
 

IN THE UNITED STATES DISTRICT COURT 
FOR THE SOUTHERN DISTRICT OF TEXAS 

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

Plaintiffs, 
v. 
 
GREG ABBOTT, in his official capacity as 
Governor of the State of Texas, et al., 
 

Defendants.  

§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
§ 
 

Civil Action No. 2:11-CV-00084 

 
 

The Court Monitors’ Update to the Court Regarding Children Without a Placement 
Housed in CPS Offices, Hotels, and Other Unlicensed Settings 

 
The Court Monitors previously filed a report in this matter on April 27, 2021, documenting 

safety concerns related to unlicensed settings housing children without placement (CWOP) in 
Community Based Care (CBC) regions.  This report reviews safety for children without placement 
statewide, including in the regions of the State that are not yet part of the CBC model.  The findings 
of this report are informed by the monitoring team’s visits in seven (7) Department of Family and 
Protective Services (DFPS) regions to 25 unlicensed settings (collectively referred to as “CWOP 
Settings”) between June 22, 2021 and July 22, 2021, housing children without placement: 14 Child 
Protective Services (CPS) offices, eight (8) unlicensed cottages or homes, and, in Region 11, three 
(3) hotels housing children.  During the visits, the monitoring team interviewed 56 children without 
placement, reviewed on-site records for 81 children without placement, and interviewed 58 DFPS 
caseworkers and staff tasked with supervising children in CWOP Settings.   

 
In addition, to better understand the experience of foster children who are without placement, 

and the safety of CWOP Settings, the monitoring team reviewed: IMPACT records for 50 of the 
children who were housed in a CWOP Setting that the monitoring team visited; reports to 
Statewide Intake (SWI) of abuse, neglect, or exploitation (ANE) of children without placement; 
and Serious Incident Reports related to incidents that occurred in settings housing children without 
placement.  Finally, to analyze the State’s claims regarding the causes of its ongoing utilization of 
unlicensed CWOP Settings to house children, the Monitors reviewed placement data, including 
data for operations subject to Heightened Monitoring by the State, and data and information related 
to closed operations and lost capacity due to contract terminations.  The Monitors also reviewed 
information related to the State’s claims that unaccompanied migrant children displaced foster 
children from licensed placements, contributing to the placement crisis. 
 

When DFPS does not have a placement for a child, the agency houses the child in an 
unregulated CWOP Setting and assigns direct supervision of the child to DFPS staff (“Under DFPS 
Supervision”), in addition to existing responsibilities. An average of 106 PMC children were 
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without placement each night in June 2021, up from an average of 22 PMC children in January 
2021.  In June 2021, there were almost as many new instances of PMC children housed in 
unregulated CWOP settings as there were new placements of PMC children in congregate care 
settings and foster homes.   

 
As detailed in this report, the Monitors found substantial risks to children’s safety associated 

with Texas’s decision to continue housing children in unregulated CWOP Settings, such as offices, 
unlicensed facilities and cottages, or in hotels and motels.  The monitoring team’s interviews with 
PMC children and supervising DFPS staff in CWOP Settings, as well as extensive reviews of State 
records, confirm that by housing children in these unregulated settings, Texas has assigned 
children to caregivers who are overburdened and not well-trained to ensure their safety, placing 
them at an unreasonable risk of serious harm. The Monitors discovered instances this summer in 
CWOP Settings across Texas where overwhelmed, untrained staff restrained children as young as 
seven-years-old; provided children multiple doses of incorrect medication while other children 
went without prescribed medications for days; and in one instance, security at a CWOP Setting 
handcuffed a child. There was disturbing evidence of child-on-child sexual abuse in these CWOP 
settings, as well as evidence that children connected from CPS offices with sex traffickers and 
buyers and ran away from CWOP Settings. The Monitors also discovered instances of children 
with serious emotional disorders, some having gone without treatment, harming themselves with 
sharp objects, attempting to hang themselves to the point of losing consciousness, and ingesting 
cleaning fluids.  
 

The Monitors’ review of the records of 50 PMC children without placement this summer 
revealed that many of the children have complex mental and behavioral health needs, which 
require treatment and specialized care.  In numerous instances, the absence of treatment and 
stability, as well as the revictimization of the children by maltreatment in care, contributed to the 
children’s suffering, leading to suicidal ideation, self-harm, running away, anger, and aggression. 
Many of the children affected by Texas’s current lack of safe placements are victims of unsafe 
conditions in the Texas child welfare system that led to the closure of operations over the last two 
years; the children’s mental health and behavioral challenges – the “barriers” to placement that 
DFPS cites – were frequently worsened by the very system intended to protect them. 

 
Texas’s lack of safe placements for PMC children is the result of the closure of hundreds of 

unsafe beds across the State. Since January 1, 2020, Texas has closed 21 GROs with capacity of 
1,213 beds and two CPAs, affecting 291 agency homes, operations deemed so unsafe by either the 
Texas Health and Human Services Commission (“HHSC”) or DFPS that the State determined 
revoking a license or ending a contract and removing children was the best option. In addition, 
five GROs, accounting for another 134 beds, voluntarily closed in lieu of facing license revocation 
or denial; an additional 241 beds and 157 verified homes were eliminated from the system when 
GROs and CPAs with a serious history of child safety violations voluntarily closed after being 
placed under Heightened Monitoring.  

 
Most operations in the Texas foster care system are not under Heightened Monitoring. Of the 

485 operations that provided placements for foster children between 2015 and 2020, 358 (74%) 
had safety records that did not warrant enhanced oversight.  However, 127 operations (26%) had 
combined violation rates over the state rate in three or more years, making them eligible for 

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 2 of 111



 3 

Heightened Monitoring.  Of these 127 eligible operations, 82, or 17% of the 485 evaluated, were 
still active as of June 2021, and are currently under Heightened Monitoring. 

 
There is no question that the operations that qualified for Heightened Monitoring had 

serious child safety problems: the 127 operations that qualified for Heightened Monitoring in 
either 2020 or 2021 accounted for a total of 631 substantiated allegations of abuse, neglect, or 
exploitation of children entrusted to their care over the five-year period included in the analyses, 
and 14,227 minimum standards violations, of which 12,558 (88%) were for minimum 
standards ranked high, medium-high, or medium. Texas’s response to its closure of unsafe, 
regulated placements for PMC children has been an ever-growing dependence on unsafe, 
unregulated placements for PMC children, many of which now pose an unreasonable risk of 
serious harm to children. 

 
I. Demographics and Trends for Children Without Placement 

 
A. Data and Information  

 
DFPS reports the number of PMC children without placement to the Monitors on a weekly 

basis. In its reports, DFPS provides information about all PMC children without placements the 
prior week, including details about their individual characteristics (age, sex, level of care), their 
care team (caseworker, supervisor, region, and county), and the period without placement (first 
night without placement, DFPS’ identified “barriers to placement,” and location of the children).1 

 
DFPS also provided the Monitors with an addendum to its reports on March 31, 2021 that 

included information previously missing from the weekly reports for 32 of the 51 children under 
the care of the SSCCs who experienced a lack of placement during the time period.2 The addendum 
included both children about whom DFPS previously reported in the weekly reports, as well as 
children the State previously excluded from the weekly reports, with the latter group being 
significantly larger. The addendum did not contain demographic characteristics of the included 
children; therefore, the analyses of these characteristics are based on children only included in 
DFPS’s original reports.3 

 

                                                        
1 DFPS often first reports children to the Monitors the day after their first night without placement. Therefore, the 
number of children without placement reflected in the weekly compilation of the daily reports tends to be lower than 
the actual number of children without placement on a given night as calculated using the data provided about a child’s 
first night in placement.  
2 DFPS first provided an addendum to the Monitors on March 22, 2021, and then provided an Updated/Corrected 
Addendum on March 31, 2021 after reporting that the prior addendum was again missing relevant children. See Email 
from Tara Olah, Dir. of Implementation & Strategy, DFPS, to Kevin Ryan and Deborah Fowler, Monitors, SSCC 
CWOP addendum report – CORRECTED, March, 31, 2021 (on file with Monitors). 
3 Additionally, the monitoring team noted discrepancies in the dates between the data received in the weekly emails 
and the March 31, 2021, addendum document for eight of the children who were included in both sources of 
information. 
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B. Overview 
 

On average, 61 PMC children were without placement on a given night between January 1, 
2021 and June 30, 2021, with a maximum of 124 children (which occurred on June 24, 2021), a 
substantial increase from the previous reporting period.4 The number of PMC children without 
placement has increased considerably over time: on average, 10 children were without placement 
per night for the period of August 1, 2020 – December 31, 2020.5 In January 2021, 22 children, on 
average, were without placement per night; by June 2021, the number increased to an average of 
106 children per night. 

 
Figure 1: Children Without Placement by Day (January 1, 2021 - June 30, 2021) 

 

 
During this period, 501 unique PMC children experienced at least one night without placement 

during this period. Most children (69%, 344) experienced a single spell6 without placement; 19% 
(96) had two spells without placement; 7% (37) had three spells without placement; 4% (19) had 
four spells without placement; 1% (4) had five spells without placement; and one child (<1%) had 
six spells without placement. 
 

                                                        
4 In the previous report covering August 1, 2020, to March 21, 2021, there was an average of 18 children without 
placement per night, with a maximum of 52 children. Deborah Fowler and Kevin Ryan, The Court Monitors’ Report 
to the Court Regarding Maltreatment in Care and Unsafe Placements for Children Without a Placement 5, April 27, 
2021, ECF No. 1066. 
5 Deborah Fowler and Kevin Ryan, The Court Monitors’ Report to the Court Regarding Maltreatment in Care and 
Unsafe Placements for Children Without a Placement 5, April 27, 2021, ECF No. 1066. 
6 A spell denotes each separate time period that DFPS reports a child has spent one or more consecutive nights without 
placement. For example, if a child is without placement from June 1, 2021, to June 5, 2021, is then placed in an RTC 
from June 6, 2021 to June 10, 2021, and is then again without placement from June 11, 2021 to June 20, 2021, the 
child has had two CWOP spells. 
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Children’s average spells without placement lasted 14 nights, with the longest spell lasting 144 
nights, an increase from the previous reporting period.7,8 The average number of nights without 
placement per child (i.e., combining the length of all spells without placement during the period) 
was 20 nights, with a maximum of 163 nights. Almost 60% of the children without placement 
during this period experienced more than seven total nights without placement, and 19% (94) 
experienced more than four weeks without placement.9  

 
Figure 2: Total Nights Without Placement per Child (January 1, 2021 – June 30, 2021)10 

 

 
 

C. Profile of children without placement11  
 

1. Demographics 
 

The majority (86% or 422) of children without placement during the period were teenagers. 
The youngest child was one-year-old at the time a spell began and the oldest children were 17-
years-old. More than half (54% or 263) of the children without placement during the period were 

                                                        
7 This figure does not include the current spells for the 113 children without placement on the last day of the period, 
June 30, 2021. 
8 In the previous report, the average spell without placement lasted nine nights, with the longest spell lasting 51 nights. 
9 This figure does not include the current spells for the 49 children without placement on the last day of the period 
who did not have a previous spell. 
10 The graph does not include the current spells for the 49 children without placement on the last day of the period 
who did not have a previous spell. 
11 DFPS did not provide demographic information in the March 31, 2021, addendum on children under the care of 
SSCCs, therefore demographic data was available for 488 of 501 children. Unless otherwise noted, percentages are 
calculated out of 488. 
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female – higher than the share of female children in the broader PMC population (47% on June 
30, 2021). The vast majority of female children without placement were teenagers (ages 13 to 17) 
(88% or 231) and 62% (164) were older teens aged 15-17. Male children without placement during 
this period were similarly aged: 85% (191) were teenagers and 64% (143) were older teens aged 
15-17.  

 
2. Characteristics and Needs 

 
DFPS described multiple “barriers to placement” for most children it reported during this 

period.12 These children typically have experienced multiple placements; frequently the children’s 
mental health needs and underlying trauma have not been effectively addressed in their numerous 
placements.13 

 
The most common corresponding characteristics or treatment needs that DFPS identified were: 

history of physical aggression (405 children, 83%); prior hospitalizations for mental health crises 
(347 children or 71%); and a history of self-harm or suicidal ideation (346 children or 71%).14 As 
shown in Figure 3, the reported treatment needs for male and female children were similar. 

 
  

                                                        
12 DFPS did not include “barriers to placement” for 11 unique children. Unless otherwise noted, percentages are 
calculated out of 490. 
13 See Deborah Fowler and Kevin Ryan, The Court Monitors’ Report to the Court Regarding Maltreatment in Care 
and Unsafe Placements for Children Without a Placement 7-8, April 27, 2021, ECF No. 1066; Deborah Fowler and 
Kevin Ryan, The Court Monitors’ Update to the Court Regarding Conditions at Devereux – League City Residential 
Treatment Center, February 8, 2021, ECF No. 1027 (detailing the experience of two children, A.A. and B.B.). 
14 The monitoring team coded the text descriptions provided by DFPS using categories derived from the Common 
Application for Placement of Children in Residential Care. 
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Figure 3: Number of Children in Sample with Indicated Treatment Need, By Sex (January 
1, 2021- June 30, 2021) 
 

 
 
The children without placement during this period had notably high assigned levels of care 

compared to the broader PMC population (see Figure 4). DFPS reported that nearly half (45% or 
218) of the children without placement during this period required a “Specialized” level of care, 
with 21% (104) needing “Intense” care, and 24% (116) requiring “Moderate” or “Basic” care. The 
level of care was reported as expired for 41 children (8%).15 

 

                                                        
15 For children with multiple spells without placement during the period, this analysis reflects the highest reported 
level of care across all spells. For children whose level of care changed over the course of their spell, their highest 
initial level was used in this analysis. 
 

216

201

205

175

110

73

91

49

36

11

22

10

2

3

188

144

139

129

103

59

32

57

53

23

1

8

2

0 40 80 120 160 200 240 280 320 360 400 440

Physical aggression

Psychiatric hospitalization

Self-harm, suicidal ideations

Running away

Juvenile justice involvement

Substance use

Sexual victimization

Cognitive delay and/or physical disability

Sexual aggression

Setting fires and/or animal cruelty

Sex trafficking

Refused placement

Mental health diagnosis

Pregnant

Number of children with indicated treatment need

R
ep

or
te

d 
tre

at
m

en
t n

ee
d 

in
 p

la
ce

m
en

t

Number of Children in Sample with Indicated Treatment Need, By Sex 
(Jan 1, 2021- Jun 30, 2021)

Source: Analysis of  DFPS CWOP data, 
n=488 unique children (each child may have multiple needs indicated)

Females Males

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 7 of 111



 8 

Figure 4: Assigned Level of Care for Children Without Placement Compared to PMC 
Population16   
 

 
 

D. Geography and Location  
 

Almost 50% of children without placement were reported from five counties: Bexar (17%, 83) 
Harris (14% or 68), Dallas (9%, 44), Nueces (4% or22) and Hidalgo (3% or 15).  However, 
children experienced spells without placement in 88 different counties.  

 
The top three legal counties for children without placement (Bexar, Harris, and Dallas) are the 

same among the broader PMC population. However, children without placement have a larger 
representation from Nueces and Hidalgo County as compared to the PMC population. 
  

                                                        
16 Level of care data was available for 489 PMC children in a CWOP Setting and 9,805 PMC children as of DFPS’ 
June 30, 2021 cohort data. 
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Figure 5: Legal County for Children Without Placement Compared to PMC Population17 

 

 
 
 
The majority of children were under the care of DFPS (79% or 397), with 21% under the care 

of an SSCC: Family Tapestry (17% or 85),18 OCOK (3%, 15), 2INGage (<1% or 3), and St. Francis 
(<1% or 1).19 

 
DFPS reports a child’s placement location prior to the child’s spell without placement in a 

CWOP Setting.20 According to this data, 23% (164) of CWOP spells between January 1, 2021, 
and June 30, 2021, occurred after a child’s stay in a psychiatric hospital. Eighteen percent (128) 
of CWOP spells occurred after a child ran away from a placement,21 and 17% (120) occurred after 
a child’s stay at a Residential Treatment Center (see Figure 6). 

 
  

                                                        
17 Legal county data was available for 9,805 PMC children as of DFPS’ June 30, 2021, cohort data. 
18 Family Tapestry notified DFPS on April 29, 2021, of its intent to terminate its contract with DFPS in a letter to 
DFPS Commissioner Jaime Masters, and it no longer serves as the SSCC for the region.  
19 Of the total population of PMC children, 19% (1,908) were under the care of SSCCs as of June 30, 2021.  
20 Prior location data was available for 717 of 749 spells without placement. 
21 The data does not indicate from which type of placement a child ran away. 
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Figure 6: Child Location Prior to Spell Without Placement (January 1, 2021 - June 30, 
2021) 
 

 
 
When children experienced nights without placement, DFPS reported that children were held 

at CPS offices (56%, 423); various facilities (22%, 167); hotels (15%, 114); and churches (5%, 
39).  
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Figure 7: Child Location During Spell Without Placement (January 1, 2021 - June 30, 
2021) 
 

 
 

II. The State’s Claims Regarding the Causes of the Crisis 
 

State law tasks DFPS and HHSC with responsibility for developing a plan to meet the capacity 
needs of the foster care system.22  Since at least 2017, DFPS has produced an annual report 
documenting the capacity needs of the Texas foster care system.23  In each of the reports published 
since 2017, DFPS has documented a capacity shortfall, particularly for children whose treatment 
needs place them in the Specialized or Intense level of care.24  In January 2017, DFPS noted “DFPS 

                                                        
22 Tex. Hum. Res. Code §40.051 (requiring DFPS to develop a strategic plan based, in part, on “the goal of increasing 
the capacity and availability of foster, relative, and kinship placements in this state.”); Tex. Fam. Code §264.1261 
(requiring DFPS to work with stakeholders in each region of the state to create a plan to address substitute care capacity 
needs in the region).  During the 87th Regular Legislative Session, S.B. 1869 amended section 264.1261 of the Family 
Code to require HHSC, in collaboration with DFPS and the SSCCs, to develop a plan to increase placement capacity 
in each catchment area of the state with the goal of eliminating the need to place a child outside the child’s community.  
S.B. 1896, 87th Reg. Session (Tx. 2021). 
23 See DFPS, DEPARTMENT OF FAMILY AND PROTECTIVE SERVICES FOSTER CARE NEEDS ASSESSMENT (January 2017).  
DFPS produced reports prior to 2017 focused on capacity in response to SB 758, passed by the Texas Legislature in 
2007.  See DFPS, SB 758 FOSTER CARE CAPACITY-BUILDING PROGRESS REPORT (2009); DFPS S.B. 758 FOSTER CARE 
CAPACITY-BUILDING PROGRESS REPORT (2012).  A plan for building capacity was outlined in a 2008 DFPS report, 
which noted, “DFPS began tracking the number of youth without placements in January 2007.  Prior to January, youth 
were known to stay overnight in offices on occasion, but the increasing occurrences led DFPS to develop a centralized 
database in order to determine the scope of the issue.”  DFPS, MOVING FOSTER CARE FORWARD 5 (2008).  This report 
noted that 32 youth stayed overnight in a CPS office or other location in January 2007 and that the “placement 
challenge peaked in the month of May 2007 with 160 youth spending at least one night in an office.”  Id.   
24 DFPS, FOSTER CARE NEEDS ASSESSMENT (2018); DFPS, FOSTER CARE NEEDS ASSESSMENT (2019); DFPS, FOSTER 
CARE NEEDS ASSESSMENT (2020). 
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is experiencing difficulty securing and maintaining placement resources for children.”25  By July 
2019, the same month the Fifth Circuit issued its mandate in this case, DFPS noted a need for, 
“[m]ore foster home capacity across the state for: youth 14 and older with basic and moderate 
service levels; for all higher needs children and youth; and in rural areas, capacity for all ages and 
services levels.”26  In the report that DFPS released in November 2020, it noted that there “is still 
a need” to build capacity in these areas.27 
 
 DFPS’ needs assessment reports also refer to Texas’s reliance on private providers to meet 
children’s placement and safety needs.  DFPS states, “Building capacity depends largely on 
contracted provider efforts. Contracted providers develop and manage 90 percent of all foster 
homes across the state, all foster homes for higher needs children, and all congregate care.”28  In 
Community-Based Care regions, Single Source Continuum Contractors are responsible for 
ensuring adequate capacity to meet the placement and safety needs of children in their regions.29   
 
 Though DFPS’ reports since 2017 document an historical and ongoing problem with 
capacity, particularly for children with a high level of care, the State attributes the current 
prevalence of children being housed in unregulated CWOP Settings, such as offices,  to a number 
of different causes, none related to failures associated with DFPS’ statutory and constitutional 
responsibility to ensure that the system’s capacity provides for safe placements that do not expose 
children to an unreasonable risk of serious harm. The State first pointed to the COVID-19 
pandemic as the cause for the growing placement crisis, an issue the Monitors discussed in the 
September 2, 2020 report filed with the Court discussing children without placement.30  The State 
has also pointed to “lost” beds within the system, and to displacement of foster children by 
unaccompanied migrant children in operations that contract with the federal government to house 
these children.  Most recently, the State has claimed that implementation of the Court’s orders 
related to Heightened Monitoring has led providers to either opt out of serving foster children 
altogether, or serve children with a lower level of care.31   

                                                        
25 DFPS, DEPARTMENT OF FAMILY AND PROTECTIVE SERVICES FOSTER CARE NEEDS ASSESSMENT 5 (January 2017).  
While this report, and those that follow, are principally focused on the capacity needed in each region or catchment 
area to support keeping children within their legal county or regional catchment, the report also points out that “there 
is not an excess of supply at the state level.  All supply is being used.”  Id. at 8. 
26 DFPS, FOSTER CARE NEEDS ASSESSMENT 3 (July 2019). 
27 DFPS, FOSTER CARE NEEDS ASSESSMENT, Executive Summary (November 2020). 
28 DFPS, FOSTER CARE NEEDS ASSESSMENT 3 (July 2019); DFPS, FOSTER CARE NEEDS ASSESSMENT, Executive 
Summary (November 2020) (“Building capacity still largely depends on contracted provider efforts.”). 
29 See DFPS, DFPS Statement of Work for Region 3b Single Source Continuum Contractor, Exhibit A: DFPS 
Statement of Work – Version 4.0 (October 2019). 
30 Deborah Fowler and Kevin Ryan, The Court Monitors’ Report to the Court Regarding the State’s COVID-19 
Response and Implementation of the Court’s Order Regarding Heightened Monitoring, September 2, 2020, ECF 955. 
31 The State has also pointed to children’s refusal of placements as a reason for the crisis.  During site visits, the 
monitoring team asked the 56 children interviewed whether they had ever refused a placement.  Very few (16% or 9) 
answered that they had.  Of those who answered that they had, when asked why they refused the placement, reasons 
included not wanting to move out of state, and not wanting to move far away from siblings or other family members.  
Children also reported that in some cases, they had heard from other children who had unsafe experiences at the 
facility where the State wanted to place them, and they were afraid to go based on what they had heard about the 
placement.  In DFPS’ informal response to the Monitors’ report, the State indicates an even lower number of children 
(eight of 169, or 4.7%) had refused placement.  Despite the very low number, the State still included this as a material 
factor contributing to the current placement crisis.  DFPS, Children Without Placement, September 2021 (on file with 
the Monitors). 
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 Despite repeatedly raising these issues as causes for the crisis, the State has not provided 
data or information that can be validated by the Monitors to substantiate these representations, 
apart from DFPS’ statements regarding beds lost due to operation closures. The Monitors’ analysis 
revealed the vast majority of “lost” beds were in unsafe operations across Texas and were closed 
because of the State’s action: either HHSC’s decision to revoke or deny an operation’s license 
because of serious safety problems, or DFPS’ decision to cancel a contract for the same reason.  
 

In all, more than 1,200 beds have closed in operations deemed so unsafe by either HHSC or 
DFPS that the State determined that revoking a license or ending a contract and removing children 
was the best option; more than 200 were eliminated from the system when operations with a serious 
history of safety violations voluntarily closed after being placed under Heightened Monitoring.  
These closures are appropriately linked to the State’s implementation of the Court’s orders in this 
matter and Texas’s efforts to remedy the constitutional infirmities documented by the Court and 
validated by the Fifth Circuit.  The Court found, and the Fifth Circuit agreed, that Texas’s foster 
care system was unconstitutional due, in part, to the State’s failure to appropriately monitor and 
enforce minimum standards, causing PMC children to be placed in settings that posed an 
unreasonable risk of serious harm.  As the Fifth Circuit explained, Texas’s lax enforcement created 
a system in which repeat violators were “not a new phenomenon” and “licensees do not perceive 
that they will be held accountable for their malfeasance.”32  That some placements would close as 
the State implemented the Court’s remedial orders is unsurprising, but the State did not add 
adequate capacity in new, safe settings for higher-needs children, despite its own reports having 
for years identified a capacity problem. 
 

The children most affected by the current placement crisis are, in many cases, PMC children 
who were formerly served in the RTCs and GROs that the State closed due to safety problems.  
Many of the children the monitoring team met during on-site visits to CWOP Settings this summer 
had cycled through multiple operations closed due to safety violations; some were living in 
facilities when they closed.  Most of these children are very much like “A.A.” and “B.B.,” the two 
children discussed in the Monitors’ February 8, 2020 report to the Court regarding Devereux – 
League City,33 shuffled for years between RTCs and psychiatric hospitals, retraumatized along the 
way by unsafe conditions. Many of these children, like the named plaintiffs in this matter, have 
suffered the consequences of a constitutionally infirm system. They are now suffering through the 
capacity crisis that follows in the wake of shuttering operations that HHSC and DFPS deemed so 
unsafe that closure or contract termination was the best option for keeping children safe.   
 

A. Heightened Monitoring 
 

1. Background of the Court’s Orders Regarding Heightened Monitoring 
 

The background of the Court’s orders regarding Heightened Monitoring is discussed at length 
in the Monitors’ first two full reports, and in reports focused on implementation of Remedial Order 
                                                        
32 M.D. v. Abbott, 907 F. 3d 237, 265 (5th Cir. 2018). 
33 Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court Regarding Conditions at Devereux – 
League City Residential Treatment Center, February 8, 2021, ECF No. 1027. 
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20.34  In short, after the State asked the Court to clarify the language of Remedial Order 20, 
particularly with respect to determining a “pattern” and the process for Heightened Monitoring, 
the Monitors reviewed and discussed proposed clarifications with HHSC and DFPS for each of 
those terms.35  The Monitors made recommendations to the Court for the clarifications sought by 
the State.36  The Court entered an Order on March 18, 2020 that provided the clarification the State 
sought.37  The State did not appeal this order. 
 
 Since then, the Court has twice entered Agreed Orders modifying the March 18, 2020 
Order: First, on August 31, 2020, granting the State until January 1, 2021 to fully implement 
Heightened Monitoring for all of the operations it identified as qualifying for enhanced oversight.38  
And a second time, on December 7, 2020, the Court allowed placement approvals to be made by 
a DFPS Regional Director, rather than the Associate Commissioner, for operations on Heightened 
Monitoring.39  
 
 The State has twice evaluated operations for purposes of determining which qualify for 
Heightened Monitoring: first in 2020, and again in 2021.  Of the 485 operations that provided 
placements for foster children between 2015 and 2020, 127 (26%) had combined violation rates 
over the state rate in three or more years, making them eligible for Heightened Monitoring.  Of the 
12740 eligible operations, 82, or 17% of the 485 evaluated, were still active as of June 2021, and 
are currently under Heightened Monitoring. 
 
 There is no question that the operations that qualified for Heightened Monitoring had 
serious child safety problems: the 127 operations that qualified for Heightened Monitoring in either 
2020 or 2021 accounted for a total of 631 substantiated allegations of abuse, neglect, or 
exploitation of children entrusted to their care over the five-year period included in the analyses, 
and 12,558 citations for minimum standards violations rated high, medium-high, or medium.  As 
discussed, below, of the operations that qualified for Heightened Monitoring that closed; those that 
closed voluntarily accounted for 57 of the 631 substantiated allegations of abuse, neglect, or 
exploitation and 1,570 minimum standards citations weighted high, medium-high, or medium 
while those that closed because of license revocation or denial, or contract termination, accounted 
for 142 substantiated allegations of abuse, neglect, or exploitations and 1,977 minimum standards 
citations ranked high, medium-high, or medium.  
 
                                                        
34 Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court Regarding Remedial Order 20, March 
3, 2020, ECF 832; Deborah Fowler and Kevin Ryan, First Court Monitors’ Report 2020, June 16, 2020, ECF 869; 
Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court Regarding the State’s COVID-19 
Response and Implementation of the Court’s Order Regarding Heightened Monitoring, September 2, 2020, ECF 955; 
Deborah Fowler and Kevin Ryan, Second Report of the Monitors, May 4, 2021, ECF 1079. 
35 Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court Regarding Remedial Order 20, March 
3, 2020, ECF 832. 
36 Id. 
37 Order, ECF 837.  The Court entered an Order on March 29, 2020, temporarily suspending the “in person” elements 
of Heightened Monitoring definition included in the March 18, 2020, Order. Order, ECF 838. 
38 Order, ECF 950. 
39 Order, ECF 1012. 
40 An additional seven CPA operations originally qualified for heightened monitoring in 2020 but were removed after 
CPA capacity corrections were made by the State.  Once capacity was corrected, these seven operations were no longer 
eligible for Heightened Monitoring. 
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2. The State’s Claims Linking Remedial Order 20 and Heightened Monitoring to 
Placement Crisis 

 
At times, some providers have pointed to Heightened Monitoring as a primary cause for the 

shortage of placements and the spike in the number of foster children in CWOP Settings. One of 
the provider associations, the Texas Alliance of Child and Family Services (TACFS) sent a letter 
to the Monitors in December 2020, which included the following characterization of the alleged 
impact of the lawsuit on care provided: 
 

We believe it is important for you to hear from the caregivers working directly with 
children and youth in the system every day.  We have been talking and working 
with providers for the past year to understand and adapt to the lawsuit and court’s 
orders.  With that in mind, we want to bring to your attention a few critical issues 
impacted by the lawsuit and the ongoing monitoring process. 
 

1. Loss of capacity for children with complex needs.  Many TACFS 
members care for children with complex needs or trauma-induced 
behaviors – children who have a history of running away, displaying 
aggressive behavior toward others or themselves, or are survivors of 
child sex trafficking and exploitation.  It is our understanding that the 
methodology for heightened monitoring does not adjust for the unique 
needs of children and therefore does not account for the significant 
challenges of caring for children with higher needs.  Caring for children 
with complex or behavioral needs brings an increased risk of punitive 
regulatory sanctions that could ultimately shut down a program when 
such a shutdown may not be warranted.  And this risk aversion is leading 
organizations to reconsider serving children with complex, therapeutic 
needs that they might otherwise have served and served well.41 

 
Some providers and their representatives also raised a similar concern when the capacity 

crisis was reported in the media.42 More recently, DFPS leadership has pointed to its own 

                                                        
41 Letter from Katie Olse, CEO, Texas Alliance of Child and Family Services, to Deborah Fowler and Kevin Ryan, 
December 3, 2020 (on file with Monitors).  The letter also claimed that Heightened Monitoring is having a negative 
impact on child well-being because “Some organizations are so focused on the risk of harm that they are cautious or 
even avoiding allowing children normal experiences of growing up, like going to the park or outings with friends, 
connecting with a mentor, and more.”  Id.  Ms. Olse further complained that “complying with regulations stemming 
from the ongoing lawsuit is pulling limited resources away from direct care and services.”  Id.  DFPS later repeated 
these complaints to the Monitors.  Ms. Olse’s letter advocated “Forward-thinking heightened monitoring,” stating 
“With so many contracted providers on heightened monitoring, many with strong histories and excellent track records, 
the end is unclear…with the current methodology including a rolling average, it is highly likely that many will be 
right back on heightened monitoring again next year, and the year after.”  Id.  
42 See Robert T. Garrett, Abused, neglected children again sleeping in CPS offices in repeat of Texas foster care crisis, 
Dallas Morning News, December 18, 2020; Robert T. Garrett, ‘Capacity catastrophe’: Texas’ big outsourcing of 
foster care tested by system’s woes, Dallas Morning News, April 30, 2021; Avery Travis, ‘A catastrophe’: More than 
200 kids sleeping in CPS offices as need for foster care intensifies, KXAN.com, May 4, 2021; Robert T. Garrett, 
Foster care providers ‘very disappointed’ Texas lawmakers didn’t raise rates to ease capacity, Dallas Morning News, 
May 28, 2021; Reese Oxner & Neelam Bohra, Texas foster care crisis worsens, with fast-growing numbers of children 
sleeping in offices, hotels, churches, Texas Tribune, July 19, 2021. 
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implementation of Heightened Monitoring as a cause of the crisis, linking it to the difficulty that 
the agency is having in finding placements for what it refers to as “high acuity” youth.  In a letter 
to Texas State Senator Lois Kolkhorst and Texas State Representative James Frank dated May 10, 
2021, DFPS Commissioner Jaime Masters wrote: 
 

Our lack of capacity undoubtedly increased significantly with COVID-19, but that 
is no longer the primary issue.  The federal foster care lawsuit and insufficient rates 
are now having a significant impact.  While the District Court has explained its 
remedies are designed to improve care and safety for children, providers 
nevertheless say they are afraid of heightened monitoring and what it means. 
 
