review:  

The investigator did not interview any staff who worked on the night of the alleged incident in the 
youth’s unit. As a result, the investigator did not conduct key questioning about supervision at the 
time of the incident and it is unclear whether the alleged victims were subject to adequate 
supervision. The investigator also failed to interview a collateral resident who may have had 
additional information regarding the incident and supervision at the time of the alleged incident.   
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Notable Gaps in Investigation Timeframe:  

The investigation took nearly three months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on January 29, 2020. The 
investigation was delayed from February 2020 until March 2020, when it was reassigned. The 
investigation was completed on April 25, 2020 and closed on May 4, 2020. 

 
12. Investigation ID (CLASS): 2587861 

Case ID (IMPACT): 48031424 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations: 

One of the Monitors reported two prior incidents involving a youth (age 17) that the Monitor 
discovered had been documented by Hector Garza Residential Treatment Center, an RTC, in 
incident reports, but never reported to SWI. In the first incident, it was alleged that on August 11, 
2019, the youth was observed by a staff person to be tying her bra around her neck in an effort to 
die by suicide. Staff members intervened and it was observed that the youth had some redness on 
her neck from the action. In the second incident, it was alleged that on February 7, 2019, the youth 
informed staff that she had swallowed laundry detergent in an attempt to self-harm. RTC 
documents stated that medical staff observed the youth and reported no serious injury. The youth 
reportedly had an extensive history of self-harming and suicide attempts.  

Monitors’ Review:  

This investigation was deficient due to a significant gap between the alleged incidents and alleged 
perpetrators’ interviews; as a result, staff were unable to recall specifics of the incidents nor 
supervision at the time of the incidents. Due to this deficiency, it is unclear whether the alleged 
victim was subject to adequate supervision at the time of the alleged incidents. The alleged victim 
has a history of self-harming; however, the investigation was unable to determine whether the 
youth was subject to heightened supervision at the time of the alleged incidents. The investigator’s 
requests for documentation from the facility were not satisfied. There are also concerns that the 
investigator relayed to staff the content of residents’ interviews. It is not clear why the facility was 
not cited for failing to report the alleged self-harming incidents, as required.   

The lack of appropriate action by the RTC also inhibited the investigation. Despite multiple 
information requests, the investigator documented the lack of cooperation by the facility in its 
failure to provide requested documentation. Barriers erected by the facility’s lack of 
responsiveness (both failure to timely report the allegations and failure to cooperate with the 
investigation) also contributed to the deficiencies of this investigation.  
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Notable Gaps in Investigation Timeframe:  

This investigation took five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on December 5, 2019. The investigation 
was completed on May 4, 2020 and closed on May 13, 2020. 

 
13. Investigation ID (CLASS): 2584245 

Case ID (IMPACT): 48011336 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

SWI received two intakes about the same incident with allegations of Neglectful Supervision. First, 
an anonymous reporter stated that two youth (both age 16) at Adiee Emergency Shelter, a GRO, 
were assaulting other youth, including kicking and stomping on them. It was reported that some 
youth suffered bruises and a youth was immobile after the assault. Second, an “FPS staff person” 
reported that a video showed some of the youth at the facility beating up another youth (age 15). 
It appeared this youth may have been bleeding and other youth were yelling at him, including 
threatening that he was going to be shot. According to the report, no staff were observed in the 
video.  

Monitors’ Review:  

This investigation was deficient due to a significant gap between the alleged incident and 
interviews with key individuals, including an alleged victim and perpetrator, and the investigator’s 
failure to follow-up with and reconcile pertinent information learned during interviews. Due to 
significantly delayed interviews, the investigator was unable to observe any potential bruising or 
injury to two alleged victims. In addition, because of the delay, a key witness was unable to recall 
any details related to the incident. The investigator did not follow-up with information that youth 
disclosed during their interviews. For example, both a CVS caseworker and school principal 
reportedly had seen and/or had access to a video of the incident, and a youth allegedly had a 
hospital visit due to injuries suffered from the attack. However, RCCI did not seek the medical 
records of the child nor did the investigator discuss this information with the youth during his 
interview. The investigator included a summary of the incidents in the documentation; however, 
the investigator did not obtain incident reports during the investigation to corroborate the fact-
pattern or other specific details. From interviews with both staff and youth, it is clear youth were 
involved in physical altercations and injuries were suffered by children. It is not clear whether 
supervision was adequate at the time of the incident. 
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Notable Gaps in Investigation Timeframe:  

The investigation took five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The first intake was received on November 19, 2019. There was 
no investigative activity between mid-December 2019 and March 2020. The investigation was 
completed on April 21, 2020 and closed on May 19, 2020.  

 

14. Investigation ID (CLASS): 2493976 

Case ID (IMPACT): 47511314 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

Law enforcement reported that two children (ages 10 and 11) flagged him down and notified him 
that they were lost. The children stated that they were at a store with their foster mother’s adult 
daughter. When one of the children refused to leave the store, the daughter left the store without 
that child. The other child initially went in the car with the adult daughter but then exited the car 
to stay with the other child when it was clear the adult was about to drive away and abandon the 
child. When the children later came out of the store, the adult daughter was not in the parking lot. 
The adult daughter reported to law enforcement that she had provided the cashier of the store with 
her phone number and with instructions to call her once the children were ready for her to pick 
them up.   

Monitors’ Review:  

This investigation was deficient due to missing or flawed interviews with key individuals. The 
investigator never interviewed the law enforcement reporter nor the store clerk and, therefore, was 
unable to ask them questions about the length of time the children were left unattended at the store 
and whether they knew where the alleged perpetrator was during this period of time. The 
investigator obtained both children’s service plans, which showed that both children required close 
supervision. While the investigator interviewed the alleged perpetrator, the interview was shallow 
and deficient, failing to probe the duration of time the children were left unattended and her 
location while the children were unsupervised at the store. Due to deficiencies, it is not clear 
whether the alleged perpetrator failed to provide adequate supervision to children.  

Notable Gaps in Investigation Timeframe:  

The investigation took seventeen months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on November 7, 2018. There was no 
investigative activity between mid-November 2018 and February 2019, then no activity from 
March 2019 to May 2019 and finally, no activity between late October 2019 and January 2020. 
The investigation was completed on April 30, 2020 and closed on May 1, 2020.  
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15. Investigation ID (CLASS): 2596006 

Case ID (IMPACT): 48078161 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A staff person at Houston Serenity Place Inc., an RTC, reported that two youth (ages 15 and 16) 
engaged in sexual behavior. The incident was reported to have occurred in the youth’s bedroom.  

Monitors’ Review:  

This investigation was deficient for a failure to reconcile conflicting testimony from the key 
individuals about staff supervision at the time of the alleged incident. Due to this deficiency, it is 
unclear whether the alleged victims were subject to adequate supervision at the time of the alleged 
incident, which appears to have occurred during a shift change. While one alleged victim denied 
the incident occurred, the other alleged victim reported that staff supervision was inadequate at the 
time of the incident. This victim was not questioned sufficiently about supervision at the time of 
the incident. Specifically, the investigator did not ask whether any staff members were seated 
outside the bedroom door as reported. Further, the investigation did not adequately determine the 
level of supervision required for the two youth at the time of the alleged incident. Finally, given 
the allegations and the disclosure made by an alleged victim of a forcible sexual event, it is not 
clear why DFPS did not hold a child sexual aggression staffing.  

Notable Gaps in Investigation Timeframe:  

The investigation took four months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on January 15, 2020. There was no 
investigative activity between late January 2020 and April 2020. The investigation was completed 
on May 15, 2020 and closed on May 20, 2020. 

 

16. Investigation ID (CLASS): 2546004 

Case ID (IMPACT): 47802559 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A DFPS staff person reported that a staff person at Houston Serenity Place, a GRO, pushed a youth 
(age 15) down on her bed several times for refusing to go to bed. The staff person allegedly grabbed 

Case 2:11-cv-00084   Document 1080-1   Filed on 05/04/21 in TXSD   Page 16 of 72



17 
 

the youth by her hair and pushed the youth’s face into the mattress and, as a result, she struggled 
to breathe. The reporter also stated that the staff person inappropriately restrained the youth by 
forcefully grabbing the youth’s arm and yanking it up toward her shoulder blades and that the 
youth cried out in pain and yelled for the staff person to stop. There was no reported bruising. 

Monitors’ Review:  

This investigation was deficient due to a significant gap between the alleged incident and 
interviews with key individuals and for a failure to follow-up with pertinent information learned 
during interviews. The alleged perpetrator and collateral witnesses were interviewed ten months 
after the alleged incident occurred and, as a result, some individuals were unable to recall details 
of the incident. The alleged perpetrator reported that on the day of the incident she was not working 
and that she was not familiar with the alleged victim. The investigator did not review employee 
records to corroborate whether this staff person was working on the day of the alleged incident, 
but instead accepted this staff person’s denial. Because the investigator did not verify the veracity 
of the staff member’s claim, it is unknown whether this staff member was working and involved 
in the alleged incident as the youth alleged. 

Notable Gaps in Investigation Timeframe:  

The investigation over ten months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on June 13, 2019. The investigation 
was delayed without activity from mid-June 2019 to March 2020. The investigation was completed 
on May 1, 2020 and closed on May 6, 2020. 

 

17. Investigation ID (CLASS): 2532185 

Case ID (IMPACT): 47721831 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A DFPS staff person reported that at discharge from a psychiatric facility, a youth (age 15) 
disclosed that he did not want to return to New Hope Youth Center, a GRO, due to being punched 
and elbowed by a staff person at the placement. The reporter did not know whether the youth was 
bruised or injured during the alleged incident.  

Monitors’ Review:  

This investigation was deficient because the investigator did not sufficiently question key 
individuals about the identity of the third staff person who was allegedly involved in a restraint of 
the youth. As a result, it is unknown whether this individual worked at the GRO at the time of the 
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alleged incident and, if so, whether an interview with this individual could have provided 
information about the alleged incident.    

Notable Gaps in Investigation Timeframe:  

The investigation took over nine months to complete and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on April 18, 2019. The investigation 
was delayed without activity between August 2019 and December 2019 and again between 
February 2020 and May 2020. The investigation was completed on January 30, 2020 and closed 
on May 13, 2020. 

 

18. Investigation ID (CLASS): 2586138 

Case ID (IMPACT): 48022140 

Category of Maltreatment: Emotional Abuse; Sexual Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

Two intakes were received describing allegations of abuse. First, law enforcement reported that a 
youth (age 15) climbed on top of a train and threatened to self-harm by jumping off the top of the 
train due to alleged physical abuse at Houston Serenity Place Inc., an RTC. The Sheriff’s 
Department responded and assisted in bringing the youth to safety. In the second related intake, an 
intern at the youth’s new placement reported that the alleged victim made an outcry of sexual abuse 
from an incident that occurred three months earlier. The reporter said the youth alleged a staff 
person rubbed the youth’s leg and touched his penis over his clothing. The youth stated that he 
fled his prior placement at the RTC after the incident. The youth further stated that he reported the 
abuse to staff while at the facility where the alleged harm occurred; however, staff’s review of 
video footage did not show any abuse.  

Monitors’ Review:  

This investigation was deficient for failure to investigate Physical Abuse; flawed, missing, and 
significantly delayed interviews; and deficient documentation review. Despite clear allegations of 
Physical Abuse in the intake report, an allegation of Physical Abuse was not assigned to this case 
and there is no indication in the record that it was assigned as a separate investigation. During the 
youth’s interview, he reported being hit in the face and chest with a closed fist by an identified 
staff person; however, this staff person was not questioned specifically about this allegation. 
Interviews with both alleged perpetrators lacked questioning about the specific allegations of 
Physical and Emotional Abuse. When the second intake was received three months into the 
investigation, the investigator did not re-interview the victim about the new allegation of Sexual 
Abuse at the RTC. As a result, no specific information related to the alleged sexual abuse incident 
was ascertained during this investigation, including identifying an alleged perpetrator. There is no 
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indication in the record that the allegations were assigned as a separate investigation. As such, the 
allegations of Sexual Abuse were inadequately investigated. Finally, there was a five-month delay 
for the interviews conducted with the alleged perpetrators, collateral staff, and residents who were 
interviewed. 

Other deficiencies include documentation that was inaccurate and incomplete, including the 
investigator not obtaining any incident reports from the facility regarding the victim; and missing 
interviews of the reporters and one alleged perpetrator (the record indicates the investigator made 
multiple attempts to contact the alleged perpetrator by phone). The abuse and neglect history for 
one alleged perpetrator indicates that there was a disposition of Ruled Out for Physical Abuse; 
however, there was no Physical Abuse allegation.  

Notable Gaps in Investigation Timeframe:  

The intake was received on November 27, 2019. There was no activity in the investigation from 
December 2019 to February 2020 when a risk assessment was conducted; and then again there was 
no activity from February until April 1, 2020 when the investigation was reassigned. The 
investigation was then completed on May 11, 2020 and there was no approved extension, in 
violation of Remedial Order Ten. 

 

19. Investigation ID (CLASS): 2569623 
 
Case ID (IMPACT): 47924374 

Category of Maltreatment: Physical Abuse  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A schoolteacher reported that a child (age 8) came to school and reported that his legs were hurting. 
The teacher observed that “every inch” of the child’s legs were covered in bruises. The child 
provided conflicting accounts of how he obtained the bruises, including that sometimes he falls or 
play fights at home. The child reported that his foster parent took him to the doctor. The prior 
week, the teacher observed the child with a faint bruise underneath his eye. The child told his 
teacher that the bruise was caused by rough housing with his older foster brother. 

Monitors’ Review:  

This investigation was deficient for missing and flawed interviews; a failure to follow up with 
and/or reconcile information learned during interviews; and, an inadequate review of the foster 
home’s investigative history, particularly as it relates to the current allegations of Physical Abuse. 
The investigator did not interview key collaterals and potential witnesses, such as the reporter; 
CPA case manager; foster mother’s adult daughter; and the 16-year-old adopted son, to obtain 
more information about the conditions in the home and the child. While the investigator obtained 
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the medical report from the child’s visit to the emergency room, RCCI did not seek interviews 
with any medical personnel to ascertain whether there was a pattern of bruising on the child while 
he resided in this foster home. While both the child and foster mother denied any use of physical 
discipline in the home, their interviews provided conflicting explanations for the child’s bruising. 
The foster mother alleged that when the child was initially placed in her home, he had marks on 
his body and that he also engaged in self-injurious behaviors, such as biting and scratching his 
arms, which resulted in bruising. The investigator did not attempt to corroborate the foster 
mother’s claims of the child’s alleged self-injurious behavior with anyone else. Moreover, the 
other foster child in the home disclosed that both he and the alleged victim were “whooped” with 
a black belt or stick by the foster mother. The investigator did not question the foster mother about 
this child’s disclosure. Finally, the investigator’s assessment of the case was not adequately 
informed by the foster home’s investigative history, which notably included a parallel investigation 
open at the same time as this investigation. That parallel investigation was completed prior to this 
investigation and resulted in a disposition of Reason to Believe for Physical Abuse by the foster 
mother of another foster child in the home who had multiple marks and bruises on his buttocks 
area.  

Notable Gaps in Investigation Timeframe:  

The investigation took over seven months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on September 18, 2019. There were 
gaps in investigative activity between mid-September 2019 and January 2020; and again, there 
was no activity between completion and closure from February 2020 and May 2020. The 
investigation was completed on May 5, 2020 and closed on May 8, 2020. 

 

20. Investigation ID (CLASS): 2609673 

Case ID (IMPACT): 48148068 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A program director at High Frontier, an RTC, reported that a staff person aided a youth (age 15) 
in running away from the RTC. The director reported that this staff person was alleged to have 
provided the youth with money, a pocketknife, and helped plan the runaway. Law enforcement 
found the youth the same day she ran away; however, they did not recover these items on the 
youth. It was reported the staff person was no longer employed with the RTC.  

Monitors’ Review:  

This investigation was deficient for a failure to follow up with and/or reconcile information that 
the investigator learned during interviews. Multiple collateral youth reported that the staff person 
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assisted the alleged victim in running away, including by providing her with items such as: money, 
a flashlight, and pocketknife. One of the youth reported that a group of youth planned to run away 
together and the alleged staff person planned to assist them by providing transportation. The 
investigator did not question the other youth involved in the reported running episode about this 
allegation to determine its veracity. While the alleged victim reported that no staff helped her run 
away, she further stated if staff had helped her, she would not disclose this information because 
“she is not stupid.” The investigator did not question the law enforcement officer who apprehended 
the youth after she ran away about what items, if any, were found with the youth, such as: the 
flashlight, or pocketknife.  