While we always need more placements, we have unused capacity because of 
apprehension over accepting children with a history of physical or sexual 
aggression and/or significant mental health issues.  Providers fear licensing or 
abuse/neglect findings that may lead to heightened monitoring.  The other factor I 
mention above, rates, figures directly into this equation.  Most providers do not 
exist to run a profit, and as such, do not have discretionary funds to supplement 
rates.  Higher rates would allow some providers to increase staffing or wrap-around 
supports.  Others may be able to operate by serving fewer high-acuity children with 
greater focus.43 

 
When DFPS sent the Monitors a copy of this letter, DFPS also sent a spreadsheet that it 

had provided to the legislators that showed capacity changes for foster homes and congregate care 
facilities in each region of the state.44  Though Commissioner Masters’ letter points to “unused 
capacity” and providers’ fears related to Heightened Monitoring as the causes of the crisis, the 
spreadsheet indicates that though total foster home capacity increased statewide between April 30, 
2019 and March 31, 2021 by 259 homes, the total GRO capacity decreased statewide by 664 
beds.45 More recent statements from DFPS place the number of “lost” beds (most of which resulted 
from the closure of unsafe congregate care facilities) at over 1,000.46 
 
 On June 28, 2021, Commissioner Masters sent an e-mail to the Monitors that pointed to 
Heightened Monitoring as a factor contributing to DFPS’ difficulty in obtaining placements for 
“high acuity” youth.  Though the e-mail raised a number of other problems more directly related 
to capacity, including appropriate staffing, loss of beds, the treatment needs of “high acuity” youth, 
                                                        
43 Letter from Jaime Masters, Commissioner, DFPS, to Senator Lois Kolkhorst, Chair, Texas Senate Health and 
Human Services Committee, and Representative James Frank, Chair, Texas House Human Services Committee, May 
10, 2021 (on file with Monitors). 
44 DFPS, Excel Spreadsheet: SSCC Placements and Capacity Changes (on file with Monitors).  The Monitors have 
not validated the data included on the DFPS spreadsheet. 
45 Id. The children DFPS identified as most affected by the placement crisis are children who have not historically 
been placed in foster homes.  See Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court 
Regarding the State’s COVID-19 Response and Implementation of the Court’s Order Regarding Heightened 
Monitoring, at 29-30, September 2, 2020, ECF 955 (examining level of care by living arrangement and finding 
children with a Specialized or Intense level of care are most often placed by Texas in congregate care settings). 
46 E-mail from Trevor Woodruff to Deborah Fowler and Kevin Ryan, re: Capacity Loss Numbers, June 28, 2021 
(breaking out capacity lost from September 1, 2020 to the date of the e-mails by operation type, and indicating a total 
capacity loss of 1,026) (on file with Monitors). 
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and payment rates, the singular focus of the e-mail’s request for a conversation with the Monitors 
was to discuss the potential for changes to Heightened Monitoring “including the exit 
parameters.”47 Commissioner Masters’ e-mail states: 
 

It is beyond question that the acuity of children in care continues to steadily 
increase.  An analysis to barriers to placement (percentage of youth on average with 
identified behaviors), yields three overwhelmingly common characteristics: 
 

§ History of psychiatric hospitalizations (self-harm, suicidal 
ideations/attempts) – 85% 

§ Aggression/violent outbursts/assault – 75% 
§ History of running away – 60%48 

 
These statistics are alarming and the increasing acuity of children are joined with 
other drivers for the drastic increase in CWOP.  Candid discussion with providers 
to address CWOP yield the same core issues – inability to secure staff, foster care 
litigation, and frustration over rates. 
 
During the height of the pandemic, providers began experiencing problems with 
maintaining staff sufficient to serve children.  Whether it was quarantined staff or 
simply staff who were afraid to work, providers had no choice but to begin to 
restrict some of their ability to serve children.  This was exacerbated by children 
who were quarantined, requiring their separation from other children and requiring 
additional staff to care for them on an individual basis.  This has coincided with the 
implementation of Heightened Monitoring and there is no denying it, they have 
never recovered to pre-pandemic levels of staffing. 
 
Providers generally speak in terms of concerns of DFPS investigations and HHSC 
licensing actions.  They view the increase in investigations and licensing action as 
creating a punitive environment.  They have complained that there are not sufficient 
technical assistance or opportunities for understanding or correction, which I have 
asked the Heightened Monitoring team to immediately address.  They further 
complain that the Heightened Monitoring process requires additional staff and time 
for the operation that is taking away from serving youth.  Providers report not 

                                                        
47 As discussed at length in the Monitors’ previous reports, to exit Heightened Monitoring, an operation must: satisfy 
the conditions of the State’s Heightened Monitoring Plan; have at least six months of successive unannounced visits 
indicating the operation is following the standards and contract requirements that led to Heightened Monitoring; and 
the operation is not out of compliance on any medium-high or high weighted licensing standards.  Order, ECF 837. 
48 Though the preceding sentence implies that the acuity of all children in care is increasing, it is important to point 
out that the data cited are not for all children in care; they are statistics for children in CWOP Settings.  If level of care 
is a proxy for “acuity,” the level of care for children in DFPS custody does not appear to have changed significantly 
since DFPS provided information to the Court’s Special Masters in this case on April 26, 2016.  A Slideshow 
presentation shared with the Special Masters on that date showed that 14 percent of foster children were classified as 
having a Specialized level of care, and three percent were classified as having an Intense level of care.  DFPS 
Placement Array, PPT, April 26, 2016 (on file with the Monitors).  The Monitors’ review of PMC children’s level of 
care for this report shows that in June 2021, approximately 15% of PMC children had a Specialized level of care, and 
four percent (4%) had an Intense or Intense Plus level of care (a level added since the 2016 PPT presentation). 
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wanting to take youth with high acuity needs due to fear of the state, reporting a 
“self-preservation” mode, which further compounds the staffing issues.  They 
report staff quitting due to fear of an abuse/neglect finding; concerns with findings 
being punitive and not helpful or collaborative; findings of RTBs for what they 
believe are “common sense” situations, such as choosing between competing needs 
in a very dynamic and fluid environment; and a feeling that investigators are no 
longer taking into account the environment or competing needs of the kids they are 
serving. 
 
Finally, it has long been the case that providers struggle with finding qualified 
administrators to run operations.49  This struggle now extends to finding and 
maintaining quality staff.  This is part of the frustration over rates.  With the current 
economic climate, providers struggle to attract and maintain sufficient staff for 
operations.  A lack of staffing and other necessary staff (therapeutic providers, 
maintenance personnel, etc.) directly reduces the ability of providers to increase 
capacity.  This inability to gain appropriate staffing has a greater detrimental impact 
as providers now desire additional supervision and support for children in care to 
guard against potential increase in investigations and licensing actions that may 
place them on heightened monitoring or other actions (probation or contract 
termination). 
 
These are difficult challenges to overcome not only for our providers but for both 
DFPS and our SSCC partners as we are not having much success with getting them 
to resume accepting our kiddos.  We have experienced a net loss of 994 beds as of 
May 28, 2021 for this fiscal year thus far...While I understand, the scope of this 
litigation does not cover CWOP, compliance with the Heightened Monitoring 
Order is having an impact on our ability to place these high acuity kiddos with 
providers…Would you be open to discussing with me and a few others on the 
leadership team about the impact of the litigation, always with the primary focus of 
keeping our kids safe.  We are in full agreement that safety will not be compromised 
but would like to meet to review and discuss the current parameters, including the 
exit parameters.  We need our providers and need to also show them that we hear 
them.  I have to find a way to change the Providers’ perception of Heightened 
Monitoring and to help them succeed.50 

 
On July 1, 2021, DFPS sent an update to the Monitors regarding the steps the agency was 

taking to address the lack of safe placements for children. Though the e-mail was principally 
focused on the agency’s work to develop new capacity, particularly capacity focused on the 
treatment needs of “high-acuity” youth, DFPS also raised Heightened Monitoring: 
 

                                                        
49 SB 1896 amended Chapter 42 of the Texas Human Resources Code to add section 42.080 prohibiting HHSC from 
issuing citations to GROs or CPAs for failing to employ a licensed child-care administrator if the operation has been 
without an administrator for less than 60 days and made substantial efforts to hire a qualified administrator.  Tex. 
Hum.  Res. Code §42.080. 
50 E-mail from Commissioner Masters to Deborah Fowler and Kevin Ryan, re: CWOP/Capacity, June 28, 2021 (on 
file with the Monitors). 
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We continue to focus on developing sub-acute capacity to meet the placement needs 
of children in CWOP. ***   
 
*** 
 
I know Commissioner Masters has requested a meeting to discuss Heightened 
Monitoring (HM).  One of the new operations, The Bridge, recently placed on HM, 
requested a meeting with us to share their concerns.  We met yesterday and they 
opened by stating, “we have spent the last 4 of the last 5 years accepting your higher 
acuity youth, and the ‘thank you’ was HM.”  They further stated, “we were warned 
by other operations not to accept these youth as it would increase licensing 
violations and we now see they were right.”51  They advised they will be sharing 
their experience with other providers and suggested we need to make allowances 
for operations who accept these youth, recognizing that their behaviors lead to 
increased investigations and licensing deficiencies.  They were critical of both 
DFPS investigations and HHSC licensing.  They also complained of the rates.  I 
requested that they send all their concerns in writing.  Also, while I know Trevor 
Woodruff shared with you a list of the operations that have closed over the last year, 
the providers continue to tell us that the impact of HM extends to operations on HM 
and those who fear being placed on HM so they are refusing to accept our higher 
acuity needs youth.52 
 
The Monitors responded to the e-mail by noting that operations qualify for Heightened 

Monitoring only if they have had a higher than average number of substantiated findings of abuse, 
neglect, or exploitation (aka RTBs), citations for minimum standards violations (rated high, 
medium-high, or medium), and contract violations, in at least three of the five years of the analysis, 

                                                        
51 The Heightened Monitoring analysis for The Bridge, an Emergency Shelter with a capacity ranging from 22 to 38 
beds between 2016 and 2020, showed that the operation was well above the average rate of violations for similarly 
sized GROs in 2017, 2018, and 2020.  In 2017, the average rate of combined RTBs for child abuse or neglect, minimum 
standards violations rated high, medium-high, and medium, and contract violations was 2.668; The Bridge had a rate 
of 3.182.  In 2018, the average rate for similarly-sized GROs was 3.003; The Bridge had a rate of 5.0.  And in 2020, 
the average rate was 3.777 for similarly sized operations; The Bridge had a rate of 6.364.  Between 2016 and July 30, 
2021, four State investigations of allegations of maltreatment of children at The Bridge have resulted in seven 
substantiated findings of child abuse, neglect, or exploitation:  In 2017, a finding of Reason to Believe for Physical 
Abuse resulted from a case in which a child was “punched several times on his head” by a staff person, resulting in 
an injury to the child’s eye.  This finding was upheld on administrative review.  In 2019, a finding of Reason to Believe 
for Physical Abuse resulted from an investigation in which a 6’2”, 280-pound male staff person “slammed” a 16-year-
old girl, described as 5’4” and about 120 pounds, against the wall during a restraint, and then “slammed her against 
the tip of the door frame,” with the child reporting that she “felt her face hit the door frame and her feet were no longer 
touching the floor.” The RTB was upheld after an administrative review.  In 2021, three Reason to Believe findings 
for Physical Abuse (one for each staff person involved) resulted from a failure to intervene when two children attacked 
and injured another child.  An administrative review is pending.  In 2021, two findings of Reason to Believe for 
Neglectful Supervision resulted from the failure of two staff members to intervene or prevent an incident in which a 
child threw a pencil at and injured a 15-year-old girl who has cerebral palsy and is partially blind, after the aggressor 
(who had repeatedly indicated she had a problem with special needs children) had been threatening to kill or injure 
the child.  An administrative review is pending. 
52 E-mail from Corliss Lawson, Associate Commissioner for Foster Care Litigation Compliance, to Deborah Fowler 
and Kevin Ryan, re: CWOP, July 1, 2021, (on file with the Monitors). 
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when compared to similar operations.53  In fact, 74% (358) of the 485 operations that provided 
placements for foster children between 2015 and 2020 had safety records that did not warrant 
enhanced oversight. The Monitors asked whether it was DFPS’ position that operations that care 
for “high acuity” youth should be allowed a higher number of substantiated findings of abuse, 
neglect, or exploitation, minimum standards violations, and contract violations before being placed 
on Heightened Monitoring.54   
  

In the alternative, the Monitors asked if DFPS was suggesting that DFPS substantiates 
allegations of abuse, neglect, or exploitation involving “high acuity” youth when unwarranted, that 
DFPS takes contract action against these operations when unwarranted, or if it was suggesting 
HHSC takes unwarranted action on minimum standards.  DFPS responded, opening its e-mail with 
reassurances that the agency did not intend to suggest that a lower standard of care should be 
tolerated for providers that accept those whom DFPS describes as “high acuity” youth: 
 

First, DFPS wants to be clear our position is not that Providers who care for “high 
acuity” youth should be allowed a higher number of substantiated findings of abuse, 
neglect, or exploitation, minimum standards violations (rated high, med-high, or 
medium), and contract violations before being placed on Heightened Monitoring.  
The problem is much more complex, and we don’t believe there is a magical 
number.  Nonetheless, providers have complained that the existing regulatory 
system does not take into consideration the level of care needed by the youth being 

                                                        
53 E-mail from Deborah Fowler and Kevin Ryan to Corliss Lawson, et al, re: CWOP, July 2, 2021, (on file with the 
Monitors). 
54 This is not the first time that DFPS has made the argument that children’s level of care should be considered when 
determining whether an operation qualifies for Heightened Monitoring. The argument was first raised when DFPS 
asked the Court to allow it to use a tiered approach at the start of Heightened Monitoring, citing a lack of resources 
and capacity.  See Deborah Fowler and Kevin Ryan, The Court Monitors’ Report to the Court Regarding the State’s 
COVID-19 Response and Implementation of the Court’s Order Regarding Heightened Monitoring, at 27-30, 
September 2, 2020, ECF 955.  DFPS proposed using a “risk stratification” analysis to prioritize rollout that included, 
among other things, a credit for providers serving “high acuity” youth, subtracting points from their risk score if they 
served youth with a high level of care.  This risk stratification analysis was already used by DFPS in its oversight of 
contractors; it was created by DFPS in conjunction with its efforts to improve monitoring and evaluation of contractor 
performance, in response to a bill passed by the Texas legislature in 2019.  DFPS, Senate Health and Human Services, 
Department of Family & Protective Services Overview 89, PowerPoint Presentation, March 10, 2021.  DFPS uses its 
risk stratification tool to run quarterly evaluations of all of its residential care contractors to evaluate trends related to 
child safety.  Id.  DFPS explained to the Monitors that its purpose for including level of care in the analysis was not 
to discount RTBs and deficiencies, but instead to balance factors, including early discharges from placements and EBI 
rates, that the agency contends are correlated to level of care but not to violations or evidence of actual harm. When 
the Monitors replicated the State’s risk stratification analysis, the Monitors found that subtracting points for operations 
serving youth with a higher level of care overcompensated for the elements DFPS claimed it was trying to balance, 
presenting the possibility that it could mask safety risks to children evidenced by RTBs for child abuse and neglect 
and deficiencies.  Ultimately, the State agreed that it would not use level of care as a piece of the risk stratification 
analysis for Heightened Monitoring going forward, particularly after the Monitors’ replication of the analysis also 
showed that removing the level of care credit from the analysis for the operations that qualified for Heightened 
Monitoring did not change the priority list for the rolling implementation of the first set of operations identified for 
Heightened Monitoring.  In other words, even when accounting for operations serving youth with a higher level of 
care, prioritization of operations for the 2020 Heightened Monitoring rollout did not change.  Deborah Fowler and 
Kevin Ryan, The Court Monitors’ Update to the Court Regarding the State’s COVID-19 Response and 
Implementation of the Court’s Order Regarding Heightened Monitoring, at 31, September 2, 2020, ECF 955. 
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served and the complexities of the youth’s behaviors.  What DFPS is suggesting is 
non-adversarial undertaking, together with you all as Monitors, to address what we 
believe is an unintended consequence of the Heightened Monitoring Order that is 
contributing to the barriers we are facing in finding placements for youth with high 
acuity needs.  For purposes of this conversation, “high acuity youth” are the youth 
who are ending up in CWOP and…whom Providers are unwilling to accept because 
there are no allowances given for caring for this population.  As Commissioner 
Masters stated in her communication to you, those youth overwhelmingly have the 
following 3 potential barriers to placement: 
 

o History of psychiatric hospitalizations (self-harm, suicidal 
ideations/attempts) – 85% 

o Aggression/violent outbursts/assault – 75% 
o History of running away – 60%55 

 
However, despite DFPS’ assurances that the agency did not intend to suggest a lower standard, the 
e-mail goes on to describe exactly that, raising the example of The Bridge, again, as an operation 
that felt it was being punished for “help[ing].out” DFPS56 by taking “high acuity” youth: 
 

As provider staff engage with youth to control behaviors so that they do not harm 
themselves or others, it undeniably leads to more investigations and potential RTBs 
and the corresponding license violations.  As I mentioned in my communication by 
way of example, we spoke last week with staff from The Bridge in San Antonio, 
which had a TEP contract with DFPS to accept its “high acuity” youth, often the 
ones in CWOP, or headed to CWOP, for 4 of the last 5 years.  Because it was a 
TEP contract, it had a “no eject/no reject” clause so The Bridge was obligated to 
accept our youth. They noted that they could have terminated the contract but 
wanted to care for these youth and help us out, knowing that other providers often 
will not accept this population. The staff are experts in the field and have been 
serving in this capacity for many years, with one staff member noting she had been 

                                                        
55 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: CWOP, July 7, 2021 (emphasis in original) 
(on file with the Monitors). 
56 According to the contract between DFPS and The Bridge, a “Temporary Emergency Placement” or “TEP” are 
“[t]emporary programs to provide temporary emergency placement for children and youth with high needs while a 
longer term placement is identified.”  DFPS, Purchased Client Services Contract Amendment Contract #200094-008, 
June 21, 2017 (on file with the Monitors).  TEP programs were created in 2017 to respond to a previous crisis in the 
number of children without placements.  See DFPS, CHILD PROTECTIVE SERVICES BUSINESS PLAN FISCAL YEAR 2018, 
at 31 (October 2017).  The daily rate for providers that “help out” DFPS by providing TEP beds is at the top of the 
rate scale.  The Bridge entered into a TEP contract with DFPS in 2017 and continued to contract with DFPS in 2018 
and 2019 for these beds.  According to the contract between The Bridge and DFPS, the provider was paid $400.72 per 
day (for an annual rate of almost $150,000 for each bed) regardless of whether the beds were actually occupied by 
children.  DFPS, Purchased Client Services Contract Amendment Contract #200094-998, June 21, 2017 (on file with 
the Monitors).  During the first year of the contract between DFPS and The Bridge, the provider agreed to reserve five 
TEP beds.  Id.  An amendment to the contract raised the number of beds to seven in 2018, and another amendment 
dropped the number back to five in 2019.  DFPS, Department of Family and Protective Services Bilateral Amendment 
No. 2, June 22, 2018 (on file with Monitors); DFPS, Texas Department of Family and Protective Services Bilateral 
Contract Amendment, September 5, 2019 (on file with the Monitors).  
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there for 38 years. The Bridge is now on heightened monitoring and opined that 
without allowances for serving this population, DFPS is soon going to find that it 
has no placements for this population.57   
 

The e-mail further describes the pressure being placed on DFPS by providers to reward those who 
take “high acuity” youth by “grad[ing] them accordingly” or risk losing the operation as a 
placement option: 

 
Commissioner Masters requested the meeting before we even met with The Bridge 
because providers are unwilling to accept these youth.  Providers are not going to 
open new operations for this population if the system does not realize the extent of 
care needed for the youth and grade them accordingly.58   
 

DFPS eventually blamed Heightened Monitoring for the capacity crisis: 
 

This is not a CWOP lawsuit.59  Nonetheless, the Heightened Monitoring Remedial 
Order to protect PMC youth in licensed foster care placements, is causing a small 

                                                        
57 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: CWOP, (July 7, 2021) (on file with the 
Monitors). 
58 Id.  
59 DFPS repeated this point in another e-mail sent to the Monitors, stating, “[A]s you and Kevin have clearly noted, 
M.D. v. Abbott is not a CWOP lawsuit or injunction.  We concur in that assessment.  We do not concur, however, that 
PMC children in CWOP falls within the Court’s general injunction.  We will continue to assert that the M.D. v. Abbott 
injunction only applies to PMC children who are placed in foster care facilities…We understand the Court’s concern 
and, therefore, Commissioner is willing to provide the requested information but we do not want our production to be 
construed as a concession that this lawsuit now includes…PMC children outside of licensed foster care.”  E-mail from 
Corliss Lawson to Deborah Fowler and Kevin Ryan, re: SB 1896/SSCC OCOK, (July 28, 2021) (on file with the 
Monitors).  In response, Monitor Deborah Fowler asked, “[J]ust so Kevin and I understand.  Is it DFPS’ position that 
the Court’s general injunction does not apply to the general class?”  E-mail from Deborah Fowler to Corliss Lawson, 
re: SB 1896/SSCC OCOK, July 28, 2021 (on file with the Monitors) (emphasis in original). 
 
On July 30, 2021, DFPS’ General Counsel responded: 
 

Corliss requested that I respond to your question below.  I want to start by saying that DFPS is 
extremely concerned with the safety of children who are in CWOP.  In fact, the safety of the children 
in CWOP, as well as the staff who work with those children, has been the Commissioner’s main 
focus in working on the CWOP crisis.  She has made it very clear that dealing with the CWOP crisis 
is a priority, and she is diligently working on a solution to remedy the situation, in both short and 
long term. 
 
Turning to your specific question, the general injunction reads as follows: 

 
The Court therefore ENJOINS the Defendants from placing children in permanent 
managing conservatorship (“PMC”) in placements that create an unreasonable risk of 
serious harm.  The Defendants SHALL implement the remedies herein to ensure that 
Texas’s PMC foster children are free from an unreasonable risk of harm. 
 

Certain remedies involve the General Class.  The first sentence of the general injunction, however, 
references “placements.”  The Fifth Circuit’s ruling is based on the following understanding of what 
the word “placement” means.  “Placements must be licensed to care for children at specific service 
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population in DFPS custody to be without placement and, thus, under DFPS 
supervision in an unlicensed setting.  We do not believe this was an intended effect 
by the Court when the Heightened Monitoring Order issued but DFPS increasingly 
is hearing from providers that Heightened Monitoring is a primary factor for why 
they will not accept these youth for placement.60  

 
DFPS acknowledged that children are being harmed by the lack of placements and suggested the 
Court’s Heightened Monitoring orders “exclude[d] this very important population” from 
placements: 
 

It is the “high acuity” youth who are being harmed by not having licensed 
placements with staff specially trained to address the youth’s needs.  DFPS does 
not believe Judge Jack’s intent was to exclude this very important population.  In 
most cases these youth will be adults in one to three years, and thus, there is a sense 
of urgency for them to [be] in placements with trained caregivers.  With respect to 
DFPS’ collaboration with providers, the reality is that we have to be concerned with 
their success as we cannot provide appropriate placements without them.61   
 

Finally, DFPS again reassured the Monitors that it did not intend to suggest a lower standard for 
providers serving “high acuity” youth, but then represented that DFPS and HHSC have become 
rigid and inflexible, applying “unrealistic” legal standards that “no one can meet” and suggested 
that the State’s “knee jerk” reactions to the lawsuit fail to account for the complexities of the child 
welfare system: 

 
DFPS is not suggesting that it or HHSC should go slow on enforcing regulations 
designed to protect children from safety risks.  Rather, the state must improve its 
efforts to provide technical assistance and additional resources to help the operation 
quickly come into compliance without compromising child safety.  This is a 
criticism that providers also have shared with DFPS.  While we need providers, we 
do not need those who are not willing to quickly come into compliance and keep 
children safe.  Most professionals who chose to be caregivers have a passion for 
caring for these youth, desiring to help them to survive in spite of the trauma they 
have suffered.  We have not heard any provider say they should be allowed more 
RTBs; they do feel, however, that as a result of the lawsuit and the Remedial Orders, 

                                                        
levels.” [citation omitted] The Fifth Circuit cited examples of “placements” as licensed facilities 
including foster family homes, general residential operations, and residential treatment centers. 
[citation omitted] The Fifth Circuit, throughout its opinion, consistently refers to “placements” as 
licensed foster care facilities. 
 
For this reason, CWOP does not fall within that portion of the injunction, as you have asserted.  As 
Mr. Ryan pointed out during our last meeting CWOP is related to the issue of placement array that 
was struck by the Fifth Circuit. 

 
E-mail from Vicki Kozikoujekian, General Counsel, DFPS to Deborah Fowler and Kevin Ryan, re: FW: SB 
1896/SSCC OCOK, (July 30, 2021) (on file with the Monitors). 
60 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: CWOP, (July 7, 2021) (on file with the 
Monitors). 
61 Id. (Emphasis in original) 
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some enforcement actions have become “punitive” and the state can do a better job 
of evaluating all factors when rendering a finding under the applicable legal 
standard.  They feel we have become tone death to the realities and are imposing 
standards that are so unrealistic that no one can meet them.  They also are requesting 
a reasonable time period to correct noted deficiencies.  We are meeting with HHSC 
to address these concerns. 
 
Second, DFPS is concerned that the state has become too reactive to the lawsuit, 
which unfortunately leads to “knee jerk” actions and inconsistency and does not 
account for the complexities that exist in all child welfare systems.  For example, 
as DFPS has accelerated contract terminations and HHSC license revocations, 
providers are fighting back.  In fact, two providers recently filed suit against HHSC 
for licensing revocations.62  We learned last week that Willow Bend’s petition for 
a temporary restraining order filed against HHSC was granted.  You may recall that 
Willow Bend was one of the providers who HHSC decided to revoke its license 
earlier this year, leaving DFPS with no choice but to terminate the contract.  Willow 
Bend was one of the providers who would accept our high acuity boys.  Reportedly, 
youth were very upset with being removed from that operation.  As DFPS 
scrambles for space to temporarily house the youth in CWOP, Willow Bend has 
now offered to lease its now vacant facility to DFPS.  As DFPS notified you 
previously, we have done the same with the Brave Hearts facility.  This is not a 
good outcome.  By citing these two facilities, DFPS is not passing judgment on 
whether the license revocations were warranted; rather, the point is that DFPS is 
now considering leasing space from two former operations so DFPS staff can go 
into the now unlicensed facility and care for the youth while it continues the search 
for suitable placements.  Another major problem is that the current methodology 
leaves operations without certainty, wondering whether their rate of violations will 
be above the combined rated [sic] of violations for operations of similar size.  The 
providers have shared that they would like to be graded or scored based on how 
their operation is performing when all aspects of their operations have been 

                                                        
62 In response to HHSC’s notification to them of the agency’s intent to revoke their licenses, two providers, Willow 
Bend and Carson Parke filed petitions in state court to enjoin HHSC from prohibiting their operation pending 
administrative review.  The hearing for one of these providers, Carson Parke, exposed a disagreement between two of 
the Governor’s cabinet agencies, HHSC and DFPS, regarding the safety of this operation. Trevor Woodruff, the 
Deputy Commission for DFPS, was subpoenaed to testify for Carson Parke at the hearing on the provider’s petition 
for a temporary injunction against HHSC.  During his testimony, when asked whether he believed that the operation 
“posed a risk to the safety or health of the children that had been placed at the facility,” Mr. Woodruff said that at the 
time that DFPS ended their contract with the provider, he did not see a health or safety reason to end the contract.  
Transcript of Record, Motion for Temporary Injunction at 38, Chester Pitts Foundation D/B/A Carson Parke v. Texas 
Health and Human Services Commission, No. 2021-29160, 215th District Court, Harris County.  Later, Mr. Woodruff 
testified that, prior to terminating its contract with DFPS (which he indicated they were required to do because HHSC 
moved forward with license revocation), the agency found that Carson Parke had met the conditions of a corrective 
action plan that DFPS had imposed, and had decided to lift the placement hold the agency had imposed.  Id. at 82.  In 
contrast, Jean Shaw, Associate Commissioner for Childcare Regulation for HHSC, testified to the operation’s history 
of minimum standards violations and enforcement actions, and said that the pattern showed an ongoing risk to children 
in the operation’s care.  Id. at 157.  Associate Commissioner Shaw testified that she disagreed that the operation 
showed improvement.  Id. at 158-59. 
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considered.  Further, DFPS is struggling with articulating how operations can 
successfully complete heightened monitoring and even questioning whether the 
exit conditions are realistic, particularly for large GROs.  Thus, we want to discuss 
and seek clarification of the standards for exiting.63   

 
The Monitors met with DFPS and HHSC on July 21, 2021 to discuss Heightened Monitoring.  

During the meeting, DFPS shared a slideshow presentation that the agency had created to discuss 
concerns related to Heightened Monitoring, and propose changes.  The concerns included: 
 

• That the five-year pattern analysis does not take into account sudden improvements;64  
• That the GRO/RTC analysis “deserves more consideration” due to a “weak correlation 

between capacity and violations;”65 
• That “no matter how well CPAs or GROs are performing, a percentage always end up on 

Heightened Monitoring;”66 
 

DFPS’ proposed revisions: 
 

• Maintain objective measures but add a qualitative analysis: 

                                                        
63 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: CWOP, (July 7, 2021) (on file with the 
Monitors).  
64 The slideshow states, “Monitors expressed concern that 6 years smoothed the average and 2 years did not identify 
a sudden change for the worse.  But 5 years review does not make allowance for sudden improvements.”  This 
misrepresents the Monitors’ previously expressed concern because it removes the context of the original DFPS 
recommendation to which the Monitors were responding. In the Slideshow, DFPS refers to the Monitors’ analysis of 
RCCL’s initial proposed definition of “pattern,” discussed in the Monitors’ March 3, 2020, report to the Court 
regarding Heightened Monitoring.  RCCL proposed an analysis that would have compared an operation’s average 
number of deficiencies by subchapter for the most recent two years to a six-year average of its deficiencies by 
subchapter, and find a “pattern” existed only if the two-year average was two or more times the six-year average for 
a particular subchapter.  The Court instead adopted a methodology that compares the operation’s combined rate of 
RTBs, citations, and contract violations to the average rate for similarly-sized operations for each year of the five-year 
analysis, avoiding the problems associated with masking either a sudden turn for the worse or sudden improvement.  
While it is true that this could result in an operation being placed on Heightened Monitoring based on a higher-than-
average rate in only the first three years of the five-year analysis, of the operations identified for Heightened 
Monitoring to date, only one of the operations qualified because its rate was higher than average in the first three years 
of the analysis, but was not higher than average in the last two years of the analysis.  However, the State’s “risk 
stratification” analysis, used to determine how to prioritize the operations that qualified for Heightened Monitoring in 
2020, showed that this operation had a higher risk score than other operations that fell within the same tier of operations 
identified for Heightened Monitoring.   
65 In comparing rates, the capacity of an operation has a significant impact.  Comparing operations not just by type, 
but also by size, controls for this.   
66 DFPS, Heightened Monitoring: Strategy for Improvement, PPT, July 21, 2021.  DFPS' argument assumes some set 
of operations will always perform more poorly than others, yet the potential exists for all operations to perform equally 
well, and for no operation to qualify for Heightened Monitoring.  The question DFPS may actually be posing is what 
level of abuse, neglect, or exploitation, minimum standards violations, or contract violations should reasonably be 
tolerated within a system.  The answer lies in the constitutional standard articulated by the Fifth Circuit: The State is 
required to provide care that does not pose an unreasonable risk of serious harm to PMC children.   
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o A provider qualifies for HM with a minimum number of citations/violations but has 
steadily improved performance;67  

o Determine frequency of visits based on qualitative post-analysis;  
o Ongoing workgroup with monitor data team for analysis that focuses on operations 

that will prove most meaningful. 
 