One month after the above referral was reported, RCCI initiated a separate investigation of 
allegations related to the alleged victim at her new placement. During this investigation, multiple 
staff members and residents at the alleged victim’s new GRO reported that the alleged victim had 
stated that she had a “girlfriend” who was a staff person at her former RTC. Some interviewees 
named the individual staff person, and this individual had the same name as the alleged perpetrator 
in the above investigation. These two investigations were open at the same time; however, there is 
no evidence RCCI connected the two investigations nor that it used the information gathered in 
the more recent investigation to inform its disposition in the above investigation.    

Notable Gaps in Investigation Timeframe:  

The investigation took over two months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on March 5, 2020. The investigation 
was completed on May 11, 2020 and closed on May 27, 2020.  

 

21. Investigation ID (CLASS): 2612347 

Case ID (IMPACT): 48159926 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A child (age 8) disclosed that a group of six children under ten years of age engaged in sexual 
contact under their beds at Children’s Shelter, a GRO, including allegations that two children (ages 
9 and 6) engaged in oral sex. The staff person who was responsible for supervising the children 
during the alleged incident was reportedly assisting other children with shower time when the 
incident occurred.  

Monitors’ Review:  

This investigation was deficient due to missing or flawed interviews with key individuals who may 
have been able to provide information about whether supervision was adequate at the time of the 
incident. Interviews with the alleged victims did not adequately probe whether supervision was 
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adequate, and the investigator did not interview key collateral children who may have provided 
information about the supervision at the time of the incident. While the investigator identified that 
the required supervision level for some of the children was “eye-level monitoring” or that some 
were to be “closely monitored/supervised;” the investigator did not evaluate whether staff adhered 
to these supervision requirements during the alleged incident. Lastly, while the alleged perpetrator 
reported consistently checking on all children every five to ten minutes, the investigator did not 
document any evidence that such checks were completed nor that the supervision conformed with 
the requirements in some of the victim children’s service plans.  

Notable Gaps in Investigation Timeframe:  

This investigation took over one month to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on March 13, 2020. The investigation 
was completed on April 15, 2020 and closed on May 4, 2020. 

 

22. Investigation ID (CLASS): 2602321 

Case ID (IMPACT): 48111892 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A staff person at Helping Hand Home for Children, an RTC, reported that two children (ages 11 
and 8) engaged in sexual contact, including fondling one another, touching of the boy’s penis, and 
kissing while at an off-campus swimming pool. It was reported that staff did not observe the 
incident. When questioned, both children confirmed touching one another.  

Monitors’ Review:  

This investigation was deficient for failure to determine whether staffing ratios were in compliance 
at the time of the incident and whether they conformed with the children’s service plan supervision 
requirements. According to one child’s service plan, she was a victim of prior sexual abuse; 
exhibited sexualized behaviors; and required twenty-four hour supervision and a child to staff ratio 
of 5:1. The other child required “close supervision.” The investigator did not determine whether 
supervision conformed to these service plan requirements at the time of the incident.  

Notable Gaps in Investigation Timeframe:  

None. Though this investigation took nearly three months to close, it was completed in thirty days. 
The intake was received on February 9, 2020. The investigation was completed on March 9, 2020 
and closed on May 6, 2020. 
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23. Investigation ID (CLASS): 2586326  

Case ID (IMPACT): 48023469 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation for failure to investigate additional allegations that emerged. (The Monitors agree 
with the disposition with regard to the Neglectful Supervision allegation). 

Summary of key allegations:  

A staff person at Carson Parke, a GRO, reported that a youth (Youth A, age 14) disclosed that she 
was “sexually harassed and inappropriately hugged” by another youth (Youth B, age 14). The 
victim alleged that she was touched by the other youth on the breast, buttocks, and vagina. The 
victim reportedly pushed the other youth away. The victim was not on specialized supervision at 
the time of the incident.  

Monitors’ Review:  

This investigation was deficient for failing to follow up with new allegations that emerged during 
interviews, particularly from one of the alleged victims. In her interview, Youth A reported that 
she was inappropriately restrained by a staff person who sat on top of her and caused her to struggle 
to breathe. The investigator did not ask any staff about this alleged incident nor review incident 
reports to corroborate the youth’s account. Youth A also reported that another youth (Youth C) 
disclosed to her that Youth C was inappropriately touched by Youth B, the same youth alleged to 
have touched Youth A. This allegation was not explored with Youth C who made the disclosure, 
nor was it explored with staff. Finally, due to a four-month delay between the incident and 
attempted interviews with both the reporter and another collateral staff witness, the investigator 
did not interview these individuals and they no longer worked for the GRO. At the time of this 
investigation, the operation was under administrative review for concerns related to medication 
administration, supervision, sufficient staffing levels and use of restraints.  

Notable Gaps in Investigation Timeframe:  

The investigator took nearly five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on November 29, 2019. The 
investigation was completed on April 26, 2020 and closed on May 11, 2020. 

  

24. Investigation ID (CLASS): 2584325 

Case ID (IMPACT): 48011968 

Category of Maltreatment: Medical Neglect; Physical Abuse  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 
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Summary of key allegations:  

A DFPS staff person reported concerns that twin five-year-old girls were overmedicated in their 
former foster home. It was alleged the children were prescribed medication due to having 
nightmares, however, in their current foster home, the children do not require medication to sleep. 
The reporter also stated that one of the children disclosed that her former foster mother shoved a 
towel down her throat to stop her from screaming. The child disclosed that she had not previously 
informed her worker of this information because she would have been denied treats from her foster 
mother.   

Monitors’ Review:  

This investigation was deficient because RCCI did not adequately investigate the allegations 
related to Physical Abuse. In their initial interviews, the investigator did not question the two 
alleged victims about the Physical Abuse allegations. As a result, an investigator interviewed them 
again five months later to address these allegations. While both children confirmed that the foster 
mother spanked them and placed a hand towel in their mouths, the investigator failed to question 
the foster mother about the children’s disclosures. Neither the children nor the foster mother were 
questioned about whether treats were offered to the children so they would not disclose 
information about potential abuse in the home to workers. The foster mother has been the subject 
of a total of five abuse or neglect investigations, four of which involved allegations of Physical 
Abuse. The monitoring team requested a copy of the transcripts from the alleged victims’ second 
interviews; however, DPFS was unable to locate and provide the transcripts.  

Notable Gaps in Investigation Timeframe:  

The investigation took over five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on November 19, 2019. There was no 
investigative activity between December 2019 and late-April 2020. The investigation was 
completed on May 1, 2020 and closed on May 7, 2020. 

 

25. Investigation ID (CLASS): 2589021 

Case ID (IMPACT): 48039637 

Category of Maltreatment: Sexual Abuse  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations: During a forensic interview for a different investigation, a youth (age 
14) disclosed that while placed at North Texas Youth Connection, a GRO, he was sexually 
assaulted by two male staff. The youth reported that the assault began in the bedrooms and then 
he was dragged into the restroom where staff locked the doors and performed the assault. The 
youth reported that the incident occurred during the dayshift and he was unable to remember the 
names or appearance of the staff involved. The youth did not previously report the incident because 
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he stated that staff threatened to kill him if told anyone. The youth also reported that he was 
threatened by two white males with a pocketknife and gun and two other peers were also threatened 
by these individuals. The reporter did not know whether the alleged perpetrators in the second 
incident resided at the GRO. 

Monitors’ Review:  

This investigation is deficient for a significant and troubling gap between the youth’s disclosure 
of sexual abuse during a forensic interview in a separate investigation on February 28, 2019 and 
RCCI’s delayed report of this allegation to SWI over nine months later on December 12, 2019. 
The investigative record provided no explanation for this substantial delay. Due to the gap between 
the alleged incident and interviews, some collateral children were unable to be located and 
interviewed. The investigator also did not interview the youth’s therapists, one of whom was 
allegedly working with the youth about this incident. Due to these deficiencies, the disposition of 
this case cannot be rendered. 

Notable Gaps in Investigation Timeframe:  

The investigation took five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on December 12, 2019. There was no 
investigative activity between mid-December 2019 and late-February 2020. The investigation was 
completed on May 12, 2020 and closed on May 26, 2020. 

 

26. Investigation ID (CLASS): 2620589 

Case ID (IMPACT): 48201489   

Category of Maltreatment: Physical Abuse  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Physical Abuse. The first intake, reported 
by a CVS worker, alleged that a youth (age 14) ran away from HeartBridges, an RTC, after an 
operation staff member pushed her against a fence and placed her on the ground. The youth had a 
large bruise/scrape on her right shin and a red mark on her arm. The youth’s injury to her shin did 
not require medical attention but did require a few bandages. Law enforcement located the youth 
who refused to return to the RTC due to the alleged abuse. The second intake, reported by the 
youth’s attorney and Guardian Ad Litem (GAL), included similar allegations as the first but also 
reported that operation staff did not allow the youth to call her caseworker nor her attorney. The 
GAL stated that while attempting to run away after the alleged abuse, the youth went underneath 
a barbed wire fence which caused scratches to her legs.  
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Monitors’ Review:   

This investigation was deficient for a failure to reconcile conflicting testimony from key 
individuals and failure to obtain a police incident report to determine how the youth sustained 
bruising to her arm. The youth alleged that the RTC staff person caused her bruises when she 
pulled her arm and pushed her to the ground. This staff person reported that she was not present 
during the incident; however, the investigator failed to review employee records to corroborate 
this claim. The other two alleged perpetrators also denied the youth’s allegation and reported that 
they observed law enforcement pulling on the youth’s arm. While the investigator requested a 
police incident report, the report was never received. In the absence of this report, an interview 
with law enforcement (to confirm or deny the alleged grabbing of the arm); and confirmation that 
the alleged perpetrator was not present at the time of the alleged incident, it is unclear how the 
youth sustained bruising to her arm.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on April 26, 2020. The investigation was completed on May 20, 
2020 and closed on May 29, 2020. 

 

27. Investigation ID (CLASS): 2618831 

Case ID (IMPACT): 48191492 

Category of Maltreatment: Physical Abuse  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A child’s CVS worker reported that a staff person at Hill Country Youth Ranch Residential 
Treatment Center, an RTC, hit a child (age 11) on the face because the child allegedly spilled the 
staff person’s coffee approximately a week ago. The child also disclosed to her CVS worker that 
the same staff person choked her and threw her against a wall during a separate incident. The 
reporter did not know the date that the latter incident occurred.   

Monitors’ Review:   

This investigation was deficient due to missing or flawed interviews. As a result of these 
deficiencies, all allegations of Physical Abuse cannot be Ruled Out. While the child recanted her 
statement that the staff person hit her on the face, she remained steadfast in her account of the 
second incident in which she reported that the alleged perpetrator pushed her and choked her when 
she refused to comply with a directive. While the victim and her roommate were playing “fake 
camping,” the alleged perpetrator had instructed them to clean up. When the alleged victim did not 
comply, the alleged perpetrator began throwing items around the room and pushed the child against 
the wall. The investigator noted that the child’s caseworker found her account about being pushed 
and choked credible. Further, when the investigator questioned a child witness (the victim’s 
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roommate) about this incident, the witness corroborated the child’s account that the alleged 
perpetrator pushed her in her room, and added that she, too, was pushed when she tried to 
intervene. Interviews with key individuals, including the program director and a staff witness, 
lacked specific and detailed questioning about the alleged incidents to ascertain any additional or 
clarifying information about the allegations that the child was pushed and choked. Collateral 
interviews with staff and residents were not conducted to assess whether there was a pattern in the 
alleged perpetrator’s behavior. Finally, the investigator documented that the alleged perpetrator 
was terminated shortly after the most recent alleged incident due to an “emotional outburst.” But 
no further information is documented about her termination. It is unclear whether there was a 
pattern of inappropriate or harmful behavior by this staff person that contributed to her termination 
and whether additional consideration and interviews, therefore, could have further informed this 
investigation.   

Notable Gaps in Investigation Timeframe:  

None. This intake was received on April 16, 2020 and the investigation was completed on May 
12, 2020. The investigation was closed on May 20, 2020. 

 

Investigations Closed in June 2020 

28. Investigation ID (CLASS): 2606840 

Case ID (IMPACT): 48133996 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe.  

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Neglectful Supervision. In the first intake, 
the Director at Hands of Healing, a GRO, reported that while children were taking turns bathing, 
Youth A (age 15) went into Child B’s room (age 12). Child B was in bed asleep and Youth A woke 
him and asked him if he wanted to come to his room. The GRO Director reported that Youth A 
was assigned to a room by himself due to past allegations of sexual aggression at another facility. 
Once Child B and Youth A were in Youth A’s room, Youth A asked Child B if he wanted to see 
his penis and Child B responded no. Youth A then asked if Child B whether he wanted to touch it 
and Child B again responded no. Youth A allegedly stated, “Well, if you don’t touch it, I will stab 
you with [my] pencil.” Child B was reportedly scared. There was reportedly a staff member nearby 
monitoring the bathroom, but Child B did not make an outcry to staff. Child B then stated that 
Youth A laid down on bed and pulled out his penis. Youth A then made Child B grab his penis 
with both hands. Staff then walked into the bedroom and observed Child B holding Youth A’s 
penis and that Youth A had the mechanical pencil in his hand. Youth A reportedly became upset 
and was restrained. The GRO Director said Youth A was not on special supervision, had not acted 
out sexually towards other peers during his time at the GRO and had no notable behavioral history 
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with the placement. In the second intake, law enforcement reported the same incident between the 
Youth A and Child B. The law enforcement personnel reported that while GRO staff members 
were making rounds during shower time, a staff member observed that Child B was not in his 
bedroom. Staff members found Child B in Youth A’s room giving him a “hand job.” Staff 
reportedly rushed into the room and separated Child B from Youth A. Both Child B and Youth A 
claimed to be victims as opposed to aggressors of the sexualized behaviors. It was reported that 
there had not been any prior issues between Child B and Youth A until this incident. 

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

The investigative record showed clear evidence that Child B and Youth A were not appropriately 
supervised by the staff member at the time of incident. Video footage of the incident confirmed 
that the Child B and Youth A were unsupervised in Youth A’s room for approximately seven 
minutes. This is in violation of his service plan which stipulated that Youth A was subject to “sight 
and hearing” supervision. Further, the plan required that due to Youth A’s prior sexually 
aggressive behaviors, the youth must “be monitored in the presence of younger children [due] to 
the allegations that he sexually assaulted another peer in the hospital.” The service plan also stated 
that “Staff is aware of [Youth A’s] sexual past and stipulation of his probation.” In IMPACT, 
Youth A was documented as having “sexual behavioral problems.” Despite clear notice of Youth 
A’s prior sexually aggressive behaviors, staff failed to adhere to his service plan requirements to 
ensure the safety of both Youth A and Child B. Therefore, the investigative record demonstrates 
that the allegations of Neglectful Supervision (40 TAC §745.8559) should have been substantiated 
against the operation staff who failed to provide adequate supervision to Youth A and Child B, 
which caused or may have caused substantial emotional harm or substantial physical injury. 
Finally, it is unclear why a Child Sexual Aggression staffing was not conducted due to the content 
of the allegations and Child B’s consistent disclosures of forced sexual behaviors by Youth A. 

Immediately following this incident, Youth A was moved to Promise House, another GRO. Within 
a week of placement at the new GRO, new allegations were reported to SWI that Youth A had 
sexually assaulted another youth. Based upon the evidence collected in that second investigation, 
RCCI substantiated the allegation of Neglectful Supervision for the two staff who failed to provide 
adequate supervision. RCCI determined that staff “failed to take action or follow through with 
[Youth A’s] service plan, which states that he needs a high level of supervision and he has previous 
sexual assault history.” DFPS conducted a Child Sexual Aggression Review and it determined that 
the incident rose to the level of child sexual aggression.  

There are serious concerns that within a one-week period, Youth A engaged in sexually 
inappropriate behavior with children at two different GROs. Both GROs had clear notice of Youth 
A’s prior behaviors and heightened supervision requirement, however, both failed to adhere to his 
service plan and thereby failed to protect the safety of the children involved.  