• Clarify requirements for exiting HM so that rather than requiring the operation not to be 
out of compliance on any medium-high or high weighted licensing standards in the six 
months prior to exit, the requirement specifies that if an operation has been cited, it has the 
opportunity to “repair and achieve compliance” and exit.68 

 
DFPS did not explain how these concerns and revisions were related to providers’ refusals to 

accept “high acuity” children or the children without placement crisis, nor is it clear to the Monitors 
how they are related.  More importantly, when the Monitors asked DFPS whether HHSC agreed 
with the proposed changes to the Heightened Monitoring process, DFPS answered that HHSC was 
not in agreement with DFPS’ proposed changes and that the agencies were continuing to meet to 
discuss a shared proposal.   

 
After the meeting, the Monitors asked DFPS whether their research showed a correlation 

between higher levels of care and substantiated cases of abuse, neglect, or exploitation.69  DFPS 
responded, “We did see, during a cursory analysis, a relationship between [Level of Care] and 
validated findings of abuse/neglect.  We have been constructing a dataset to explore this further.”70 
Despite Commissioner Master’s statement (quoted above) that, “As provider staff engage with 
youth to control behaviors…it undeniably leads to more investigations and potential RTBs and the 
corresponding license violations,” it does not appear as though DFPS has conducted the kind of 
research that supports an “undeniable” relationship between the two.  Nevertheless, DFPS appears 
to suggest that, to some extent, this is an inevitable consequence for these children in these settings 
and (in arguing for an oversight standard that takes children’s level of care into account) advocates 
for a higher systemic tolerance of abuse, neglect, and exploitation and minimum standards 
violations before enhanced oversight is triggered.  And though DFPS expressed to the Monitors 
that it worried that Texas’s self-described “knee-jerk” reaction to the lawsuit fails to account for 
the “complexities” of the child welfare system, it has not asserted that any of its substantiated 
findings of abuse, neglect, or exploitation for “high acuity” children were in error.  

 
The Monitors’ reviews of DFPS’ abuse, neglect, and exploitation investigations have not 

revealed disagreement with the agency’s substantiated findings; rather, the reviews have shown 
disagreement most often with cases that were Ruled Out.71  Similarly, the Monitors’ report to the 
                                                        
67 The Monitors understand the suggestion to be that recent, improved performance should be considered in 
determining whether to place an operation under Heightened Monitoring.   
68 DFPS, Heightened Monitoring: Strategy for Improvement, PPT, July 21, 2021. 
69 E-mail from Deborah Fowler and Kevin Ryan to Adam King, re: System Capacity, September 1, 2021 (on file with 
the Monitors). 
70 E-mail from Adam King to Deborah Fowler and Kevin Ryan, re: System Capacity, September 2, 2021 (on file with 
the Monitors).  DFPS has not shared with the Monitors the results of this analysis. 
71 See Deborah Fowler and Kevin Ryan, First Court Monitors’ Report 2020, June 16, 2020, ECF 869; Deborah Fowler 
and Kevin Ryan, Second Report of the Monitors, May 4, 2020, ECF 1079. 
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Court discussing a proposed framework for Heightened Monitoring,72 as well as the first full report 
to the Court,73 detail RCCR’s lethargic minimum standards enforcement prior to the 
implementation of the Court’s remedial orders. 

 
Although DFPS described HHSC’s revocation of licenses for Willow Bend and Carson Parke 

as examples of “knee jerk” reactions to the lawsuit, it stated that it “[was] not passing judgment on 
whether the license revocations were warranted.”74  When providers have previously identified 
claims to the Monitors related to what they characterized as unwarranted citations for minimum 
standards violations, the Monitors’ review of the investigations found the providers’ claims to be 
without merit.75   
 

The Monitors’ analyses of level of care for PMC children in operations subject to Heightened 
Monitoring does show a higher percentage of children with a Specialized level of care placed in 
operations (both GROs and CPAs) that are currently under Heightened Monitoring as compared 
to those that are not.  However, as Figure 8 demonstrates, GROs on Heightened Monitoring have 
almost identical percentages of children with an Intense LOC in their care as those operations not 
under Heightened Monitoring.   
 
Figure 8: Level of Care for PMC Children in Placement at a GRO on May 31, 2021 

 
 

 
 
 
                                                        
72 Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court Regarding Remedial Order 20, March 
3, 2020, ECF 832.  
73 Deborah Fowler and Kevin Ryan, First Court Monitors’ Report 2020 at 287-317, ECF 869. 
74 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: CWOP, (July 7, 2021) (on file with the 
Monitors).  
75 Deborah Fowler and Kevin Ryan, The Court Monitors’ Report to the Court Reviewing Findings of Abuse, Neglect, 
or Exploitation and Minimum Standards Violations Complained of by Providers, June 10, 2021, ECF 1101. 
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Figure 9: Level of Care for PMC Children in Placement at a CPA on May 31, 2021 
 

 
 
The Monitors’ analyses also show that the percentage of children with a high level of care in 

operations on Heightened Monitoring decreased slightly between September 2020 and May 2021, 
while the percentage of children with a Basic level of care increased slightly, suggesting that either 
those placements are refusing to accept children with a higher level of care, or that DFPS is 
reluctant to place children with a higher level of care in facilities that are struggling.  

 
The Heightened Monitoring process requires DFPS to be more thoughtful about which 

children, and how many, it places in historically troubled operations that implicate child safety 
concerns.  It is possible that the slight shift in placement is attributable to this process.  After the 
first group of eight operations were placed under Heightened Monitoring, DFPS caseworkers 
requested more placement approvals for TMC children than PMC children in these operations.76  
The Monitors also found that the average monthly placement of PMC children in the first eight 
operations prioritized for early rollout of Heightened Monitoring declined after Heightened 
Monitoring began.77 

 
As Figures 10 and 11 demonstrate, the percentage of children with a high level of care in 

operations that are not on Heightened Monitoring – the majority of operations – did not change 
between September of 2020 and May 2021, drawing into question DFPS’ conclusion that 
Heightened Monitoring is having a chilling effect on placements for “high acuity” children in 
operations that are not under Heightened Monitoring.   
 
 
 
                                                        
76 Deborah Fowler and Kevin Ryan, Second Report of the Monitors, May 4, 2020, ECF 1079 at 317 – 321. 
77 Id. at 321. It is also possible that providers, sensitive to the safety concerns raised by the Heightened Monitoring 
process, are self-correcting by ensuring that the children they accept for placement are children they believe they can 
safely serve. 
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Figure 10: Percent of PMC Children in Placement with “Basic” Level of Care, September 
2020 to May 2021  
 

 
 
Figure 11: Percent of PMC Children in Placement with “Specialized” Level of Care, 
September 2020 to May 2021  

 
  

During the Monitors’ meeting with the State on July 21, 2021 to discuss DFPS’ proposed 
changes to Heightened Monitoring, the Monitors asked whether the State had any data that 
supported the claim that Heightened Monitoring was having a chilling effect on providers’ 
willingness to accept high-needs youth.  DFPS did not have data available during the meeting, but 
on August 18, 2021, e-mailed the Monitors the following information: 

 
In the existing CPA [Heightened Monitoring] network, we’ve seen admissions drop 
of 27.5%, and in the existing GRO network, that drop has been 21.6%.  In full 
transparency, there are two factors that should be considered: 
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1. There is a 3-4% RD [Regional Director] rejection rate among HM placements 
where the operation was willing to accept the youth but the RD rejected the 
placement (which too is pursuant to the Court’s HM Order); and  

2. The network overall saw an 8% reduction in placement activity since around 
November. 

 
So, while you could reasonably gift the networks 8% to adjust for the change in 
placement activity, you would still see a reduction in their admission rates.  As 
such, there is existing capacity in the system we cannot reach. 
 
Regarding differences in acuity levels, we would note that our data on this issue 
isn’t very strong.  We are using level of care, but there are significant differences 
between children with the same level of care.  So there could be a data point that 
we don’t have or haven’t explored that is affecting what we are seeing.  
Nonetheless, providers on average are taking less [sic] high needs children 
(specialized and above), even though we have not been able to decipher a network-
wide difference in the proportion of high-needs children accepted by facilities. 
 
In addition to the above, we continue to routinely hear from providers that they are 
reluctant to serve high-acuity children because of the current climate.78 

 
During a subsequent meeting on August 23, 2021, the Monitors discussed the methodology for 

the analysis with DFPS, and after confirming that operations on Heightened Monitoring with a 
placement hold during the time period reviewed were included, DFPS indicated that it would run 
the analysis again without those operations included.  The Monitors also asked why the analysis 
included only operations under Heightened Monitoring and asked whether it was DFPS’ position 
that Heightened Monitoring was having an impact on the placement decisions made by providers 
that are not under Heightened Monitoring, as the agency’s e-mails and public statements 
suggested.  DFPS confirmed that its concerns were not solely focused on placements in operations 
under Heightened Monitoring, and indicated that the agency would include in the next analysis a 
review of operations not under Heightened Monitoring. 

 
On September 1, 2021, DFPS e-mailed the Monitors their updated analysis: 
 

When we accounted for placement holds (with all the other prior conditions), the 
pre/post HM difference within the [Heightened Monitoring] network was: 

 
• CPAs: 27.7% reduction in new placements 
• GROs 27.9% reduction in new placements 

 
We also re-ran the network placement activity changes, but excluded the HM 
operations.  Neither the “Non-HM” CPA or GRO networks experienced a 
substantive change in the total number of new placements between the pre and post 

                                                        
78 E-mail from Trevor Woodruff to Deborah Fowler and Kevin Ryan, re: System Capacity (August 18, 2021) (on file 
with the Monitors). 
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periods.  There were obviously changes within individual provider’s rates of new 
admissions (placements), but the non-HM network totals were fairly static.79 

 
The State’s own analysis refutes the conclusion that providers not on Heightened Monitoring – the 
majority – have responded to the existence of enhanced oversight by refusing placements that they 
once accepted.  If providers that are under Heightened Monitoring are making different decisions 
since being placed under enhanced oversight about which children, and how many children, they 
can safely serve, these decisions are likely overdue. 
 

In a constitutionally infirm system in which child abuse, neglect, and exploitation went 
underreported, recurrent minimum standards violations were tolerated, investigations of abuse, 
neglect, or exploitation were frequently deficient, “[c]hildren were left in homes and facilities 
where DFPS knew there was a serious possibility they were being abused,”80 and “licensees [did] 
not perceive that they [would] be held accountable for their malfeasance,”81 it is not difficult to 
imagine that operations that accepted the hardest-to-place children might have been among those 
historically held least accountable, allowed to continue to operate year-after-year despite 
unreasonable risk of serious harm to children.  Shifting from a system in which, as the Fifth Circuit 
noted, “children are left in facilities that repeatedly violate standards while the state attempts to 
‘collaborate’ with the facility”82 will continue to require Texas to move away from a model in 
which any provider expects to be “thanked” by the State for accepting high-needs children with 
softer oversight of child safety. 

 
Adopting Heightened Monitoring criteria that allow a higher violation rate for operations that 

accept “high acuity” children would essentially tolerate a lower standard of safety and protection 
for these children. While there are serious safety problems associated with housing children 
without placement in unlicensed CWOP Settings, the answer to the current shortage of safe 
placements is not to tolerate unsafe placements for the highest needs children in the system.  As 
the Texas Sunset Commission noted, and as the Fifth Circuit quoted in its opinion: 

 
[T]o go slow on enforcing regulations designed to protect children from safety risks 
out of concern that some providers may have trouble meeting such protective 
standards is essentially to accept a level or risk to the children simply because the 
state needs providers, regardless of their quality.83 

 
  

                                                        
79 E-mail from Adam King, Director of Data & Systems Improvement, DFPS, to Deborah Fowler and Kevin Ryan, 
re: System Capacity (September 1, 2021) (on file with the Monitors).  The Monitors note that there are still other 
factors that may be having an impact on decisions to accept placement of children that the State’s analysis did not 
control for.  For example, though DFPS has raised operations’ ability to maintain staffing levels during the COVID 
pandemic as a contributor to the placement crisis, it did not attempt to control for this in any way.  Between June 2020 
and June 2021 (the period included in the State’s analysis), operations on Heightened Monitoring requested a variance 
from the staff-to-youth ratios required by minimum standards 43 times; HHSC denied the variance for 49% of those 
requests (21 of 43).   
80 M.D. v. Abbott, 907 F. 3d 237, 265 (5th Cir. 2018). 
81 Id. at 267. 
82 Id.  
83 Id.  
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B. Rate of Pay for Congregate Care Facilities  
 

Providers have also raised insufficient payment rates as one of the causes of the lack of safe 
placements. Some providers pointed to higher compensation rates paid by the federal government 
to facilities housing unaccompanied migrant children and suggested that because the State’s 
compensation rates were lower, providers were opting to enter into contracts with the federal 
government to house unaccompanied migrant children, displacing Texas foster youth.84    

 
Governor Greg Abbott expressed concern about this possibility and issued a disaster 

declaration in June 2021 ordering HHSC to revoke the licenses of placements that contract with 
the federal government to house unaccompanied migrant children.  The Disaster Declaration 
stated, in part: 

 
WHEREAS, the unabated influx of individuals resulting from federal government 
policies threatens to negatively impact state-licensed residential facilities, including 
those that serve Texas children in foster care… 
 
… 
 
I hereby direct the Texas Health and Human Services Commission (HHSC) to take 
all necessary steps to discontinue state licensing of any child-care facility in this 
state that shelters or detains unlawful immigrants or other individuals not lawfully 
present in the United States under a contract with the federal government.  Pursuant 
to Section 418.016 of the Texas Government Code, I hereby suspend Sections 
42.046 and 42.048 of the Texas Human Resources Code, and all other relevant 
laws, to the extent necessary to allow HHSC to deny a license application for any 
new child-care facility that shelters or detains unlawful immigrants or other 
individuals not lawfully present in the United States under a contract with the 
federal government, to renew any existing such licenses for no longer than a 90-
day period beginning on the date of this order to wind down any existing such 
licenses.85 

 
 After reading about the disaster declaration, the Monitors asked DFPS and HHSC whether 
any of the facilities that housed unaccompanied migrant children also housed foster youth, and if 
so, how many.86  HHSC responded that “[o]ut of the 52 operations in Texas with [a federal 
government] contract to care for [migrant and refugee] children, HHSC understands that only 7 of 
those operations may also currently house foster children pursuant to a DFPS contract.”87  DFPS 

                                                        
84 See Robert T. Garrett, ‘Capacity catastrophe,’ supra note 42 (Providers “described a four-pronged blast of COVID-
19, meager state rations, competition from more lucrative federal contracts for temporary immigrant housing and 
tough new enforcement inspired by a long-running lawsuit against the state.”) 
85 Governor Greg Abbott, Proclamation by the Governor of the State of Texas, May 31, 2021. 
86 E-mail from Deborah Fowler and Kevin Ryan to Katy Gallagher, Attorney – Foster Care Litigation, HHSC, and 
Corliss Lawson, DFPS, re: DMN article, (June 2, 2021) (on file with the Monitors). 
87 E-mail from Katy Gallagher to Deborah Fowler and Kevin Ryan, re: DMN article, (June 2, 2021) (on file with the 
Monitors). 
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responded that the seven operations that had a contract with DFPS for placement of foster children 
were housing 91 foster children, of whom 22 were PMC youth.88 
 
 The Monitors asked HHSC and DFPS what the plan would be for the foster children housed 
in the seven GROs if the operations did not cancel their contracts with the federal government.89  
The Monitors also asked DFPS whether any of the 45 operations that contracted solely with the 
federal government had recently contracted with DFPS for placements for foster children.90  DFPS 
responded: 
 

With regard to the plan should the operations with the [federal government] 
contracts elect not to terminate, DFPS will have to evaluate the needs of each youth 
and locate a suitable placement.  As you know, we are in the midst of a placement 
crisis in that providers are refusing to accept our higher acuity needs and hard to 
place youth, which some of these youth fall within such as the parenting youth.  
Once we learn that an operation has elected to continue with its ORR contract, we 
will begin the search for a suitable placement for the youth.  Disruption of 
placement is traumatic for youth and we try to avoid makings moves when a youth 
is not having any issues with the placement.  Thus, we do not want to start making 
moves until we know that the operation’s license will be revoked. 
 
We reviewed the list of 45 operations that contract solely with the Federal 
Government for ORR and Devereux – Victoria is the only one with a standard 
DFPS and/or SSCC contract over the past 5 years.  For the other 44, DFPS has no 
history of standard contracts in the foster care network.  DFPS began contracting 
with Devereux – Victoria in 1995…The last DFPS placement ended in February 
2021.91 

 
 On July 13, 2021, HHSC published an emergency rule to implement Governor Abbott’s 
direction to the agency regarding licensing of child-care facilities.  The emergency rule prohibits 
a licensed or certified GRO from providing care to an “unlawfully present individual” after August 
30, 2021.92 It exempts programs that provide care for an “unlawfully present individual” from 
licensing requirements and requires them to operate separately from licensed or certified GROs.93  
It allows licensed or certified GROs to operate separately from an exempt program that provides 
care to an “unlawfully present individual” if it has separate caregivers from the GRO or has 
caregivers that do not provide care at the GRO while caring for children at the exempt program, 
and does not use an area of the GROs building or grounds at the same time that the GROs is.94 The 

                                                        
88 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: DMN article, (June 3, 2021) (on file with the 
Monitors). 
89 E-mail from Deborah Fowler and Kevin Ryan to Katy Gallagher & Corliss Lawson, re: DMN article, (June 4, 2021) 
(on file with the Monitors). 
90 Id.  
91 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: DMN article – DFPS and ORR Placements, 
(June 5, 2021) (on file with the Monitors). 
92 Tex. Admin. Code §745.10301.   
93 Id.  
94 Id.   
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rule also required a GRO to notify HHSC whether it would continue to provide care to “unlawfully 
present individuals” after August 30, 2021; and if it intended to do so, whether it would relinquish 
its license or continue to operate a licensed operation while an exempt program separately provides 
care for unaccompanied migrant children.95 
 
 On August 9, 2021, HHSC notified the Monitors that five of the seven operations 
previously identified as serving both foster children and unaccompanied migrant children are 
CPAs, rather than GROs, and therefore not subject to the new emergency rules.96  HHSC further 
advised, “Of the two dual-serving operations that are GROs, both have elected to keep their GRO 
permit to provide care to children in custody in Texas and will also operate an exempt program to 
continue to house unlawfully present individuals in separate spaces.”97 
 
 Governor Abbott included enhanced funding for foster care providers in the list of items 
that the Texas Legislature was tasked with addressing during the first called special legislative 
session, and, most recently, the second called special legislative session.98  During the second 
called special session, the Texas House and Senate both filed bills that include funding to increase 
rates and capacity for the foster care system.99  The bill that the Texas Legislature passed, House 
Bill 5, includes $35 million in funding in each year of the biennium for “supplemental payments” 
to retain providers and increase provider capacity.100  It also includes an additional $20 million in 
funding for Fiscal Year 2022 for “targeted foster care capacity grants” to address the existing foster 
care capacity shortage.101  The bill requires DFPS to prepare a report documenting the “specific 
efforts” implemented with the appropriated funds and the effect of those efforts on improving 
capacity, due to the Legislative Budget Board on September 1, 2022.102 
 

C. Closure of Operations for Safety Reasons 
 

In response to DFPS Commissioner Masters’ e-mail, discussed above, stating that DFPS 
“experienced a net loss of 994 beds as of May 28, 2021,” the Monitors asked for the list detailing 
the “lost” beds.103  DFPS sent a high-level capacity analysis that appears to show that the total 
licensed capacity for the foster care system was slightly higher in May 2021 than it was in May 
2020. DFPS shared the following data: 

 
 
 
  

                                                        
95 Id.  
96 E-mail from Katy Gallagher to Deborah Fowler and Kevin Ryan, re: DMN article – DFPS and ORR Placements, 
(August 9, 2021) (on file with the Monitors). 
97 Id.   
98 Governor Greg Abbott, Proclamation by the Governor of the State of Texas, July 7, 2021; Governor Greg Abbott, 
Proclamation by the Governor of the State of Texas, August 5, 2021. 
99 SB 11, 2nd Spec. Sess. (Tx. 2021); HB 5, 2nd Spec. Sess. (TX 2021). 
100 HB 5, Section 11, ¶ 52(a) 2nd Spec. Sess. (Tx. 2021). 
101 Id. at Section 11, ¶ 52(b). 
102 Id. at Section 11, ¶ 52€. 
103 E-mail from Deborah Fowler and Kevin Ryan, re: CWOP/Capacity (June 28, 2021) (on file with the Monitors). 
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Table 1: DFPS, Bed Difference Summary May 2020/May 2021104 
 

 
Facility Type 
 

 
May 2020 
Capacity 

 
May 2021 
Capacity 

 
% 
Difference 

 
Count 
Difference 

GRO –  
Child Care Services Only 

 
6,777 

 
7,824 

 
15.4% 

 
1,047 

GRO – Emergency Care 
Services Only 

 
2,245 

 
2,323 

 
3.5% 

 
78 

GRO – Multiple Services  
4,467 

 
4,530 

 
1.4% 

 
63 

GRO – RTC  
4,163 

 
4,102 

 
-1.5% 

 
-61 

CPA  
29,623 

 
28,636 

 
-3.3% 

 
-987 

TOTAL  
47,275 

 
47,415 

 
< 1% 

 
140 

 
This analysis is somewhat at odds with the earlier capacity analysis that DFPS sent to the 

Monitors on May 10, 2021, prepared for Senator Kolkhorst and Representative Frank (discussed 
above), which examined trends over a longer period (between April 30, 2019 and March 31, 2021) 
and showed an increase in the number of agency homes verified by CPAs of 259 and a decline of 
664 in total GRO beds (without breaking them out by GRO type) during that period.  The Monitors 
requested a list of the operations that represented the reported increase in capacity described in the 
spreadsheet; DFPS has not yet provided this information.105   
                                                        
104 The Excel spreadsheet that included this data was attached to an e-mail from DFPS.  The body of the e-mail reported 
that since September 1, 2020, seven CPAs had closed, 12 GROs/RTCs had closed (with a “bed loss” of 477), four 
GRO/Emergency Care Shelters had closed (with a “bed loss” of 107), seven GRO/Multiple Care/Child Care Services 
had closed (with a “bed loss” of 442), and one Supported Independent Living operation for children who aged out of 
care had closed.  E-mail from Trevor Woodruff, Deputy Commissioner, DFPS, to Deborah Fowler and Kevin Ryan, 
re: Capacity Loss Numbers, (June 28, 2021) (on file with the Monitors).   
 
Because the Monitors had asked for a list of all the lost beds, the Monitors responded by again requesting a detailed 
list, which was provided the next day.  E-mail from Trevor Woodruff to Deborah Fowler and Kevin Ryan, re: Capacity 
Loss Numbers, (June 29, 2021) (on file with the Monitors).  This list appears to have captured only the closures that 
occurred in FY 2021.   
 
On August 19, 2021, HHSC e-mailed the Monitors a capacity loss analysis that it had completed. The HHSC analysis 
detailed all operations closed and provided the reason for closure.  E-mail from Katy Gallagher, HHSC Data Related 
to Capacity and Deficiencies (August 19, 2021) (on file with the Monitors).  The monitoring team conferred with 
HHSC to discuss discrepancies between the agency’s list and information compiled by the monitoring team and 
developed the comprehensive list of closed operations used for the analysis in this report. 
105 E-mail from Deborah Fowler and Kevin Ryan to Trevor Woodruff, re: Capacity Loss Numbers (August 8, 2021) 
(on file with the Monitors).  This analysis is also at odds with a more recent analysis that the State provided to the 
Monitors.  On September 9, 2021, the Monitors e-mailed DFPS at the Court’s request to ask for the current number 
of operations, by type, that provide placements to children in foster care, and their licensed capacity.  E-mail from 
Deborah Fowler and Kevin Ryan to Commissioner Jaime Masters, re: Placement Numbers (September 9, 2021) (on 
file with the Monitors).  In response, DFPS provided a spreadsheet that showed significantly lower capacity numbers 
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Even without the list of operations that DFPS indicates have added capacity to the system, 

assuming DFPS accurately reported the capacity increases between May 2020 and May 2021 
(which the Monitors have not been able to validate), the capacity increase described in the chart 
above fails to address the capacity gap that DFPS has for years identified related to a lack of 
adequate placements for children with a Specialized or Intense level of care.  GROs that provide 
Child Care Services Only, the only type of GRO that DFPS reports to have significantly increased 
capacity between May 2020 and May 2021, are not GROs that serve children with a Specialized 
or Intense Level of Care.106 
 

The Monitors’ analysis of operations with a history of violations that were either closed by the 
State, or that voluntarily closed since being placed under Heightened Monitoring, shows that the 
clearest contributor to capacity lost in the foster care system over the last two years is the closure 
of unsafe operations.  Most of the operations that have closed for safety reasons have been 
congregate care facilities more likely to house “high acuity” children with a Specialized or Intense 
level of care.  Though some operations have voluntarily closed, most beds “lost” have been lost 
after the State determined that they were unsafe. 
 

1. Closure of Operations with History of Safety Violations 
 
 Each year, DFPS loses some number of beds through attrition: each year there are some 
providers which, for whatever reason, do not renew a contract with DFPS.  The Monitors analyzed 
contracted capacity lost and gained by DFPS between years by comparing active contracts for 
2016 through 2020.107  For the most part, based solely on the number of GRO beds or the number 
                                                        
across almost every type of operation.  For example, the capacity for CPAs (as measured by licensed homes) was 
10,995 rather than 28,636; the capacity for RTCs was shown to be 1,894 rather than 4,102.  Combined, the total 
capacity for all operations, according to this new chart, was 18,177 – far short of the more than 47,000 shown 
in the chart included above.  The Monitors asked DFPS the reason for the difference, and DFPS responded noting: 
 

[T]here are two methodological differences in the counts: 
 

1. The CPA totals in the most recent file includes the number of licensed & contracted homes rather 
than the summation of the licensed capacity of the individual homes. 

2. The GRO licensed capacity totals in the file you shared represents the licensed capacity of all 
operations licensed in Texas. It did not exclude operations who do not contract with the Department 
or the SSCC. 

 
E-mail from Adam King to Deborah Fowler and Kevin Ryan, re: Capacity Loss Numbers (September 10, 202) (on 
file with the Monitors).  DFPS also indicated that while licensing issues a capacity value for verified homes, DFPS 
avoids using it “as the value is often not reflective of how many children each home will serve.”  E-mail from Adam 
King to Deborah Fowler and Kevin Ryan, re: Capacity Loss Numbers (September 10, 2021) (on file with the 
Monitors). 
106 See HHSC, Types of Programs & Services That Can Be Offered by Residential (24-hour) Child-Care Operations: 
What are child care services? (Undated) (defining childcare services as “services that meet a child’s basic need for 
shelter, nutrition, clothing, nurture, socialization and interpersonal skills, care for personal health and hygiene, 
supervision, education and service planning.  All residential child-care operations provide child care services.”). 
107 Capacity is the number of beds for GROs and RTCs and the number of homes for CPAs.  Calculations include 
calendar years 2015 through 2020 and are based on operation capacity data provided by DFPS related to the 
Heightened Monitoring pattern analysis.  Operations include out-of-state operations with an active contract with 
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of homes verified by CPAs, capacity gains outpaced capacity losses from year-to-year.108  For 
example, although active contracts in 2019 showed a loss of 664 beds or agency homes for GROs 
or CPAs compared to 2018, DFPS gained 987 beds or agency homes in contracts with new 
operations in 2019: 
 

Figure 12: Bed Capacity “Lost” from Previous Calendar Year, 2016 to 2020 

 
 

Figure 13: Bed Capacity “Gained” from Previous Calendar Year, 2016 to 2020 
 

 
  

                                                        
DFPS.  If an operation was included as active in data for the calendar year with capacity of one or more and that same 
operation was not active in the following year, they were considered to be “lost” in that following year.  For example, 
if operation A was active in 2016 with a capacity of 20 beds and was not active in 2017, that operation and their 
capacity was “lost” in 2017.  2020 capacity loss numbers do not reflect those that closed or terminated their contract 
at some point during 2020.   
108 This analysis is based on licensed capacity.  The Monitors did not independently validate the availability of any of 
the beds identified by DFPS in its analysis. 
 

648
554

339

664

874

0

200

400

600

800

1000

2016 2017 2018 2019 2020

Source: DFPS operation capacity data
Capacity "Lost"

168

892

502

987

1601

0

500

1000

1500

2000

2016 2017 2018 2019 2020

Source: DFPS operation capacity data
Capacity "Gained"

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 37 of 111



 38 

 Until 2020, closures and loss of capacity due to license revocations or denials, and contract 
terminations for safety reasons, were rare.  In fact, as the Monitors discussed in the first full report 
filed with the Court, between September 30, 2016 and September 30, 2019, DFPS cancelled 
contracts with only four operations.109 And in the five years preceding September 30, 2019, there 
had been no license revocations by HHSC.110 
 
 Since January 1, 2020, HHSC has notified 16 GROs, 13 of which were RTCs, and two 
CPAs of its intent to revoke or deny a license, and DFPS (and/or SSCCs111) cancelled contracts 
with an additional five GROs, three of which were RTCs.  In all, since January 1, 2020, Texas has 
closed 21 GROs with capacity of 1,213 beds and two CPAs affecting 291 agency homes.112 In 
2020, six of these operations were closed due to a license revocation or denial, and three closed 
when DFPS cancelled a contract; in 2021, to date, 12 operations have closed due to a license 
revocation or denial, and DFPS has cancelled contracts with two.   
 

In addition, another five GROs voluntarily closed in lieu of HHSC pursuing a license denial 
or revocation.  Though these operations were allowed to either withdraw or relinquish their license 
voluntarily, HHSC found them so unsafe that the agency intended to pursue revocation or denial 
of their license if they did not act on their own. 
 
 These 28 operations accounted for a total of 176 substantiated allegations of abuse, neglect, 
or exploitation of children entrusted to their care over the five-year period between 2016 and 2020, 
and 2,715 minimum standards deficiencies ranked high, medium-high, or medium.  Of these 28 
operations, 13 were closed after being determined to be eligible for Heightened Monitoring.  These 
13 operations were responsible for 142 of the 176 (81%) substantiated allegations of abuse, neglect 
or exploitation during that time period, and 1,977 of the 2,715 (73%) minimum standards citations 
ranked high, medium-high, or medium. 
  

                                                        
109 Deborah Fowler and Kevin Ryan, First Court Monitors’ Report 2020 at 317, June 16, 2020, ECF 869. 
110 Id. at 322. 
111 SSCCs 2INgage and St Francis ended contracts with Trulight 127 Ministries CPA and St Francis ended a contract 
with Trulight Youth Village GRO in June 2021.  These operation terminations are not included as contract 
terminations or closed beds/agency homes as it was not clear the reason for the termination.   
112 At the time of revocations, agency homes associated with the two CPAs were in the process of transferring to other 
CPAs in their area. Because of this, it is not clear the number of agency homes that were lost as a result of the 
revocations. 
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Table 2: Operations Closed on or After January 1, 2020, Due to License Revocation/Denial 
or DFPS Contract Termination 
 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 
Lost 

Type of Closure 

Five Oaks Achievement Center 809907 GRO-RTC 55 1/1/2020 Revocation 
North Fork RTC 1019226 GRO-RTC 40 2/28/2020 Revocation 
Children's Hope – Lubbock 1423046 GRO-RTC 40 3/2/2020 Revocation 
Prairie Harbor 1577796 GRO-RTC 66 9/11/2020 Revocation 
The Landing 1696071 GRO-RTC 32 9/16/2020 License denied 
The Pillars of Progression 1669255 GRO-RTC 13 12/15/2020 Revocation 
Merkabah RTC 1696638 GRO-RTC 72 1/26/2021 License denied 
Robbins Nest for Children 1696943 GRO-RTC 12 2/5/2021 License denied 
Brave Hearts 1707118 GRO-RTC 71 2/8/2021 Revocation 
Willow Bend Center RTC 968529 GRO-RTC 52 3/23/2021 Revocation 

Carson Parke 1675497 GRO 90 5/4/2021 Revocation 

The Tree House Center 1105786 GRO 25 5/26/2021 Revocation 
A Fresh Start RTC 1697296 GRO-RTC 15 5/28/2021 Revocation 
A Fresh Start Treatment Center  849130 GRO-RTC 30 5/28/2021 Revocation 
HeartBridges 1696989 GRO-RTC 20 5/28/2021 Revocation 

Guiding Hope Inc. 1715609 GRO 7 6/4/2021 License denied 
High Frontier 69332 GRO-RTC 84 3/20/2020 Contract terminated 
Hector Garza 959366 GRO-RTC 139 9/1/2020 Contract terminated 
Devereux-Texas Treatment Network-
Houston 511519 GRO-RTC 88 12/11/2020 Contract terminated 
Gulf Coast Trade Center 54326 GRO 196 2/23/2021 Contract terminated 
Children's Shelter 16765 GRO 66 4/26/2021 Contract terminated 
Licensed GRO Capacity "Lost": Revocation/Denial or Contract 
Terminated 1,213     

FaithWorks 867939 CPA 29 4/9/2021 Revocation 

Benchmark Family Services 860008 CPA 262 5/31/2021 Revocation 
Licensed CPA Capacity "Lost"113: Revocation/Denial  291     
Total Licensed Capacity "Lost": Revocation/Denial or Contract 
Terminated 1,504     

 
  

                                                        
113 The capacity lost for CPAs represents the number of verified agency homes.   
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Table 3: GRO Operations Closed Voluntarily on or After January 1, 2020 in Lieu of License 
Revocation or Denial 
 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 
Lost 

Type of Closure 

Mossy Oaks 1700679 GRO-RTC 11 3/23/2021 In lieu of denial 
Children's Hope Residential Services - 
Levelland 1696467 GRO-RTC 15 3/29/2021 In lieu of 

revocation 

Wilton Place 1704354 GRO-RTC 24 4/7/2021 In lieu of 
revocation 

Kidz Safe Harbor Emergency Care Services 1706418 GRO 12 5/17/2021 In lieu of denial 

Krause 520430 GRO-RTC 72 7/19/2021 In lieu of 
revocation 

Licensed Capacity "Lost": In Lieu of Revocation/Denial 134     
 

Total Licensed Capacity "Lost" Due to Safety Reasons 1,638   
 
 
 In addition to the operations from which Texas removed children due to safety concerns, 
another group of eight GROs and eight CPAs voluntarily closed after being notified of, or placed 
under, Heightened Monitoring.114  These voluntary closures resulted in the loss of an additional 
241 beds in GROs and affected up to 157 agency homes in the CPAs, though some of the agency 
homes may have been absorbed by other CPAs. 
 
Table 4: GRO Operations on Heightened Monitoring Closed Voluntarily on or After 
January 1, 2020 
 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 
Lost 

Type of Closure 

Williams House 827818 GRO 32 8/24/2020 Voluntary closure 
Youth and Family Enrichment RTC 210777 GRO-RTC 54 9/18/2020 Voluntary closure 
Hearts with Hope Foundation 872214 GRO-RTC 14 10/10/2020 Voluntary closure 
Whataburger Center  851405 GRO 20 1/5/2021 Voluntary closure 
Houston Serenity Place, Inc - Marrow 
Street 852576 GRO-RTC 67 7/18/2020 Voluntary closure 
Houston Serenity Place, Inc GRO -
Sealey Street 1406186 GRO 23 6/4/2021 Voluntary closure 
George Gervin Youth Center 1012667 GRO 16 6/10/2021 Voluntary closure 
Connections Inc Emergency Shelter 839957 GRO 15 6/30/2021 Voluntary closure 
Licensed Capacity "Lost": Heightened Monitoring Operations 
Voluntarily Closed/Terminated Contract: 241     

 
                                                        
114 Some of these operations had such an extensive history of safety violations, DFPS suspended children’s placements 
prior to the operation’s decision to close. 
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Table 5: CPA Operations on Heightened Monitoring Closed/Contract Terminated 
Voluntarily on or After January 1, 2020 
 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 
Lost 

Type of Closure 

Eckerd Youth Alternatives 1538985 CPA 8 6/1/2020 
Voluntary closure/ 
termination 

Trinity Foster Care 846072 CPA 16 6/16/2020 
Voluntary closure/ 
termination 

Strawberry Creek Services 1555534 CPA 39 6/22/2020 
Voluntary closure/ 
termination 

Houston Serenity Place, Inc 1618452 CPA 67 7/17/2020 
Voluntary closure/ 
termination 

The Payton Foundation 1511164 CPA 1 9/11/2020 
Voluntary closure/ 
termination 

Panhandle Child Placement SVCS 555945 CPA 9 1/7/2021 
Voluntary closure/ 
termination 

Angel Wings Family Services 1500926 CPA 16 3/29/2021 
Voluntary closure/ 
termination 

Promise House Inc 535329 CPA 1 6/20/2021 
Voluntary closure/ 
termination 

Licensed Capacity "Lost": Heightened Monitoring Operations 
Voluntarily Closed/Terminated Contract: 157   

 
Appendix A includes the history of safety violations and substantiated allegations of child abuse, 
neglect, or exploitation in the closed operations with a significant history of safety violations.  
 

2. Capacity loss due to Voluntary Closure of Operations not under Heightened 
Monitoring 

 
Another group of GROs and CPAs that had not been placed under Heightened Monitoring 

voluntarily closed.  Though some of these operations had more recent safety problems,115 the 
operations had not qualified for Heightened Monitoring.  Some closed when operators retired, and 
others opted to end their contracts with DFPS to serve other children.  These closures represented 
another 541 beds lost from GROs since January 1, 2020 and affected at least 61 agency homes.116   
 
 
 
 

                                                        
115 For example, according to information provided by HHSC: Arrow’s Endeavor Place opted to request a voluntary 
suspension of their license after being placed on probation, as a result of declining census.  Refuge of Light RTC opted 
to close in lieu of entering into a voluntary plan of action to remedy safety problems.  Youth and Family Enrichment 
received multiple RTBs, and “[t]he board of directors met and decided they were unhappy with the compliance history 
and voted to relinquish their license.”  HHSC, Copy of Request #1 – GRO RTC Ops that Stopped Operating Since 
June 2020 Final plus notes, Excel Spreadsheet (undated) (on file with the Monitors). 
116 The Monitors recognize that when a CPA closes, another CPA may absorb some of that CPSs verified agency 
homes.  However, the Monitors do not have information related to agency homes that may have been absorbed. 
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Table 6: GRO Operations Closed/Terminated Contract Voluntarily on or After January 1, 
2020 
 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 
Lost 

Type of Closure 

Divine Prosperity Home, LLC 1698030 GRO 16 6/26/2020 
Voluntary closure/ 
termination 

Arrow's Endeavor Place 1291806 GRO-RTC 67 7/7/2020 
Voluntary closure/ 
termination 

Presbyterian Children's Homes & 
Services 7455 GRO 72 7/29/2020 

Voluntary closure/ 
termination 

Texas Baptist Children’s Home 6061 GRO 70 8/25/2020 
Voluntary closure/ 
termination 

Safe Haven for Kids 1688706 GRO 14 8/31/2020 
Voluntary closure/ 
termination 

The Center for Health Care 
Services dba Crisis Respite Center 1551121 GRO 14 9/1/2020 

Voluntary closure/ 
termination 

Trinity Family Mentoring, LLC 1693979 GRO 32 10/6/2020 Withdrew application 

Devereaux – Victoria 5460 GRO 85 1/1/2021 
Voluntary closure/ 
termination 

Care Shelter: Youth and Family 
Enrichment ES 194039 GRO 23 9/21/2020 

Voluntary closure/ 
termination 

Chrio 1710028 GRO 10 1/22/2021 
Voluntary closure/ 
termination 

Nelda Shavers Elijah's House of 
Texarkana 1698114 GRO 13 3/3/2021 Withdrew application 

Texas Care Center 1707689 GRO-RTC 10 5/27/2021 
Voluntary closure/ 
termination 

Bluebonnet Youth Ranch GRO 36122 GRO 40 6/4/2021 
Voluntary closure/ 
termination 

Refuge of Light RTC 1679549 GRO-RTC 13 6/16/2021 
Voluntary closure/ 
termination 

Thompson's Residential Treatment 
Center 1686051 GRO-RTC 24 7/2/2021 

Voluntary closure/ 
termination 

St. Jude's Ranch for Children - 
Texas Region, Inc. 222080 GRO 24 7/12/2021 

Voluntary closure/ 
termination 

Rising Star GRO 1693629 GRO 14 7/21/2021 
Voluntary closure/ 
termination 

Licensed Capacity "Lost":  Voluntary Closed/Terminated 
Contract, Not Safety Related: 541     
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Table 7: CPA Operations Closed/Contract Terminated Voluntarily on or After January 1, 
2020 
 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 
Lost 

Type of Closure 

Houston Serenity Place-Crockett 1629376 CPA 42 2/11/2020 
Voluntary closure/ 
termination 

Crescent City Youth and Family Services 1682842 CPA 1 6/2/2020 
Voluntary closure/ 
termination 

Houston Achievement Place 247479 CPA 18 8/31/2020 
Voluntary closure/ 
termination 

Family Tapestry SSCC - The Children's 
Shelter 1682166 CPA 

Not 
available 7/1/2021 

Voluntary closure/ 
termination 

Licensed Capacity “Lost”: Voluntary Closed/Terminated 
Contract, Not Safety Related: 61   

 
Since January 1, 2020, a total of 2,129 beds in GROs have been eliminated from the foster 

care system, and closed CPAs accounted for 509 verified agency homes.  Of the beds that have 
been eliminated from GROs due to closures, more than half (1,213 of 2,129, or 57%) were 
eliminated after HHSC revoked or denied a license or DFPS cancelled a contract.  The percentage 
of GRO beds lost in which the State documented a serious history of safety violations jumps to 75 
percent (1,588 of 2,129) when including the GROs that had a history of significant safety 
violations, but voluntarily closed in lieu of revocation or denial or after being placed under 
Heightened Monitoring,  

 
Determining the true capacity lost when a CPA closes is more difficult, because agency 

homes may be absorbed by other CPAs.  Nonetheless, agency homes verified by CPAs that closed 
after HHSC revoked or denied a permit, or DFPS cancelled a contract for safety reasons, account 
for 57% (291 of 509) of all agency homes verified by CPAs that have closed.  When agency homes 
verified by CPAs that had a history of significant safety violations, but closed after being placed 
under Heightened Monitoring, are included, it brings the percentage of agency homes verified by 
a CPA with a serious history of safety violations documented by the State to 88 percent (448 of 
509) of lost homes.  CPAs that closed but did not have a serious history of safety violations 
accounted for only 12% of affected agency homes (61 of 509).  
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3. Correlation of Capacity Loss and CWOP Placement Events 
 
 The accumulating loss of capacity due to the closure of operations (whether for safety 
reasons or otherwise), particularly in operations that formerly served as placements for children 
with a high level of care, correlates with the increase in the number of children without placements. 
As Figure 14 demonstrates, as placements closed, DFPS housed more children in unregulated 
CWOP Settings. Of the GROs that closed after having a license revoked or denied, or a contract 
cancelled, or that closed voluntarily in lieu of revocation or denial or after being placed under 
Heightened Monitoring due to a serious history of safety violations, 23 of 34 (68%), were RTCs, 
representing 1,086 of the 1,588 (68%) of beds lost in GROs that had a documented history of 
significant safety problems.  Of GROs that voluntarily closed that were not on Heightened 
Monitoring, 21 percent (114 of 541) of the beds eliminated from capacity were in RTCs. 
 
Figure 14: Number of Children in CWOP Settings and GRO Capacity Lost117 by Month, 
January 2020 to June 2021 
 

 
 
In June 2021, almost as many PMC children experienced being newly housed in an unregulated 
CWOP Setting (207) as were newly placed in a congregate care setting (215) and only slightly 
fewer than were newly placed in a foster home (243). 
 

                                                        
117 Includes the cumulative number of beds lost due to GRO/RTC facility closures because of voluntary closure, DFPS 
contract termination, and intent to revoke or revocation of a license. Capacity is defined as licensed capacity. Child 
placing agencies were excluded due to the ability of foster homes to remain open by transferring to a different CPA. 
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Figure 15: New Placements in Foster Homes, Congregate Care, and CWOP, January 2020 
to June 2021 

 
 

D. Impact of Constitutionally Deficient System on Children Without Placement Crisis 
 

In addition to the closure of unsafe placements, the impact of a constitutionally deficient 
system on children has itself played a role in the current placement crisis.  The Monitors’ data 
analysis and review of records shows PMC children without placement have been in care longer 
and have had a higher number of placement disruptions than other PMC children, cycling among 
multiple placements, including RTCs (many of which have since closed) and psychiatric hospitals 
before finding themselves without placement.   

 
DFPS describes the children’s behavioral health needs as “barriers” to placement. The 

Monitors’ review of children’s records revealed time and again the role the system has played in 
creating or worsening these problems by repeatedly cycling children through unsafe congregate 
care facilities that re-traumatized children, and were unable, or ill-equipped, to meet their 
behavioral health needs.  The records show children repeatedly discharged from RTCs for reasons 
associated with the very behavior and needs justifying their admissions to more restrictive 
congregate care placements, often admitted to psychiatric hospitals when they decompensate in 
the RTC, then sent to a new RTC that discharges them for similar reasons, only to have the cycle 
repeat until the State runs out of placement options. 
 

Of PMC children who had at least one night without placement between September 1, 2020 
and June 30, 2021, more than half had been in foster care three or more years. 
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Figure 16: Time in Foster Care Prior to First CWOP Placement Between September 1, 2020 
and June 30, 2021 for Children in CWOP 
 

 
 

In addition to having been in foster care for a long period, PMC children without placement 
have experienced a high number of placement disruptions.  Between September 1, 2020 and June 
30, 2021, PMC children who had at least one night without placement under DFPS Supervision in 
a CWOP Setting had, on average, 6.5 placements during that time period compared to other PMC 
children, who had only 1.4 placements.  In other words, during that time period, children who had 
at least one night without placement had more than four times the total number of placements as 
other PMC children during their time in care.  Sixty-five percent of PMC children who had at 
least one night without placement during that 10-month time period had five or more 
placements during the period. 
 
Figure 17: Average Number of Placements Between September 1, 2020, and June 30, 2021, 
for Children With and Without a CWOP Experience by Age Category 
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Figure 18: Total Number of Placements Between September 1, 2020, and June 30, 2021 for 
Children Housed in a CWOP Setting 

 
The children who the monitoring team encountered during on-site visits to CWOP Settings 

this summer had experiences reminiscent of the named plaintiffs in this matter.  Most had frequent 
placement disruptions, as is true of PMC children without placement.  The placement histories for 
most of the PMC children in the CWOP Settings visited by the monitoring team included facilities 
that later closed or were placed on Heightened Monitoring due to a history of safety violations. 
Some children had been placed in more than one of these facilities over the course of their time in 
foster care. 

 
Of the 54 PMC children who were in a CWOP Setting visited by the monitoring team, 43 

children (80%) had been placed in operations that later either closed or were placed under 
Heightened Monitoring due to safety violations; and 25 children (46%) had been placed in two or 
more operations that later closed or was placed under Heightened Monitoring.   
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Figure 19: Prior Placements in Operations with Safety Concerns for Children in CWOP 
Settings Visited by Monitoring Team between June and July 2021 

 
 
Table 8: Number of Prior Placements in Operations with Safety Concerns for Sample of 
Children in CWOP Settings, June – July 2021118 
 

Number of Prior Placements in 
Operations with Safety Concerns Number of Children Percent of Total 
0 11 20% 
1 18 33% 
2 14 26% 
3 or 4 11 20% 
Total 54 100% 

 
 The Monitors conducted an in-depth review of IMPACT records for 50 of the PMC youth 
housed in CWOP Settings that the monitoring team visited.  The stories of six children are shared, 
below.  Stories for 44 more children are included in Appendix B to this report. 
 
AO  

AO is a 16-year-old female whose June 29, 2021, Common Application describes her as 
“naturally friendly and respectful.”  AO returned to the CWOP Setting from a psychiatric hospital 
the day the monitoring team visited, but she declined an interview.  AO entered foster care in Texas 
in 2016, when she was 11 years old, following allegations that AO and her nine-year-old sister 

                                                        
118 Multiple placements within a single operation are only counted once. 
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were acting out sexually, and had sexually abused their younger stepbrothers (ages five and six 
years old).   

 
Before AO and her sister entered the Texas foster care system, they were removed from 

their mother’s care in 2008 by the State of Tennessee, due to having been physically abused by 
their mother’s boyfriend.  AO’s mother allowed her boyfriend to “tie [AO] up and hang her by her 
hands until her hands turned white as well as drag her through the house by her hair,” resulting in 
serious injuries to AO.  AO’s Common Application also indicates that she was sexually abused by 
her paternal grandfather prior to leaving Tennessee from ages three to eight years old.   

 
AO also has made an outcry of sexual abuse by a family friend who spent a night in the 

family’s home when she was nine years old, after she was placed with her father in Texas.  She 
also alleges she was raped by a teenager prior to entering the Texas foster care system.  Neither of 
these allegations have been substantiated. 

 
AO’s father was awarded custody of the children after they were removed from their 

mother’s care, and AO and her sister moved to Texas.  AO’s father is in the military, and care of 
the children often fell to their stepmother.  When the children were removed by DFPS, their father 
was stationed outside the U.S. 

 
AO’s stepmother also had a history of DFPS involvement, including a 2012 Reason to 

Believe finding of Neglectful Supervision, for leaving her children with their father for days to go 
on “party benders.”  The children’s father reportedly was in the habit of smoking marijuana and 
“passing out” while caring for the children.  And in 2015, prior to AO and her sister’s entry into 
the Texas foster care system, DFPS had investigated allegations involving AO and her sister’s 
sexual abuse of their stepbrothers.  The children’s stepmother had agreed to put alarms on the girls’ 
bedroom doors at night and agreed to ensure they were participating in counseling although she 
reportedly did not follow through.  Instead, AO’s stepmother appears to have attempted to limit 
their night-time behavior by locking them in their bedrooms and drugging the children: AO’s 
stepmother admitted to locking AO and JX in their bedrooms at night, and to giving them three to 
four Melatonin pills at night to sleep.  On one occasion, AO’s stepmother was reported to have 
had difficulty waking her up.  As a result, after AO and her sister entered foster care, allegations 
of Neglectful Supervision were substantiated against AO’s stepmother.   

 
AO’s father and stepmother divorced after AO and her sister entered foster care, and 

although her father initially worked with DFPS toward the return of the children to his care, he 
ultimately relinquished his parental rights in March of 2019.  AO has had some contact with her 
father since he relinquished his parental rights, but a call with him on Father’s Day “did not go 
well” and AO “ended up in the hospital.”  

 
Both AO’s Common Application and a Service Plan dated June 25, 2021, indicate that AO 

was diagnosed with Unspecified Bipolar and Related Disorder, Other Specified Trauma and 
Related Stressor Disorder, ODD, and ADHD.  She is prescribed several psychotropics, which she 
takes daily.  A Needs Assessment dated February 13, 2020, recommended that she receive 
Targeted or Specific Trauma Therapy.  The assessment also notes, “She would benefit from 
continued individual therapy services to assist her in exploring and venting painful thoughts and 
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feelings stemming from past traumatic events.”  However, the Service Plan indicates she did not 
have a therapist.  AO’s Service Plan also recommends placement in a highly structured and closely 
supervised setting, such as an RTC or therapeutic foster home, pharmacological intervention 
supervised by a pediatric psychiatrist, weekly individual therapy provided by a professional 
therapist, and group and milieu therapy. 

 
AO has had 10 primary caseworkers (two of whom have served as her caseworker during 

two different periods, for a total of 12 changes in caseworker) and more than 20 placements since 
entering foster care in 2016, including at least 11 psychiatric hospitalizations, 11 placements in 
GROs or RTCs, and two brief visits with family in Tennessee.  AO has had seven spells without 
placement.   

 
Four of the GROs or RTCs where AO was placed have since closed due to safety problems 

(Williams House, Children’s Hope – Levelland, Hector Garza, and Carson Parke); AO was placed 
in one of these (Williams House) twice.  One of the other RTCs where she was placed (New Life 
Treatment Center) is currently under Heightened Monitoring due to safety violations, as is an 
emergency shelter (The Bridge) where AO was placed as a temporary emergency placement.  She 
has been referred to the juvenile justice system and placed in detention twice.  AO’s level of care 
has fluctuated between Intense, Specialized, and Psychiatric Transition throughout her time in 
care.  She had a Basic level of care for two months after entering care in 2016.   

 
AO’s first placement in an RTC, at Children’s Hope – Levelland, occurred during her first year 

in care, when she was just 11 years old.  Children’s Hope had safety problems in all of the facilities 
that the agency operated, which have been discussed at length in the Monitors’ previous reports.  
During AO’s time at Children’s Hope – Levelland, during her first Face-to-Face visit with a 
caseworker, in May 2016, AO reported that she did not like the facility because “girls are 
inappropriate,” reporting that other children attempted to touch her inappropriately, had threatened 
her, and had come into her room to try to beat her up.  During a subsequent visit, she reported that 
she “blacked out” during a restraint when a staff person restrained her and she couldn’t breathe.119  
At her next Face-to-Face visit, in June 2016, AO reported she did not feel safe at the RTC because 
“girls are always fighting and making threats.”  She reported that she got “punched in the leg by a 
teenager” who also punched her in the arm.   During her Face-to-Face visit with a caseworker in 
August 2016, staff reported that AO was on “Safety Order” for cutting and stating that she wanted 
to die.  When a caseworker arrived for her September 2016 Face-to-Face visit, staff reported that 
AO had been arrested the day before for assaulting a teacher, and that the RTC had submitted a 
24-hour discharge notice.  When the caseworker went to juvenile detention to pick up AO, she was 
informed that the child was “cleaning” because she had “smeared feces on the walls.”  The facility 
staff also reported that she had been on suicide alert. 

 

                                                        
119AO’s allegations were investigated, and Physical Abuse was Ruled Out.  However, the staff person she complained 
of was the subject of at least nine reports to SWI between August 2015 and June 2016.  During an interview with an 
investigator who was looking into allegations of abuse at the facility, AO told the investigator about this restraint, and 
about a subsequent restraint involving a different staff person, during which her face was slammed into the carpet.  
When the investigator asked if she felt safe at the facility, AO answered “Nope.” 
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After her first spell as a child without placement, and a subsequent psychiatric 
hospitalization,120 AO was placed in New Horizons RTC, her longest placement to date.  AO was 
placed at New Horizons for more than two years; her sister was also placed at the facility during 
AO’s stay.  AO was able to engage in family therapy sessions (by phone) with her father during 
this placement.  Her father was working toward having AO and her sister returned to his care.  
Notes in IMPACT show that her therapist was recommending that AO be returned to her father’s 
care in the summer of 2018 and praised AO for her progress at the RTC.  Notes in AO’s IMPACT 
records in May 2018, indicate that her therapist told her that she could go for a visit to see her 
father, who was living in Virginia, and that she should be ready to go home or to a therapeutic 
foster home soon.  An August 21, 2018, contact note in IMPACT, however, documents a text 
exchange between AO’s caseworker and AO’s father, during which he acknowledged he could not 
recall the last time he participated in therapy with AO and that he was no longer able to care for 
the children.  The text exchange indicates that a home study had been pending for him for over a 
year and he told the caseworker that, in the meantime, the circumstances surrounding his military 
career had changed and he would again be sent overseas.  In September 2018, AO’s father again 
told their caseworker, via text message, that he could no longer be a resource for the children, and 
he would relinquish his parental rights.  AO was discharged from New Horizons successfully, with 
her therapist recommending a therapeutic foster home placement.  Just before being discharged 
from the RTC, AO sent an e-mail to her DFPS caseworker about “what she wants in a home (foster 
or adoptive) in hopes that it may help in the search for a therapeutic foster home.”  The e-mail also 
reported that AO was feeling overwhelmed with information and “all she wants to know/be told, 
is when a placement has been undoubtedly secured.”   

 
On April 23, 2019, AO’s caseworker went to visit her at the RTC to tell her that a placement 

had been found and “that while this is not a foster home this is the best next step to finding a 
forever home.”  AO’s sister stayed at New Horizons, and despite promises to AO that her next 
placement would be a home, she was placed in her second RTC, Roy Maas Meadowlands.  AO’s 
behavior deteriorated almost immediately. When a caseworker visited MM on May 17, 2019, the 
caseworker noted that AO had engaged in self-harm, cutting her arm, and cutting her face with a 
“joker smile.”  In June 2019, AO reported that she was being bullied by the other children at the 
facility and that she had “just lost her mother, father, and feels that she may lose her sister as well.”  
On July 5, 2019, AO ingested nail polish remover and was admitted to a psychiatric hospital.121 
The day after she returned to Roy Maas, she engaged in self harm, was aggressive toward staff, 
and was hospitalized again.  A year after her placement at Roy Maas, during an interview with an 
investigator who interviewed her after a runaway incident during her second placement at Williams 
House, AO explained that she started acting out after leaving New Horizons because of her extreme 
frustration at having been promised that she would be placed in a foster home instead of another 
RTC, only to be placed at Roy Maas.  AO also explained to the investigator why she cut a smile 
into her face (she had just re-opened the cuts), “I’m depressed and I’ve never really smiled before, 
so I wanted to carve a permanent smile into my face.” 
                                                        
120 AO was hospitalized a second time after she attempted suicide during a weekend visit with her father, after having 
been released from Children’s Hope.  She took 16 pills and wrapped a cord around her neck.   
121 This hospitalization does not appear in the placement list in IMPACT because the RTC was willing to allow AO 
to return to the campus after her hospitalization.  Similarly, a review of IMPACT shows that not all runaway incidents 
are recorded.  For example, when AO was being discharged from New Life RTC, she ran away.  She met up with a 
22-year-old man, who had sex with her.  The man’s uncle called law enforcement, and AO was taken to the psychiatric 
hospital where she was next placed.   

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 51 of 111



 52 

 
AO’s next placement was at Hector Garza RTC, an operation that closed after DFPS (and 

SSCCs) cancelled their contracts, and after the monitoring team’s on-site visit revealed several 
significant safety concerns.  AO’s time at Hector Garza was similarly fraught with episodes of 
self-harm.  Notes in IMPACT indicate that when AO attempted to hang herself with her bra during 
her placement at Hector Garza, because the transport person was not at the facility, she was not 
transported to the hospital until a CPS worker arrived.  During a DFPS investigation that followed 
one of AO’s self-harming incidents, AO told the investigator that she did not feel safe at the facility 
because she was bullied by other children.  Additionally, during an interview for an investigation 
that took place just two weeks before AO was discharged, she described an improper restraint that 
many children who the monitoring team interviewed described as having caused injuries at the 
facility, “[the staff person] kept readjusting, leaning back, pulling my arms out of the socket, 
literally just trying to rip my arms off…he said, ‘restraints are not meant to be comfortable.’”  
During another interview with DFPS, when AO was asked how she was supervised at Hector 
Garza, she told the investigator that in December 2019, she “had a chance to hang [herself] one 
night, they didn’t check on [her] for like 45 minutes.”  Notes in IMPACT indicate that a staff 
person found AO in her room with her sweatpants around her neck in December 2019, consistent 
with her report.  AO also reported being able to cheek and later snort her medications and “getting 
high” after taking other children’s’ medications. 

 
 After leaving Hector Garza, AO continued to bounce between RTCs, emergency shelters, 
and psychiatric hospitals.  Her longest stay at an RTC since leaving Hector Garza lasted just over 
four months; one lasted only a month.  Since being discharged from New Life RTC on March 19, 
2021, AO has moved between CWOP Settings and psychiatric hospitals.  AO was reported to have 
had two visits to cousins in Tennessee.  One of these appears as an “Unauthorized Placement” on 
her placement list in IMPACT for November 30, 2020 through December 8, 2020.  The second 
appears to have taken place during a time when IMPACT indicates she was under DFPS 
Supervision, March 27, 2021 through May 16, 2021, ending only after AO was hospitalized in 
Tennessee after she called the suicide hotline and reported that she felt suicidal.122  This second 
trip to Tennessee appears to have been precipitated by DFPS’ inability to find an appropriate 
placement for AO  On March 24, 2021, just three days before AO’s second trip to Tennessee, a 
Case Planning contact in IMPACT notes, “No foster home options, no shelters and GRO have 
accepted, not too many options given [AO’s] intense needs.  Only meet admission requirements 
for half of the RTC’s and getting declined due to her intense level of needs.  May have a couple of 
facilities that may be interested, but they are max capacity and may have openings next week.”    
Records from the hospital in Tennessee indicate AO was admitted May 4, 2021, and was released 
to DFPS on May 14, 2021. 
 
 When AO returned to Texas, she was without placement for a fifth time since entering 
foster care in 2016.  A Preliminary Service Plan for Children without Placement dated May 14, 
                                                        
122 There is one IMPACT placement entry with a start and end date of March 27, 2021 for an “Unauthorized 
Placement,” and another entry for DFPS Supervision with a start date of March 27, 2021 and end date of May 16, 
2021.  MM’s March 2021 monthly evaluation documents that her caseworker took her to Tennessee on March 27, 
2021.  The monitoring team discovered the trip to Tennessee after noticing paperwork related to MM’s hospitalization 
while in Tennessee in MM’s OneCase records in IMPACT.  Notes on the placement page for the “Unauthorized 
Placement” state, “This is not a placement.  [MM] is only visiting with family.  There are not identified placement 
options for [MM] at this time.” 
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2021, found in AO’s IMPACT records indicated she was seeing a therapist and psychiatrist via 
virtual visits, however June 2021 hospital records note “No Therapist” and “No Psychiatrist.”  
AO’s Preliminary Service Plan specifies that she is to be on line-of-sight supervision while in the 
CWOP Setting.  An entry in AO’s Common Application describes her chaotic stay while housed 
at the DFPS office: 
 

[AO] has been in CWOP since 5/13/21.  [AO] enjoys going to the park with peers 
in CWOP and loves to swing as she finds this very therapeutic.  As of recently, 
[AO] has struggled to follow rules while in CWOP and has had multiple runaways 
and an arrest.  [AO] walked away from CWOP location on 5/16/21 and came back 
with a piece of glass from a dumpster that she had used to cut her arms.  She was 
taken to emergency room for evaluation and psychiatric hospitalization was 
recommended however no beds ever came available and she was released back to 
CWOP on 5/19/21.  The week following her being in the hospital she slept majority 
of the days.  Her psychiatrist adjusted her meds on 5/27/21 and there has been an 
improvement in her sleep however as of 6/8/21 [AO] is refusing to take her 
prescribed medication.  [AO] left from CWOP in the early morning hours of 6/9 
and was found by [law enforcement] within 2 hours and brought back to CWOP.  
She ran again on 6/10/21 and was missing until 6/12/21 when she was located by 
[law enforcement] walking down the highway in the middle of the night.  [AO] 
admitted to having sex with multiple adult men while on runaway and was taken to 
the ER for testing prior to returning to CWOP.  There was an incident on 6/12/21 
where [AO] and another peer…attempted to run away but [law enforcement] 
arrived on location before they could go.  [AO] reportedly did not like how [law 
enforcement] was talking to the peer and bit the officer.  She was detained for 
assault on a public servant and resisting arrest.  She was released on 6/13/21 and 
returned to CWOP however ran again that night with a peer.  She was recovered on 
6/15/21 when she reached out to her [caseworker] to pick her up and return her to 
an alternate CWOP location.  On 6/15/21 [AO] ran from placement with 2 peers.  
She was located and returned within the hour by [law enforcement]. 
 
AO’s stay at the DFPS office ended with her most recent hospitalization, after she broke 

open two rat traps in the parking lot of the office, took pouches of poison out, opened one bag and 
emptied the contents in the parking lot, tracing her fingers through the poison.  Staff reportedly 
thought they saw her put something in her mouth as she was walking back to the building and 
called EMS due to concern she may have ingested some of the poison.  When law enforcement 
searched her, they found one bag of poison in a pocket in the sweatshirt she was wearing.123  After 
                                                        
123 An investigation of this incident by was opened by DFPS.  During an interview with one of the DFPS staff present 
during the incident, the staff person noted that she was hired by DFPS for an administrative position on June 1, 2021, 
just three weeks before the incident occurred.  This CWOP shift was her first, and she described it to the investigator 
this way: “From my experience, it (CWOP shift) was insane…there was no connection for me with those kids, they 
saw me as a stranger and someone new to come in and boss them around, I guess, so they were not going to interact 
with me at all.  Which is one of the reasons that… [the other DFPS staff person] and I were like – who is going to go 
with her to the hospital…But…some consistency with the kids would be better.”  The caseworker assigned to this 
shift was also new, and had only been case assignable for four months.  During her interview with SI, the caseworker 
described the CWOP shift as “out of control” and said “[The children] are all pissed about being in CWOP.  None of 
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AO was hospitalized overnight to ensure she had not ingested any poison, she was transferred to a 
psychiatric hospital.  When the psychiatric hospital discharged her on July 22, 2021, AO was taken 
to Austin State Hospital.  According to AO’s Common Application, the incident involving the rat 
poison was precipitated by a call with her father.  On Father’s Day, AO called her father.  AO told 
her caseworker that during the call, her father said that the reason she was in DFPS’ custody was 
“all of her fault.”  Her Common Application notes that she is “having a lot of difficulty processing 
the abandonment of her family.”   