Notable Gaps in Investigation Timeframe:  

The investigation took over three months to be completed, in violation of Remedial Order Ten. 
The intake was received on February 8, 2020. A thirty-day extension was approved on March 3, 
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2020; however, the investigation did not meet the extension deadline. The investigation was 
completed on May 18, 2020 and closed on June 5, 2020.  

 

29. Investigation ID (CLASS): 2605757 

Case ID (IMPACT): 48131099 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Neglectful Supervision allegation should have been substantiated with 
a disposition of Reason to Believe.  

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Neglectful Supervision. In the first intake, 
medical personnel reported that a youth (Youth A, age 17) was admitted to the hospital and treated 
for a sexually transmitted disease. Shelter staff reported that the youth had sex with another 
resident at a high school while on runaway status. In the second intake, a shelter supervisor at 
Children’s Shelter, a GRO, reported that Youth A believed she was pregnant after having sex with 
another youth (Youth B, age 14). The shelter staff sought medical care for Youth A to treat sexually 
transmitted diseases and the supervisor reported that the results of Youth A’s pregnancy test were 
negative.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

Based upon the findings of the investigation, the allegations of Neglectful Supervision should have 
been substantiated. The investigation found that a staff person admitted that she left the two youth 
unattended outside while she went inside the shelter to administer medication to the other residents. 
This was in violation of Youth B’s child plan which required “Eye-Level Monitoring” at the time 
of the incident. While unsupervised outside, the youth ran away from the shelter. As such, the 
allegation of Neglectful Supervision (40 TAC §745.8559) should have been substantiated against 
the operation staff who failed to adhere to the supervision level required by Youth B’s child plan. 
In the absence of appropriate supervision, the youth ran away, an act that caused or may cause 
substantial emotional harm or substantial physical injury to the youth.  

Notable Gaps in Investigation Timeframe:  

The investigation took nearly four months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on February 22, 2020. The 
investigation was completed on June 18, 2020 and closed on June 25, 2020. 

 

 

 

 

Case 2:11-cv-00084   Document 1080-1   Filed on 05/04/21 in TXSD   Page 29 of 72



30 
 

30. Investigation ID (CLASS): 2620272 

Case ID (IMPACT): 48199901 

Category of Maltreatment: Neglectful Supervision; Physical Abuse 

Monitors’ Conclusion: One of the Neglectful Supervision allegations should have been 
substantiated with a disposition of Reason to Believe. The Monitors cannot determine the 
disposition of the three other Neglectful Supervision allegations due to a deficient investigation.  

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Neglectful Supervision and Physical Abuse. 
In the first intake, an RCCI investigator reported three separate allegations. In the first allegation, 
the investigator reported that a child (Child A, age 13) went into another youth’s (Youth B, age 
17) room at Whataburger Center for Children and Youth, a GRO, and performed oral sex on Youth 
B. Child A also took a sleeping pill while in Youth B’s room. Youth B denied any sexual activity 
with Child A. Child A allegedly had a history of self-harming and was a victim of past sexual 
abuse. The second allegation reported by the investigator during the first intake was that Youth B 
disclosed that a staff person choked him and that he had chest pains following the incident. It was 
reported that Youth B previously informed other staff about being choked by the staff person. The 
third allegation involved concerns that staff members allowed residents to smoke marijuana on 
campus. In the second intake reported to SWI, a GRO staff person reported that a youth (Youth C, 
age 15) self-harmed with a piece of glass. Youth C was observed with superficial cuts to her arm. 
Youth C disclosed to a staff member(s) that Youth B groped her vagina and breasts while on a 
nature walk.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

During the investigation, a new allegation surfaced that involved a physical altercation between 
Youth B and another youth (Youth D); based upon the investigative record, this allegation should 
have been substantiated with a disposition of Reason to Believe for Neglectful Supervision. 
Contrary to the investigator’s findings, staff interviews and the incident report clearly show that 
staff failed to maintain supervision of Youth B and Youth D at the time of the incident. The records 
show that at the time of the incident, staff were unaware of the involved residents’ whereabouts. 
When security personnel located the boys, they observed them engaged in a physical altercation. 
At the time of the incident, Youth B was subject to a safety plan which required that the “Resident 
will always remain in eyesight of staff while he is awake, unless the Resident is using the restroom 
completing hygiene.” Therefore, it was significant that security personnel located Youth B and 
Youth D rather than assigned staff members. The allegation of Neglectful Supervision (40 TAC 
§745.8559) should have been substantiated against the operation staff who failed to adhere to 
Youth B’s safety plan during which time Youth B engaged in a physical altercation that caused or 
may have caused substantial emotional harm or substantial physical injury.  

In addition, the investigation was deficient as related to the investigation of the following three 
allegations reported to SWI:  
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a. First, the investigation was deficient as to the allegation that Youth B was choked by a staff 
person. Because the investigator was unable to determine when the alleged incident(s) of 
Physical Abuse occurred, the evidence gathered in relation to this allegation is insufficient 
to render a disposition of Ruled Out. The investigator did not request nor review an incident 
report related to one of the alleged dates of the incident. The incident report may have 
provided relevant evidence to determine whether the alleged physical abuse occurred. 
Next, the investigator’s interview with the alleged perpetrator lacked probative questioning 
about the specific allegations to understand the staff person’s alleged involvement in the 
incident(s). The investigator only viewed one hour of video footage related to one of the 
alleged incidents of choking. While the investigator documented that this one-hour period 
was specified by the youth as to when the incident occurred, the investigative record does 
not include this statement by the alleged victim. Lastly, one resident witness reported 
observing what looked like the alleged perpetrator choking Youth B.  

 
b. Second, the investigation was deficient as to the allegation that Child A went into Youth 

B’s room, engaged in sexual behaviors and took an unprescribed medication. Contrary to 
the investigator’s findings, there was inadequate evidence collected during the 
investigation to determine whether supervision of Child A and Youth B was appropriate at 
the time of the incident. Both Child A and Youth B required “eyesight” supervision at the 
time of the incident; however, the investigator’s interviews with staff did not sufficiently 
probe which staff were responsible for supervision of Child A and Youth B and whether 
staff adhered to the required supervision level at the time of the incident. The investigator 
also failed to resolve inconsistencies in the testimonies provided by staff and alleged 
victims about supervision and the fact pattern of the incident. Finally, the record does not 
indicate the investigator requested to review the incident report which may have provided 
clarification on supervision at the time of incident. Due to these numerous deficiencies in 
the investigation, Neglectful Supervision of Child A and Youth B cannot be Ruled Out.  

 
c. Third, the investigation was deficient as to the allegation that Youth C engaged in self-

harming behaviors. On the day of the incident, Youth C self-harmed in the morning and, 
according to the incident report, remained under “close supervision” for the rest of that 
day. However, later that same day, Youth C self-harmed again in her room using a piece 
of glass. Through interviews with staff, the investigator failed to explore and define what 
is required of staff who supervise a youth on “close supervision.” As such, it is unclear 
whether the alleged perpetrator adhered to this supervision level. The alleged perpetrator 
reported that she was in a staff meeting with supervisors when Youth C self-harmed the 
second time. The investigator failed to determine the duration of time the alleged 
perpetrator was in the staff meeting, leaving Youth C alone in her room and whether “close 
supervision” permitted Youth C to be alone in her room given that she had self-harmed 
earlier in the morning. Further, the alleged perpetrator reported that following the second 
act of self-harming, staff removed any objects from Youth C’s room that could be used for 
self-harming. The investigator did not question the alleged perpetrator about why such 
objects were not removed from Youth C’s room following the first incident of self-harming 
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in the morning. Given these deficiencies, allegations of Neglectful Supervision of Youth 
C by the alleged perpetrator cannot be Ruled Out.  

Notable Gaps in Investigation Timeframe:  

The investigation took over one month to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on April 24, 2020. The investigation 
was completed on June 4, 2020 and closed on June 17, 2020. 

 
31. Investigation ID (CLASS): 2588574 

Case ID (IMPACT): 48036073 

Category of Maltreatment: Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

A DFPS staff member reported that a youth (Youth A, age 14) disclosed that he was scared of 
being sexually assaulted at Children's Hope Residential Services Inc. (Lubbock), an RTC. Youth 
A reported that he had heard rumors of sexual assaults at the RTC and that his friend (Youth B 
(not an alleged victim in this investigation)) had been previously sexually assaulted at the RTC. 
Youth A also stated that he was scared due to the constant fighting between youth at the RTC. The 
reporter stated that another youth (Youth C, age 14) disclosed that he gets “jumped, hit, called 
names” by other youth; and that Youth A and Youth C disclosed that staff sleep at night.  

Monitors’ Review:  

This investigation was deficient due to the investigator’s failure to fully investigate all allegations 
of abuse or neglect. The investigator did not adequately question all children about the allegation 
that staff were not providing awake night supervision. Therefore, it is unclear whether staff 
appropriately monitored and supervised children during the night. In addition, the investigator 
learned that staff at the RTC failed to create an incident report related to the physical altercation 
between Youth C and other youth reported at intake. It is unclear why the investigator did not 
recommend a citation of the RTC for this deficiency. Finally, during interviews, Youth C reported 
a new allegation that a resident threw a chair and water at another youth, stole his possessions, and 
bullied him. These allegations were not investigated as part of this investigation nor does the 
investigative record include documentation that it was referred separately for investigation. This 
is particularly significant because, as surfaced through multiple interviews with youth, youth 
appear to be engaged in physical fighting and bullying at the RTC and staff members do not appear 
to be effectively preventing or responding to these incidents to ensure the safety of the children 
placed at this RTC.  
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Notable Gaps in Investigation Timeframe:  

This investigation took over five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on December 10, 2019. There was a 
delay in investigative activity between mid-February 2020 and mid-May 2020. The investigation 
was completed on May 21, 2020 and closed on June 1, 2020. 

 

32. Investigation ID (CLASS): 2621476 

Case ID (IMPACT): 48207465 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

Five intakes were reported to SWI with allegations of Neglectful Supervision related to sexually 
inappropriate behavior between children at Whispering Hills Achievement Center, an RTC. In the 
first intake, an RTC staff person reported that upon entering a child’s bedroom, a child (Child A, 
age 8) was found without his pants on and another child (Child B, age 8) was in the closet without 
his pants on. Child B reported that Child A asked him to take his clothes off because he wanted to 
do the “gay thing.” Child B stated that Child A laid on top of him and kissed and spanked him on 
his bottom. Child A confirmed Child B’s account. In the second intake, law enforcement reported 
that the same two children were found in a closet naked together during evening rounds by a staff 
person. At that time, Child A stated that his bottom hurt due to Child B poking him there three 
times. It was unknown whether Child A was penetrated by Child B’s finger or penis. Child A was 
taken to the hospital for a SANE exam. In the third intake, Child B’s parents reported similar 
allegations as contained in the prior two intakes—that the two children engaged in sexual behavior 
in the closet. In the fourth intake, a social worker at a children’s hospital also reported the same 
incident described above between Child A and Child B. The social worker reported that Child B 
told his mother that he and several other residents have been playing the “gay game” since April. 
This reporter also stated that Child B disclosed that a ten-year-old youth pulled him into the 
restroom and anally penetrated him. Finally, she reported that an unknown staff person allegedly 
spanked the children’s bottoms when they were naked. In the fifth intake, a doctor reported that 
Child B disclosed that another child (Child C, age 10) had Child B pull down his pants. It was 
unknown what, if anything, transpired after the child’s pants were pulled down. The RTC staff 
moved Child B and Child C into separate bedrooms. Child B also disclosed that Child A anally 
penetrated him. According to the reporter, due to Child B’s autism, the child was unable to provide 
specific details on the incidents.  

Monitors’ Review:  

This investigation was deficient for a failure to fully investigate all allegations reported to SWI 
and to follow up on key information that the investigator learned during interviews. The 
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investigation focused on the alleged sexual encounter between Child A and Child B and failed to 
sufficiently investigate allegations related to sexual behaviors between Child B and Child C. It is 
thereby unclear whether Child B and Child C engaged in sexual behaviors and whether supervision 
of these youth was appropriate at the time of the alleged incident(s) to prevent and/or mitigate such 
behaviors. In addition to allegations reported to SWI regarding Child B and Child C, Child B 
disclosed during his interview that Child C taught him and Child A “sex stuff,” which he defined 
as touching one another’s private parts. Child B also reported that Child C touched his private 
parts. The investigator failed to investigate these concerning disclosures; neither staff nor children, 
including Child C, were questioned about this disclosure to determine its veracity and assess 
supervision of these youth. In the absence of an adequate investigation, these concerns remain 
unresolved.  

Notable Gaps in Investigation Timeframe:  

This investigation took over thirty days to complete and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on May 2, 2020. The investigation was 
completed on June 3, 2020 and closed on June 17, 2020. 

 

33. Investigation ID (CLASS): 2611415 

Case ID (IMPACT): 48155598 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Physical Abuse. In the first intake, an RCCI 
investigator reported that a staff person at Hector Garza Residential Treatment Center, an RTC, 
“pushed/slammed” a youth (Youth A, age 15) to the ground and kicked him after the youth refused 
to move. The youth reportedly grabbed the staff person’s foot and hit him. The investigator 
reported that the youth had a bruise on his right wrist and his knee “was messed up” from the 
incident. Following the physical altercation, the RTC staff person placed the youth in a restraint 
with his arms lifted so far up his back that it caused pain. In the second intake, a CVS worker 
reported that his assigned youth (Youth B) observed an RTC staff person choke Youth A from her 
window. After Youth A was released from the hold, the caseworker reported that Youth B 
observed that Youth A’s nose was bleeding.  

Monitors’ Review:  

This investigation is deficient for missing interviews with key individuals, including two staff 
members who were allegedly involved in the incident. The alleged victim and two youth witnesses 
reported that the alleged perpetrator pushed and/or kicked the alleged victim. The alleged 
perpetrator denied the use of any inappropriate physical discipline or force during the incident. In 

Case 2:11-cv-00084   Document 1080-1   Filed on 05/04/21 in TXSD   Page 34 of 72



35 
 

the absence of interviews with the two staff members who reportedly observed the incident, the 
investigator failed to gather key evidence about the conflicting accounts of the incident. Instead, 
the investigator appeared to accept, without explanation, the alleged perpetrator’s account of the 
incident and determined that there was no “evidence to suggest that excessive force or physical 
abuse was intended by” the alleged perpetrator even though three children provided contradictory 
evidence. In addition, RCCI did not investigate the allegations contained in the second intake 
report. Specifically, the investigator did not question the reporter, alleged victim or the alleged 
perpetrator about these allegations and, due to this failure to investigate, it is unclear whether the 
alleged victim was subject to a second incident of alleged abuse by the same alleged perpetrator. 

Notable Gaps in Investigation Timeframe:  

The investigation took over two months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on March 10, 2020. The investigation 
was completed on May 20, 2020 and closed on June 8, 2020. 

 

34. Investigation ID (CLASS): 2620538 

Case ID (IMPACT): 48201361 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

Medical personnel at Devereux-Texas Treatment Network (Houston), an RTC, reported that a 
youth (age 17) had a physical altercation with a peer. It was reported that the youth had several 
bruises on his face, neck and head and was taken to the hospital for medical care. 

Monitors’ Review:  

This investigation was deficient due to missing interviews with key individuals and for a failure to 
follow up and/or reconcile information learned during interviews. The investigator failed to 
explore relevant evidence to determine whether supervision was adequate at the time of the 
physical altercation between the youth. The incident report documented that four staff members 
were involved in the incident with the youth; however, only two of these staff members were 
interviewed. It is unclear why the investigator did not interview the other two staff members. The 
investigator also failed to reconcile conflicting information learned during interviews with the 
alleged victims, collateral staff members, and resident witnesses about the incident. One of the 
resident witnesses reported that a staff person intentionally waited in the hallway for approximately 
six or seven seconds before intervening in the physical altercation between the youth. The 
investigator did not question other staff members, alleged victims, or resident witnesses about this 
claim to determine its veracity. Finally, the record shows the investigator did not request video 
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footage which may have provided additional information about supervision at the time of the 
incident.   

Notable Gaps in Investigation Timeframe:  

None. The intake was received on April 26, 2020. The investigation was completed on May 26, 
2020 and closed on June 3, 2020. 