 
Though notes in IMPACT indicate that AO was ready to leave Austin State Hospital in 

early August, DFPS did not have a placement until September 3, 2021, when she was placed in 
Unity Children’s RTC. 

 
AA 

AA, a 15-year-old girl in the State’s PMC, entered foster care in 2014 at the age of eight.  
The monitoring team interviewed AA during a visit to the CPS office where she stayed with her 
caseworker during the day. According to her most recent Common Application, updated June 15, 
2021, AA is “very intelligent” and enjoys reading, drawing, and being creative.  “She is an avid 
reader and has over 50-75 books…She is normally on the A/B Honor Roll.”  It notes she “can be 
very funny, outgoing, and has a great laugh…She is very into Greek Mythology and enjoys talking 
about it with someone who knows about it as well as she does.”  She is on grade level, was 
promoted to 9th grade at the end of the last school year, and has been in gifted and talented classes.   

 
AA and her sister entered the foster care system after their mother went to a domestic violence 

shelter in October 2014.  Their mother reported that prior to coming to the shelter, she felt suicidal, 
and wanted to kill herself and both children.  Their mother was hospitalized shortly after coming 
to the shelter.  AA’s family had a history of DFPS involvement from the time that she was seven 
years old, with referrals for neglectful supervision, emotional abuse, and physical abuse by their 
father in 2012, and a subsequent referral alleging neglectful supervision and physical abuse by 
their mother in 2013. The earlier allegations were Ruled Out and the family successfully completed 
family-based safety services (FBSS), but it was recommended that if the family received another 
referral, the children should be taken into care. 

 
The domestic violence shelter reported to DFPS that both children were going to counseling 

for sexual abuse; yet AA’s sexual victimization page in IMPACT does not report a history of 
abuse.  An early Service Plan for AA, completed in 2015, indicates that a psychological evaluation 
revealed a history of sexual abuse, as well as physical abuse and neglect.  AA’s most recent Service 
Plan, completed June 28, 2021, elaborates, “[AA] was…sexually abused by a babysitter, whom 
she and her sister were left with when her mother was hospitalized for medical needs.”124   

 
According to her Common Application, AA is diagnosed with Disruptive Mood 

Dysregulation Disorder, and Persistent Depressive Disorder, Early Onset, with anxious distress.  
Her Service Plan notes a “mild form of Asperger’s” and says “ASD” (Autism Spectrum Disorder) 
                                                        
them want to be there and I don’t know what we’re supposed to do when they take off.  That highway…is not a nice 
highway…We can’t run after them…I’m so worried the whole time.” 
124 An investigation of the babysitter appears to have been administratively closed due to “insufficient evidence.” 
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has been diagnosed.  AA reports that she “doesn’t like people” and though her Service Plan 
indicates she struggles with hygiene, she “reports that she does this to keep others at a distance.”125  
AA’s Service Plan adds to her list of diagnoses Bipolar I disorder, MRE manic severe (w/o 
psychosis), and Oppositional Defiant Disorder.  She is prescribed several psychotropic 
medications.  AA also has Type 2 Diabetes; in addition to her medication, AA’s Service Plan 
indicates that she is “to watch her sugar intake and diet” to help control her Diabetes.   

  
AA’s Common Application notes that she needs “a safe, stable and structured environment 

that is able to meet her needs at this time including close supervision and therapy to help [AA] 
learn impulse control and how to cope and use positive techniques with working through past 
trauma.”  Her Service Plan indicates that a November 2019 CANS Assessment recommended 
“Trauma Focused Cognitive Behavioral Therapy…to address the chronic instability in the care of 
this youth and multiple transitions…A psychological evaluation is required to identify underlying 
issues of anxiety and attachment issues.”   

 
Despite her need for stability, in the seven years since she entered the foster care system, AA 

has had seven primary caseworkers, and cycled through at least 19 different placements, including 
five psychiatric hospitalizations, prior to her time without placement. AA’s first psychiatric 
hospitalization occurred just before she turned 12-years-old.  Her second psychiatric 
hospitalization, in 2018, lasted for more than a month because DFPS did not have a placement for 
AA when the hospital was ready to discharge her.   

 
AA has been in eight foster homes and four RTCs.  One of the RTCs (Krause Children’s RTC) 

has since closed, and two have been placed under Heightened Monitoring (Hearts with Hope 
Foundation and New Life Treatment Center) due to a history of safety violations.  AA completed 
two of these programs successfully (Krause and New Life Children’s Treatment Center) and was 
discharged when her level of care dropped, only to deteriorate in the foster home placements that 
followed.  After being discharged from a psychiatric hospital on June 2, 2021, AA was without 
placement until July 21, 2021, when she was placed at another RTC, Bluebonnet Haven. 
 

AA’s longest stay in a placement was in a therapeutic foster home, which was her third foster 
home; she lived in this home for almost two years.  The placement disrupted when AA expressed 
a desire to be adopted by the foster parent and was told that the foster parent did not wish to adopt.  
Her behavior deteriorated after that, and her behavioral challenges have continued.  AA’s Level of 
Care was Basic, then became Moderate just before the placement in the therapeutic foster home 
disrupted in 2017.  Since then, her Level of Care has bounced between Moderate and Specialized, 
lowering to Moderate after successfully completing RTC programs, then raised back to Specialized 
when the foster home placements that followed disrupted. 

 
DFPS substantiated that AA had been neglected by AA’s foster parents in the last foster home 

where she was placed after being discharged from New Life.  DFPS found that AA and her foster 
siblings were regularly left at the home alone without an adult or approved caregiver.  Two of 
AA’s foster siblings ran away one night while the foster parents were not home; an adult male 
picked up the two children and they “engaged in unsafe behaviors such as sexual intercourse and 
                                                        
125 AA has refused recent placements because they had more than 1 or 2 children and has stated a preference for a 
foster home where there are only 1 or 2 other children.   
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drug use.”  DFPS found that the children were routinely left alone in the house, despite all of the 
children having supervision requirements listed in their service plans.  The foster parents said this 
occurred because the children were unable to go to school during COVID, resulting in their being 
left at home alone to attend school virtually while the foster parents worked.   

 
AA’s records show the difficulty of ensuring children who are without placement continue to 

receive needed mental health services.  A monthly contact note entered by her caseworker in 
IMPACT on July 8, 2021, states, “[AA’s] medication needs to be reviewed.  She was prescribed 
3 50 mg Seroquel tablets in the morning and again 3 50 mg of Seroquel tablets in the evening when 
released from the psychiatric hospital…We called the office for a refill when her medication ran 
out this past weekend.  The doctor only prescribed 1 50 mg tablet of Seroquel in the evenings.”  
Another face-to-face monthly IMPACT contact note made by AA’s caseworker on June 23, 2021, 
indicated “she is not in any therapy services due to being in CWOP.”  In the placement summary 
for Bluebonnet Haven RTC, AA’s caseworker noted “Child need[s] to see a therapist for anger 
issues and to learn how to calm herself down, for self-esteem to build her self-confidence.  She 
has been ordered by Judge…to be put into Trauma-Based therapy…CHILD NEED[S] TO BE 
PLACE[D] IN THERAPY ASAP,” noting “Child has been in child without placement status but 
need[s] to be placed back in therapy.” 

 
There is a contact note in IMPACT dated August 9, 2021, which indicates AA was accepted 

for placement in a foster home that is licensed for four children but had only two children placed 
in it.  The CPA for the home is on Heightened Monitoring, but approval for the placement was 
granted.  Nevertheless, as of September 7, 2021, AA remained in the RTC where she was placed 
on July 21, 2021. 

 
BB 
 

BB is a 16-year-old female PMC youth who first entered foster care when she was three 
years old due to parental substance abuse, neglect, and physical abuse.  She was adopted by her 
grandmother in 2008, but BB reentered care in January 2018, after it was reported that she 
assaulted her grandmother. BB was admitted to a psychiatric facility after the alleged assault; her 
grandmother refused to accept BB upon discharge.  At that time, her grandmother remained 
hospitalized due to injuries from the assault.  
 

BB is described as artistic, sweet, friendly, and caring, and as a girl who loves her family 
very much. She has been described as someone who “connect[s] very well with other workers and 
the youth.” Her July 2021 Common Application reports: “If BB is given the opportunity to stay in 
one placement and not be moved frequently, learn new coping skills, attend school on campus, 
and have the therapeutic as well as medication management she can adjust and do very well.”  
 

BB’s parents reportedly used drugs and left the children unsupervised for extended periods 
of time when BB was 10 years old, and her sister was five months old. Her record includes 
allegations of Physical Abuse by her father. BB’s mother was deceased, and she entered the care 
of her maternal grandmother when her father abandoned the children in 2007. As a result of his 
abandonment, DFPS substantiated allegations of Neglectful Supervision in 2007. BB was in TMC 
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status from February 2007 to August 2008. BB’s maternal grandmother adopted her in August 
2008.   
 

During a recent psychological evaluation, BB disclosed that she was repeatedly sexually 
assaulted by a male cousin while in her grandmother’s care.  In a subsequent forensic interview, 
BB reported that her cousin sexually assaulted her from the ages of six to nine years-old and that 
he had contacted her recently through Snapchat and apologized for inappropriately touching her. 
She revealed that this included kissing and penetration. BB reported that the cousin continues to 
try to reach her via Instagram and asks for photos, uses sexual language, and sent her photos of his 
penis.  BB reported being depressed and sad about this and not telling anyone.  She said she had 
hurt herself in the past when feeling overwhelmed with pain but stopped. She attributed her present 
anger to this pain.  

 
DFPS investigated BB’s outcry of abuse by her adult cousin and Ruled Out the allegations 

of Sexual Abuse, concluding: “During the forensic interview, [BB] was in consistent [sic] saying 
with the time from stating that it occurred when she was 5-6 then ended at age 9. She was not able 
to provide any details of the incidents and could not remember the last incident when asked.” 
 

BB has experienced several traumatic events during her time in care, including frequent 
placement disruptions; many of these placements were later determined unsafe and either closed 
or placed under Heightened Monitoring.  Since 2018, BB has been in at least 13 different 
placements, including six RTCs, three emergency shelters (she was placed at one of these twice), 
and three psychiatric hospitals.  In between these 13 placements, BB has been without placement 
and housed in a CWOP Setting seven times. 

 
The first RTC in which BB was placed after re-entering care, The Care Cottage North, 

closed after allegations of physical and sexual abuse resulted in a raid by law enforcement, and the 
subsequent arrest of several staff.  BB was moved to a second Care Cottage location, which later 
voluntarily closed after being identified for Heightened Monitoring.126  BB’s placements include 
three other RTCs – Five Oaks Achievement Center, Prairie Harbor LLC, and Hector Garza RTC 
– that also closed after the State determined they were unsafe. One of BB’s placements, The Bridge 
Emergency Shelter, has since been placed under Heightened Monitoring due to a history of safety 
violations. 

 
At another placement, Guardian Angels, BB was assaulted, verbally and physically, by a 

staff member a month into her stay. DFPS substantiated the allegations. The perpetrator appealed 
and the finding was upheld on administrative review.  

 
BB’s 10-month placement at Hector Garza was noted in the record as too restrictive and 

chaotic for BB to feel safe. BB was discharged from Hector Garza for reportedly hitting staff with 
pool balls. As a result, she was arrested and admitted to Juvenile Detention in July 2020 where she 
remained for four months and during which time her grandmother died.  The charges were 
ultimately dropped. 
                                                        
126 This second location closed, and the operators opened a new location the same day under another name, 
HeartBridges.  See Deborah Fowler and Kevin Ryan, Second Report of the Monitors 290, May 4, 2021, ECF 1079.  
HHSC recently moved to revoke HeartBridges’ license due to a history of safety violations.  

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 57 of 111



 58 

 
BB’s most recent period without placement started on May 30, 2021, when she returned to 

care after having run away from an emergency shelter. This CWOP Setting stay has been 
punctuated by BB running away; she was sexually exploited during at least one of these runaway 
incidents, according to her IMPACT records.  On July 26, 2021, BB was arrested and placed in 
juvenile detention because she had marijuana with her when she returned to the CWOP Setting 
after having run away.  Notes in a July 2021 monthly evaluation in her IMPACT records note, 
“[BB] continues to be in CWOP, however, appears to be leaving the facility when she is not 
suppose to [sic]…. On July 26, she left the facility and went to get high with whoever she goes to, 
and came back and was arrested…due to her being in possession of marijuana.”   
 

BB is diagnosed with Diabetes Type II, Disruptive Mood Dysregulation Disorder, Conduct 
Disorder, and Borderline Intellectual Functioning. Health records indicate that BB was in 
psychiatric in-patient care twice prior to re-entering foster care, in 2016 and 2017.  BB has a history 
of self- harm. Her record indicates that the most recent incident occurred in January or February 
2020, while she was still housed at Hector Garza RTC. “She cut herself with a sharp object she 
found in her unit. Staff were able to assist her and had one on one supervision.” There are no 
indications that BB has received individual or group therapy since her stay at Hector Garza in 
2019-2020.  State records indicate BB is prescribed psychotropic medications for depression and 
“mood.”  
 

BB qualifies for special education services and is not on grade level. During a forensic 
interview on April 28, 2021, BB reported that she would like to be a nurse or midwife to help 
pregnant women and indicated she would “like to get pregnant soon.”  

 
XA   
 

XA, a 15-year-old PMC youth, entered foster care in 2010 at the age of four, after he was 
found wandering near the highway alone. XA was interviewed by the monitoring team at the CPS 
Office where he had been housed since June 15, 2021.  As of September 7, 2021, XA was still 
without placement. 

 
According to DFPS records, XA is quick-witted and enjoys interacting with his peers. He 

proudly embodies “the life of the party.” He is kind and never fails to offer a helping hand at home 
and at school. During the school year, he plays baseball and participates in ROTC, aligning with 
his ambition of joining the military that he shared with the monitoring team. During his interview 
with the monitoring team, he was sociable, funny, and engaged easily in conversation.  

 
Prior to entering the foster care system in 2010, XA had been removed from his mother’s 

care and placed with his biological father. While in the care of his biological father, DFPS found 
XA wandering near the highway on three separate occasions at the age of four years. Both 
biological parents refused to pick him up.  His biological mother reported it would be “too 
difficult” to handle both of her of sons at the same time. Shortly afterwards, she relinquished her 
rights to XA.   After several failed attempts made by DFPS to keep the family together, XA began 
his 11-year involvement with foster care, while XA’s biological twin brother remained in the care 
of their biological mother. 
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Since entering foster care, XA has had at least seven placements, including four placements 

in foster homes, one placement in an RTC, and two psychiatric hospitalizations.  Several of XA’s 
placements in foster homes have been lengthy. He resided with his first foster family for more than 
four years.  After being discharged from this home, XA was placed in another foster home where 
he stayed less than a year, followed by placement in a foster home where he stayed for almost two 
years.  This foster family expressed interest in adopting XA, but the adoption failed.  He was next 
placed in Children’s Hope, an RTC that has since been closed due to safety reasons. 

 
Upon completing his program and therapeutic goals at Children’s Hope RTC, IMPACT 

records indicate XA was placed with a Spanish-speaking foster family. This was his last foster 
home prior to being without placement; he lived with this family for almost three years.  XA felt 
he found acceptance in this placement, a family of five with two parents and three young daughters. 
XA told his caseworker that he loves them and considers them “his family.” The foster parents 
requested his removal due to a language barrier. As he grew in this home that spoke Spanish as a 
primary language, the parents became concerned about the safety of their three daughters because 
they could not speak to XA about puberty in his language, English. 

 
After he was discharged from this foster home on June 15, 2021, XA was without a 

placement and housed in the CWOP Setting where the monitoring team met him.  XA shared with 
his caseworker that all he wants in a placement is a family who will love him and accept him for 
who he is. Currently, XA’s permanency plan includes adoption outside of his family or a 
relative/fictive kin adoption.  

 
Although unsubstantiated, there is a notation in his March 2021 Service Plan in IMPACT, 

that indicates it was "recently found out that there was extensive sexual abuse history amongst the 
siblings.” This history of sexual abuse is not reflected in XA's Attachment A nor in the 
Applications for Placement.   

 
 The Applications for Placement suggests XA needs guidance on developing healthy sexual 

boundaries. On-site records provided in the DFPS office where the monitoring team met XA 
suggest he requires diligent supervision, because when he is around girls he becomes “easily 
aroused.” CLASS records show multiple cases alleging Neglectful Supervision, in which XA was 
alleged to have engaged in inappropriate sexual behavior. However, all of the cases were either 
Ruled Out or closed with no citations for the operations. 

 
Since entering care, IMPACT records show that DFPS consistently maintained XA at a 

Specialized level of care, with occasional, short reductions to a Moderate level of care.  Just before 
being discharged from Children’s Hope RTC, in April 2018, DFPS reduced XA’s service level to 
Moderate.  

 
In February 2019, more than a year after being placed with his last foster family, an increase 

in XA’s level of care to Specialized level was requested. The reasons noted in IMPACT for 
justifying the increase in his level of care included a diagnosis of Autism, walking around his foster 
home with an erection, experiencing difficulty distinguishing between right and wrong, fighting 
with peers, becoming easily angered, and requiring assistance with daily tasks.  

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 59 of 111



 60 

 
The justification for the increase in the level of care was the first reference in XA’s 

IMPACT records to a diagnosis of Autism.  DFPS failed to obtain an evaluation that resulted in 
this critical diagnosis until XA had been in care for eight years, despite his entering care as a non-
verbal four-year-old child, experiencing severe difficulties in social settings, and struggling with 
emotional regulation.  IMPACT records include a psychological evaluation of XA in July 2019, 
that includes the first formal diagnoses that the monitoring team found in his records. 

 
Documentation in IMPACT indicates that XA has experienced short psychiatric 

hospitalizations. XA was admitted to the hospital in 2016 (prior to his Autism diagnosis) for 
behavioral outbursts at school and later discharged with a diagnosis of Bipolar I Disorder and 
Severe Depressed State. XA was also hospitalized in 2018 for Post-Traumatic Stress Disorder 
(PTSD) and Brief Psychotic Disorder. XA’s hospitalizations are inconsistently documented in his 
Applications for Placement. 

 
An additional discrepancy in XA’s medical documentation includes a Bipolar I Disorder 

diagnosis in 2016 that is not reflected in more recent documentation. Medical logs show XA is 
prescribed medication for Bipolar, but his most recent list of diagnoses does not include a diagnosis 
of Bipolar. According to XA’s most recent Application for Placement, he received a psychological 
evaluation in December 2020, which presented the following diagnoses: Autism Spectrum 
Disorder; Attention Deficit Hyperactivity, Combined Type (ADHD); Major Depressive Disorder; 
Child Neglect; and Child Physical Abuse. 

 
Further, according to documentation gathered by the monitoring team at the CWOP Setting 

where he was housed, medication logs show XA is taking two medications: one for Bipolar 
(despite not having this diagnosis in his most recent psychological evaluation) and one for ADHD, 
which aligns with the medication prescribed in his most recent Child Plan of Service. However, 
his March 2021 Child Plan of Service includes a medication prescription for Depression, but 
administration of this medication is not reflected in the documents reviewed by the monitoring 
team at the DFPS office during the onsite visit.  

 
Throughout XA’s documentation, he is consistently described as kind, helpful, loving, 

active, and respectful. When speaking with the monitoring team, XA was calm, talkative, and 
approachable. Though diagnosed with Autism, he is verbal, attends to his own hygiene, and takes 
care of his living space. Previous foster parents have reported he needs supervision and guidance 
in social settings as a he struggles with social cues and norms. 

 
Before he was a child without placement, XA lived in a foster home in El Paso, Texas, and 

attended school there. In June of 2021, DFPS returned XA to his legal county and placed him in a 
CWOP Setting in another city. As a result of being moved, he will enroll in a new school for the 
upcoming school year.  XA is reported as smart but developmentally functioning at an 8-year-old 
level. In XA’s Applications for Placement, documentation shows a gap in school attendance 
between 2014 and 2017 when he started attending the on-campus school at Children’s Hope. 
However, XA is reported to be functioning on grade-level and advancing to 10th grade in Fall 
2021. The Child Plan of Service completed in February 2021 indicates a history of XA receiving 
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special education services in a Specialized Support Behavior program with no other details 
provided.  
 
AN 
 AN is a 15-year-old male PMC youth who reentered foster care in 2013.  AN’s August 
2021 Application for Placement describes him as a “very articulate, charming young man.” AN is 
kind and typically thoughtful of others, and enjoys listening to music, watching television, reading, 
and interacting with his peers. He loves to learn and socialize.  AN can be talkative and has a great 
sense of humor. He can get along with older people more than children his age. AN also enjoys 
being a part of adolescent clubs and activities. 
 

AN first entered foster care at the age of three. He was removed from his home for Physical 
Neglect.  AN was adopted in September 2011 by his foster parent.  At the age of seven, AN 
returned to care due to his adoptive parent’s inability to care for him or his two siblings. Records 
show that AN's adoptive mother, who had adopted both AN and his twin brothers, refused to allow 
AN to return to her home following inpatient care in a psychiatric hospital.  She reported she was 
having difficulty handling his challenging behaviors and was afraid for the other children.   

 
Since reentering foster care, AN has been in at least 28 separate placements, including ten 

foster homes, six RTCs, two emergency shelters, one kinship placement, and has been admitted to 
a psychiatric hospital nine times.  Two of the RTCs where AN was placed (Heartbridges and The 
Pillar of Progression) have since had their licenses revoked by HHSC.  Four of the CPAs that 
oversaw foster homes where AN was placed are now subject to Heightened Monitoring due to a 
history of safety violations: Passage of Youth Family Center (which placed AN in three homes), 
Circle of Living Hope (which placed him in three homes), Family Link Treatment Services (which 
placed him in a group home and a foster home), and Beacon of Hope (which placed AN in one 
home). 

 
When AN first reentered care in January 2013, he was initially placed in a foster group 

home until the home was closed six months later.  AN was then placed in a foster home where he 
lived for 11 months.  AN’s first Service Plan, dated February 21, 2013, indicated he had Enuresis 
and was prescribed five medications, both psychotropic and non-psychotropic. 

 
AN was removed from the foster home in June of 2014, hospitalized, and then placed at 

Devereux – Victoria, where he remained until February 2014.  He was discharged due to meeting 
his therapeutic goals.  AN’s December 14, 2015, Application for Placement reflects that his 
“aggressive behaviors have decreased and his ability/willingness to comply with expectations and 
verbal directions have improved.”  AN was subsequently placed in a therapeutic foster home where 
he quickly regressed and began demonstrating aggressive behaviors. In less than three months he 
was again hospitalized.  His level of care at this time was Specialized. 

 
Upon discharge from the psychiatric hospital in May 2015, AN was placed in a foster group 

home by Circle of Living Hope CPA.  The group home was closed five months later and AN 
moved to a therapeutic foster home for an additional four months.   Due to his behavior, he was 
discharged from the home and placed at Guiding Light RTC.  AN remained at Guiding Light RTC 
for 19 months and was discharged in August 2017 to be moved to a less restrictive environment.   
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After moving from Guiding Light, AN in August 2017, AN cycled through four psychiatric 

hospitalizations and four foster homes. He returned to Guiding Light RTC in December 2017 for 
an additional 16 months until his therapeutic goals were met.  AN’s Service Plan was updated 
during this time, on July 27, 2018, and reflected a psychological evaluation that was completed on 
August 3, 2018.  The resulting diagnoses included: Disruptive Mood Dysregulation [sic] Disorder; 
Attention Deficit/Hyperactivity Disorder; and Enuresis.  Recommendations were made for 
medication therapy, cognitive behavioral therapy and special education classes. 

 
After another short foster home placement, on July 8, 2019, AN was placed at The Pillar 

of Progression RTC where he remained for 10 months.  According to AN’s June 2019 Application 
for Placement, a psychological evaluation indicated that AN continued to exhibit symptoms of 
depressed mood, including increased irritability or sadness and poor self-esteem. He expressed 
suicidal ideations, engaged in self-injurious acts, aggressiveness, and had low frustration tolerance.  
In May of 2020, AN was discharged. He cycled through a foster home, a psychiatric hospital, and 
an emergency shelter, before being placed at HeartBridges RTC where he remained for 11 months, 
with one hospitalization during this placement.   

 
While at HeartBridges, according to his Child Service Plan dated January 15, 2021, another 

psychological evaluation was completed, and AN’s intellectual functioning was found to be in the 
borderline range. His diagnoses included:  ADHD; Intermittent Explosive Disorder, and Child 
Neglect.  The psychologist recommended AN remain in a highly structured environment. AN’s 
April 2021 Service Plan reported he was receiving individual therapy and noted that he was 
engaging well in therapy and was focused on gaining the skills to reduce impulsivity and increase 
goal-directed behavior. 

 
On September 16, 2020, a DFPS staff reported to SWI serious concerns for the safety of 

the children at HeartBridges.  One of the worker’s reported concerns was having observed AN 
with a healing black eye.  An DFPS investigation resulted in a finding of Reason to Believe for 
Neglectful Supervision.  The incident involved a child in care who was supposed to be on 1:1 
supervision entering AN’s room and assaulting him.  A caregiver stood in the doorway during the 
incident and did nothing. Two other staff stopped the altercation. 

 
AN was removed HeartBridges due to its closure in May 2021 and was without placement 

and housed in a CWOP Setting for several days.  He was then placed in a foster home, but after 
three days he was again hospitalized.  AN returned to DFPS Supervision on June 9, 2021 and was 
still placed in the CWOP Setting when the monitoring team visited.    As of September 7, 2021, 
AN was still without placement. 

 
According to AN’s April 2021 Service Plan, AN is excelling in school and doing well both 

behaviorally and academically. He currently has a behavioral intervention plan and is receiving 
accommodations in the areas of assignments, tests, and comprehension.  
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AQ 
 

AQ is a 16-year-old male PMC youth who entered the foster care system in 2018. In his 
July 6, 2021, Application for Placement, DFPS notes that AQ enjoys listening to music and 
working with horses, loves animals, likes funny movies and the Laker’s Basketball team. AQ is 
self-reflective and accepts responsibility for his actions. He answered questions honestly, 
describing himself as a "determined and good-hearted person,” and describing his weaknesses as 
his "anger and depression." He shared that he wants a home where he can have a normal life.  

 
AQ’s family had a history of contact with DFPS before he entered care.  In March 2018, 

DFPS received a report alleging AQ’s mother physically abused him. The report stated that AQ’s 
mother was upset that AQ was suspended from school. When AQ returned to school he had a 
swollen eye, scratches all over his face and appeared to have been beaten. AQ explained that he 
got into a fight with his cousin, but later admitted that his mother caused the injuries to his face. 
After investigation, DFPS found the allegations against his mother to be Unable to Determine.  

 
There was also a concern reflected in the child’s record of substance abuse by AQ’s mother. 

During a traffic stop police reportedly found two baggies of crack cocaine and a baggie of cocaine 
as well as over $600 in her purse and text message on her phone of people asking for a "40" or a 
"20".  

 
In September 2018, DFPS received a report of neglectful supervision of AQ by his mother. 

The report alleged that AQ was hit by a car while walking on the street and the car sped off. AQ 
was taken to Driscoll Children's Hospital and had minor injuries. At the time of the accident, AQ 
had run away from home. In an interview with law enforcement personnel, AQ [said] that he spent 
time living out of friends' houses, on the roof of a church, and the roof of the school because, he 
said, his mother “doesn't care for him or care what happens” to him.  

 
AQ was discharged from the Driscoll Children’s Hospital to his maternal grandmother 

while awaiting his mother’s return from an out-of-town trip. After the accident, N.F ran away again 
and then returned to his mother’s home under the influence of Xanax. AQ’s mother called the 
police, who transported AQ to a psychiatric hospital.   

 
In late October 2018, DFPS received a report alleging that AQ’s mother was Refusing to 

take Parental Responsibility of AQ, describing the circumstances of the report as follows:  
 
[AQ] was scheduled to be discharged from Bayview Behavioral Hospital, but his 
mother did not pick up [AQ] after she was informed that he was ready for discharge. 
Bayview Behavioral Hospital attempted to contact [AQ]’s mother but hospital staff 
were unable to reach her. Despite reports to the Hospital Supervisor that she would 
indeed pick him up [AQ]’s mother never showed up at the Hospital.   
 
AQ has a history of substance and alcohol abuse.  He started using marijuana between the 

ages of seven and ten, started smoking cigarettes at the age of ten, started using prescription drugs 
between the ages of 11 and 13, cocaine and crack at the age of 13, and he began drinking alcohol 
at the age of 14. AQ has a history of self-harming behaviors; he has stated he will just hurt himself 
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and not talk with anyone. He has a history of suicidal ideations and cutting on his left arm. He 
reports he used to cut his legs but has little to no scarring except for his left arm. He requires 
monitoring of his glucose levels due to diabetes. 

 
AQ also has a history of behavioral disorders and psychiatric hospitalization, and has the 

following diagnoses:  
 

• Major Depressive Disorder 
• Disruptive Disorder 
• Conduct Disorder 
• Cannabis Use Disorder Moderate, Sedative  
• Hypnotic or Anxiolytic Use Disorder, Moderate;  
• ADHD 

 
Since entering foster care in 2018, AQ has had seven Primary Caseworkers and more than 20 

placements, including five psychiatric hospitalizations, six RTC placements, four emergency 
shelter stays, and two foster home placements.  Of these operations, several have closed after 
HHSC initiated the process for revoking the operation’s license:  a CPA (Benchmark Family 
Services) that placed AQ in a foster home, an emergency shelter (Kidz Safe Harbor, and an RTC 
(The Pillar of Progression).  In addition, two RTCs, The Lighthouse and Sunny Glen) have since 
been placed under suspension and Heightened Monitoring respectively, due to a history of safety 
violations.  AQ has been without placement and housed in a CWOP Setting five times, with his 
most recent spell without placement starting on July 15, 2021.  As of September 7, 2021, AQ was 
still without placement. 

 
AQ is academically delayed by at least two years.  AQ’s IMPACT records show that in 

2019, he was enrolled in ninth grade attended three different high schools.  In 2020, he was enrolled 
in ninth grade and attended two different high schools.  To date, in 2021, he has attended two high 
schools and remains in ninth grade.   

 
According to his December 11, 2020, Service Plan, DFPS requested a special education 

assessment and 504 services for AQ because he was “struggling and reported he was feeling lost 
and frustrated as he did not understand the material.”  This information first appeared on AQ’s 
Service Plan (verbatim) in November 2020, yet AQ reported when he entered foster care in 2018 
that he had been skipping school prior to his admission to the psychiatric hospital because “he did 
not understand the material and would show up but could not do the assignments as he understood 
nothing that was being communicated.”  The November 2020 Service Plan also indicates “a special 
education assessment was requested in all areas as he had missed a lot of school.”  

 
 A contact note in IMPACT dated August 31, 2021, indicates that AQ left school that day 

and walked back to the CPS office.  He told his caseworker that he did not want to go to school, 
was upset, and said school was “fucking with” him.  When his caseworker asked him to be more 
specific, he started to cry and told her that he was “tired of all the shit.”  His caseworker told AQ 
she “would be setting up an ARD for him” (which suggests he may have been assessed for special 
education services at some point, though a July 6, 2021, Common Application indicates he is in 
regular classes with 504 modifications) and that they had requested information related to credit 
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recovery.  His caseworker encouraged him to “focus on his work and class since he is failing and 
the school has already placed him on an attendance contract and have also issued a criminal 
trespass warning.”   

 
AQ does not have an interest in remaining in foster care. AQ expressed interest in becoming 

an underwater welder or barber and obtaining his G.E.D. as he is struggling with regular school 
due to excessive absences. AQ reported he does not want to go to college.  
 

III. Safety of CWOP Settings for Children Without Placement 
 

A. The Monitors’ On-Site Visits 
 

Though children who were interviewed in CWOP Settings reported feeling safe more often 
than children interviewed by the monitoring team in many of the congregate care placements 
previously visited by the monitoring team, in-depth reviews of children’s on-site records, IMPACT 
records, interviews with DFPS staff, review of Serious Incident Reports,127 analysis of reports of 
abuse, neglect, or exploitation to SWI, and observations regarding conditions during site visits 
raise substantial concerns regarding safety for children housed in these CWOP Settings.  The 
monitoring team’s review of Serious Incident Reports for CWOP Settings revealed that as the 
population in these unlicensed settings increased, reports of serious incidents also increased. 
 