 

35. Investigation ID (CLASS): 2623000 

Case ID (IMPACT): 48218141 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Physical Abuse. In the first intake, a staff 
person at Willow Bend Center, an RTC, reported that a child (age 11) punched a staff person and 
that the staff person kicked the child in the face and hit him. The child reportedly had no visible 
marks on his face. In the second intake, a different RTC staff person reported similar allegations 
as the first intake—that the child hit a staff person and in response the staff person “got mad at 
[him] and then she pinned [him] on the wall and hit [him] in the eye with her hand and then she 
pinned [him] to the ground and got up and kicked [him] in the side of the mouth.” The child 
reported his mouth bled due to being hit.  

Monitors’ Review:  

This investigation was deficient due to the investigator’s failure to adequately pursue how the child 
sustained alleged injuries to his face. The staff members who were interviewed either denied that 
the child was hit and kicked or stated that they were not present for the entirety of the incident; on 
the other hand, the child was consistent in his statement that the staff member hit and kicked him 
during the incident. As a result, it was important to resolve how the child’s injuries occurred in 
order to determine by a preponderance of evidence whether physical abuse occurred. Because staff 
members’ accounts conflicted with the alleged victim’s account, it was unclear whether the child’s 
injuries were inflicted by the staff member or some other cause. The child’s case manager 
photographed the child after the incident (date unclear) and the photographs showed a “faint” 
bruise on the child’s left side of the face. Some of the photos also appeared to show marks/injuries 
to the youth’s upper lip. Following the incident, two staff observed blood on the child and one of 
these staff, the alleged perpetrator, attributed the blood to the child biting her hand. However, staff 
witnesses denied observing the child bite the staff person during the restraint. The investigator did 
not address this discrepancy. Also, the facility failed to document in incident reports whether the 
child was observed with any injuries after the incident and the child was never seen by a nurse. It 
is unclear why the investigator did not recommend a citation for the facility’s failure to properly 
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document injuries to the child and probe why the child was not seen by a nurse following a physical 
altercation and alleged self-harming incident. In the investigator’s findings report, she 
acknowledged that she was “unsure if these injuries [to the child] were infl[i]cted by staff or a 
result of self-harm by [the child].” Despite this acknowledgment, the investigator Ruled Out the 
allegations of Physical Abuse of the child by staff.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on May 12, 2020. The investigation was completed on June 9, 2020 
and closed on June 16, 2020. 

 

36. Investigation ID (CLASS): 2585405 

Case ID (IMPACT): 48017575 

Category of Maltreatment: Neglectful Supervision; Sexual Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

Six intakes were reported to SWI with allegations of Neglectful Supervision and inappropriate 
sexual behaviors between youth who were residents at Children’s Hope Residential Services Inc. 
(Lubbock), an RTC. In the first intake, a CPS worker reported that a youth (Youth A, age 14) 
distracted an RTC staff person while Youth B (age 15) had sex with Youth C (age 15). The CPS 
worker reported that all three youth have intellectual disabilities. In the second intake, a CASA 
worker reported that Youth A stated to his case manager that Youth B and another youth were 
involved in a sexual encounter. Youth A reported that he was designated as the “lookout” while 
the sexual encounter took place. The CASA worker also reported that the youth alleged a staff 
person was intoxicated while on-duty. In the third intake, medical personnel reported that a facility 
staff member brought Youth B and Youth C to a medical clinic for rectal exams and STD testing 
due to the youth having sex. However, due to a medical consent protocol, staff and the youth were 
redirected to the hospital to receive these services. The reporter was unclear about whether medical 
care was then sought for the youth at the hospital. In the fourth intake, a DFPS worker reported 
that Youth A made an outcry of a sexual encounter between himself and Youth B and C. Youth A 
reported that staff smelled of alcohol and smoke and appeared under the influence. The youth were 
reportedly taken to the clinic; however, the youth did not receive medical care due to the need for 
DFPS consent to medical care. In the fifth intake, a different DFPS worker reported that a youth 
reported concerns of sexual assault at the RTC. The youth reported that another youth (Youth D, 
age 13) was sexually assaulted at the RTC. In the sixth intake, a separate DPFS worker reported 
that a youth (Youth E, age 14) raped an unnamed youth at the RTC on an unknown date. It was 
reported that the RTC no longer serves children in DFPS custody.  
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Monitors’ Review:  

This investigation was deficient due to the investigator’s failure to determine whether supervision 
was adequate at the time of the alleged incident. At the time of alleged incident, Youth B was 
subject to “eyesight supervision” and Youth D required “close supervision.” The incident report 
and interviews with youth indicate that at the time of the incident, the alleged perpetrator was 
checking on the youth in the bedroom; however, the investigator did not probe the duration of time 
that lapsed between checks and whether this unsupervised time was in violation of either Youth 
B’s or Youth D’s required supervision level. The investigator also failed to interview the alleged 
perpetrator who could have provided critical information about supervision at the time of the 
incident. By the time the investigator attempted to interview the alleged perpetrator (nearly two 
months after the intake report), the alleged perpetrator refused to be interviewed. The investigator 
also attempted to interview other staff two months after the intake date, however, such interview 
attempts were unsuccessful, likely due to the lapse in time. The record indicates that the 
investigator requested video footage to access supervision at the time of the incident; however, it 
does not appear video footage was received or reviewed by the investigator. Lastly, it is unclear 
why a Child Sexual Aggression Staffing was not conducted given the allegations and information 
learned from the youth involved. Due to these deficiencies, the investigator failed to gather 
sufficient evidence to rule out allegations for the lack of supervision by the alleged perpetrator. (A 
separate RCCI investigation was conducted regarding a staff member’s use of alcohol during 
nighttime supervision; that investigation concluded with a disposition of Reason to Believe but 
confirmed that the incident described in this summary occurred on a separate date from the 
drinking incident). This facility was closed within a month after the above intakes were received.  

Notable Gaps in Investigation Timeframe:  

This investigation took six months to be completed, in violation of Remedial Order Ten. While an 
extension was approved on December 30, 2019, the investigation failed to meet the extension 
deadline. The intake was received on November 22, 2019. There were significant gaps in 
investigative activity, particularly between February 2020 and May 2020. The investigation was 
completed on May 22, 2020 and closed on June 25, 2020. 

 

37. Investigation ID (CLASS): 2624139 

Case ID (IMPACT): 48224947 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 

Summary of key allegations:  

Two intakes were reported to SWI with allegations of Neglectful Supervision. In the first intake, 
a staff person at Thompson’s Residential Treatment Center, an RTC, reported that last night a child 
(Child A, age 13) was “rape[d]” by another child (Child B, age 12) while taking a shower. Child 
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B denied the allegations. In the second intake, law enforcement reported that Child A made an 
outcry of being raped by Child B. It was reported that Child A provided two different accounts of 
the incident.  

Monitors’ Review:  

This investigation was deficient due to the investigator’s failure to determine whether supervision 
of Child A and Child B conformed with the children’s required supervision levels at the time of 
the incident. At the time of incident, Child B was subject to 1:1 supervision due to bullying from 
older residents and Child A required “line of sight” supervision. While the investigator determined 
that Child A and Child B were in the bathroom unsupervised together, the investigator did not 
determine whether both of the children were permitted to be in the bathroom together or whether 
due to the children’s supervision requirements, staff were expected to wait outside the bathroom 
to maintain supervision. Further, the investigator did not determine the duration of time the 
children were alone in the bathroom together. Next, while the investigator identified two alleged 
perpetrators who appeared to be involved in the supervision of both children at the time of the 
incident, the investigator did not identify which staff person was assigned to 1:1 supervision with 
Child B. In the absence of identifying this individual, the investigator was unable to conduct 
adequate questioning about supervision of Child B at the time of the incident. Due to these 
investigative deficiencies, the allegation of Neglectful Supervision by staff of Child A and Child 
B cannot be Ruled Out.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on May 18, 2020. The investigation was completed on May 29, 
2020 and closed on June 11, 2020. 

 

38. Investigation ID (CLASS): 2625548 

Case ID (IMPACT): 48231430 

Category of Maltreatment: Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

The Assistant Director of Whataburger Center for Children and Youth, a GRO, reported that a 
youth (age 16) allegedly attempted suicide by ingesting a metal bolt. The reporter stated that during 
the incident, staff were present and attempted to take the object away from the youth. The youth 
has a history of suicidal ideation. Following the incident, the youth was taken to the hospital for 
medical care and then to an inpatient facility.   
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Monitors’ Review:   

The investigation was deficient for a failure to interview key individuals and to follow-up on 
information disclosed during the investigator’s interviews. The investigator did not interview two 
staff members who had pertinent information about the alleged incident of self-harming as 
documented in the investigative record. Next, staff members reported that the youth made a first 
attempt to self-harm earlier that morning; however, the investigator did not sufficiently investigate 
whether supervision was adequate during this incident nor whether the shelter staff increased the 
youth’s level of supervision following the first self-harming incident. Finally, based upon evidence 
gathered during the investigation, it appears the shelter staff should have placed the youth on a 
specialized level of supervision due to a history of self-harming.        

Notable Gaps in Investigation Timeframe:  

None. The intake was received on May 24, 2020. The investigation was completed on June 19, 
2020 and closed on June 30, 2020. 

 
39. Investigation ID (CLASS): 2623084 

Case ID (IMPACT): 48218256 

Category of Maltreatment: Sexual Abuse 

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

SWI received three intakes on the same day with allegations of Sexual Abuse. In the first intake, 
the mother of a foster child’s friend reported observing Youth A (age 16) and her foster father in 
their parked car in the driveway of her home for approximately 20 minutes. The reporter did not 
know what they were doing in the car. Youth A’s friend, Youth B, showed his mother screenshots 
of the following text messages from an exchange between the foster father and Youth A the night 
after being observed in the driveway.  

“[Foster father] said “Are you talking to [Youth B]?”   
[Youth A] said “yes.”   
[Foster father] said “[Foster mother] is in her room. Can you come here?”   
[Youth A] said “I’m changing.” 
[Foster father] said “I need to apologize for my behavior in the car.”   
[Youth A] said “It’s ok.”   
[Foster father] said “Did you like it?”   
[Youth A] said “huh?”   
[Foster father] said “Maybe another day something else can happen if you like.”   
[Youth A] said “No. I’m ok. I’m fixin to gts [got to sleep]. Good night.”   
[Foster father] said “Good night. Don’t forget you are the most beautiful girl in here. Don’t listen 
to these jerks.”  
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Approximately an hour later, the following texts were exchanged between the foster father and 
Youth A: 

“[Foster father] “Can you come help me take the dogs out?”   
[Youth A] said “outside?”   
[Foster father] said “We can sit outside and talk about what you think of me.”  OV said “I’m 
sleeping.”  [Foster father] said “Are you ok?”   
[Youth A] said “I feel awkward.”   
[Foster father] said “Get over it.” 

The reporter stated that the following day the foster parents instructed Youth A that she may no 
longer go over to Youth B’s home due to Youth B being a “bad influence.” Youth B reported to 
his mother that Youth A had been crying for two days because the foster father had been touching 
her sexually for two days. After learning this information, the reporter went to the foster home and 
confronted the foster father. The foster father showed the reporter his cell phone and all of the text 
messages between the foster father and Youth A had been deleted back to December. When the 
reporter asked the foster father directly about touching Youth A, the foster father allegedly left the 
room. The reporter stated that it is believed that the foster father is touching Youth A’s leg. 
Allegedly Youth A did not want to make an outcry as she feared being removed from the foster 
home and being placed in a shelter without her sibling. In the second intake, the foster mother 
reported that the foster father picked up Youth A from Youth B’s home and rubbed the Youth A’s 
leg and made her uncomfortable. In the third intake, Youth A’s caseworker reported that Youth A 
made an outcry that the foster father touched her leg. The caseworker reported that Youth A 
received a poor grade in Geometry and is “upset and made the outcry.” She reported not believing 
Youth A’s outcry. The caseworker reported that Youth A was immediately removed from the 
foster home.    

Monitors’ Review:  

Due to a deficient investigation, it is unclear whether the alleged Sexual Abuse occurred. First, the 
investigator did not thoroughly investigate whether the foster father sent Youth A the above text 
messages, as reported by Youth A and documented by screenshots in the record. Specifically, the 
investigator did not confirm whether the text messages sent to Youth A were from the foster 
father’s phone number. The investigator also did not corroborate the foster mother’s claim that her 
phone records did not include any text messages from the foster father’s phone to Youth A. Next, 
the investigator’s interview with the foster father lacked key questioning on the allegations, 
including whether he and Youth A were parked in Youth B’s driveway for an extended period of 
time, and if he had sent Youth A any text messages during the prior six months. In the absence of 
a robust investigation, a disposition on this investigation cannot be rendered.      

Notable Gaps in Investigation Timeframe: 

None. The intake was received on May 12, 2020. The investigation was completed on June 9, 2020 
and closed on June 23, 2020. 
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Investigations Closed in July 2020 

40. Investigation ID (CLASS): 2629005 

Case ID (IMPACT): 48251757 

Category of Maltreatment: Neglectful Supervision 

Monitors’ Conclusion: The allegation of Neglectful Supervision should have been substantiated 
with a disposition of Reason to Believe.  

Summary of key allegations:  

A DFPS staff person reported that a youth (age 16) has been sneaking a 29-year-old male into a 
foster home for the past four months. The foster parents became aware of this behavior after a 
neighbor observed the male sneaking around the outside of the home one night. The foster parents 
failed to immediately report this information to their caseworker or to SWI. At the time of the 
report to SWI, the youth was reportedly not subject to heightened supervision.  

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

Based upon the investigative record, there is a preponderance of evidence that the allegation of 
Neglectful Supervision should have been substantiated against the foster parents. The record 
clearly shows that the foster parents failed to adhere to a court ordered mediated agreement and to 
the youth’s service plan. To ensure the youth’s safety, both documents restricted the youth’s access 
to her cell phone from 10:00 p.m. each night until the following morning. In violation of these 
documents, the record shows that the youth had access to her cell phone during the night over a 
four-month period and, during this time, the youth used her cell phone to communicate with a 
twenty-nine-year-old man, including arranging his visits to the foster home. Given the youth’s 
prior sexual involvement with older men and pregnancies, the foster parents’ violation of the 
Mediated Agreement and the youth’s service plan was a negligent act that caused or may have 
caused substantial emotional harm or physical injury. Therefore, the allegation of Neglectful 
Supervision (40 TAC §707.801(a)) against the foster parents should have been substantiated.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on June 11, 2020. The investigation was completed on July 2, 2020 
and closed on July 3, 2020.  

 
41. Investigation ID (CLASS): 2619754 

Case ID (IMPACT): 48196243 

Category of Maltreatment: Neglectful Supervision 

Monitors' Conclusion: The allegation of Neglectful Supervision should have been substantiated 
with a disposition of Reason to Believe. 
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Summary of key allegations:  

A DFPS staff member reported that four youth from Promise House, a GRO, ran away. When two 
of the youth, (Youth A, age 15) and (Youth B, age 16), returned to the GRO in the early morning 
hours, they were not able to re-enter the building. As a result, the youth went to the gym (located 
in another building on campus) to sleep. Sometime that evening, between 11:15 p.m. and 2:00 
a.m., boys came into the gym and according to Youth A, “something happened.” Youth A did not 
give additional details.   

Monitors’ Review: 

Based on video footage from the GRO that was included in the investigation documentation, Youth 
A and Youth B were standing at the door of the GRO and ringing the doorbell for approximately 
30 minutes between the hours of 3:47 a.m. and 4:17 a.m. and staff failed to answer the door. The 
two staff members on duty reported that when they heard the youth ring the doorbell, they 
attempted to let the youth in the GRO, however, the youth ran away. Video footage of the incident 
does not support staff’s claim. As detailed below, the investigator’s timeline of the video footage 
documents that the youth remained outside the door during the specified period of time and did 
not, at any time, run away as claimed by staff.  