                                                        
127 DFPS provided all Serious Incident Reports (SIRs) to the Monitors for the period of January – June 2021.  The 
monitoring team developed a tool to standardize responses for analysis, including categories of different incident 
types, the results of the incidents, and whether abuse or neglect was involved (based on the review of the Serious 
Incident Report and whether a report to SWI was made).  Additional fields captured included the location and date of 
the incident, the number of children involved, and the names and legal status (PMC or TMC) of up to four children 
involved in the incident.  The materials reviewed by the Monitors’ staff include documentation of serious incidents 
by DFPS staff through Serious Incident Report forms, which were developed in June 2021, as well as email 
communications between staff and supervisors.  Some email communications were limited in detail on the location, 
full names of children, and/or the legal status of the children involved.  The reference of serious incident reports in 
this analysis includes both unofficial email communications and SIR documents completed.  There were 134 serious 
incidents for children in CWOP placements covering the period January to June 2021 and all were reviewed by the 
monitoring team.  Of these, there were three reports for which the exact location was unknown, and three reports for 
which a child’s legal status was unknown. 
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Figure 20: Number of PMC Children in CWOP and Number of Serious Incidents Involving 
PMC/TMC Children in CWOP, January to June 2021128 

 
Though most Serious Incident Reports involved only one problem or issue, many reported more 
than one.  Of the 134 Serious Incident Reports reviewed by the monitoring team, 46% involved 
two or more issues. 
 
Figure 21: Number of Issues Identified in Serious Incidents in CWOP Settings, January to 
June 2021 

 

                                                        
128 The Monitors include this chart only for purposes of showing the corresponding trends, without intending to show 
a rate of Serious Incident Reports (SIRs) for children without placement.  The Monitors do not have data for TMC 
children without placement, making it impossible to determine the rate of SIRs for children without placement. 
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The most common issue reported in Serious Incident Reports was a child’s mental health 
episode, reported in 46 of 134 reports reviewed (34%).  Physical aggression toward staff (27 of 
134 or 20%) and disruptive behavior (26 of 134 or 19%) were the second and third most commonly 
reported, respectively, but were reported with much less frequency.  Fifty-six percent of incidents 
involving physical aggression toward staff (15 of 27) also involved a child’s mental health episode. 
Children’s self-harming or suicide attempts (22 of 134 or 16%) and runaway incidents (20 of 134 
or 15%) rounded out the top five most common issues reported.   
 
Table 9: Type of Issues Involved in Serious Incidents in CWOP Settings, January to June 
2021 
 

Types of Issues Involved in Serious Incident N 
% of incidents with issue 
(n = 134) 

Mental health episode 46 34% 

Physical aggression towards staff 27 20% 

Disruptive behavior 26 19% 

Self-harm or suicide attempt 22 16% 

Runaway or left facility without permission 20 15% 

Property destruction 16 12% 

Threatened staff or verbally aggressive 17 13% 

Fight (between youth) 16 12% 

Threatened to self-harm or suicidal ideations 11 8% 

Child-on-child physical aggression 8 6% 

Illness 5 4% 

Issues with medication 5 4% 

Child refused medication 1 1% 

Alleged inappropriate staff /child relationship 1 1% 

Injury due to accident 2 2% 

Consensual child-on-child sexual activity 3 2% 

Possession of drugs or alcohol 3 2% 

Nonconsensual child-on-child sexual activity 0 0% 

Other 4 3% 

Total Issues Identified 233 - 

Total Number of Serious Incidents 134 - 

 
 Of the 134 Serious Incident Reports reviewed, the monitoring team identified seventeen 
that appeared to involve abuse, neglect or exploitation; of those seventeen, eight were not reported 

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 67 of 111



 68 

to SWI.  In addition, the Monitors asked DFPS for all allegations of abuse, neglect, or exploitation 
investigated in a CWOP Setting between January 1, 2021 and June 30, 2021.  DFPS provided 
information for 39 investigations, of which DFPS Ruled Out 29, substantiated four and closed six 
as Unable to Determine.   
 

Of the children interviewed by the monitoring team in June and July 2021 in a CWOP Setting, 
96 percent (52 of 54) reported that they felt safe129 at the CWOP Setting where they were housed; 
by comparison, 67% of children interviewed by the monitoring team at five GRO and RTC sites 
between December 2019 and October 2021 reported feeling safe.  Similarly, when asked whether 
they felt comfortable talking with staff at the CWOP Setting where they were housed, 70 percent 
(37 of 53) of the children interviewed said that they always did, compared to 52% of children 
interviewed by the monitoring team in GROs or RTCs.130 
 
Figure 22: Percent of Children Reporting Feeling Safe in Their CWOP Setting 
 

 
When asked whether there were physical fights at the site where they were housed, 70 percent 

(38 of 54) of children reported there were not.131  This, again, stands in stark contrast to five of the 
six RTCs the monitoring team has visited, where children overwhelmingly reported fights among 
children.132 
 

                                                        
129 Children reported always feeling safe 89% of the time (48 of 54) and sometimes feeling safe 7% of the time (4 of 
54). 
130 Of children interviewed in the GROs and RTCs by monitoring team, 28 percent answered they did not feel 
comfortable talking with staff, and 20 percent said they felt comfortable talking to staff “sometimes.”  Only nine 
percent of the children interviewed in CWOP Settings answered they did not feel comfortable talking to staff and 21 
percent said they felt comfortable talking to staff “sometimes.”   
131 This is borne out by a review of Serious Incident Reports; 16 of 134 SIRs, or 12%, reported a fight between 
children, and eight of 134 SIRs (6%) reported child-on-child physical aggression.   
132 All of the children interviewed at Hector Garza RTC and Prairie Harbor LLC reported fights among children were 
commonplace; 71% of children interviewed at A Fresh Start Treatment Center reported fights, and 75% of children at 
Devereux – League City reported riots took place at the RTC. 
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Figure 23: Percent of Children Reporting Physical Fights at Their CWOP Setting 

 
 Children’s feelings of safety may, in part, be due to the lower ratios between staff and youth 
in CWOP Settings than in many of the congregate care settings where children were placed 
previously.  The majority of DFPS staff interviewed by the monitoring team reported that the staff-
to-child ratio at the CWOP Setting where they were interviewed was either one-to-one, or that 
there were more staff than children. 
 
Figure 24: Typical Ratio of Staff to CWOP Children 

 
DFPS staff reported that children were always in their line of sight, and that staff were always 
awake at night. 
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Figure 25: Caregivers Reporting Children Always in Sight and Staff Always Awake at Night 
in CWOP Settings 

 
 Children’s feelings of safety may also be due to the rare use of restraints in CWOP Settings.  
DFPS staff, almost uniformly, reported that they were instructed not to restrain children, and that 
they were not trained to restrain children.  This differs dramatically from the RTCs and GROs that 
many of the PMC children without placement have cycled through over the course of their time in 
foster care.   
 
Figure 26: Percent of Caregivers Reporting Ever Restraining or Seeing a Restraint at a 
CWOP Setting 
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of the children in the CWOP Settings visited by the monitoring team had been placed in operations 
that later had a licensed revoked or denied, or a contract cancelled by DFPS for safety reasons, or 
in an operation that was later placed under Heightened Monitoring due to a high rate of safety 
violations. 
 
 Though children reported feeling safe in CWOP Settings, many of the DFPS staff 
interviewed by the monitoring team reported the opposite.  This contrasting view is itself a clear 
indicator of the safety problems that exist in these settings: if the caregivers do not feel safe, it is 
hard to imagine that they are confident they are able to maintain safety for the children they 
supervise. 
 

Staff supervising children in CPS offices were more likely to report that they did not feel 
safe.  Of the 39 DFPS staff who were interviewed and who provided supervision of children 
without placements in a CPS office, only 18 (46%) reported that they felt safe.  DFPS staff 
providing supervision in unlicensed cottages or homes were more likely to report feeling safe: of 
the 18 DFPS staff interviewed in these settings, 15 (83%) reported feeling safe. 
 
Figure 27: Percent of Caregivers Reporting Feeling Safe When Working in CWOP Settings 
 

 
 DFPS staff’s feelings of safety did not necessarily improve in settings that had on-site 
security officers.  In fact, in the settings where DFPS staff reported they always had security on-
site, DFPS staff reported feeling safe less often than in settings where there was no security on-
site.   
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Figure 28: Percent of Caregivers Reporting Feeling Safe in CWOP Settings by Security On-
Site 

 
 
 DFPS staff who supervised children without placements in CPS offices, as opposed to in 
unlicensed cottages or homes, also reported witnessing more serious incidents.  Overall, 58 percent 
(33 of 57) of DFPS staff reported having witnessed a serious incident while they were supervising 
children without placement.  Of the 39 DFPS staff who supervised children at CPS offices, 62 
percent (24 of 39) reported having witnessed a serious incident, while 50 percent (9 of 18) of staff 
who supervised children in unlicensed home settings reported having witnessed a serious incident. 
 
Figure 29: Percent of Caregivers that Witnessed a Serious Incident in CWOP Settings 
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 What is evident from both the interviews with children, on-site file reviews, review of 
Serious Incident Reports and reports of abuse, neglect, or exploitation to SWI is that housing 
children who are without placement in unlicensed settings, without caregivers who are well-trained 
to ensure safety, places these children at an unreasonable risk of serious harm, including child-on-
child sexual abuse, harms associated with running from care (including prostitution and sex 
trafficking), and injury associated with self-harm or suicide attempts.  Further, the demands that 
providing direct care for children in CWOP Settings places on DFPS caseworkers increases the 
risk of harm to all PMC children in foster care by overwhelming caseworkers with an additional 
set of responsibilities.  

 
B. Specific Safety Concerns Revealed by On-Site Visits and Review of Serious Incident 

Reports and Abuse, Neglect, and Exploitation Investigations for CWOP Settings 
 
1. DFPS staff interviewed by the monitoring team were frustrated, often appeared 

exhausted, and expressed deep concern about their ability to carry out the duties 
of their full time jobs at the same time that they were being required to work 
overtime to provide direct care for children without placement. 

 
I know you know this, but we are dying. I have staff at their breaking point, both 
mentally and physically. This is completely draining everyone as I have 17 kids who 
all have EXTREME needs that we are not able, equipped, or trained to 
manage/care for. I am terrified that our youth are going to be seriously injured or 
worse. We are putting everything humanly possible in place we can but these kids 
need serious treatment and stability. 
 

- DFPS Staff E-mail Reporting Serious 
Incident to Regional Leadership 

 
By and large, the DFPS staff interviewed by the monitoring team expressed deep 

frustration with the additional burdens associated with being required to work overtime to 
supervise children in CWOP Settings.  Of the 58 DFPS staff who were interviewed, 43 (74%) were 
caseworkers.133  All of the staff interviewed reported being required to work shifts supervising 
children; the frequency with which they were required to do so varied among regions.  DFPS staff 
in Regions 4 and 5 indicated that they were required to work 12 CWOP shifts per month, while 
staff in Region 8 were required to work two shifts per week.  In most locations, staff used an online 
platform to choose and sign up for shifts; however, if they did not sign up for the required number 
of shifts, they were assigned to shifts. Some of the DFPS staff reported that they volunteered to 
work additional shifts to relieve the pressures faced by co-workers who had their own children or 
other family demands.   
  

                                                        
133 The other DFPS staff interviewed included Supervisors, Program Administrators, Program Assistants, and other 
administrative staff. 
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Figure 30: Number of CWOP Shifts Caregivers Reported Working Per Week by Region 
 

 
 Just as the requirements varied by region for the number of shifts assigned to each worker, 
shift lengths also varied.  The majority of DFPS staff interviewed indicated that their typical shift 
supervising children without placement lasted four hours. However, in some regions, staff reported 
shifts of four or five hours on week days, and six hours on weekends or overnight.  Their shift time 
did not include the time it took staff to travel to and from the CWOP Setting, which could be more 
than an hour each way, depending on the region where they worked.  The longest time DFPS staff 
reported having worked in a CWOP Setting in a single day ranged from four to twenty hours, with 
an average of eight hours as the most worked in a CWOP Setting in a single day. Staff who reported 
working more than eight hours reported that this was usually due to working a planned double 
shift. 
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Figure 31: Typical CWOP Shift Length in Hours 
 

 
Figure 32: Average CWOP Shift Length in Hours by Region 

 

 
 

Most of the DFPS staff who were interviewed reported that the requirement to work shifts 
supervising children without placement was having an impact on their ability to meet the demands 
of their regular, full-time jobs, that they were suffering from increased stress, and that the demands 
made their work/life balance difficult to manage. One DFPS supervisor reported being so tired she 
is “sleeping in parking lots during her breaks.”  Another caseworker said she takes naps during her 
lunch break because she is so exhausted.  Another, whose spouse was an administrator for DFPS 
and was also required to work CWOP shifts, said, “I don’t want to be a part of this anymore…I 
have been doing this for 16 years…this is unsustainable.” Another reported that “staff are all 
tapped out.”  One caseworker reported that she managed the competing duties of her regular job 
and CWOP shifts by working during the day and scheduling late night CWOP shifts, a schedule 
she described as “just miserable.”  Other caseworkers spoke of the challenges of being single 
parents and having to schedule CWOP shifts around child care.  One caseworker said that she had 
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a family member who was terminally ill, but that she was not able to spend time with them because 
of the demands of her job.   

 
Caseworkers spoke of the difficulty of covering their regular, daytime jobs after having 

worked a CWOP night shift.  One reported that she “get[s] overwhelmed sometimes” because of 
the competing demands of her caseload, which she reported to be above the caseload guidelines, 
and CWOP shifts. Another caseworker said that being required to supervise children without 
placements was “extremely stressful” because she had a caseload of 25 children, and “gets very 
behind” when she is unable to work on her caseload during her time supervising CWOP shifts.  
Another reported that she was falling behind with paperwork due to her CWOP shifts; one DFPS 
staff said that work was sometimes completed late, not done completely, or not completed with 
the necessary level of detail because they had to work CWOP shifts. 

 
Caseworkers spoke of low morale, and said many staff were resigning from DFPS.  Many 

workers who were interviewed reported feeling burned out; some were tearful and visibly 
exhausted.  One caseworker started crying during the interview, and said that she was so frustrated 
she had considered quitting; she said that in addition to the frustration associated with the long 
hours she is working, she is expected to cover costs for which she is eventually reimbursed, but 
that are difficult to manage while she is waiting for reimbursement.  She said that she spent $300 
in gas and tolls in one week related to her responsibilities for CWOP shifts.   

 
In regions where workers provide daytime supervision for children without placement who 

are on their caseloads, caseworkers spoke of the difficulty of having a child with them during the 
day while they are also trying to complete tasks for other children on their caseloads. These 
caseworkers uniformly noted the difficulty of getting out “into the field” with the other children 
on their caseloads while they were supervising a child without placement during the day. One 
caseworker used the example of a child who might need to be taken to a medical appointment, and 
noted that if she had a child without placement who she was required to supervise during the day, 
she would have to try to figure out how to cover supervision for that child while she took the other 
child to the medical appointment. 
 

The Court identified the risk posed to children when caseworkers have unmanageable 
workloads, and the Fifth Circuit agreed, speaking at length to the “direct causal link” between 
unmanageable workloads and an increased risk of serious harm to foster children.134  In addressing 
the caseworker workloads, the Fifth Circuit found: 

 
That a policy or practice of maintaining overburdened caseworkers directly causes 
all PMC children to be exposed to a serious risk of physical and psychological harm 
is adequately supported by the facts in the record.  Moreover, the principle seems 
obvious: when workloads exceed caseworker bandwidth, caseworkers are not able 
to effectively safeguard children’s health and well-being.135 

 
 The DFPS staff interviewed by the monitoring team very clearly articulated that the 
demands being placed on them by the requirement that they supervise children without placement 
                                                        
134 M.D. v. Abbott, 907 F. 3d at 264. 
135 Id. at 264-65. 
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was compromising their ability to do their regular jobs.  Adding to their workload by requiring 
caseworkers to supervise children in CWOP Settings likely contributes to the placement crisis.  As 
the he Fifth Circuit noted: 
 

Caseworkers do not have the time to perform fundamental aspects of their job; 
clearly, they do not have the bandwidth to replicate a needle-in-a-haystack search 
several times over for each individual child every time they have to move him.  This 
limited ability to rigorously evaluate placement choices and permanency plans 
substantially increases the chance that a child will be exposed to serious safety 
risks.136 

 
It is equally evident, based on the Monitors’ review, that having frustrated, overwhelmed staff 
supervise high-needs children in unlicensed settings also poses safety risks for children without 
placement. 
 

2. DFPS staff are not trained for the role of providing direct day-to-day care and 
supervision for children. 

 
A common complaint among the DFPS staff who spoke to the monitoring team was 

frustration with what they described as inadequate training for the direct caregiver role that they 
were being required to provide, particularly for children who have high behavioral health needs.  
They frequently reported feeling ill-prepared to intervene when children acted out with each other 
or with staff, and noted that they had no training in the appropriate use of restraints, which is 
required of direct caregivers in other settings.137 
 

a. Little Training is Required for DFPS Staff Specific to Providing Supervision in CWOP 
Settings 

 
 In early 2021, DFPS developed a 60-minute, online training that all CPS and CPI staff who 
were assisting with supervising children in CWOP Settings were required to complete between 
February 22, 2021 and March 26, 2021.138  The online training consists of an 80-slide Slideshow 
presentation that begins its first “module” of the training by setting out the expectations for DFPS 
staff who are supervising children in CWOP Settings: 
 

• Expectation 1: If a child is entering DFPS supervision (in the office or a community 
location) for the first time, the shift staff assigned will take a picture of the child and send 
it to the child’s primary caseworker to be uploaded into IMPACT. 

                                                        
136 Id. at 260. 
137 HHSC minimum standards require that if an operation allows the use of emergency behavior intervention (EBI), 
that at least 75% of pre-service training hours must focus on less restrictive techniques, and the other 25% must include 
training in safe implementation of restraint techniques.  Tex. Admin. Code §748.903. 
138 DFPS Broadcast e-mail, re:  CPS & CPI Staff – Children Without Placement Training Set to Begin, February 19, 
2021 (on file with the Monitors).  By contrast, RCCR’s minimum standards delineating the hourly training 
requirements for caregivers in GROs require from eight to 16 hours of pre-service training.  Tex. Admin. Code 
§748.863(a) (eight hours of general pre-service training required for all caregivers and 16 hours of pre-service training 
regarding Emergency Behavior Intervention (EBI) for caregivers caring for children receiving treatment services). 
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• Expectation 2: The child or youth’s individual needs and relevant history is known by the 
staff providing supervision for the child.  This includes any information from the child’s 
sexual abuse history page, such as victimization or aggression, as well as human 
trafficking. 

• Expectation 3: All children and youth under our supervision remain in your direct line of 
sight and close proximity at all times. 

• Expectation 4: If a significant event or issue arises during your shift while supervising a 
child or youth, you shall notify your supervisor immediately.139 

 
The training then explains the process that caseworkers are required to follow when a child is 

without a placement.  It starts by noting that describing children as “without placement” is not 
“strength-based” according to DFPS policy, and states that children who are without placement 
should instead be referred to as “a child under DFPS supervision” because “saying [a child] is 
without placement could suggest unfounded negative assumptions for later placement.”140 It then 
walks the viewer through the documents required to be submitted for a child in order to aid in a 
placement search, and the process that DFPS uses to find a placement for a child.   
 

The training next outlines DFPS supervision requirements for children without placement, 
including the forms that must be completed and e-mailed to those supervising the child each day 
that the child is in a CWOP Setting.  It describes DFPS policy requirements related to meeting 
children’s needs in CWOP Settings, including policy requiring regions to have a plan in place to 
ensure that staff providing supervision are aware of a child’s history of sexual victimization, sexual 
behavior problems, or sexual aggression.  Regional plans are also required to include a plan for 
ensuring children’s basic needs are met, along with supervision and educational needs, and that 
they include opportunities for entertainment and recreation.141  Regions are required to follow 
DFPS policy related to medication administration, storage, and destruction, including use of 
medication logs to document a child’s receipt of dosages of prescription medication.142   

 
The training also sets out supervision requirements for CWOP Settings.  According to DFPS 

policy, a child or youth in a CWOP Setting must be supervised at all times by at least two DFPS 
employees, one of whom is a CPS caseworker or above.143  It also states that at least one DFPS 
employee supervising the child or youth must be the same gender as the child or youth, unless the 
child is under three years old, and that there must be at least one DFPS employee for every four 

                                                        
139 DFPS, Children Without Placement for DFPS Staff: Meeting Responsibilities, Needs, and Expectations PPT, 
(undated) (on file with the Monitors). 
140 Id. at 13.  This policy is at odds with DFPS’ policy requiring staff to document the “reasons” for the child’s status 
as a child without placement, asking them to choose from a long checklist of disabilities and behavioral characteristics 
as the “reasons.”  See, infra, note 130.  The State has repeatedly cited these disabilities and behavioral characteristics 
as the “barriers” that prevent placement. 
141 Id. at 48.  
142 Id. at 50. 
143 Id. at 53.  The Adobe version of the PowerPoint training that DFPS provided to the Monitors appears to have been 
created in Adobe on March 7, 2021. 
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children.144  Children five years-old or younger count as two children for purposes of supervision 
ratios.145  

 
 In an effort to ensure that caregivers are aware of a child’s history of sexual victimization or 

status as having an indicator for sexual aggression, DFPS requires each staff person who supervises 
a child without placement to sign the child’s Attachment A form.146  The training specifies that 
DFPS staff who supervise children overnight must remain awake.147 It walks through the 
requirements related to enrolling children in school, and for ensuring “the child or youth has 
sufficient recreational activities,” which (according to the training) may include television, board 
games, and outdoor recreational time.148  The training also notes that a child’s region “must ensure 
that any additional supports and services that may be required to meet the child or youth’s needs 
are available to the youth,” and directs staff to contact the STAR Health Manager for any services 
related to behavioral health needs.149 Finally, the online training walks trainees through 
requirements related to documentation of a child’s status as a child under DFPS Supervision in 
IMPACT, and requirements related to documenting overtime for eligible employees.   
 

In addition to the online training that DFPS created, some regions have created short Slideshow 
trainings that explain the policies specific to the region’s plan for CWOP Settings.  For example, 
Region 6A provides its staff with a 44-slide slideshow presentation (“6A slideshow”) that explains 
the process specific to the region. The 6A slideshow includes pick-up and drop-off times and the 
protocol for primary caseworkers who supervise children without placement during the day and 
pick them up and drop them off at the hotel or office where they sleep; the protocol for checking 
in for an overnight shift and for shift transition; the protocol for children’s meals and showers; the 
laundry protocol; reminding staff to store children’s medication in a locked file cabinet; what to 
do if a child runs from care and the protocol to follow when they return; and information and 
resources for behavioral crisis intervention.150 The monitoring team visited other regions that 
provide staff with a guide setting out protocols specific to the region.151 
 
  

                                                        
144 Id. at 53-54.  DFPS changed this policy in February 2021 to remove the requirement that at least one adult 
supervising the youth must be the same gender, to instead require “DFPS staff must take into consideration the child 
or youth’s needs, gender, and age when assigning staff to supervise.”  In June 2021, the policy changed again, 
removing this language entirely.  DFPS, Meeting the Needs of a Child or Youth Without Placement, redlined policy 
(on file with the Monitors). 
145 Id.  DFPS policy related to supervision ratios have changed since this training was developed.  When the training 
was developed, policy required one DFPS employee for every four children.  In June, DFPS policy was changed to 
require one CPS or CPI staff member (caseworker or higher) for every three children at any one location.  DFPS, 
Meeting the Needs of a Child or Youth without Placement, CPS Handbook §4152.2 (redlined copy) (on file with the 
Monitors). 
146 Id. at 55. 
147 Id.   
148 Id.   
149 Id. at 60. 
150 DFPS, CWOP Expectations Region 6A (undated) (on file with the Monitors). 
151 The monitoring team has reviewed two guides – one for Region 8 and another for Region 7.  Each sets out policy 
and protocol specific to the region, much like the Region 6A slideshow. 
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b. The Monitoring Team’s Interviews with DFPS Staff Showed Many Received No Training 
 

Though most of the interviewed DFPS staff (32 of 58, or 55%) reported having completed the 
60-minute online training, 31 percent (18 of 58) of the staff reported having received no training 
prior to supervising children in CWOP Settings. Another 14 percent (8 of 58) reported having 
received some other training,152 but not the training specific to supervising children in CWOP 
Settings. Only 12 (21%) of the DFPS staff interviewed reported having received some other 
training in addition to the online CWOP training.153 
 
Figure 33: Training Received by Caregivers for CWOP Supervision 
 

 
 
 During interviews with DFPS staff, many expressed frustration and concern with the lack 
of training they had received, particularly given some of the behavioral challenges of the children 
that they were supervising.  One DFPS staff person noted that they are not getting any training on 
how to manage children’s behaviors, and that while they attempt to prevent situations from 
escalating, they have no guidance on how to handle the situation if they do escalate.  In particular, 
they noted that they were not trained in the use of restraints, and were instructed not to attempt to 
restrain a child, although one staff person reported being told to use “minimal force” if they 
believed they needed to restrain a child.     
 

Despite not being trained in proper restraint techniques, DFPS staff reported they 
sometimes resorted to restraining youth.  One DFPS staff person reported that she and another 
caseworker restrained a seven-year-old child who was having an emotional outburst, despite not 
having had restraint training, in order to protect staff and the child.  A DFPS staff person 

                                                        
152 Other training included the child sexual abuse training, first-aid, trauma-informed care training, and de-escalation 
training. 
153 Other training received in addition to the online 60-minute training included medication administration, medication 
management, and de-escalation training. 
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interviewed at another location reported holding a child’s arms while another staff held the child’s 
legs to keep the child from hurting herself or others, but said they did not consider this to be a 
restraint and, as such, did not document it as a restraint. Another DFPS staff person said that she 
was working a shift when a child was self-harming by banging his head on the floor; she put her 
body underneath the child and other staff held the child’s arms and legs to try to stop him from 
banging his head until the police could arrive and take him to the hospital.   

 
Similarly, a caseworker at another CWOP Setting reported that a child who was 

dysregulated and self-injuring by banging her head on the wall also became aggressive with staff; 
at one point, she was on the ground and the caseworker was “on top of the girl” to keep her from 
grabbing people, and held the child’s legs down to keep her from kicking. The child started banging 
her head on the floor, so staff put a blanket under her. Another staff person reported having to hold 
a child’s ankles to keep them from kicking a door and other staff. Staff at another CWOP Setting 
reported they had not restrained youth themselves, but that the on-site security guard had used 
handcuffs to restrain a child on at least one occasion. 
 

Another staff person interviewed said that they were instructed to “motivate” children 
rather than restrain, but that she did not know how to motivate them.  Staff reported having tried 
to use point systems to reward and encourage children’s good behavior, but noted that because 
there were so many different staff providing supervision, use of the system was inconsistent and 
therefore did not work to address youth’s behavior.  Another said she was frustrated by the lack of 
training, and worried that if something happened, the State would not “back her” if faced with 
liability.  She said that her staff are “terrified” and felt as though they were expected to know what 
they were doing, but did not feel they had adequate guidance.  Other staff reported that they were 
afraid to intervene with children for fear of being confirmed as a child abuser, which would end 
their ability to work with children at all. 
 
 DFPS Commissioner Masters has herself noted that the staff who are providing supervision 
are not trained for this role.  During a hearing before the Texas House Appropriations Committee 
on August 23, 2021, Commissioner Masters spoke to the members about the behavioral challenges 
some children without placement have exhibited, and of the DFPS staff who were supervising 
them, testifying “It is a significant crisis, and [DFPS staff providing supervision] are not trained to 
deal with that behavior and that’s why our turnover is what it is because they are completely worn 
out.”154  
 

c. Without Appropriate Training, Staff Rely on Law Enforcement, Psychiatric 
Hospitalizations, and EMS to Manage Behavior 

 
 As a default, many DFPS staff reported relying on law enforcement to manage the behavior 
of youth who act out physically.  When asked how they responded in those situations, most staff 
(39 of 57, or 68%) indicated they attempted to de-escalate the child, but the second most commonly 
reported intervention reported by 29 interviewed staff (51%)155 was to call the police. 
 
                                                        
154 Testimony of DFPS Commissioner Jaime Masters, Hearing before Texas House Appropriations Committee on 
House Bill 5, August 24, 2021. 
155 Interviewees could choose more than one intervention type. 
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Figure 34: How Caregivers Reported Managing Behavior at CWOP Settings 
 

 
 
 When asked whether police or on-site security had been called to assist with a child who 
was dysregulated at a CWOP Setting, 46 percent (26 of 57) of interviewed staff said police had 
been called. Only seven percent (4) reported relying solely on on-site security to manage the 
situation, and 35 percent of interviewed staff (20 of 57) reported relying on both the police and on-
site security.  
 
Figure 35: Percent of Caregivers Reporting Calling Police or On-Site Security at CWOP 
Setting 
 

 
 The Monitors’ analysis of Serious Incident Reports shows that Law Enforcement were 
called in 72% (96 of 134) of incidents that DFPS staff reported.  The next most frequent responses 
to a serious incident, respectively, were psychiatric hospitalizations, medical treatment, EMS, and 
arrest and/or detention. 
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Table 10: Result in Serious Incidents at CWOP Settings, January to June 2021 
 

Result of Serious Incident N 
% of incidents with result 
(n = 134) 

Law enforcement called/responded 96 72% 

Psychiatric evaluation/hospitalization 36 27% 

EMS called 31 23% 

Medical treatment 33 25% 

Arrest and/or detention  22 16% 

Child restrained 6 5% 

Child ticketed 5 4% 

Change of placement 6 5% 

No result 13 10% 

Other 3 2% 
 
 
 During interviews, DFPS staff recounted incidents when police expressed frustration with 
being called to the CWOP Setting frequently.  DFPS staff also expressed frustration with the failure 
of law enforcement to take youth into custody; the monitoring team also found Serious Incident 
Reports in which DFPS staff expressed frustration that police did not take youth into custody when 
called to assist with an incident.   
 

At a recent hearing before the Texas House Appropriations Committee, Commissioner 
Masters expressed frustration that calls to law enforcement did not result in “consequences” more 
often.  Commissioner Masters testified: 
 

There are many times when we call for help and nothing happens to the child.  And 
what I’ve said is: we’re not helping the kid.  If there are no consequences for any 
kind of behavior, and consequences don’t have to mean being locked away, but 
when they age out, the world isn’t going to care about their trauma. They can’t just 
go punch somebody in the face when they age out and they’re used to nothing 
happening.156   

                                                        
156 DFPS Commissioner Jaime Masters, Testimony, Hearing before the Texas House Appropriations Committee on 
House Bill 5, August 24, 2021.  Despite the concern Commissioner Masters expressed regarding a lack of 
consequences for aggressive behavior, as shown by Table 10, in 22 out of 134 (16%) of the Serious Incident Reports, 
a youth was arrested or detained as a result of the incident.  An analysis by type of incident showed that in incidents 
in which a youth threatened a staff person, the child was arrested 41% (7 of 17) of the time.  In incidents involving 
physical aggression toward staff, a youth was arrested or detained in 26% (7 of 27) of the incidents, and 38% (6 of 
16) of incidents involving a fight resulted in arrest.  A youth was arrested in 31% (8 of 26) of incidents involving 
disruptive behavior.  Further, the Monitors’ found that out of the reported serious incidents that involved 
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3. DFPS Staff report that they do not receive all pertinent information needed to 

ensure appropriate supervision of high-needs youth. 
 

In addition to expressing frustration related to a lack of training for direct care of children 
in CWOP Settings, DFPS staff also expressed frustration about the lack of information they receive 
related to children’s needs.  DFPS policy requires regions to have a process in place to ensure that 
all staff responsible for supervision of children in CWOP Settings receive the following: 
 

• A two-page CWOP Form (Form 2915) that includes basic information about the child, 
including a check-list of “reasons” the child is without placement;157  

• The child’s sexual history report (Attachment A); and  
• Prescription and non-prescription medication logs for the children.158 

 
The CPS Handbook specifies that the listed forms must be e-mailed to the staff responsible for 

supervising youth each day, and that DFPS staff supervising youth in CWOP Settings are 
responsible for reviewing the forms.159  DFPS staff who are supervising youth are required to sign 
                                                        
physical aggression toward staff, more than half of those incidents (15 of 27), involved a child who was having 
a mental health episode. 
 