“3:33:56 am [Youth] approached the front door 
3:34 am [Youth] at the door [Youth A] rings bell, both standing in front of door 
3:34 am [Youth A] rings again 
3:34:56 am [Youth B] rings the bell both still standing in front of the door 
3:35 am [Youth A] rings bell then starts ringing continuously 
3:35:35 am [Youth B] rings and pushed the bell, both still standing at the door 
3:36 am both girls start walking away but came back looking as though someone was coming but 
no one came 
3:37 am [Youth A] pushes the bell again, continuously 
3:42 am-3:44 am still standing outside in front of the door 
3:45 am [Youth B]pushes the bell again, [Youth A] standing in the flowerbed but both are still 
visible 
3:47 am [Youth B] pushes the bell 
3:48- 3:49 am still standing in front of the door 
3:49:16 am [Youth B] walks off but [Youth A] still at the door 
3:50 am [Youth A] still at the door, [Youth B] comes back 
3:50:41 am [Youth B] rings the bell 
3:51 am- 4:09 am still standing in front of the door 
4:10 am [Youth B] rings the bell, the bell rings continuously 
4:13 am [Youth B] rings the bell 
4:18 am Still standing at the front door then walks away” 

As a result of the staff members’ failure to let the youth inside the GRO, Youth A and Youth B 
spent the night inside the GRO gymnasium without supervision. Based upon the facts learned 
during the investigation, staff members did not appear to have searched for the youth while they 
were on runaway status that evening. Based upon these facts, the allegation of Neglectful 
Supervision (40 TAC §707.801(1)(A)) should have been substantiated against the two staff 
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members who, through a failure to act, caused or may cause substantial emotional harm or 
substantial physical injury to the two youth.  

Notable Gaps in Investigation Timeframe: 

The intake was received on April 21, 2020. A twenty-one-day extension was approved on May 20, 
2020 and a seven-day extension was approved on June 10, 2020; however, the investigation did 
not meet the extension deadline in violation of Remedial Order Ten. The investigation was 
completed on July 6, 2020 and closed on July 9, 2020.  

 

42. Investigation ID (CLASS): 2620273 

Case ID (IMPACT): 48200013 

Category of Maltreatment: Physical Abuse 

Monitors' Conclusion: The Monitors agree with the disposition of Reason to Believe for Physical 
Abuse. However, an additional allegation of Emotional Abuse should have been substantiated with 
a disposition of Reason to Believe against the foster mother.  

Summary of key allegations:  

The foster mother’s adult daughter reported that she had first-hand knowledge that the foster 
mother was hitting the three foster children (Child A, age 7; Child B, age 8; and Child C, age 8) in 
the home with her fists and other objects, and on one occasion with a plastic baseball bat. She also 
stated that she had recordings of the alleged abuse. She reported that she had observed scratches 
and abrasions on the children’s faces, arms and legs. It was also alleged that the foster mother 
screamed at the foster children regularly and called them names.  

Reasons for Monitors’ disagreement with the disposition of Ruled Out:  

The record includes video footage provided by the reporter which showed by a preponderance of 
evidence that an allegation of Emotional Abuse should have been substantiated against the foster 
mother in relation to the three foster children, all of whom have autism and limited verbal ability, 
in the home. The investigator reviewed the video footage which showed Child B crying and the 
foster mother grabbing him tightly on the back of his neck and yelling six times “shut up/shut your 
mouth.” The record also includes a 38 second audio recording of an unidentified child crying while 
the foster mother yells: “get your ass in that bed and shut it down!”, “mumble and I’ll grab you 
again,” and “see this shit they didn’t tell me about you, and I didn’t tell them about me.” Lastly, 
the record includes audio of the reporter talking to the foster mother about improving her treatment 
of the children. During this audio, the foster mother tells her daughter to mind her own business. 
In reference to the foster children, she then states, “you want me to be kind to someone who’s 
gonna kick my ass?” Finally, Child C’s caseworker moved the child into a new foster home after 
the start of this investigation due to her concerns about the foster mother’s lack of affection and 
use of harsh voice tone with the children. A few months later, the caseworker reported that Child 
C was thriving in his new home. Based on this evidence, an allegation of Emotional Abuse based 
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on both the definition in the Texas Administrative Code (40 TAC §707.787(1)) and the Fifth 
Circuit1 should have been substantiated with a disposition of Reason to Believe against the foster 
mother. 

Notable Gaps in Investigation Timeframe: 

The intake was received on April 24, 2020. A thirty-day extension was approved on May 19, 2020; 
however, the investigation did not meet the extension deadline in violation of Remedial Order Ten. 
The investigation was completed on July 16, 2020 and closed on July 30, 2020.  

 

43. Investigation ID (CLASS): 2598589 

Case ID (IMPACT): 48089910 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

Four intakes were reported to SWI over two days with allegations of Neglectful Supervision of 
Youth A (age 16). In the first intake, school personnel reported that Youth A disclosed that she 
penetrated an unnamed youth’s (Youth B, age unknown) vagina with her fingers and gave her 
hickeys at Guardian Angels I Residential Treatment Center, an RTC. It was reported that when 
Youth B requested that Youth A stop, Youth A did not. After the alleged sexual encounter, Youth 
B reportedly laid in bed and cried. Youth A further disclosed that the RTC is aware that youth are 
having sex and “no one is doing anything about it.” The reporter stated that Youth A has a felony 
2 conviction related to indecency with a child for which Youth A is currently on probation. In the 
second intake, an RTC staff member reported that Youth A disclosed to personnel at her school 
that she was feeling suicidal and wanted to self-harm. When RTC staff arrived at the school to 
pick-up Youth A, Youth A reported that “she raped” a peer and described a similar incident as was 
reported in the first intake. Youth A reported that she did not feel safe at the facility. In the third 
intake, the same RTC staff person reported that on the same day as the second intake, after arriving 
back to the RTC from school, Youth A made comments to other residents about sexually assaulting 
them. Staff attempted to redirect Youth A; however, such attempts were unsuccessful. The reporter 
stated that Youth A proceeded to push a youth to the ground and while on the ground, punched 
this youth in the face; and that Youth A continued to demonstrate destructive behaviors and make 
inappropriate comments to both staff and youth. As a result, Youth A was transported to a 
psychiatric center by law enforcement. In the fourth intake, a different employee of the school 

 
1 In its discussion of the substantive due process rights of the PMC children, the Fifth Circuit stated, “egregious 
intrusions on a child’s emotional well-being—such as, for example, persistent threats of bodily harm or aggressive 
verbal bullying—are constitutionally cognizable.” M.D. by Stukenberg v. Abbott, 907 F.3d 237, 251 (2018).    
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reported that Youth A made an outcry of “raping” an unnamed youth at her RTC. Youth A reported 
that she had been raped in her past, but no specific details were provided on this alleged incident(s).   

Monitors’ Review:  

This investigation is deficient for flawed and missing interviews and a failure to reconcile 
information learned from key interviews. The investigator did not interview a key collateral staff 
person at the RTC who may have had critical information about the allegations. According to 
documentation submitted by this individual to the investigator, one day prior to the first intake 
report, this staff person emailed her team that she had learned “some disturbing information” and 
for “[s]afety reasons” she made “necessary room changes” for some youth. In the absence of an 
interview with this staff person, it is unclear what “disturbing information” she discovered that 
resulted in her changing room assignments. Next, the investigator reported that because it was 
unknown when the alleged incident(s) occurred, no perpetrators could be assigned to this case. 
Given the staff person’s dated email, it appears the investigation may have been able to narrow the 
period of time when the alleged incident(s) occurred and thereby identify an alleged perpetrator(s) 
who could have been questioned about supervision. However, without a named alleged perpetrator, 
the investigator’s interviews with collateral staff lacked specific questioning about supervision and 
about the alleged incidents. While the investigator interviewed the children who were alleged 
victim(s) and potential witnesses, these interviews were conducted more than a month after the 
start of the investigation and, in some cases, lacked probative questioning about the specific 
allegations. A separate investigation, with similar, and in some cases, overlapping allegations, was 
initiated by a separate investigator one day after this investigation. It is unclear why these 
investigations were not merged to ensure all information gathered was assessed and reviewed in a 
singular, integrated investigation. Finally, the investigation surfaced the following concerns about 
the RTC: Some interviewees reported that during the night shift, the staffing ratio is one staff 
person to fifteen girls. Staff members reported feeling overwhelmed supervising such a large 
number of girls. Challenges related to night supervision were further increased due to some rooms 
housing as many as six youth together, some of whom were on heightened precautions due to 
sexualized behaviors, self-harming, and/or running away.  

Notable Gaps in Investigation Timeframe 

This investigation took over five months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on January 24, 2020. The investigation 
was completed on June 30, 2020 and closed on July 1, 2020. 

 

44. Investigation ID (CLASS): 2591650 

Case ID (IMPACT): 48056311 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient  
investigation. 
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Summary of key allegations:  

A staff person at Mission Road Developmental Center, a GRO, reported to SWI three allegations 
of Physical Abuse in one intake. In the first allegation, the GRO staff person reported that an 
unknown staff person “smacked” a child (Child A, age 11) across the face. The child ran away and 
the staff person followed the child, who then dropped to the ground, and staff “jerked him up by 
his arm and the back of the vest he was wearing.” It was reported that the child has intellectual 
disabilities. In the second allegation, the reporter stated that a staff person was observed forcibly 
brushing a youth’s (Youth B, age 14) hair and hitting the youth’s hands when she attempted to 
grab her head. In the third allegation, the reporter stated that “every staff member” hits a child 
(Child C, age 11) and he was hit every day; and that the child had scratches from being hit.  

Monitors’ Review:  

This investigation was deficient due to the investigator’s failure to adequately investigate the third 
allegation that multiple staff members at the GRO were hitting Child C, and the accompanying 
scratches from being hit. One week prior to this investigation’s initiation, another child from the 
GRO reported allegations of Physical Abuse by staff. The investigator did not interview this child 
as a part of the current investigation even though, given her recent outcry, she may have provided 
critical information on the use of physical discipline at the GRO. Further, since all three alleged 
victims had limited or no verbal ability, the testimony of this child who is verbal could have been 
particularly useful. For the second allegation, the investigator reviewed video footage; however, it 
does not appear that the investigator requested or reviewed video footage related to the third 
allegation. Given the allegation that staff was hitting Child C daily, the investigator’s review of 
video footage could have offered some insight into how staff members interact with and discipline 
Child C. Lastly, the investigator did not attempt to interview the reporter until five months after 
the start of the investigation. By this time, the reporter was no longer employed at the GRO and 
did not respond to interview attempts. As an employee at the GRO and witness, the reporter could 
have provided key information about the alleged abuse of Child C. As a result of these investigative 
deficiencies, it is unclear whether Child C was subject to physical abuse by staff at the GRO.  

Notable Gaps in Investigation Timeframe:  

The investigation took nearly six months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on December 27, 2019. The 
investigation was completed on June 24, 2020 and closed on July 1, 2020. 

 
45. Investigation ID (CLASS): 2626764 

Case ID (IMPACT): 48239288 

Category of Maltreatment: Physical Abuse; Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  
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A staff person at Williams House, a GRO, reported that two youth were involved in a physical 
altercation. When a staff person intervened, a youth (age 17) reportedly grabbed the staff person’s 
genitals and would not let go. The staff person and the youth both fell to the floor and while on the 
floor the youth alleged that the staff person punched him in the face. The youth was taken for 
medical care because he said he could not feel his lips. 

Monitors’ Review:  

This investigation was deficient due to missing interviews with collateral witnesses such as the 
child’s CASA and CPS worker and the staff person alleged to have spoken to the youth after the 
incident. During the investigation, the Complex Investigation Analyst discussed with the 
investigator contacting the youth’s CASA and CPS worker; however, such interviews were not 
conducted. These interviews could have provided critical information about the alleged incident 
and the credibility of the youth’s claim of being physically abused by staff. Further, since 
interviews with the alleged victims, alleged perpetrator and staff and youth witnesses were unable 
to sufficiently determine whether the alleged physical abuse occurred, collateral interviews were 
particularly necessary for the investigator to gather additional information to inform the 
investigative finding. 

Notable Gaps in Investigation Timeframe: 

None. The intake was received on June 1, 2020. The investigation was completed on June 28, 2020 
and closed on July 10, 2020. 

 

46. Investigation ID (CLASS): 2587304 

Case ID (IMPACT): 48027980 

Category of Maltreatment: Neglectful Supervision 

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A staff member at Shamar Hope Haven Residential Treatment Center, an RTC, reported that a 
youth (Youth A, age 14) used the phone in her office to call his attorney. The staff member 
overheard Youth A tell his attorney that another youth (Youth B, age 14) forced Youth A to engage 
in oral and anal sex days after Youth B was placed at the RTC. The incident occurred at night in 
Youth A’s bedroom. The two youth were then separated and placed in different houses.  

Monitors’ Review: 

The investigation was deficient due to the investigator’s failure to investigate appropriately the 
allegation of Neglectful Supervision and conduct key interviews. The investigator did not 
interview Youth A’s Attorney ad Litem nor arrange for a forensic interview of Youth A. The 
investigator also failed to interview the roommates of Youth A and Youth B. Next, the investigator 
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failed to obtain information about the proper levels of nighttime supervision that were required at 
the RTC, including room check policies. Lastly, during interviews with collateral youth, the 
investigator did not ask specific questions about staff supervision in order to assess whether it was 
neglectful. As a result of these deficiencies, it is unclear whether RTC staff provided adequate 
supervision to the youth at the time of the alleged incident.   

Notable Gaps in Investigation Timeframe:  

The investigation took over seven months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on December 3, 2019. The 
investigation was completed on July 17, 2020 and closed on July 29, 2020.  

 

47. Investigation ID (CLASS): 2622699 

Case ID (IMPACT): 48216347 

Category of Maltreatment: Physical Abuse 

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

SWI received two intakes on the same day with allegations of Physical Abuse at Children’s Hope 
Residential Services, Inc., an RTC. In the first intake, an inspector employed by HHSC reported 
that she observed a youth (age 15) with a black eye and a round bruise on the inside of her right 
bicep which could be a bite mark. The reporter stated that the RTC Program Director restrained 
the youth for a short period of time; the reporter did not know the type of restraint performed. The 
program director allegedly restrained the youth because she was banging her head against the wall 
and saying she wanted to kill herself because nobody loves her. The reporter stated that a staff 
member alleged that the youth conveyed to another staff member that she fell in the shower. In the 
second intake, a DFPS staff member reported that she observed the same youth with a black eye 
and bruise on her right arm. The youth stated that she did not know how she received the injuries. 

Monitors’ Review: 

The investigation is deficient because the investigator failed to adequately reconcile conflicting 
information about how the youth sustained significant bruising to her face. As a result, it is unclear 
whether the youth was the victim of Physical Abuse. In her interview, the youth stated that the 
injury was the result of a restraint, though she was unsure which specific action during the restraint 
caused the injury. An RTC staff member who witnessed part of the restraint stated that the alleged 
perpetrator, the program director, had not performed the restraint properly and was too rough 
during the restraint. In contrast to these statements, another RTC staff member reported that the 
youth told her she received the injuries when she slipped in the bathroom earlier that day; however, 
the investigator did not investigate details about this incident, nor did she request an incident 
report. Finally, the alleged perpetrator stated that the youth hit herself during the restraint, but the 
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youth denied this claim. The forensic assessment concluded that the injury was less likely to be 
self-inflicted but could be accidental.  

The investigator also failed to take into consideration the alleged perpetrator’s referral history 
which included two recent and similar allegations within the past three months. In both allegations, 
youth received injuries to their faces and complained that they could not breathe during restraints 
with the alleged perpetrator. RCCI issued a disposition of Ruled Out in the two investigations. 
Finally, separate from the allegations contained in the intake report, the investigator noticed marks 
on the youth’s arm during her interview. The youth stated that she had cut herself with a piece of 
glass while in the restroom. The investigator failed to ask further details about this during the 
interview and the documentation in this investigative record does not include confirmation that the 
investigator reviewed or sought incident reports about that incident and injury to the youth.  

Notable Gaps in Investigation Timeframe: 

The intake was received on May 11, 2020. An extension was approved on June 10, 2020. The 
investigation was completed on June 30, 2020 and closed on July 13, 2020.  

 

48. Investigation ID (CLASS): 2630351 

Case ID (IMPACT): 48258247 

Category of Maltreatment: Physical Abuse; Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation.  

Summary of key allegations: 

SWI received two intakes with allegations of Physical Abuse and Neglectful Supervision in a 
foster home. In the first intake, a neighbor reported that he hears the foster mother yelling at the 
children (Child A, age 7 and Child B, age 4) every night and sometimes the yelling is so loud that 
the foster mother can be heard across the street. The reporter also stated that the children appeared 
malnourished and small for their ages. In the second intake, a DFPS staff member reported that 
one of the foster children (age 4) made an outcry to a psychologist that the foster mother spanked 
him with a belt. The child could not provide a timeframe for when this occurred, and the reporter 
did not know whether the spanking caused any injuries or marks. The children had been in the 
home for over three years and the foster mother planned to adopt the children. 

Monitors’ Review:  

This investigation was deficient because the investigator failed to address several key issues that 
arose during the investigation. The investigator did not address the allegation of the Neglectful 
Supervision from the first intake report in this investigation. The investigator also failed to conduct 
a physical exam of the children for any marks or injuries nor did she question the children about 
whether they had any marks or injuries. In addition, the CVS caseworker reported that the children 
told her that the foster mother hit them with a belt; but the investigator failed to gather further 
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information about this allegation from the worker and she did not ask when the children made the 
outcries. 

It was also clear from the audio recordings of the interviews with the foster children that the 
investigator did not interview the children in a private setting. The audio recordings include the 
foster mother talking in the background. At one point in the recording, the foster mother interrupted 
the investigator’s interview with Child A. During the interview with Child B, the child stated that 
the foster mother spanks Child A on the buttocks with her hand. The investigator concluded that 
the foster mother interfered with the investigation by coaching the children about what to say 
during the interviews and recommended a citation for the interference into the investigation.  

Next, the investigator failed to take into consideration the history of allegations against the foster 
mother for Physical Abuse which included two investigations in the prior three years. RCCI issued 
a disposition of Ruled Out in both of the investigations and HHSC did not issue citations. However, 
the foster mother signed the Foster Care Discipline Acknowledgement form (which states the 
policy on use of corporal punishment) on November 6, 2017. Finally, the investigator did not 
attempt to interview the foster father because the foster mother reported that he had had a stroke 
and reportedly was unable to focus or hold a conversation. According to the foster mother, his 
condition was worsening.  

Notable Gaps in Investigation Timeframe: 

None. The intake was received on June 17, 2020. The investigation was completed on July 14, 
2020 and closed on July 28, 2020. 

 

49. Investigation ID (CLASS): 2626929 

Case ID (IMPACT): 48239914 

Category of Maltreatment: Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A DFPS staff member reported that a child (age 11) self-harmed at The Tree House Center, a GRO. 
While allegedly unsupervised at the GRO, the child used broken glass to cut her left wrist. The 
reporter stated that the child had recently been discharged from a hospital for a separate self-
harming incident that occurred ten days earlier at the GRO. The child also allegedly attempted to 
hang herself at the GRO the previous month. The reporter expressed concerns of inadequate 
supervision due to the child’s repeated self-harming incidents at the GRO.        

Monitors’ Review:   

The investigator failed to gather necessary evidence regarding supervision at the time of the 
incident to issue a disposition of Ruled Out for Neglectful Supervision. Based upon the record, the 
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investigator concluded only that there are “concerns that the facility is not providing adequate 
supervision” to the child. The investigator failed to collect sufficient evidence to determine 
whether the facility was understaffed at the time of the incident, as stated by GRO staff during the 
investigation; nor did the investigator determine whether the child was “closely monitored or 
supervised” as stipulated by her service plan. While GRO staff reported that staff members 
checked on the child every fifteen minutes, the investigator failed to corroborate this claim and 
failed to determine whether this frequency of supervision conformed with the child’s service plan. 
Further, the investigator did not assess whether a child with a “history of suicidal thoughts and 
psychiatric hospitalizations” as well as prior self-harming incidents at the GRO required greater 
supervision to ensure her safety. In reaching the disposition, the investigator also did not appear to 
consider consistent statements made by both GRO staff members and residents that the child self-
harmed “often” at the GRO. As a result of these deficiencies, the Monitors cannot render a 
determination about the proper disposition on this investigation.   

Notable Gaps in Investigation Timeframe:  

None. The intake was received on June 1, 2020. The investigation was completed on June 29, 2020 
and closed on July 8, 2020. 

 

50. Investigation ID (CLASS): 2624631 

Case ID (IMPACT): 48228286 

Category of Maltreatment: Physical Abuse; Neglectful Supervision   

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

Daycare staff reported that staff observed a child (age 3) with the following facial injuries: a large 
bruise to his left eye; a scratch bleeding from his eye; and a swollen eyelid that was purple in color. 
When questioned by daycare staff about the injuries, the child stated, “no, mommy” and “mommy 
hit me.” The child also put his hands around his neck and stated, “daddy did that to mommy in my 
room;” additionally, the child made a spanking motion to his leg and reported that his foster mom 
did that to him. Lastly, the daycare staff member reported observing a fading bruise to his right 
eye on a prior occasion.   

Monitors’ Review:   

This investigation is deficient due to missing interviews with key individuals and a failure to 
investigate all allegations contained in the intake report. The investigator failed to interview a 
principal collateral witness, the daycare staff member who observed the injury and to whom the 
child disclosed the alleged physical abuse by his foster mother. The absence of this interview was 
particularly problematic due to the child’s young age and unwillingness to participate in a forensic 
interview. The investigator also did not interview the child’s caseworker who visited with the child 
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on the same morning the daycare staff observed and reported allegations of Physical Abuse. 
Finally, the investigator failed to investigate the allegation that the child had a bruise to his right 
eye on a prior occasion.  

Approximately one month after RCCI initiated this investigation, a staff member at a different 
daycare made a separate report of Physical Abuse to SWI related to another foster child (age 6) in 
the same home. The reporter stated that the child had an injury to her lip and that the child disclosed 
that her foster mother had caused the injury by pushing her face into a counter. In that investigation, 
RCCI substantiated the allegations with a disposition of Reason to Believe concluding that the 
foster mother physically abused the foster child and HHSC closed the foster home. It is unknown 
whether the physical abuse of this six-year-old foster child could have been prevented if RCCI had 
conducted an appropriate investigation into the alleged abuse of the three-year-old foster child.   

Notable Gaps in Investigation Timeframe:  

None. The intake was received on May 21, 2020. The investigation was completed on June 19, 
2020 and closed on July 3, 2020. 

 

51. Investigation ID (CLASS): 2626900  

Case ID (IMPACT): 48240094 

Category of Maltreatment: Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A DFPS staff member reported that on an unknown date at an unknown time a youth (Youth A, 
age 15) kissed another youth (Youth B, age 17), pulled down her pants and smacked her buttocks 
at Hope Haven of East Texas, a GRO. Youth B asked Youth A to stop and to leave her room, but 
Youth A refused to stop or leave the room. The reporter stated that none of the GRO staff members 
were present at the time of the incident. In a second intake, a DFPS staff member reported that on 
a repeated basis, when DFPS staff members request documentation from this same GRO, staff 
members fail to provide appropriate documentation contrary to minimum standards guidelines, 
including medication logs and incident reports.  

Monitors’ Review:   

The investigation was deficient because the investigator failed to gather key pieces of information. 
First, the investigator failed to explore and identify the date and time of the alleged incident. As a 
result, the investigator was unable to determine which staff members were on duty and whether 
these staff provided adequate supervision at the time of the incident. Next, the investigator did not 
review key pieces of information, such as policies about residents sharing rooms and incident 
reports about the allegations. In addition, a staff member reported that a safety plan was put in 
place after Youth A refused to leave Youth B’s room, but the record did not include documentation 
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about the plan, nor whether the staff members followed the plan. Finally, the investigator failed to 
ask key questions during interviews with one youth and staff members, such as the date and time 
of the incident and did not seek clarification about critical portions of the allegations about the 
actions of Youth A.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on June 1, 2020. The investigation was completed on June 19, 2020 
and closed on July 6, 2020.  

 

52. Investigation ID (CLASS): 2484901 

Case ID (IMPACT): 47458758 

Category of Maltreatment: Physical Abuse; Sexual Abuse; Neglectful Supervision   

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

An anonymous caller reported that a few weeks ago a staff member at Five Oaks Achievement 
Center, an RTC, choked a child (age 12), threw her on the bed, and “jacked” her up. The reporter 
stated that a second staff member was present and witnessed the incident but did not report it. 
Finally, the reporter stated that the shift supervisor at the RTC drinks beer on campus and allows 
other staff to smoke marijuana.  

Monitors’ Review:   

The investigation was deficient for failure to interview two of the alleged perpetrators about the 
allegations. There were also significant delays in the investigation. For example, the investigator 
did not interview the alleged victim nor three other youth until one month after the intake. The 
investigator did not interview staff members and other collaterals until eight months after the 
intake.  

Notable Gaps in Investigation Timeframe:  

This investigation took over twenty months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on October 1, 2018. The investigation 
was delayed without activity between January 2019 and June 2020. The investigation was 
completed on June 30, 2020 and closed on July 20, 2020.  

 

53. Investigation ID (CLASS): 2628265 

Case ID (IMPACT): 48247707 

Category of Maltreatment: Neglectful Supervision 
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Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations: 

A staff member at The Settlement Club Home, a GRO, reported that a youth (age 16) tried to 
strangle herself by tying clothing around her neck while in her bedroom. 

Monitors’ Review: 

This investigation was deficient due to the investigator’s failure to interview several key witnesses, 
including the GRO staff members who initially found the youth after the self-harming incident, 
the youth’s roommate, and her caseworker. Next, the youth came to the GRO after she had been 
hospitalized for self-harming. The investigation documentation states she was put on 15-to-30-
minute supervision. A GRO staff member reported that the youth was on one-on-one supervision, 
but the investigator did not obtain further information about whether staff members adhered to this 
level of supervision, nor did the investigator document which staff member was assigned to 
supervise the alleged victim at the time of the incident. In addition, the evidence suggests that in 
light of this youth’s history, the safety plan and overall supervision in place at the time of her 
attempted self-harm were inadequate due to her medical history.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on June 8, 2020. The investigation was completed on July 7, 2020 
and closed on July 24, 2020. 

 

54. Investigation ID (CLASS): 2600292 

Case ID (IMPACT): 48100165 

Category of Maltreatment: Sexual Abuse 

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations: 

SWI received two intakes with related allegations of Sexual Abuse. In the first intake, a foster 
mother reported that after her two foster children (Child A, age 8 and Child B, age 7) returned 
from a respite home, Child A appeared to be sad, quiet, and withdrawn and had lost weight. Child 
B stated that the respite foster father was the only person who bathed them and that he also got in 
the Jacuzzi with them. The reporter stated that the respite foster father would allegedly make Child 
A blow bubbles on his stomach. During one of these incidents, Child B stated that Child A bit the 
respite foster father on the arm. The reporter did not know why the child bit him; Child A denied 
biting him. In the second intake, reported to SWI approximately two months after the first intake, 
the DFPS CPS worker for the children reported that the current foster mother for the children 
reported to her that the respite foster mother told her that Child A bit her husband on the arm. The 
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reporter stated that Child A is “docile” and this behavior was out of character for her. The reporter 
stated that Child A disclosed to the current foster mother that the respite foster father bathed the 
two girls in the bathroom, then picked up Child B and took her out of the bathroom. The respite 
foster father then came back and started rubbing on Child A’s “middle part” (vagina). Child A said 
she bit the foster father on the arm because he was touching her. 

Monitors’ Review: 

This investigation was deficient due to missing, flawed and significantly delayed interviews with 
key individuals. First, the investigator did not interview the current foster mother who was the 
reporter of the first intake until approximately four and a half months after the intake report was 
made. Both children denied any sexual abuse by the respite foster father in interviews with the 
investigator; however, the caseworker stated that Child A disclosed being touched by the 
perpetrator, despite initially denying it. The investigator did not ask the worker any follow-up 
questions regarding Child A’s disclosure. The investigation did not include a medical examination 
by a physician for Child A. The foster mother took the child to a doctor; however, the physician 
declined to examine her, stating that they were not experts in sexual abuse. The foster mother 
reached out to a DFPS worker to arrange for a medical examination but DFPS did not assist her. 
The investigator also failed to appropriately resolve conflicting accounts between key individuals’ 
testimony. As a result, it is unclear whether the foster father bathed the children nor did the 
investigator sufficiently pursue what led Child A to bite the foster father. Finally, during the 
investigation, collateral contacts at the children’s school made allegations of educational, medical, 
and other neglect in general against the current foster mother and the investigative record does not 
include documentation of follow-up about those allegations. 

Notable Gaps in Investigation Timeframe: 

The investigation took over five months to be completed and no extension was approved, in 
violation of Remedial Order Ten. The intake was received on January 31, 2020. The investigation 
was completed on July 3, 2020 and closed on July 22, 2020. 

 

Investigations Closed in August 2020 

55. Investigation ID (CLASS): 2597109 

Case ID (IMPACT): 48082499 

Category of Maltreatment: Physical Abuse; Neglectful Supervision  

Monitors' Conclusion: The allegation of Physical Abuse should have been substantiated with a 
disposition of Reason to Believe against a staff member at Houston Serenity Place Inc. 

Summary of key allegations:  

SWI received three intakes with allegations of Physical Abuse and Neglectful Supervision. In the 
first intake, an administrator at Houston Serenity Place Inc., an RTC, reported that an RTC staff 
member allegedly physically abused three youth. In relation to the first youth, the administrator 
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stated that while a youth (Youth A, age 14) climbed a fence, a staff member (Staff 1) pulled the 
youth’s legs and the youth fell to the ground. While the youth was on the ground, Staff 1 allegedly 
punched Youth A in the face causing an abrasion to her face. In relation to the second youth (Youth 
B, age 14), Staff 1 improperly restrained her by reportedly throwing Youth B to the ground and 
banging her head against a wall multiple times. The reporter stated that Youth B has bruising on 
her leg and hip and a hematoma on the back of her head. Lastly, in relation to the third child (Child 
C, age 13), the reporter reported that Staff 1 slapped the child on the left side of her face. Child C 
was not observed with any injuries. The reporter stated ongoing concerns that Child C was being 
slapped at the RTC. Due to the two youth and the child’s reports about feeling unsafe at the RTC, 
they were removed from the facility. In the second intake, a DFPS staff member reported that 
Youth B disclosed that a staff person slapped her, banged her head against a wall and pushed her 
against a wall. The youth reported that she had a bump on her head and was scratched. Youth B 
also reported that staff do not intervene to prevent and/or mitigate physical fights between youth 
and that youth, including herself, have marks and bruises “all over” their bodies. Finally, Youth B 
reported that on a separate occasion staff grabbed her feet and arms to remove her from another 
youth’s bed and she dropped to the ground and hit her head as a result. In the third intake, a 
different DFPS staff member reported that Youth A disclosed that an RTC staff member (Staff 2) 
performed an improper restraint, which included Staff 2 pulling her pants down and exposing her 
buttocks and putting her knee in the youth’s chest causing her to have difficulty breathing. Youth 
A also reported that after she slapped Staff 2, Staff 2 punched her in the nose and banged her head 
against a wall. Youth B and Child C allegedly observed this altercation. Youth A also reported that 
Staff 2 pushed Child C against a wall.  

Reasons for Monitors’ disagreement with the disposition of Ruled Out: 

Based on the investigative record, the allegation of Physical Abuse should have been substantiated 
against Staff 2 in relation to Youth A. First, during interviews, Youth A and the two other alleged 
victims (Youth B and Child C) provided consistent statements regarding the physical abuse 
perpetrated by Staff 2 against Youth A. Specifically, Youth B and Child C corroborated Youth A’s 
allegation that Staff 2 placed her in an excessively forceful restraint which caused Youth A to 
struggle to breathe. Following this improper restraint, Youth A alleged in her interview that Staff 
2 pushed and then punched her in the face. Child C corroborated Youth A’s claim that Staff 2 
pushed and punched her. Next, the investigator observed and documented injuries to Youth A’s 
nose that were consistent with Youth A’s allegation of being punched by Staff 2. When asked by 
the investigator how she sustained the injuries to her nose, Youth A responded that she did not 
know. Based upon this evidence, an allegation of Physical Abuse should have been substantiated 
against Staff 2 as to Youth A. Further, in a separate investigation initiated approximately one 
month after this investigation, the three youth again provided consistent statements about the 
Physical Abuse perpetrated by Staff 2 toward Youth A in the instant allegation. The consistency 
of these statements in both investigations provides additional support of a disposition 
substantiating the allegations of Physical Abuse. Moreover, when the interviews of the three youth 
from the two investigations are collectively reviewed, there appears to be sufficient evidence that 
Staff 2 also physically abused Child C during the incident. 
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The Monitors also found that the investigator did not attempt to interview the alleged perpetrators 
and collateral staff and residents until approximately five months after the intake reports and did 
not interview one of the alleged perpetrators at all. As a result of this significant delay, some 
individuals were unable to recall specific details related to the incident and youth. Also, the 
investigator did not obtain and review key documentation, such as incident and restraint reports 
and medical documentation related to the three youth, as Houston Serenity Place Inc. closed during 
the extended period of the investigation.  