Commissioner Masters further testified to the legislature, “[A]n occurrence that happens across our state at most of 
our CWOP locations…is that children fight, children attack staff, we’ve had staff put in the emergency room, we’ve 
had children that are hurt by other children, we’ve had children that Uber from one CWOP location to another to beat 
up kids, we have kids that are severely mentally ill and it is traumatic for other kids and staff to watch what those kids 
go through.”  Id.  DFPS’ own data indicates the occurrences described by the Commissioner are relatively rare, though 
the Commissioner did not indicate as much in her testimony. In fact, of the more than 2,000 CWOP placement events 
between January and June 2021, staff reported 67 incidents involving physical aggression toward staff or other 
children, fighting, or property destruction, according to all DFPS Serious Incident Reports during the period.  This 
amounts to 3% of CWOP placements events. See DFPS et al, Understanding the Texas Foster Care Capacity Crisis 
(undated), available at https://3e78rz4783rc1234r4bkmlml-wpengine.netdna-ssl.com/wp-
content/uploads/2021/07/Capacity-Placematsv4-1.pdf  
157 This checklist includes “Child Characteristics” as one of the “reasons” a child could be without placement and, 
underneath that box, a checklist of characteristics that DFPS often describes publicly as “barriers” to placements.  The 
list of characteristics is essentially a list of diagnoses and disabilities, but also includes some behavioral characteristics: 
ADD/ADHD, Animal Cruelty, Assaultive Behavior, Autism, Bipolar, Child Sexual Aggression, Conduct Disorder, 
Depression, Developmental Delay, Developmental Disability, Down Syndrome, Eating Disorder, Emotionally 
Disturbed, Enuresis/encopresis, Failure to thrive, Fire setting history, Other Behavior Problem, Physically Disabled, 
Gang Activity/Affiliation, Hearing impaired, HIV Positive/AIDS, Infant alcohol addiction/prenatal exposure to 
alcohol/fetal alcohol syndrome or effect, Inhalant abuse, Intellectual and Developmental Disability, Limited English 
Proficiency, Medicaid Waiver: Receiving MDCP/CLASS, Medicaid Waiver: Waiting list, Medically Complex, 
Medically Fragile, Military Dependent, Mobility Impaired, Mood Disorder, Oppositional Defiant Disorder, Pregnant, 
Previously Adopted, Psychotic Disorder, Reactive Attachment Disorder, Runaway, Self-Abuse, Sexually Acting Out, 
Sexually Transmitted Disease, Sibling Group, Speech Disabled, Spina Bifida, Terminal Illness, Terminated 
International Adoption, Traumatic Brain Injury, Tribal Member, Visual Impairment, Youth Parent, Other.  This form 
and checkbox list allows DFPS to compile its report of “barriers” to placement.  This practice is out-of-step with the 
preference for a “strength-based” approach to children without placement prioritized by DFPS in its online CWOP 
training.   
158 DFPS, Meeting the Needs of a Child or Youth Until a Placement is Secured, CPS Handbook §4152.2 (Updated 
February 2021). 
159 Id.  
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the child’s Attachment A form to show that they have read it; once the child or youth is moved 
into a placement, DFPS requires these forms be uploaded to a child’s OneCase records in 
IMPACT.160 
 
 The monitoring team reviewed the records kept on-site for children housed at CWOP 
Settings during on-site visits.161  The majority of the on-site records reviewed (63 percent, or 50 
of 79) did not contain Form 2915, the two-page form that DFPS requires to be e-mailed to staff 
responsible for supervision in CWOP Settings.  However, nearly all files (91percent, or 72 of 79) 
included the child’s Attachment A, and all of them included signatures from staff who supervised 
the children.162  Medication logs are discussed in Section 4(b), below. 
 
 During interviews, a majority of DFPS staff reported that, when they supervised a child in 
a CWOP Setting for the first time, they were provided with a child’s Attachment A, Medication 
Logs, and daily notes or logs for the CWOP Setting.  However, only 35 percent (20 of 58) reported 
they received the child’s CWOP Form 2915.  A smaller percentage of DFPS staff also reported 
receiving a child’s Common Application (14 of 58, or 24%) and Placement Summary (16 of 58, 
or 28%). 
 
Figure 36: Information Provided When Supervising a Child for the First Time in a CWOP 
Setting 

 
 
When staff were asked how the information was provided, most reported that the information was 
e-mailed to them, but almost as many reported that the information was kept in a binder at the 
CWOP Setting for staff to review. 
 
 
                                                        
160 Id.  
161 In some locations, paper copies were not being kept on-site, but were kept electronically in an online shared 
database.  In those locations, DFPS staff provided access to the online records for the monitoring team’s review. 
162 It was impossible for the monitoring team to determine, from the information in the child’s records, whether the 
signatures included all staff responsible for the child’s supervision on each day that the form had been signed.   
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Figure 37: Caregivers Reporting How Child Information is Provided in CWOP Settings 
 
 

 
As Figure 38 demonstrates, despite DFPS staff reporting that they received a child’s 

Attachment A and daily CWOP notes and logs, many said they were not consistently informed of 
a child’s mental health needs, history of physical or sexual aggression, or sexual victimization 
status.  When asked if they knew whether any of the children they were supervising at the time of 
the interview were victims of sexual abuse, 16 percent (9 of 57) answered that they did not know; 
18 percent (10 of 57) did not know whether any of the children they were supervising had a history 
of sexual aggression.   
 
Figure 38: Percent of Caregivers Reporting Being Consistently Informed of Children’s 
Needs in CWOP Settings 
 

 
Of the DFPS staff interviewed who responded that they were provided an Attachment A 

for children new to the CWOP Setting they were supervising, 27 percent (13 of 49) responded they 
were not consistently informed whether a child they were supervising was a victim of sexual abuse 
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and 30 percent (15 of 49) reported not being consistently informed of a child’s history of sexual 
aggression. 
 
 The disconnect between DFPS staff’s responses to questions regarding receipt of 
Attachment A, and knowledge regarding a child’s history of sexual victimization or aggression is 
likely due to the limited time that some staff reported having available to read documentation that 
was provided to them.  One staff acknowledged that the priority is to sign the documentation in a 
child’s binder “even if you don’t know what you’re signing.” Another DFPS staff reported that 
binders are available “but there’s no push to read them.” Another DFPS staff person noted that 
while they were supposed to read the binder for the child that they were assigned to supervise 
before signing in for a shift, she did not think everyone actually reads them. In another region 
where children’s documentation was kept in an online database, a DFPS staff reported that she had 
access to the database but she had never used it for reviewing files or learning about the children.  
Another staff person noted that it was up to each staff person to read about the child online, but 
nothing required them to signify they had read the information. 
 

 The monitoring team also asked whether the DFPS staff were provided with any special 
instruction or guidance on how to supervise children who were victims of sexual abuse, 163 or who 
had high mental health needs.  A majority of interviewed staff answered that they were not.  
 
Figure 39: Percent of Caregivers Reporting Having Received Instruction on Supervising 
Children who Have a Sexual History or High Mental Health Needs 
 

 
 
 In addition to wanting accurate information related to a child’s history of sexual 
victimization or aggression, one DFPS staff reported frustration at not having more information 

                                                        
163 On June 23, 2021, DFPS notified CPI staff that any staff who were supervising children in CWOP Settings would 
be required to complete the Recognizing and Reporting Child Sexual Abuse training; they do not appear to have been 
required to complete the training prior to supervising children in a CWOP Setting before then.  DFPS e-mail broadcast, 
re: CPI Weekly Wednesday Communication, June 23, 2021 (on file with Monitors). 
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about a child’s “triggers” for challenging behavior.  A child’s triggers should typically be recorded 
in Service Plans, and are often discussed during intake in new placements, with the information 
provided to the child’s direct caregivers.164  The information assists staff in identifying situations 
that could cause a child’s behavior to escalate, giving caregivers an opportunity to intervene and 
assist the child in utilizing coping skills to remain calm. This staff person noted that if a child is 
triggered, it can result in the child acting out physically and injuring staff.   
 
 When asked whether they received information about how each child’s day was going at 
the beginning of their CWOP shifts, 82 percent (47 of 57) answered that they always received 
information, 16 percent (9 of 57) reported they sometimes received information, and only 2 percent 
(1) said they never received information.  Most reported receiving this information by talking with 
the DFPS staff who were leaving their shift, or by reviewing a daily log for the CWOP Setting. 
 
Figure 40: Percent of Caregivers who Report Receiving Information on Children at the 
Beginning of a CWOP Shift 
 

 
 
 

4. Lack of appropriate settings and appropriately trained staff present significant 
safety problems for children in CWOP Settings. 

 
In many of the CWOP Settings that the monitoring team visited, the difficulty that DFPS 

staff experienced in providing a safe environment, with little-to-no training, an unsuitable setting, 
inadequate information about the children they were supervising, and lack of access to needed 
medication and treatment (see below) was evident.  Housing high-needs children in unlicensed 
settings that in no way resemble a treatment setting, and tasking DFPS staff who do not have the 
training or expertise to appropriately and therapeutically intervene when children act out or are in 
crisis, is a recipe for precisely the kinds of safety risks PMC children now confront.  Interviews 

                                                        
164 The IMPACT form for children’s Service Plans includes a box that asks the person completing the form to 
“Describe the child’s trauma history and any known triggers.”  This information is considered so important that one 
RTC under Heightened Monitoring addressed the failure to provide this information to direct caregivers by creating 
laminated cards listing a child’s triggers and coping skills that are attached to lanyards that caregivers wear during 
their shifts. 
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with DFPS staff and the monitoring teams’ reviews of children’s records, Serious Incident Reports, 
and DFPS investigations revealed settings that are often unsafe.  

 
a. Lack of Structure and Routine, Combined with Unmet Treatment Needs and 

Poorly Trained Staff, Results in a Setting that Often Appears Chaotic 
 

In many of the CWOP Settings visited by the monitoring team, children suffered from a 
lack of routine and structure. DFPS staff reported this was particularly true when children were 
not able to go to school.  During many of the visits, children were asleep for most or all of the time 
that the monitoring team was onsite. Staff reported that because they were unable to enforce a 
bedtime, children stayed up all night and slept during the day.  When children were awake, most 
were watching movies or playing video games; the monitoring team witnessed or heard about 
children engaging in off-site activities at only a few of the sites visited.  DFPS staff at some sites 
noted that the area around the CWOP Setting was not safe, and that this meant they typically kept 
the children indoors. Other staff reported that either the children’s behavior, or lack of adequate 
staffing, kept them from being able to take children outside.   

 
Several DFPS staff candidly reported that there was not a set daily schedule for children at 

the CWOP location, and children “do whatever they want.”  DFPS staff in some CWOP Settings 
noted that even if they tried to impose a daily schedule, the children would not abide by it.  Some 
children interviewed by the monitoring team reported being bored at the CWOP Setting where 
they were housed.  Another DFPS staff noted, “You are putting kids in a not-so-big area, and they 
have a lot of energy, and it is just not fun for a child. We are not good parents…What the alternative 
is, I don’t know.”  Another staff person interviewed said the CWOP Setting was “like jail for the 
kids.” 
 

Daily logs reviewed by the monitoring team reveal many children come and go as they 
please, both from the CWOP Setting where they are housed, and from the area where they are 
housed within CWOP Settings.  DFPS staff report they walk after them if they leave the building, 
and try to talk them into returning, but often are unsuccessful. 

 
DFPS staff who were interviewed by the monitoring team at times described a chaotic 

setting when asked about Serious Incidents they had witnessed.  One staff said that two girls at the 
CWOP Setting who “loved to play hide and seek” were “hiding all over the office.”  Both children 
had a history of cutting themselves.  One of the children “was looking for scissors and thumb tacks, 
anything sharp.”  One child found the keys to the filing cabinet where children’s medications were 
kept, unlocked the drawer, and flushed her medications down the toilet.  The children would not 
give the keys back, so the caseworker called the police who retrieved the keys and then left.  The 
child then took a fire extinguisher and shot it all over the office “making it hazy and foggy.”  
Another child had an asthma attack as a result.  The staff called 911, and EMS came and treated 
the child who suffered the asthma attack.  The disruption caused another child to have a panic 
attack, which led the caseworker to call 911 again, and that child was admitted to a psychiatric 
hospital. 
 

Some of the Serious Incident Reports reviewed by the monitoring team also captured the 
sense of chaos.  For example, in just one night at the CWOP Setting where the Serious Incident 
captured, below, occurred, children were caught engaging in “inappropriate” sexual behavior, 
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children left the CWOP Setting, law enforcement intervened with more than one child, and EMS 
was called twice, once in response to a child who may have attempted suicide by ingesting pills 
that the staff did not realize she had accessed (letters G, J, T, and R are used in place of children’s 
first names): 

 
At 1:15AM [G] decided to go smoke, staff... followed her outside. At this same 
time [a caseworker and staff person] noticed [T] and [J] go into the room where [R] 
was laying down.  [The caseworker] went into the room and turned on the lights, 
and it seemed as the teens were trying to be inappropriate with each other they got 
upset due to [the caseworker] being there and not leaving, [T], [J] and [R] got up 
and stated they were going to walk to the store.  At 1:24AM [R], [T] and [J] were 
stopped by [a staff person] and [asked] "Hey guys where are y’all going?" [R] 
responded, "We're going to take a walk to the store." [The staff person] replied, "Its 
dark guys, it's not a good area and if y’all wanna go to the store, let me call [a 
Program Director] and see if she approves for me to drive you instead of y’all 
walking out there as there aren't any close corner stores that are open." [R] said, 
"No, I don’t wanna be seen with…you, you're weak and I'd be embarrassed to be 
seen with you." They then started walking towards [the road]. [The Program 
Director] was called and she advised to call law enforcement. [Law enforcement] 
was called and [a] missing children report was generated.  
 
At 3:10AM the teenagers were seen walking back to location and [law 
enforcement] spotted them and walked them to the location. [The Program 
Director] was notified teens refused to be separated.  [The Program Director] 
informed [the staff person] that [R] will need to go to [to another CPS office].  At 
the same time, [G] and [T] were blowing up gloves and popping them with pencils, 
they were asked to stop doing that as they can hurt themselves with the pencils, 
they refused and said they weren't going to be hurt. [Three] min[ute]s later, [G] 
threw the pencil to [T's] blown glove and pencil bounced and hit [T] in the eye. [T] 
was asked if she was ok and she stated she wanted medical attention for her eye. 
[The Program Director] was called and EMS was called at 3:42AM. As EMS called 
for [T], [J] and [R] got up and started walking down the hall towards the outside 
door, [the caseworker], [T] and [G] followed. Staff…asked them where were they 
going? They stated mind your business we'll be back later.  
 
Law enforcement was called again at 3:50AM to report [R] and [J]. As they were 
leaving the premises, EMS pulled up and [T's] eye was checked, medical staff 
reported her eye looked fine and he didn't think she needed medical attention, but 
staff was advised if her eye keeps bothering her to take her to urgent care clinic. 
About 10 minutes later both [G] and [T] walked back outside. [T] stated to [the 
caseworker] [G] has pills with her and threatened to beat her up if she is to tell 
anyone as she is feeling depressed and doesn't feel like living anymore. [T] was 
scared and told staff, "Don't tell her I told you, but I’m worried about her."  [G] was 
seen walking towards the trash bin.  [The caseworker] mentioned to Staff…we need 
to closely monitor [G] as she is acting distant and weird and she was seen putting 
something in her mouth. [G] was called several times but purposely ignored staff 
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and would not take her ear phones out of her ears while making eye contact at times 
with staff [who motioned to her] to take them out and hear us. It was stated what 
[T] had told [the caseworker], then Staff…followed [G], she then went behind the 
bin and made gag sounds and left the scene walking towards building. When 
Staff…arrived at [the] trash bin, I turned on my phone's flashlight and I saw [vomit] 
on the floor. I was approached by [T] and she informed me [G] had a handful of 
pink pills and she had taken them and made the following statement to [T], "I'm 
done with life."  Staff…approached [G] and she refused to talk to anyone and put 
her headphones back on. For precaution, [the Program Director] was called as we 
didn't physically see her with pills on her hand or taking pills, we were advised to 
call EMS to check up.   
 
At 4:05AM [R] was seen around the corner running towards CWOP building and 
police car chasing him down. [R] opened the back door and ran inside, officer got 
out his car and ran inside after [R]. [The caseworker] and [police officers] walked 
throughout building as [R] was hiding in front of building and eventually came to 
CWOP area as [the caseworker] called stating he is back in area [the police officers] 
then stayed in hallway and placed handcuffs on [R] asking him why is he running 
away from police. [R] gave smart remarks back to [the police officers] and 
cooperated being handcuffed and was escorted out of building. Meanwhile, [G] was 
still outside and laid down on the floor, she was addressed and asked if she was 
feeling ok and did not respond. Second officer was taking [J] out of the police car 
and released her. [J] started cussing at the officers and told them she was going to 
leave. Officer went after her and told her, "get your ass inside the building" and was 
guiding her towards the door. [R] was then put inside the police car.  
 
[T] came outside and told staff…she was fearful as [G] had threatened her if [she] 
"opened her mouth". [The staff] for safety precaution told [T] to go inside his car 
and stay there until it's safe.  [The staff] got a call from [the caseworker] that [J] 
had gotten the water hose out of [the] glass door and was starting to pull it all out 
of [the] box. [The caseworker] pulled the hose away from [J] and told her to stop 
to avoid any incidents. [J] got upset and cursed at worker. [J] then walked towards 
front door of building and was witnessed kicking glass door to building by [the 
caseworker] who told her repeatedly to stop kicking [the] door as glass was going 
to shatter on door. [J] cursed at worker and then [G] walked into area and tried to 
convince her to stop.  [J] would not reason with either [the caseworker] or [G] and 
continued kicking the door.  
 
[G] then walked out of front area. [The caseworker] called… [to ask] …for 
assistance by [the police officers,] as they were still on premises [,] to help with [J] 
kicking glass door and trying to destroy property. During this time, [J] had woken 
up the rest of the youths from banging on the door. [The police] officer came and 
spoke to [J] and she calmed down a bit.  
 
Shortly after…[p]aramedics walked into the front area with [the police] officer and 
[the caseworker] requesting [to be directed to the] child that shows signs of 
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overdosing. Paramedics [were] escorted to CWOP area where [G] was. [G] refused 
to be checked, she stated she only had two individual pills of ibuprofen a 
[caseworker] had given her.  [G] repeatedly kept crying stating she only had two 
pills and she was informed that she can't take pills without staff administering them 
to teens.  EMS asked [T] and [T] reported she did see [G] with a handful amount 
of pills. EMS and another police officer escorted [G] out as she was refusing to go 
outside. Once [G was] in the ambulance, [T] was brought back inside the building. 
[R] was taken to [another CPS office] by law enforcement. [The caseworker] 
escorted [G] to Texas Children's, while other staff remained. Staff started cleaning 
[G's] room and a box of 50 coated Ibuprofen 200mg tablets was found, however, 
the bottle was not found.  [Staff] reported to [the Program Director] that [the police 
officers] stated they were going to call in an intake because staff should have known 
[G] was suicidal and been watching her so she did not take the pills.  [The Program 
Director] also talked to an officer who asked what was our plan to prevent [J] from 
destroying property.  He asked if we were going to lock her in a room to prevent 
this from happening.  [The Program Director] explained that we cannot lock a child 
in a room.  

 
b. CWOP Settings and Lack of Training present challenges for ensuring 

appropriate management of psychotropic and other medications. 
 

DFPS staff are advised in the online CWOP training that regional plans for supervision of 
children in CWOP settings must follow DFPS policy related to medication storage and 
administration.  However, the training does not explain the requirements of the policy, instead 
relying on the DFPS regions to ensure that it is being followed.  DFPS policy regarding CPI or 
CPS staff who administer medications requires that staff: 

 
• Be informed about the child’s diagnosis and other medications. 
• Be informed about the actions of the medication and side effects. 
• Complete general pre-service training on psychotropic medication. 
• Administer medications only if they are stored in the original pharmacy 

container. 
• Administer medications according to the instructions on the container or from 

the prescribing licensed health care provider. 
• Document in the following places that the medication was administered: 

o IMPACT Contact Detail. 
o Form 2400 Prescription Medication Log or Form 2401 Non-Prescription 

Medication Log. 
• Place the original Prescription Medication Log or Non-Prescription Medication 

Log in the child’s permanent case record. 
• Provide a copy of the Prescription Medication Log or Non-Prescription 

Medication Log to the child’s next caregiver.165 
 

                                                        
165 DFPS, If CPI or CPS Staff Administers Medications, CPS Handbook §11310.   
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 Though almost all DFPS staff interviewed reported that they administered medication to 
children in the CWOP Settings where they provided supervision, few reported having received 
any training related to medication administration and management.  Of the 57 staff who answered 
questions related to medication, 51 (89%) indicated that they administered medication to children 
in CWOP Settings; however, 44 of those 51 staff (86%) reported that they had not received training 
on administration of medication.166 
 
Figure 41: Administration of Medications to Children in CWOP Settings and Training 
Received by Caregivers 
 
 

 
DFPS policy does not allow CPI or CPS staff who are not licensed healthcare providers to 

administer medications by injection or suppositories.167  The agency allows a CPS or CPI staff to 
supervise an older child’s administration of their own insulin injections if the child is approved to 
do so, and allows CPI or CPS staff to hand suppository medication to an older child who 
understands how to insert them, but does not allow the staff to remain in the room while the child 
administers it.168 
 

The monitoring team’s review of on-site child files shows that DFPS policy regarding 
medication storage and administration is not consistently followed.  During on-site reviews of 
child files, the monitoring team looked for medication logs in each child’s file.  Of 79 children 
                                                        
166 In July 2021, DFPS policy was updated to require staff to complete “general pre-service training on psychotropic 
medication,” and to require staff to “[e]nsure the child takes the medication as prescribed.”  The policy was also 
revised to specify that if a child is without placement and staying with CPI or CPS staff overnight, CPI or CPS staff 
at a caseworker level or above must administer medications to children. DFPS, CPI or CPS Staff Administration of 
Medication to Children, CPS Handbook §11310. 
167 DFPS, CPI or CPS Staff Administration of Medication to Children, CPS Handbook §11311. 
168 Id.  An exception is made for rectal antiseizure drugs for emergencies, for epinephrine auto-injectors for 
emergencies, and for glucagon administration for diabetic low blood sugar emergencies. 
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whose files were reviewed on-site, 82 percent (65 of 79) had a documented medication need.  The 
records for seven children clearly documented that they did not take medication, and records for 
another seven children did not document any information related to the child’s medication needs. 
 
Figure 42: Documentation of Medication Needs in CWOP Child Files 
 

 
 Excluding those children where file documentation clearly indicated no medication taken 
(7 of 79), 79% of children’s files reviewed (57 of 72) included a completed medication log.169 
 
Figure 43: Documentation of a Medication Log in CWOP Child Files 
 

 
 

                                                        
169 Includes children with a documented need for medication and children where medication needs were not 
documented in their file. 
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However, in 28 percent (16 of 57) of these children’s records, the date and time a child was 
given medication was not consistently indicated or not included at all, and in 26 percent (15 of 57), 
the count of medication was not consistently indicated or not included at all.  And when a child 
was not given their medication as directed, an explanation was provided in fewer than half of 
medication logs (26 of 57, or 46%).   
 
Figure 44: Information Included in Medication Logs in CWOP Child Files 
 

 
 
 After the monitoring team’s initial on-site visits, the Monitors added a question to the 
monitoring team’s child-file review that asked whether it was evident from reviewing the child’s 
on-site records that the child was receiving medications as prescribed.  Of the 52 children whose 
files were reviewed after this question was added, only 28 (54%) children’s records clearly 
documented that they were taking their medication as prescribed.   
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Figure 45: Percent of Children Appearing to Receive Medications as Prescribed in CWOP 
Settings 
 

 
 

The monitoring team noted specific examples of problems found in children’s on-site 
medical records and logs.  For example, one child’s medication records showed the child was to 
be given an anxiety medication three times daily, but it was only being given once per day.  The 
child’s records showed that she engages in self-harm (cutting) when she gets anxious.  In fact, after 
being placed in the CWOP Setting, the child had to be hospitalized for cutting behavior.   

  
Another child whose records were reviewed is prescribed a medication to treat Bipolar 

Disorder, with directions to administer it three times per day. However, the medication logs 
showed that the medication was not properly administered for several of the days the child was in 
the CWOP Setting. On two of those days the child received the medication twice daily instead of 
three times. One day it appears the child received the medication four times.  The child was also 
prescribed Abilify, a powerful antipsychotic, which was supposed to be administered once daily.  
Yet, there were two instances recorded of DFPS staff administering the medication to the child 
twice in one day. The child is also prescribed two medications to treat ADHD; for both, there were 
days in the log that showed the medications were not administered, without listing a reason.   
 

Another child’s medication records showed a UTI medication prescribed April 21, 2021 
with directions that it be administered twice daily, in the morning and evening. On April 27, 2021, 
the child’s medication log indicates the youth received one in the evening and on April 28, 2021 
the log records one more was given, but the medication count recorded the day before was zero.  

 
For another child’s medication logs, though DFPS staff documented the time of day the 

medications were given, they did not consistently document whether the time was morning (a.m.) 
or evening (p.m.).  Nor did DFPS staff routinely count this child’s medications, or update the 
medication log when a new drug was prescribed. For example, the child was prescribed a 
medication for cramps, but the medication schedule was not updated to include it.  In addition, the 
child was supposed to take an over-the-counter medication to treat acid reflux twice daily, but 
there was no record of it having ever been administered. 
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At one CWOP Setting, DFPS staff tracked medications on a word processing document 
instead of using the official Medication Log form. The official Medication Log was in the child’s 
folder but was not completed. The word processing document used by the DFPS staff did not 
contain information about dosage, the time of day the medications should be taken, who 
administered it, and inconsistently listed how many tablets or pills were left in the bottle. 

  
In many of the CWOP Settings visited, the monitoring team also noticed that DFPS staff 

were not providing children with medications at the same time of day each day, or even close to 
the same time of day each day.  This can be very problematic for psychotropic medications, as 
well as for medications that should be taken right before bed that are meant to cause drowsiness. 
 
 The danger associated with failure to follow appropriate protocol for medication 
administration is vividly illustrated by the investigation of a report made to SWI involving a child 
housed in a CWOP Setting who was inadvertently given an improper dose of medication.  The 
child was sent to the hospital for evaluation but did not suffer any ill effects. The investigator 
determined that there were two different medications for the child, with two different doses 
dispensed, and the staff person tasked with the child’s supervision was not sure which medication 
was the correct medication to give the child.  After giving the child the medication, the staff person 
panicked, believing she had given the child an overdose, and sought medical care.  Though the 
child was not overmedicated, the investigation revealed that the DFPS staff person who 
administered the medication had not been trained in dispensing medication.  Despite the lack of 
training, she was the lead staff person for the CWOP shift. Further, the DFPS investigation showed 
that the medication logs used by DFPS staff in the CWOP Setting were confusing and poorly 
documented. 
 
 In addition to specifying the process for administration of medication, DFPS policy 
addresses medication storage for children in CWOP Settings.  While minimum standards for GROs 
require medication covered by Schedule II of the Texas Controlled Substances Act to be kept under 
double lock,170 the CPS Handbook does not include a similar requirement for storage of medication 
in CWOP Settings. DFPS’ policy requires that medications for children in the temporary care of 
CPS staff to be kept in a secure and locked location at all times.171  The policy suggests a locked 
file cabinet in a CPS office as an appropriate place to store medications.172   
 
 During site visits, the monitoring team observed several instances of medication left 
outside of a locked box or file cabinet, found unlocked medication storage boxes, and also found 
examples described in daily logs for CWOP Settings either of children breaking into locked file 
cabinets and accessing medication, or of children stealing the key to the locked file cabinet and 
accessing medications.  During an interview, one DFPS staff person who provided supervision at 
a hotel noted that, because there was no place to lock medications in the hotel rooms, children’s 
medications were kept in a bag next to the staff.  The monitoring team also heard conflicting reports 
from DFPS staff about who was allowed to administer medication; in some places, despite DFPS 
policy prohibiting administrative staff from administering medication, the monitoring team was 
told that they were allowed to do so. 
                                                        
170 Tex. Admin. Code §748.2101 
171 DFPS, Storing Medications, CPS Handbook §11313. 
172 Id.   
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During one site visit, the monitoring team observed staff unable to access needed 

medications because a staff person who supervised children during the previous shift left with the 
key to the locked file cabinet where the medication was stored.  Staff who supervised children at 
a hotel site reported storing the children’s medication in the trunk of their cars; one staff person 
left a shift without removing the medication from their car’s trunk.  During another site visit, staff 
reported having difficulty getting refills for medication, resulting in one child going for days 
without needed medications.  The monitoring team took a photograph of a note in an unlocked 
medication box at one CPS office that indicated the child’s evening meds were “unavailable.”  

 
Problems with medication refills were also mentioned in Daily Logs for CWOP Settings.  

In one, a child was described as “hyper, not respecting boundaries, and bouncing off the walls.”  
The child told the staff person that “this is the way he acts when he does not have his Ziprasidone.”  
The Daily Logs note that the staff person e-mailed the child’s primary caseworker to report that 
he needed a refill of this medication.   

 
The photographs below were taken by the monitoring team during on-site visits.  The first 

photo shows a monitoring team member holding medications from a child’s medication box, which 
was found unlocked (the box is visible below the medications that are held in the team member’s 
hands).  The second photo shows a bag of prescription medications sitting on a dresser in the living 
area of the CWOP Setting, next to the large stuffed Teddy bear. 

 
 

 
 
 
 Serious Incident Reports reviewed by the monitoring team also documented problems. One 
Serious Incident Report reported that when staff attempted to retrieve a youth’s medication, the 
medication was not secured.  This Serious Incident Report also documented that a youth was 
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allowed to follow the staff into the room where the medication was kept, and grabbed a bottle of 
Ibuprofen before the staff person could stop her. Another Serious Incident Report indicated that 
children’s medications were found in an unlocked box. Another Serious Incident Report indicated 
that a child was given three psychotropic medications that were not prescribed to him; he was 
taken for medical treatment and reportedly did not appear to have any side effects.  In another 
Serious Incident Report, a note indicated that the key to the cabinet holding medications was “lost,” 
and another Serious Incident Report reported that two children were missing medications that staff 
were working with pharmacies to try to fill.173   
 

c. CWOP Settings present challenges for protecting the safety of children who 
have a history of self-harm. 

 
Many of the children who are without placement have been hospitalized for self-harm or 

suicidal ideation in the past.  Despite the known histories of self-harm, many children are now 
being housed in settings where they have easy access to objects that may be common in office 
settings, but that can be easily used to self-harm or as part of a suicide attempt. During on-site 
visits, the monitoring team documented scissors left in unlocked drawers, a “sharps” box that 
contained used syringes, disposable razors left in showers or bathrooms used by the children, as 
well as more common office items (paperclips, tacks) that children could use to self-harm.  Though 
direct care staff in treatment settings are typically trained to be aware of the risks that even 
everyday objects can pose, those who are not may not understand the risks. 

 
Incidents reported to SWI show the risks associated with these settings for children who 

have a history of self-harm or suicide attempts.  For example, one PMC child, who had a history 
of self-harm prior to being in a CWOP Setting, was taken to the emergency room from a CWOP 
Setting after having engaged in cutting, with the injuries described in the report to SWI as “about 
15-20 cuts on [the child’s] arm that were self-inflicted using a blade from a shaving razor.”  A 
Serious Incident Report completed by staff indicated the child was bleeding heavily due to the 
cuts.  When her caseworker met with the child at the hospital, the caseworker described the injuries 
in a Face-to-Face Contact Note in IMPACT, “[Caseworker] observed multiple cuts over her entire 
inner arm from the elbow to the wrist.”  The investigation report noted that the day before the child 
cut her arms, a child at the same location had to be transported to the hospital after swallowing 
earrings.  On the same day, another child in this CWOP Setting locked herself in the bathroom and 
cut her wrists, but EMS determined her injuries did not require hospitalization. 
 
 A number of the Serious Incident Reports reviewed by the monitoring team documented 
similar, and other, risks.  Two documented incidents in other CWOP settings involving children 
who used the blades for a disposable razor to self-harm.  Though one of them involved only 
superficial cuts, the other resulted in staff finding the child in a puddle of her own blood. 
                                                        
173 Another incident reported to SWI documented a TMC child who was able to obtain her own prescription medication 
from her locked medication box because, days before the incident took place, while staff were in the children’s 
presence, the staff had called out the code (“1,2,3”) for the lock on the box containing the key to the medication box.  
The child ingested her own anti-seizure medication in her bedroom after taking it out of her locked medication box 
without staff noticing.  Video reviewed by the investigator showed the child having trouble walking and acting 
unsteady on her feet after ingesting the medication, but staff did not notice a problem until she began vomiting, at 
which point they called EMS.  After an investigation, DFPS Ruled Out Neglectful Supervision for the staff supervising 
the child.   

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 99 of 111



 100 

 
Another Serious Incident Report documented an incident involving a child who had a knife 

and locked herself in the bathroom of the CWOP Setting where she was housed; when staff forced 
their way into the bathroom, she was observed to be cutting herself and said that she would kill 
herself.  At the same CWOP Setting, another youth locked himself inside the bathroom and tied a 
string from a basketball net around his neck.  When the staff gained entry, they found the youth 
unconscious. Staff hurriedly removed the string and the youth regained consciousness; he was 
taken to the hospital for evaluation.174  A Serious Incident Report for a different CWOP Setting 
involved a youth who, after stating that she wanted to feel pain, grabbed scissors from a cubicle at 
the office where she was housed and used them to cut herself.   
 