This RTC was closed six months after these allegations; however, the risk assessment in the above 
investigation documented the following ongoing concerns with the RTC during the time the three 
youth were placed there: 

“A risk assessment was conducted with HHSC Supervisor [name removed]. She informed me of 
growing concerns with the operation, despite their recent completion of corrective action. We 
discussed the camera system and whether or not they record. It has been reported to [the HHSC 
Supervisor] the cameras actually record for the last 24 hours, but staff have been instructed to say 
they are live feed only. Additionally, there are concerns about underreporting by the facility…[The 
HHSC Supervisor] stated the operation has been on corrective action three times 2010, 2013, 2019 
for inappropriate restraint and inappropriate discipline as the primary issues. There were stability 
issues with Administration and the operation put a treatment director into place… [The HHSC 
Supervisor] stated there is no policy with seclusion and it was determined the facility was 
previously conducting seclusion… Within last 5 years [the RTC] has had 289 intakes. The 
operation had had 8 citations related to corporal punishment, none with children under age 6. [The 
HHSC Supervisor] stated there are concerns with the facility when issues arise with multiple times 
with same staff the operation does not take immediate actions… Overall risk: We discussed the 
allegations of this investigation and safety plan. Due to the increase in concern about this facility, 
risk level has been increased to [sic] high.”      

Notable Gaps in Investigation Timeframe:  

This investigation took six months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on January 19, 2020. There was no 
investigative activity between February and June 2020. The investigation was completed on July 
31, 2020 and closed on August 14, 2020. 

 
56. Investigation ID (CLASS): 2642634 

Case ID (IMPACT): 48303562 

Category of Maltreatment: Neglectful Supervision 

Monitors' Conclusion: The allegation of Neglectful Supervision should have been substantiated 
with a disposition of Reason to Believe. 

Summary of key allegations: 

Case 2:11-cv-00084   Document 1080-1   Filed on 05/04/21 in TXSD   Page 58 of 72



59 
 

A law enforcement officer called SWI to report that the police responded to a call that a person 
found a child (age 13) walking in the middle of the road on July 28, 2020. The child was autistic 
and had communication problems. The reporter stated that the child said he had been walking “for 
a few days.” 

Reasons for Monitors’ disagreement with the disposition of Ruled Out:  

The evidence in the investigation appears to demonstrate that the foster mother did not follow the 
child’s service plan which required the foster parents to visually check on the child every 15 
minutes while he was outside. Based upon video footage, the investigator found that for 35 minutes 
the child was outside at a park located 230 feet away from the home. While the child’s CPS worker 
informed the foster parents that the child was permitted to visit the park unsupervised, the video 
footage showed that the foster mother did not adhere to the child’s service plan and visually check 
on the child while every 15 minutes while he was at the park. After 35 minutes, the video footage 
showed that for the first time the foster mother walked out of the house to check on the child. At 
that time, he was no longer at the park. The foster mother then called the police department and 
was informed that the child was in their custody and that she should come and pick him up at the 
police station. The record documents that the child’s level of care was specialized due to his 
significant mental health needs. The child was diagnosed with Autism; ADHD; Schizophrenia; 
and Moderate Intellectual Disability (IQ 52). He was prescribed various psychotropic medications. 
A psychological evaluation completed four months prior to the allegations stated that the child 
“require[d] very high levels of structure; he had a difficult time with self-control and need[ed] 
constant adult supervision because of his low level of functioning and autism spectrum disorder. 
He is going to benefit from high levels of structure and supervision.” Finally, the investigator failed 
to speak with the police officer who made the initial report to SWI and who completed the police 
report. In addition, the report was not included in the investigation documentation. Based upon the 
evidence gathered, the allegation of Neglectful Supervision, 40 TAC §707.801(a), should have 
been substantiated against the foster mother for failing to adhere to the child’s stipulated 
supervision level while he was at the park which caused or may have caused substantial emotional 
harm or physical injury to the child. 

Additionally, during this investigation, there was a separate open investigation that was based upon 
an intake received approximately one month prior to the instant allegation. In that investigation, 
there were allegations that the same child engaged in sexual activity in the foster home with two 
other foster children. During his forensic interview one day prior to the above incident, the child 
stated that he previously engaged in sexual conduct with the two other boys at the park and had 
informed the foster mother about this incident.  

Notable gaps in investigation timeframe: 

None. The intake was received on July 28, 2020. The investigation was completed on August 18, 
2020 and closed on August 26, 2020. 
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57. Investigation ID (CLASS): 2607742 

Case ID (IMPACT): 48138855 

Category of Maltreatment: Physical Abuse; Medical Neglect  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A parent reported that while her child (age 12) was sleeping, a staff member at Gold Star Academy, 
a GRO, hit the child on the chest and then threw the child on the floor. The child sustained a bump 
on his head and experienced back pain. The child was reportedly still in pain a day later when the 
intake was made to SWI and did not receive medical attention. The child also reported that an 
unnamed GRO staff member assaulted a youth (age 15) and broke his wrist on an unknown date. 

Monitors’ Review:   

This investigation was deficient due to missing, flawed and significantly delayed interviews with 
key individuals. As a result of these deficiencies, the allegation of Physical Abuse cannot be Ruled 
Out as the investigator failed to determine whether the child’s head injury was caused by the 
alleged abuse. Due to significant delays in the investigation, the investigator did not interview key 
individuals, including staff and residents, until five months after the intake report. At that time, 
some children were unable to recall the alleged victim and incident. Moreover, an alleged staff 
witness no longer worked at the GRO and refused to participate in the investigation. In the absence 
of timely interviews with collateral witnesses, the investigator was unable to resolve the conflicting 
statements provided by the alleged victim and perpetrator about the incident. In addition, the 
investigator did not receive the incident reports and some medical documentation from the facility 
which may have clarified whether the child was subject to physical abuse by the staff member.  

Notable Gaps in Investigation Timeframe:  

This investigation took approximately six months to be completed and there was no approved 
extension, in violation of Remedial Order Ten. The intake was received on February 27, 2020. 
There was no investigative activity between March 6, 2020 and August 2, 2020. The investigation 
was completed on August 24, 2020 and closed on August 26, 2020. 

 

58. Investigation ID (CLASS): 2643248 

Case ID (IMPACT): 48307235 

Category of Maltreatment: Sexual Abuse 

Monitors' Conclusion: The Monitors disagree with the Administrative Closure of this 
investigation. 

Summary of key allegations: 

Case 2:11-cv-00084   Document 1080-1   Filed on 05/04/21 in TXSD   Page 60 of 72



61 
 

A therapist reported that during a recent therapy session, a youth (age 14) reported that an adult in 
her previous foster home sexually abused her. The foster mother may not have known about it. 
The youth was no longer in this home, but the reporter was concerned that the alleged perpetrator 
had access to other children in the home. 

Monitors’ Review: 

At intake, RCCI secondary screeners assigned the sexual abuse allegations contained in this 
investigation to a Priority 2 abuse or neglect investigation. While RCCI documented in its intake 
review that the sexual abuse allegations had been previously investigated in January 2020 and that 
RCCI issued a disposition of Ruled Out, RCCI determined that despite the prior investigation, “a 
report of sexual abuse was made by a mental health professional and further investigation is 
required to obtain clarification on the situation; therefore, the intake will be assigned as a P2.” 
Despite RCCI screener’s determination that the allegations warranted an investigation, the RCCI 
investigator administratively closed the investigation. She did so based on her own determination 
that the allegations were previously investigated once the youth declined to speak her. The 
Monitors agree with the SWI and the RCCI secondary screening determination to investigate and 
disagree with the Administrative Closure of the investigation as their review found that the 
previous investigation was deficient and thereby failed to gather sufficient evidence to Rule Out 
the alleged sexual abuse of the youth. The previous investigation was deficient for the following 
reasons: 

• During the forensic interview, the youth provided consistent and plausible details of the 
abuse. She showed her CPS worker and the police officer a hickey on her neck from the 
alleged perpetrator. However, the youth did not have a Sexual Assault Nurse Examiner 
(“SANE”) exam which may have corroborated her account of the abuse. 

• The alleged perpetrator was arrested and charged with sexual assault of a minor because of 
this allegation. The investigator closed the investigation prior to the resolution of the 
perpetrator’s criminal charges. 

• The record demonstrates that the foster mother allowed an unapproved individual, the 
alleged perpetrator, to reside in the home without approval from the foster care agency. 
The investigator did not address conflicting statements from key individuals about whether 
the alleged perpetrator had access to the youth while she was alone. 

Therefore, the Monitors disagree with RCCI's decision to Administratively Close this case because 
it did so without taking these facts and deficiencies into consideration from the previous 
investigation.  

Notable gaps in the investigation timeframe:  

None. The intake was received on July 31, 2020. The intake was administratively closed on August 
4, 2020. 
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Investigations Closed in September 2020 

59. Investigation ID (CLASS): 2643134 

Case ID (IMPACT): 48306031 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: An additional allegation of Neglectful Supervision should have been 
investigated and substantiated with a disposition of Reason to Believe. The Monitors cannot 
determine the disposition for the allegation of Physical Abuse due to a deficient investigation.  

Summary of key allegations:  

SWI received two intakes reporting allegations of Physical Abuse. In the first intake, an 
Attorney/Guardian Ad Litem reported that a foster parent was using a belt to hit a youth (age 15) 
and the other children in the foster home. The reporter did not know whether the child had any 
injuries. The reporter also alleged that the youth was not provided with a bed and slept either on 
the floor or couch. In the second intake, a DFPS staff person reported similar allegations as 
contained in the first intake, alleging inappropriate physical discipline and inadequate sleeping 
arrangements.  

Monitors’ reasons for disagreement with disposition of Ruled Out:  

The investigative record demonstrated by a preponderance of evidence that an allegation of 
Neglectful Supervision should have been both investigated and substantiated. During his 
interview, the alleged victim reported that while the foster father was at work, the youth was 
responsible for the care and supervision of the three other foster children in the home (ages 13, 12, 
and 10). Two of the three other foster children in the home corroborated the alleged victim’s 
disclosure. The child plans of the three children cared for by the alleged victim show that two of 
them require a specialized level of care and one requires a moderate level of care to ensure their 
safety and well-being. In failing to provide care and supervision in accordance with the foster 
children’s individualized service plans, the foster father performed a negligent act that caused or 
may have caused substantial emotional harm or physical injury. Therefore, the investigative record 
demonstrated by a preponderance of the evidence that an allegation of Neglectful Supervision (40 
TAC §707.801(a)) should have been substantiated. 

Next, the Monitors found that the Physical Abuse allegation could not be Ruled Out due to the 
investigator’s failure to follow up appropriately with all information revealed during the 
investigation. Based upon the record, there is evidence that the foster father coached the children 
to deny any physical discipline in the home. Specifically, a caseworker told the investigator about 
her concern that the foster father was coaching the children. The worker stated that one of the 
foster children told her that if he was asked during the investigation whether the children are 
spanked, he is to answer "no." Further, during the alleged victim’s second interview, the youth 
stated that the foster father instructed the children about what to say during their interviews with 
the investigator. During the investigator’s second interview with the alleged victim, the youth 
reported that the foster father questioned him and when he stated that he told the investigator the 
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children get spanked in the home, the foster father became angry, and cursed and yelled at him 
before grounding him. The alleged victim also stated that the foster father instructed the other 
children not to speak to him. The investigator failed to adequately address these issues in 
interviews with the children and foster father.  

Notable Gaps in Investigation Timeframe:  

None. The intake was received on July 30, 2020. The investigation was completed on August 29, 
2020 and closed on September 8, 2020. 

 
60. Investigation ID (CLASS): 2647337 

Case ID (IMPACT): 48327832 

Category of Maltreatment: Medical Neglect 

Monitors' Conclusion: The allegation of Medical Neglect should have been substantiated with a 
disposition of Reason to Believe against the foster mother. 

Summary of key allegations: 

SWI received two intakes with allegations of Medical Neglect of an infant. Prior to entry into 
foster care, the infant suffered severe physical abuse that resulted in near-fatal head trauma. As a 
result of prior abuse, the infant requires ongoing, specialized medical care. In the first intake, a 
hospital social worker reported that a child (age 1) was seen that day by his neurologist and the 
foster mother reported wanting to take the child off all his medications. The child’s muscles were 
observed to be spastic and tight, and he could not release his fists. The reporter observed that the 
child “did not look good” and the doctor wanted to admit him to the hospital. The foster mother 
was resistant and immediately contacted the child’s caseworker to speak with the doctor. Medical 
staff researched the child’s chart and realized that the child had missed other medical 
appointments. In the prior month, a doctor tried to directly admit the child to the hospital for care. 
At that time, the doctor told the foster mother to bring the child to the hospital on July 29, 2020 
but the foster mother missed the appointment, and she could not be reached. The reporter stated 
that the foster mother has “had trouble” with multiple doctors. The reporter reported that the CPS 
worker stated that foster mother had a plan and would be taking the child to a different hospital 
because the foster mother felt she was being picked on by the hospital. The doctor informed the 
CPS worker about the previous concerns regarding the failure by the foster mother to follow-up 
with medical care for the child and the ongoing importance of care. At the time of this intake, the 
foster mother was refusing to allow the doctors to place an IV in the child. Medical staff explained 
to her why they needed to do so and the foster mother appeared to eventually agree. However, 
approximately thirty minutes later, the foster mother “flipped out” and threatened to leave with the 
child against medical advice. The reporter stated that the doctors are concerned that the child is 
not safe with the foster mother. In the second intake, a pediatric neurologist at a hospital reported 
that the child was admitted to the hospital and the foster mother attempted to sign the child out of 
the hospital against medical advice. The neurologist stated that it was the opinion of the child’s 
doctors that he needed to be hospitalized for three to five days. The reporter alleged that the foster 
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mother had not brought the child for medical appointments since January 2020, was a no show for 
her last appointment, and did not provide the child with his medication for his seizure disorder as 
the child does not like it. The reporter was concerned that the child’s condition would deteriorate 
if he did not receive his medication or other required medical care. 

Monitors’ reasons for disagreement with the disposition of Ruled Out:  

The investigative record demonstrated that the foster mother missed or failed to schedule medical 
appointments related to the infant’s ongoing care for a seizure disorder in the months prior to the 
infant’s hospitalization on August 18, 2020. A Forensic Assessment Center Network (FACN) 
consult concluded that the child “was the victim of medical neglect by virtue of multiple no-shows 
to clinic appointments with Pediatric Neurology and Pediatric Ophthalmology." The neurologist 
indicated that delay in treatment for spasticity leads to permanent changes in tendons of affected 
muscles and ultimately contractures, which often require extensive surgical correction. The 
neurologist’s consult also stated that: “Early and less invasive treatments for spasticity increase 
the chance that a child will achieve the ability to ambulate independently and without pain.” The 
record showed the infant did not have any appointments with his neurologist between January and 
August of 2020. The foster mother missed appointments with the ophthalmologist in April and 
July of 2020; and at the time of the investigation in September 2020, the foster mother had not 
brought the child to occupational therapy in six months. The foster mother ultimately sought 
medical care at a different hospital on August 18, 2020. During the investigation, the foster mother 
offered several explanations about why she did not keep various appointments. While some 
reasons appeared plausible, she did not follow-up and reschedule these appointments in a timely 
manner. In addition, the record demonstrated that the foster mother had not ensured that the child’s 
treatment for the hypertonicity began in a timely fashion. While RCCI concluded that there was 
not enough evidence for Medical Neglect, the investigator expressed concerns about missed 
appointments and instead recommended a citation. 

Based upon the preponderance of the evidence, the allegation of Medical Neglect (40 TAC 
§707.801(b)(1)(E)) should have been substantiated against the foster mother. The consequences 
of foster mother’s failure to follow through with and obtain medical treatment caused or may have 
caused substantial emotional harm or substantial physical injury to the child.  

Notable Gaps in Investigation Timeframe:  
None. The intake was received on August 18, 2020. The investigation was completed on 
September 16, 2020 and closed on September 24, 2020. 

 

61. Investigation ID (CLASS): 2598204 

Case ID (IMPACT): 48087740 

Category of Maltreatment: Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 
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Summary of key allegations:  

A staff person with a county Juvenile Justice Department reported that a staff person at Life’s 
Purpose Residential Treatment Center, an RTC, “hits” a child (age 11) at an RTC. The reporter 
stated that the child begged not to be returned to the RTC. The child told the reporter that the RTC 
is chaotic.  

Monitors’ Review:   

This investigation was deficient due to missing, flawed and significantly delayed interviews with 
key individuals. Due to these deficiencies, it is unclear whether the alleged physical abuse occurred 
at the RTC. The investigator interviewed the alleged perpetrator, and collateral residents and staff 
approximately seven months after the intake report was made. At the time of interview, the alleged 
perpetrator no longer worked for the RTC and was unable to recall the alleged victim. The 
investigator only interviewed two collateral staff, one of whom reported having never worked with 
the alleged perpetrator and the other only rarely worked with him. As a result, the investigator was 
unable to gather key information about the alleged physical abuse through interviews. The 
investigator also did not follow up with nor reconcile information, including new allegations of 
abuse or neglect, learned from interviews with some residents, staff, and the child’s caseworker 
and probation officer. In the absence of an appropriate investigation into the allegation of Physical 
Abuse, a disposition cannot be rendered.       

Notable Gaps in Investigation Timeframe:  

The investigation took seven months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on January 23, 2020. The investigation 
was delayed without activity from March 2020 to August 2020. The investigation was completed 
on August 28, 2020 and closed on September 1, 2020. 

 
62. Investigation ID (CLASS): 2601016 

Case ID (IMPACT): 48104890 

Category of Maltreatment: Neglectful Supervision; Physical Abuse 

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A former staff member at Houston Serenity Place Inc., an RTC, reported the following allegations 
to SWI about the RTC: 1) RTC staff members allowed children to fight one another; 2) an RTC 
staff member (Staff 1) hit a child (Child A, age 11) in the lip, kicked her legs and grabbed her hair; 
3) Staff 1 grabbed a separate child (Child B, age 13) and injured her lip; 4) Staff 1 dropped a third 
child’s (Child C, age 13) head onto the ground causing a knot and scratch to her head; and 5) two 
other RTC staff members had sexual intercourse while on duty. 

Monitors’ Review:   
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This investigation was deficient due to missing, flawed and significantly delayed interviews with 
key individuals. As a result, the investigator failed to collect sufficient evidence to rule out the 
allegations of Neglectful Supervision and Physical Abuse. The investigator did not conduct 
interviews with key staff witnesses to obtain pertinent information about the allegations. Further, 
due to significant delays in the investigation, the investigator did not interview the alleged 
perpetrators, collateral staff, residents, and children’s caseworkers until approximately six months 
after the intake report to SWI. Likely because of the investigative delay, the investigator was 
unable to reach and interview some collateral staff. In addition, the investigator’s interviews with 
staff and children failed to adequately explore in necessary detail all of the allegations. Finally, the 
investigator failed to document the interview with the reporter, and therefore, Monitors could not 
review the information the investigator learned during this interview. Due to these numerous 
deficiencies, the Monitors found that the allegations of Neglectful Supervision and Physical Abuse 
could not be Ruled Out. 

Notable Gaps in Investigation Timeframe:  

The investigation took nearly seven months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on February 4, 2020. The 
investigation was delayed without activity from late-February 2020 to July 2020. The investigation 
was completed on September 1, 2020 and closed on September 25, 2020. 

 

63. Investigation ID (CLASS): 2642923 

Case ID (IMPACT): 48305515 

Category of Maltreatment: Neglectful Supervision  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A therapist at Children’s Hope Residential Services, Inc., an RTC, reported that a child (Child A, 
age 12) inappropriately touched three other children (ages 12, 12 and 11) in their shared bedroom 
at an RTC. Child A allegedly threatened to kill the three children if they disclosed the abuse to 
staff. Child A was later reportedly admitted to an inpatient psychiatric hospital.   

Monitors’ Review:   

This investigation is deficient because the investigator failed to sufficiently investigate supervision 
at the time(s) of the alleged incident(s). According to the record, the incident(s) of alleged 
inappropriate touching occurred at night; however, the investigator did not interview any staff who 
worked the night shift. While the investigator obtained and reviewed the “Overnight Log,” which 
documented consistent nightly checks of children for the month prior to the intake report, the 
investigator failed to corroborate this log through interviews with night staff. The investigator also 
did not interview a staff member to whom Child A allegedly disclosed the abuse. Due to these 
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deficiencies, the investigator did not obtain sufficient information about supervision at the time of 
the alleged incident(s). Finally, despite the allegations and disclosures by two children of forced 
sexual interaction by another child, the record does not include documentation that a staff 
performed a child sexual aggression staffing to determine whether there was an incident of sexual 
aggression. 

Notable Gaps in Investigation Timeframe:  

None. The intake was received on July 30, 2020. The investigation was completed on August 28, 
2020 and closed on September 2, 2020. 

 

Investigations Closed in October 2020 

64. Investigation ID (CLASS): 2647424 

Case ID (IMPACT): 48328539 

Category of Maltreatment: Neglectful Supervision; Medical Neglect 

Monitors' Conclusion: The allegation of Medical Neglect should have been substantiated with a 
disposition of Reason to Believe against the GRO staff members. 

Summary of key allegations: 

A staff member at Kidz Safe Harbor Emergency Care Services, a GRO, reported concerns about 
the well-being of the youth at a GRO. The reporter stated that boys residing at the facility had been 
“breaking out” of the GRO. In doing so, they broke a window, leaving shattered glass. The reporter 
stated that previously, several youth ran away and brought back liquor, “shivs,” and money. The 
reporter stated that staff were not properly reporting incidents to SWI. For example, the reporter 
stated that a youth cut himself with glass that he found, and staff did not report it. The staff member 
reported that on the day of the call, staff members had no control over the youth residing at the 
GRO. The reporter stated that "staff are currently afraid." The reporter stated that the GRO 
administrator instructed the staff not to call law enforcement. Two of the youth were smoking 
marijuana and drinking alcohol. One of the youth told staff members, “I’m going to beat the shit 
out of you ho’s.” The reporter also stated that an unknown person, who she believed was involved 
with a gang, knocked on the windows of the home. In response, a youth opened the window and 
gave the person outside his Adderall. Additionally, the staff member reported an ongoing concern 
that night staff were bringing their children to the GRO and sleeping during the night. 

Reasons for Monitors’ disagreement with the disposition of Ruled Out: 

Based upon the investigative record, the allegation of Medical Neglect should have been 
substantiated against the relevant staff members at the GRO in relation to one of the youth (Youth 
A, age 17). The investigator found that Youth A did not have his medication for four days because 
staff failed to re-fill the youth’s prescription. Youth A’s caseworker stated that when she picked 
up Youth A from the GRO to move him to a new placement, he was missing some of his 
psychotropic medications and Youth A reported having not received his medication for a few days. 
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Therefore, based on the preponderance of evidence, the allegation of Medical Neglect, 40 TAC 
§707.801(b)(1)(E), should have been substantiated against the GRO staff members for failing to 
ensure the Youth A received his required medication. In addition, during the investigator’s walk-
through of the GRO at the beginning of this investigation, the investigator found a white pill in a 
cup next to another youth’s (Youth B, age 15) bed. The investigator’s supervisor told her to 
compare the pill to Youth B’s prescribed medication to determine whether it belonged to Youth B 
but the investigator never did so. A staff member also stated that Youth B found a pink pill on the 
ground which was believed to be Youth A’s medication. The investigator failed to obtain further 
information about this incident; it would have potentially provided additional information about 
the allegation of Medical Neglect as the discovery may have indicated that the GRO staff did not 
properly store and account for Youth A’s medication.  

Notable gaps in the investigation timeframe: 

None. The intake was received on August 19, 2020. The investigation was completed on 
September 17, 2020 and closed on October 1, 2020. 

 

65. Investigation ID (CLASS): 2651770 

Case ID (IMPACT): 48351553 

Category of Maltreatment: Neglectful Supervision 

Monitors' Conclusion: The allegation should have been substantiated with a disposition of Reason 
to Believe. 

Summary of key allegations:  

A DFPS staff member reported that a child (age 13) was left alone at New Pathways, LLC, an 
RTC, and was scared. The reporter assumed that RTC staff had taken the other children to school. 
According to the reporter, the child had autism and required constant supervision. 

Monitors’ reasons for disagreement with the disposition of Ruled Out: 

Based upon the evidence collected during the investigation, the allegation of Neglectful 
Supervision should have been substantiated against the alleged perpetrator for leaving the child 
unattended at an RTC. The investigator found that the alleged perpetrator failed to adhere to an 
RTC policy that required staff to complete a roll call of children prior to leaving the facility. As a 
result of this failure, the alleged perpetrator left the child unattended at the RTC while transporting 
the other children to school. The investigator reviewed the child’s service plan which documented 
that the child had a high-risk behavior of self-harm and required supervision inside and outside 
due to a specialized level of care. Therefore, based upon the preponderance of the evidence, the 
allegation of Neglectful Supervision (40 TAC §707.801(a)) should have been substantiated against 
the RTC staff member for a negligent act that caused or may have caused substantial emotional 
harm or physical injury to a child.  

Notable Gaps in Investigation Timeframe:  
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The intake was received on September 8, 2020. A thirty-day extension was approved on October 
6, 2020. The investigation was completed on October 19, 2020 and closed on October 30, 2020. 

 
66. Investigation ID (CLASS): 2606637 

Case ID (IMPACT): 48133329 

Category of Maltreatment: Neglectful Supervision; Medical Neglect  

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A CPS staff member reported that a youth (age 15) attempted to self-harm by wrapping a bra 
around her neck at Hector Garza Residential Treatment Center, an RTC. Following the incident, 
RTC staff members did not take the youth to the hospital, but instead placed her on “close 
supervision.” While under this level of supervision, the reporter did not know how often staff 
members checked on the youth. Finally, the reporter alleged that no one brought the youth to the 
hospital because the RTC’s “transport person” was not present. 

Monitors’ Review:   

This investigation was deficient due to missing, flawed and significantly delayed interviews with 
key individuals. As a result, the investigator failed to collect sufficient evidence to rule out the 
allegations of Neglectful Supervision and Medical Neglect. Due to significant delays in the 
investigation, the investigator did not interview key individuals, including staff and residents, until 
four months after the intake report. The investigator also failed to interview the RTC staff members 
who were involved or present for the incident, the medical staff who assessed the youth, and the 
youth’s therapist. As a result of these numerous deficiencies, it is unclear whether supervision was 
adequate at the time of the self-harming incident and whether RTC staff members were negligent 
for failing to transport the youth to the hospital after she attempted to self-harm.  

Notable Gaps in Investigation Timeframe:  

This investigation took over seven months to be completed and there was no approved extension, 
in violation of Remedial Order Ten. The intake was received on February 24, 2020. The 
investigation was completed on October 8, 2020 and closed on October 13, 2020. 

 

67. Investigation ID (CLASS): 2644562 

Case ID (IMPACT): 48313575 

Category of Maltreatment: Neglectful Supervision 

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation.  
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Summary of key allegations: 

A staff member (Staff 1) at Prairie Harbor, LLC, an RTC, reported that a youth (age 15) 
approached another staff member (Staff 2) at the RTC and stated that while she was in the 
restroom, she swallowed a foreign object. Staff 2 asked the youth what she swallowed, and the 
youth stated that she did not know. A staff member notified the nursing department and the nursing 
personnel recommended that a staff member transport the youth to the emergency room for 
professional medical attention.  

Monitors’ review:  

This investigation was deficient because the investigator did not thoroughly investigate the 
allegation of Neglectful Supervision. In a staffing on the 25th day of the investigation, supervisors 
tasked the investigator with evaluating the supervision of the youth. However, the investigator 
never reconciled conflicting information gathered from interviews with staff and youth about 
whether the youth was subject to specialized supervision at the time of the incident due to a history 
of self-harming behavior. As a result, it is unclear whether staff provided the youth with 
appropriate supervision at the time of the alleged incident. Also, about a month prior to the current 
incident of self-harming, the youth allegedly swallowed a piece of glass. In response to this 
incident, the youth’s CVS worker sent an email to the RTC clinical director asking for a safety 
plan. The clinical director responded that the RTC staff planned to place the youth on eyesight 
supervision until the therapist assessed her and determined the appropriate level of supervision to 
prevent repeated incidents of self-harming. The investigator failed to interview the clinical director 
and therapist, though an attempt to interview the therapist was made, to gather information about 
the youth’s level of supervision at the time of the alleged incident.  

Notable Gaps in Investigation Timeframe: 

The intake was received on August 6, 2020. A thirty-day extension was approved on September 
8, 2020. The investigation was completed on October 4, 2020 and closed on October 16, 2020.  

 

68. Investigation ID (CLASS): 2659116 

Case ID (IMPACT): 48386609 

Category of Maltreatment: Neglectful Supervision  

Monitors’ Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A DFPS staff reported that a youth (age 15) described by DFPS as in Child Without Placement 
(CWOP) status, disclosed that she consumed 15 pills. At the time of the incident, the youth was 
allegedly supervised by two case workers at a DFPS office because a placement could not be 
located for this youth. The youth reported that she took the medication from a case worker’s 
workstation. The youth was transported to a hospital for treatment and assessment. Medical staff 
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reported that the youth’s drug test was negative and her blood levels were not abnormal. The 
medical staff advised that the youth’s statements were not consistent with the allegations and they 
could not determine whether the youth swallowed the medication. The medical staff determined 
that the youth did not require further medical attention for the alleged ingestion. 

Monitors’ Review:  

This investigation was deficient due to the investigator’s failure to sufficiently question the two 
primary alleged perpetrators and youth about her supervision at the time of the alleged incident. 
As a result, it is unclear whether the youth was adequately supervised at the time of the alleged 
self-harming. The investigator did not adequately question these three individuals about when the 
youth acquired the medication to self-harm, and subsequently, whether she had the medication on 
her person prior to going to the kitchen or if she secured the medication while she walked to the 
kitchen. The investigator also did not reconcile conflicting statements about whether staff was 
present at the time she allegedly took the medication to self-harm. Due to these deficiencies, the 
allegation of Neglectful Supervision cannot be Ruled Out. Finally, the record showed that the staff 
responsible for the youth’s supervision while she was without placement were not aware of the 
youth’s extensive history of suicidal ideation. 

Notable Gaps in Investigation Timeframe:  

None. The intake was received on October 5, 2020. The investigation was completed on October 
13, 2020 and closed on October 19, 2020. 

 

69. Investigation ID (CLASS): 2600044 

Case ID (IMPACT): 48097189 

Category of Maltreatment: Neglectful Supervision; Physical Abuse 

Monitors' Conclusion: The Monitors cannot determine the disposition due to a deficient 
investigation. 

Summary of key allegations:  

A CPS staff member reported that staff at Houston Serenity Place Inc., an RTC, observed a youth 
(age 16) with injuries to his face that appeared to be caused by “blunt force.” The reporter stated 
the youth appeared scared and showed signs of “physical trauma/abuse” when he explained the 
incident. The youth reported another youth at the RTC caused the injuries. However, the youth 
also disclosed that his stepfather was “beating on him” and threw all his belongings against a wall. 
The reporter stated that she believed the incident that caused his injury occurred a few days prior 
to the report. 

Monitors’ Review:   

Due to significant delays in the investigation, the investigator did not gather sufficient evidence to 
rule out the allegations of Physical Abuse and Neglectful Supervision. The investigator did not 
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attempt to interview key individuals, including the alleged perpetrator, a child victim, and 
collateral staff and residents, until approximately five months after RCCI initiated the 
investigation. The investigator’s attempts to locate and interview the alleged perpetrator, some 
collateral youth and staff and the children’s caseworkers were unsuccessful, likely because of the 
delay. The collateral youth interviewed late in the investigation were unable to recall any specifics 
related to the alleged incident. Similarly, a collateral staff, also interviewed late in the 
investigation, was unable to recall the alleged incident. Due to these numerous deficiencies, the 
Monitors found that a disposition cannot be rendered on this investigation.  

Notable Gaps in Investigation Timeframe:  

This investigation took over six months to be completed and there was no approved extension, in 
violation of Remedial Order Ten. The intake was received on January 29, 2020. There was no 
investigative activity from March to July 2020. The investigation was completed on July 17, 2020 
and closed on October 21, 2020. 
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