 The monitoring team reviewed the records of PMC children housed in CWOP settings 
this summer and discovered that one child’s Common Application reported that he drank a 
cleaning product on July 26, 2021. On July 28, 2021, the child was reportedly placed in-patient 
and then discharged on August 2 due to having "met his therapeutic goals." There is no evidence 
that this incident of alleged self-harming was reported to SWI or investigated by DFPS.175 None 
of the Serious Incident Reports reviewed by the monitoring team documented children ingesting 
cleaning fluids, though the Serious Incident Report did document children having access to 
cleaning fluids. One describes children spraying cleaning supplies “all over the building” and 
another describes an incident in which a child sprayed staff with a bottle of cleaning fluid.  During 
an interview with the monitoring team, a DFPS staff person reported a child having been 
hospitalized after drinking sanitizer.   
 
 Another Serious Incident Report documents a child who had access to a very uncommon 
object for an office setting: a pellet gun.  A child found what looked like a rifle when she was 
“roaming” through the CPS office where she was living.  She ran to the conference room with the 
gun to show it to staff, who initially thought it was a real gun.  The gun was placed in a locked 
room; a police officer later identified the gun as a pellet gun, and disassembled it. 
 

d. CWOP Settings present challenges for ensuring safety of children who are at 
high-risk for running away and for trafficking. 

 
 The documented harms to children who have run from CWOP Settings include drug 
overdoses and suicide attempts.  One child without placement, whose experience in foster care is 
described in the children’s stories in this report, left the office where he was living because he was 
sad that DFPS had not found a placement for him.  The child ran to a nearby park, where he found 
a piece of rope and attempted to kill himself by hanging from the monkey bars on the playground.  
The child regained consciousness when the rope broke and he fell to the ground.  Another child 
ran from a CWOP Setting to a nearby overpass over a busy interstate highway, and threatened to 
jump.  Police successfully intervened and took the child to a psychiatric hospital. 
                                                        
174 The reporting DFPS staff person overheard this child telling his CASA during a telephone call that he “[would] be 
killing himself in the next 5 [minutes].”  The DFPS staff person called the crisis hotline; the representative from the 
hotline provided the DFPS staff with a list of hospitals, since the child did not want the police called.  The DFPS staff 
person then called their supervisor, who advised the staff to call the police. The staff person called the police; 
meanwhile, the child went to the bathroom, locked himself inside, and tied the string around his neck. 
175 The Monitors alerted Commissioner Masters. Email from Kevin Ryan to Commissioner Masters (August 27, 2021) 
(on file with the Monitors). 
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The Monitors also found several instances of children being sex trafficked out of CWOP 

Settings.  Some children seem to come and go at will from the CWOP Settings where they are 
housed; in some cases, children with a history of being sex trafficked are clearly leaving to meet 
either the trafficker or people who paid them for sex.  Of the cases reviewed by the Monitors 
involved girls, all of whom had significant histories of sexual abuse as children.  One of these 
children, JB, entered the foster care system in 2019 at 16-years-old. She was placed in foster care 
after being charged with assault for having pushed her mother down the stairs.  During her time in 
juvenile detention, JB made an outcry of having been sexually abused by her stepfather from age 
seven-years-old to age 14-years-old.  She also reported that a “pimp” gave her drugs and started 
trafficking her at the age of 14.  When JB’s case was non-suited, her mother refused to pick her up 
from detention, and JB entered the foster care system.  JB was in PMC until she aged out of care 
in April 2021.176 

 
When she entered care, her initial Common Application and Service Plan detailed her 

extensive history of drug use, including a history of methamphetamine use, and daily use of alcohol 
and marijuana.  Later Common Applications added a history of heroin use, ecstasy, prescription 
drugs, and cocaine.  She also had a history of psychiatric hospitalizations prior to entering care, 
due to suicidal ideation and self-harm.  Her Common Application indicates that she needed 
substance abuse treatment, which she does not appear to have received during her time in care; the 
only substance abuse treatment listed in any of her Common Applications was received prior to 
entering care.  The last Common Application completed prior to her 18th birthday noted that the 
last date of use for a long list of illegal substances was age 17, a year after entering care, and her 
age at the time the Common Application was completed.  It in fact noted that two of her late 2020 
runaway incidents resulted in sex trafficking, with a runaway event ending in December 2020 
when her “pimp” was arrested in a police sting for sex trafficking and drug charges.  Yet, this 
Common Application again notes her need for substance abuse treatment, but confirms she still 
had not had a formal Substance Abuse Assessment, or received any treatment, 18 months after 
entering care. 

 
After entering care, she was placed in six licensed GROs, was admitted to a psychiatric 

hospital four times, had seven spells in CWOP Settings, and ran from care 11 times.  Her first 
placement was in Prairie Harbor RTC, where she stayed for almost a year, until the RTC closed 
for safety reasons following the death of a PMC child.  She was next placed at Freedom Place 
RTC, which has since been placed under Heightened Monitoring for a history of safety violations.  
After almost a month at Freedom Place, she was admitted to a psychiatric hospital due to self-harm 
and suicidal ideation (she cut herself and drank Windex).  Upon leaving the hospital, she had her 
first spell without placement; after three days, she ran away.  This started a cycle of running both 
from licensed placements and CWOP Settings.  One of the Serious Incident Reports reviewed by 
the monitoring team discussed her last runaway event prior to aging out of care, and showed that 
her substance abuse was ongoing: 

 
[JX] is our youth that continues to run to be with her pimp. On Friday, March 12th 
while attempting to check into the Sonesta Hotel for CWOP one of the caseworkers 
noticed [JX] walking with a man. Once [JX] recognized the worker she began 

                                                        
176 The monitoring team learned of this incident through a Serious Incident Report. 
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walking swiftly in the opposite direction and the male took off running through the 
hotel. [JX’s] ad-litem later called and stated that she wanted CPS to pick her up. 
Upon picking her up [JX] began complaining about stomach pains and stated that 
she thought she was pregnant. [JX] was taken to Texas Children’s Hospital. Her 
attending physician…reported that they completed a pelvic ultrasound due to [JX’s] 
blood test resulting in a positive pregnancy test, however, her urine pregnancy test 
was negative. Dr…stated that [JX] was diagnosed with a Pelvic Inflammatory 
Infection and currently taking medications Gentamicin and Clindamycin via 
Intravenous (IV). Dr…stated that [JX] also tested positive for cocaine and was 
experiencing withdrawal symptoms and currently taking medication Clonidine oral 
to address the withdrawal symptoms. Dr…stated that [JX] would remain in the 
hospital to be monitored and complete additional test results. It has been confirmed 
that [JX] is 4 weeks pregnant. [JX] was released from the hospital today. Her 
grandfather has allowed her to come to his home until a placement is found for her. 
[JX] turns 18 [in April]. She does not plan to sign an extended foster care 
agreement. 
 

 Another child, KW, who is described among the children’s stories in Appendix B to this 
report, ran away from a CWOP Setting more than once, at least in one case to meet a man who she 
had met on the “Plenty of Fish” social media platform.  She and another child reported having 
been raped by the man as a result of the encounter.  On another occasion, law enforcement picked 
her up from a motel after she called and gave her location. 
 
 A Serious Incident Report also described an incident involving SB., who was known to run 
from her CWOP Setting.  The Serious Incident Reports described an incident in which SB. ran 
away around 2:00 in the morning, then returned at around 5:30 a.m., and was transported to the 
hospital after reporting that a man “shoved pills down her throat” and “touched her 
inappropriately.”  
 
 Daily logs for one CWOP Setting noted the following incident: 
 

At 10:55 pm, [A] walked fast down the hall and said she is taking a shower.  
Worker…followed her to the shower, where she walked quickly out of and said she 
had to get something from outside.  Worker asked her what she needed from outside 
and she moved quicker and went out the back door of the building.  Worker looked 
out the back door and could not see her or any moving vehicles. 

 
Worker…called [the local police department] and reported [A] as a runaway and 
that call ended at 11:00. 

 
At 11:05 worker…went outside and walked around until he found [A] and spen[t] 
time talking with her until [the police officer] arrived to speak with her at 11:15. 

 
At 11:25, Worker [], [A], and [the police officer] came back into the building.  [A] 
hid under a desk in a cubicle, angry and was informed by [the police officer] that 
he would be contacting [her school district] about disabling her wifi due to her 
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behaviors if she could not follow the rules.  The officer suggested that CPS contact 
[the school district] ourselves due to safety concerns.  [A] was caught getting in the 
truck of grown man this evening, that she met on SnapChat and told him where to 
pick her up. 

 
The Daily Logs show that the next day, [A] ran away and one of the other children reported that 
[A] had told her that she was “getting an Uber.” 177 
                                                        
177 In addition, the Monitors completed an extensive record review of the records of a child who the monitoring team 
met during an on-site visit to a CWOP Setting, the monitoring team was initially told that AZ was a PMC youth but 
discovered that she was in TMC during a review of her IMPACT records.   
 

AZ, seemed to come and go from CWOP Settings at will, and reported having sex with adults in exchange 
for money during her time away. AZ is a 16-year-old girl in the State’s Temporary Managing Conservatorship (TMC) 
who the monitoring team met during one of the on-site visits to a CPS office.  AZ is described in her most recent 
Common Application as being “smart,” particularly when it comes to technology, and “social.”  She loves listening 
to music; her favorite types of music are hip hop and rap.   
 

During the monitoring team’s on-site visit, AZ returned to the office after having run away.  The monitoring 
team’s interview with was interrupted when officers from the local police department arrived to arrest her due to 
allegations that she had kicked a DFPS staff person during a prior runaway incident.  Notes in IMPACT reveal that 
AZ was returned from runaway status after she texted a DFPS staff person and asked to be picked up from the 
apartment where she was staying, reporting she did not feel safe.  She reported that four other foster children were in 
the apartment with “a few men” who AZ did not know. 
 

A Common Application for AZ, dated June 7, 2021, indicates that though AZ is a TMC child, this is the 
second time she has been in foster care.  She first entered care as a young child due to her mother’s substance abuse 
disorder, but was adopted in 2012 by her paternal aunt and uncle.   
 

The adoption disrupted and AZ re-entered foster care in September 2020.  Just before she re-entered care, 
AZ told a friend’s mother that her uncle/adoptive father had sexually abused her.  AZ’s abuse allegation has not been 
substantiated, but her Common Application indicates she has been consistent in reporting the abuse.  During a 
psychological evaluation, AZ said that her uncle began abusing her when she was in the fourth grade, and that the 
abuse continued until she entered foster care in 2020.  The sexual victimization page in IMPACT states that “[AZ] 
reported [her uncle] came into her and her cousin’s room one night and asked her to touch his penis.  [Her uncle] 
denied this and the cousin denied this as well.” 
 

According to AZ’s Common Application: 
 

[AZ] is in need [of] a secure and structured environment that specializes in dealing with children with sexual 
victimization and at high risk for being sex trafficked.  [AZ] has a history of having sex with older men for 
money.  She seeks out these men online and will meet up with them.  [AZ] believes this is the best way to 
live and is not interested in alternatives.  She reports that she has no self-worth and does not care if she puts 
herself in dangerous situations because “everybody dies someday.”   

 
In addition to being at high-risk for trafficking, AZ’s IMPACT records show a history of psychiatric 

hospitalizations prior to and after re-entering care. AZ’s aunt/adoptive mother reported that AZ was hospitalized twice 
for self-harm or suicidal ideation prior to re-entering care, once in November 2019, and again in January 2020.  She 
was hospitalized again after re-entering care, in February 2021, after she attempted to overdose on psychotropic drugs 
while housed at an emergency shelter.  AZ took 800 milligrams of Seroquel after having “cheeked” it for this purpose.  
AZ’s Service Plan indicates that she “would benefit from participating in individual therapy consistently with a 
therapist” but “has moved frequently and has not had a consistent therapist,” has also refused therapy, at times, but 
“needs individual therapy to find new and healthy coping skills.”  According to the Service Plan, AZ “feels abandoned 
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by her family” and “has very low self-esteem and self-worth which leads to her engaging in dangerous situations.” 
AZ’s Common Application notes that she is “in need of an RTC placement so she can receive therapeutic treatment 
and psychiatric oversight.”  It also notes that AZ needs “a secure and structured environment…to ensure [her] safety.” 
 

Despite this, AZ’s IMPACT records show that, between the time that she re-entered foster care in 2020, and the 
day that the monitoring team met her in June 2021, after her first placement in a fictive kin home, which lasted a 
month, and another month in a placement in her adult sister’s home, AZ’s only placements have been:  
 

• a month-long stay in Carson Parke GRO, which has since had its license revoked by RCCR;  
• two weeks in an emergency shelter as a “Temporary Emergency Placement;” and 
• just under a month in a psychiatric hospital. 

 
 AZ’s IMPACT records show that after being placed in her first CWOP setting on March 4, 2021, she 
developed a pattern of running away, staying away from the CWOP setting for several days before returning.  In all, 
IMPACT shows 13 runaway incidents followed AZ’s first stay in a CWOP setting; AZ returned to DFPS 
supervision between each of these runaway events. After being arrested the day that the monitoring team met AZ, AZ 
stayed in juvenile detention for a month, until she was placed in an RTC in Nevada on July 23, 2021. 
 

During her time in CWOP settings, AZ was sex trafficked, sometimes leaving the CPS office where she was 
living in an Uber that had been sent to pick her up.  AZ’s sexual victimization page in IMPACT states: 
 

[AZ] reports that she has had multiple sexual encounters with adult men for money.  There is a [sic] 
unconfirmed encounter where she met a man online and he sent her an Uber to his home to have 
sex.  [AZ] snuck out of her placement and met the man at his home.  They had sex, he paid her, and 
she left.  She claims she does not want to finish school because she knows she can make money 
easily by prostituting. 
 
On 2/2/21, [AZ] reported that her [sic] and her two roommate’s [sic] at her placement left the shelter 
and were walking down the road and a couple pulled up to them in their car and asked if the girls 
wanted to go with them.  They drove to a hotel room, on the way there, they smoked weed.  [AZ] 
thinks the weed was laced with something because she blacked out and has fuzzy memories of the 
incident.  She remembers the hotel being pitch black and the girls were on the bed and the couple 
was [sic] walking around doing something.  The next thing she knew the man was on top off [sic] 
her, raping her.  She does not think he was using a condom.  After all that, the couple dropped them 
off at the shelter, or close to it. 
 
On 3/12/21 [AZ] left CWOP in a [sic] Uber.  [AZ] stated her friend “Mexico” provided an Uber for 
her to get to San Antonio where she met him at a hotel.  [AZ] reported she and “Mexico” had sex 
for money.  She also stated that the sex was consensual.  [AZ] is 15 and “Mexico” is 20.  “Mexico” 
left the hotel checked out and asked the front desk to inform [AZ] he was not coming back.  [Law 
enforcement] was contacted and [AZ] was taken to the hospital to have a SANE exam completed.  
[AZ] refused to talk to [law enforcement] after she was informed, she could not give consent for 
sex.  A SANE exam was not completed; however she was transported to SA police to complete a 
forensic interview. 
 
On 04/09/21 [AZ] reported while on runaway, she states that she stayed with two [convenience 
store] workers she met the night before and had sex with both of them. 

 
 A review of IMPACT details all of the incidents described above, and additional similar incidents.  On one 
occasion, when her “boyfriend” refused to bring her back to the CPS office where she was living, she got out of his 
car at a gas station and when she realized she was close to another CPS office where she had previously been housed, 
she walked to it and let herself in, because she knew the security code for the door.  AZ reports having had sex with 
men for money during each of her runaway episodes and described one “boyfriend” from Houston as being a “pimp.” 
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e. CWOP Settings present challenges for preventing child-on-child sexual abuse 

 The monitoring team’s review of the records of children without placement, as well as 
reviews of Serious Incident Reports and investigations of abuse, neglect, or exploitation initiated 
for CWOP Settings also raise concerns about the ability of DFPS staff to ensure children are not 
exposed to a risk of child-on-child sexual abuse while housed in CWOP Settings.  KW, whose 
time in foster care is discussed in detail, above, engaged in child-on-child sexual contact with at 
least one other youth during her time in a CWOP Setting. 

 During site visits, the monitoring team noted that though DFPS staff often reported an 
“open door” policy for children while they were in their bedrooms, that policy was not being 
enforced consistently.  Serious Incident Reports also documented instances during which children 
barricaded themselves in their bedrooms with other children, and the monitoring team witnessed 
this occur in one of the sites visited.  One of the DFPS staff interviewed at a CWOP Setting noted 
the difficulty of separating children by history given the space constraints they faced.  The staff 
person noted that one-out-of-five children at the location had been sexually abused, and two-out-
of-five had been sexually aggressive, but because of space constraints, DFPS placed the children 
in the same room overnight.   

A referral to SWI reported that a child (Child A, age 17) housed at a CPS office alleged 
that another child (Child B, age 16) touched him inappropriately multiple times while placed in a 
CPS office.  While DFPS Ruled Out the allegation of Neglectful Supervision against the staff 
members and found no other evidence to corroborate Child A’s allegation, DPFS identified Child 
A as a sexual abuse victim and Child B as having sexually aggressive behavior due to this 
incident(s).  Child A’s Attachment A documents the following, “[Child A] outcried to being 
sexually abused by another child [Child B]. [Child A] stated that [Child B] touched him on the 
penis and buttocks under his pants and this was not consensual. He also reported [Child B] rubbed 
his penis on the outside of his clothes.” 

In addition, one of the referrals to SWI that related to a child who self-harmed also alleged 
that the child was involved in sexual contact with her roommate in the CWOP Setting.  The 
investigation revealed that the night-time supervision level at the time of the intake was hourly 
checks at night.  Despite this policy, which is concerning given the level of needs of children in 
CWOP Settings, the investigation Ruled Out Neglectful Supervision. 

In addition to these incidents, a Serious Incident Report documents an incident in which three 
children were in the bathroom at a CWOP location and one of them filmed the other two, both 
girls, engaging in oral sex, then uploaded the video to Instagram.178   
 

                                                        
Though these incidents are included in AZ’s sexual victimization page in her IMPACT records, because they are 
technically unsubstantiated, they do not appear in the Attachment A form that is provided to CWOP Settings.   
178 Another Serious Incident Report notes that a child told her caseworker that she made out with another female youth 
at the CWOP Setting. 
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 A review of the IMPACT records and Daily Logs kept in CWOP Settings also raises 
another concern: in addition to the difficulties associated with supervising the interactions among 
children in CWOP Settings, their frequent internet and phone access may pose a risk of harm to 
children with whom they interact inappropriately outside the CWOP setting.  It also poses a risk 
of sex trafficking to children, as highlighted by T.D.’s story, discussed above.  Yet, Daily Logs 
and conversations with staff indicate that even when children are not supposed to have access to a 
phone or internet, there is so little for children to do in CWOP Settings that staff often acquiesce 
and allow them access as a way of managing a child’s behavior.   
 

AV’s story, shared below, highlights the challenges associated with housing children with 
a history of sexual aggression in CWOP Settings. 
 
AV’s Experience in Foster Care and in CWOP Settings 
 

The monitoring team interviewed AV, a 15-year-old boy, during a visit to a CPS office on 
June 22, 2021. The monitoring team observed AV to be bright, with a good sense of humor. AV 
likes to skateboard and would often ride his skateboard or a bicycle through the hallways of the 
CPS office where he was living.  His most recent Common Application notes that AV “likes to 
spend time outdoors playing sports and he also enjoys video games.”  AV “loves supernatural 
shows…loves to draw and paint…and is very intelligent.” 

 
When the monitoring team interviewed AV on June 22, 2021, he had been without 

placement and shuttled between CWOP Settings since April 14, 2021.  AV entered the foster care 
system in June 2020 because his father refused to allow him to return home after he was released 
from a secure Texas Juvenile Justice Department (TJJD) facility.  AV was committed to TJJD 
when he was just 10 years-old, after having been adjudicated delinquent for sexually abusing a 
younger cousin.  AV also acknowledged having sexually abused his younger siblings, though these 
incidents are unsubstantiated.  During his time in the juvenile system, AV successfully completed 
a treatment program for sex offenders.179  

 
AV’s IMPACT records indicate that he was a victim of sexual abuse prior to sexually 

abusing his cousin and siblings, though the incident is unsubstantiated.  According to information 
on the sexual victimization page in AV’s IMPACT records, during psychological evaluations, AV 
made an outcry of having been sexually abused by a foster parent after he was removed from his 
parent’s care.  AV reported that when he was three or four years-old and living with the foster 
family, prior to being placed with his biological father, the foster father raped him.  The sexual 
abuse AV experienced is strikingly like the descriptions of his sexual abuse of his younger cousin 
and siblings. 

 
AV’s most recent Service Plan, dated May 19, 2021, indicates he was diagnosed with 

ADHD, and Bipolar, and prescribed several psychotropics. However, notes in IMPACT indicate 

                                                        
179 The sex offender treatment program, Pegasus, is licensed by RCCR.  During his time in treatment there, DFPS 
investigated allegations that a staff person physically abused AV.  The allegations were Ruled Out, but the findings 
note “The video footage clearly shows that [the staff person] was upset…It also showed [the staff person] use very 
inappropriate discipline, language and yelled at the children.  Pegasus acted and terminated [the staff person] 
immediately. Therefore, this case will be ruled out for physical abuse.”   
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that AV has refused medications since March 2021. He also refused therapy.  AV’s Common 
Application indicates that he also was diagnosed with Fetal Alcohol Syndrome and says, “[AV] is 
developmentally on target but does have trouble making logical decisions and is impulsive as a 
result of the Fetal Alcohol Syndrome.”  His Common Application lists two psychiatric 
hospitalizations, due to suicidal ideation, at least one of which pre-dates his commitment to TJJD, 
and all of which pre-date his entry into foster care.   

 
AV’s Service Plan recommends, “This youngster should be seen by a certified sex offender 

counselor to address any unresolved sexual abuse and sex offender issues.  Placing this youngster 
in a home with other children is not recommended because of the nature of [his] sex offender 
history…It is suggested that the interventions at his present placement also focus on increasing 
age appropriate social interactions with peers while stressing respect for physical and sexual 
boundaries of others.  It is highly suggested that [AV] gain insight into the impact that the trauma 
in his life, namely parental abuse, has had on his emotional status and disrespect for others.”  His 
Service Plan also recommends substance abuse prevention counseling.  In describing AV’s 
supervision needs, the Service Plan notes that he “needs supervision at all times due to his past 
history of sexual aggression.”  Under “Describe plans to ensure child’s safety,” the Service Plan 
states, “[AV] will be monitored at all times.” 

 
Despite the recommendations in his Service Plan related to therapy with a sex offender 

counselor, his most recent Common Application, dated August 4, 2021, states that AV’s “prior 
RTC noted at discharge they recommend sex offender therapy for [AV], but then also note that he 
had no incidents of acting out while there and that he successfully completed sex offender therapy 
with no further recommendations in 2017 through Juvenile Probation. Also, he had a 
[psychological evaluation] through probation on 5/2019 in which the sexual recommendation is a 
‘low treatment need – alumni group.”  Nevertheless, AV’s previous Common Application, updated 
June 11, 2021, after AV had been in a CWOP Setting for almost two months, noted, “While at his 
current placement, he got on his tablet and sent a cousin…explicit sexual text messages…. [H]e is 
not to have any access to social media.” 

 
Since entering care, AV has been placed in three GROs: an Emergency Shelter, where he 

stayed for two weeks as a “Temporary Emergency Placement” (TEP) before he was placed in a 
Houston-area RTC (now under Heightened Monitoring due to safety violations), where he stayed 
for almost nine months.  AV ran away from the RTC, and when he was picked up three weeks 
later, he was without placement.  When AV was offered placement at an RTC in Pennsylvania, he 
refused placement because he did not want to be far from his friends and family.  The judge in his 
case ordered him into placement in the Pennsylvania RTC; he ran away three days later, and when 
he returned to care on June 2, 2021, he was again without placement and housed at the DFPS office 
where the monitoring team met him. AV remained without placement until he was placed back in 
an Emergency Shelter as a TEP on July 5, 2021. He ran away from the facility on August 3, 2021 
and returned intoxicated at 3:00 a.m. the next morning, and was arrested and placed in juvenile 
detention. 

 
AV’s time living in CPS offices highlights the dangers associated with having a child with 

his background and needs in a CWOP setting.  During the almost three months that AV was 
without placement, he was moved among three different CWOP Settings.  One of his moves was 

Case 2:11-cv-00084   Document 1132   Filed on 09/13/21 in TXSD   Page 107 of 111



 108 

precipitated by an outcry of inappropriate sexual contact by two female youths, a 16 year-old and 
a 17-year-old, who were housed at the same CPS office.  The 16-year-old alleged that AV raped 
her; the 17-year-old reported having consensual sexual contact with AV. The youths reported that 
the incidents occurred when they were able to “distract the DFPS staff long enough to have sexual 
contact on more than one occasion.”  Neglectful Supervision for an “unknown perpetrator” was 
Ruled Out after an investigation because “DFPS staff responsible for supervision of [AV] and [the 
other children] during child watch indicated that they made reasonable efforts to adequately 
supervise [AV] and the other children present given the totality of the circumstances.  Additionally, 
it was indicated that [AV] and the other children present utilized various means of concealment 
and diversion to overwhelm the DFPS staff responsible for supervising them.” 

 
Though AV was not supposed to have access to the internet, the day that the monitoring 

team interviewed him, he had a phone on which he was accessing the internet.  A member of the 
monitoring team asked how he was accessing the internet, and one of the other children reported 
AV was using another youth’s hotspot to gain access.  Daily shift logs confirm AV almost always 
had access to phone and internet during his time living in CPS offices, despite notes in his child 
watch records that state “[AV] should NOT have a phone.  If he has one, he likely stole it from 
someone or he is using another kid’s phone.”  And “[AV’s] phone has been taken away.  He does 
not need to be on anyone’s social media or using staff’s phone!”  Notes in IMPACT confirm that 
early in his time being housed in CPS offices, he was given access to a phone.180  Though staff 
attempted to take AV’s phone away at times, enforcement was inconsistent, and he often just 
borrowed a phone from another youth. 
 

Despite notes in AV’s records indicating he should be supervised closely, AV was known 
to wander the CPS office building where the monitoring team interviewed him, sometimes gone 
for hours, without staff being aware of his location.  The monitoring team’s review of the Daily 
Logs in AV’s on-site file confirmed that he knew the office better than some of the CPS staff 
tasked with supervising him, and often disappeared inside the building.  In addition to wandering 
around the multi-story CPS office unsupervised, during the monitoring team’s interview with him, 
AV reported that he left the CPS office for about 45 minutes each day to go to the pool at the 
apartment next to the office, without supervision.  Shift logs and a review of AV’s IMPACT 
records confirmed this account.   AV knew the codes for the entry doors for the building, and left 
at will, returning on his own.  Staff appear to have given up trying to keep him from leaving the 
area where children were being supervised, and at times kept tabs on him via text. 

 
IV. The State’s Reports Regarding Efforts to Find Solutions to the Placement Crisis 

 
During the last regular legislative session, Texas lawmakers passed Senate Bill 1896, 

                                                        
180 An April 15, 2021, note in a monthly evaluation found in IMPACT states, “[AV] returned from runaway when he 
was picked up by LE.  He was believed to be under the influence of meth.  He was brought to the Cameron CPS office 
and then taken to the Austin Summit CPS office.  While there he had behavioral issues that led to him being moved 
to Bastrop CPS office.  Now that he has a phone he is able to get on social media.  This has helped his behavior.”  
When law enforcement returned AV to his placement after a second runaway incident at the end of May, he had two 
cell phones: the phone that is supposed to be used only by staff supervising children in CPS offices, and a personal 
phone.  Both were taken away, with a note in IMPACT records stating, “It was staffed that [AV] is not to have any 
access to social media or use staff/peer phone to get on social media.” 
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which included provisions aimed at alleviating the placement crisis.  The bill, among other things, 
requires HHSC, in collaboration with DFPS and SSCCs, to develop a plan to increase placement 
capacity in every catchment area of the state “with the goal of eliminating the need to place a child 
outside of the child’s community.”181 The bill also amended the Family Code to prohibit children 
without placement from being housed in CPS offices.182 
 
 After the bill went into effect, the Monitors asked DFPS how they intended to comply with 
the provisions prohibiting children from being housed in CPS offices.  DFPS Responded on June 
17, 2021: 
 

We are currently working on finalizing leases of appropriate facilities for the temporary 
housing of children without placements…Of equal priority and even greater importance is 
finding suitable placements for the children in CWOP.  We have some new leads that are 
being explored that will significantly reduce the number of children in CWOP.  I should 
have an update on that as well by next week.183 
 

The following week, DFPS sent a document to the Monitors that summarized their work to 
address the capacity crisis, which reported hiring 100 temporary staff to assist in child supervision, 
paying overtime immediately to the staff who qualified and provided supervision in CWOP 
Settings by working overtime, requiring “all areas of the agency to assist in child watch,” and 
“securing law enforcement assistance when necessary to protect children and staff.”184  The 
document also listed five “immediate actions” that the agency was taking, including expansion of 
sub-acute child-specific contracts with psychiatric hospitals, leasing residential space to house 
children without placements, “drilling down” on Temporary Emergency Placement (TEP) beds 
(though the agency reported that all 22 of its existing TEP beds were full), an intensive review of 
each child without placement  to “strategize placements and options for the youth,” and pursuing 
interlocal agreements with “public institutions of higher learning” for “housing opportunities” by 
using dormitories to house children.185 

 
 A week later, the agency provided another update that reported on the progress made 
toward securing contracts with psychiatric hospitals for sub-acute care and noted “While our 
overall focus is developing quality capacity to meet youth’s needs, we remain immediately focused 
on reducing the number of children in offices.  From June 19th to June 29, there has been an overall 
reduction of 13 children in DFPS offices.  We track this closely as we intend steady progress on 
this issue.”186  Similarly, on August 18, 2021, DFPS provided the Monitors with the following 
update:   
 

                                                        
181 SB 1896, 87th Reg. Sess. (Tx. 2021). 
182 Id.   
183 E-mail from Commissioner Masters to Deborah Fowler and Kevin Ryan, re: SB 1896, June 17, 2021 (on file with 
the Monitors). 
184 DFPS, Immediate Capacity and Placement Actions; SB 1896 (undated) (on file with the Monitors). 
185 Id. 
186 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, re: CWOP, July 1, 2020 (on file with the 
Monitors). 
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Regarding CWOP, we continue to make progress toward reducing and eventually 
ending children being without placement.  Through various efforts and strategies, 
over the past month - 7/15 to 8/15 - we have reduced the number of children staying 
in offices from 79 to 50.  Moreover, in this time period we have reduced the overall 
number of children without placement from 197 to 167.  While reducing these 
numbers quickly and safely continues to be our immediate goal, we are also making 
strides on developing the long-term capacity needed to meet the unique needs of 
these children.187 

 
V. Conclusion 

 
Texas continues to house children in unregulated CWOP Settings despite substantial risks to 

children’s safety. The monitoring team’s interviews with PMC children and supervising DFPS 
staff in CWOP Settings, as well as extensive reviews of State records, confirm that by housing 
children in these unregulated settings, children are subject to overburdened and untrained 
caretakers, human trafficking, sexual abuse, suicidal ideation, self-harm, running away, anger, and 
aggression, leaving children at an unreasonable risk of serious harm.  

 
In addition to the grievous physical harms documented in the monitoring team’s review of the 

records of more than 50 PMC children without placement, the children’s experiences highlight the 
ill-effects on children’s mental health of unstable and unsafe CWOP Settings. As described in this 
report and associated Appendices, many children housed indefinitely in CWOP locations are 
diagnosed with complex mental and behavioral health conditions. Their safety requires treatment, 
specialized care, and medication stability, none of which is shown to be readily available in the 
offices, unlicensed facilities and cottages, hotels or motels in which the monitoring team found 
and interviewed children.  

 
The State’s lack of placements for PMC children is the result of the State’s closure of 

irreparably unsafe operations across Texas. As noted in this report, since January 1, 2020, Texas 
has closed 21 GROs with 1,213 beds and two CPAs, affecting 291 foster homes, operations 
deemed so unsafe by either HHSC or DFPS that the State determined revoking a license or ending 
a contract and removing children was the best option. Five GROs, accounting for another 134 
beds, voluntarily closed in lieu of facing license revocation or denial; an additional 241 beds and 
157 verified homes were eliminated from the system when GROs and CPAs with a serious history 
of child safety violations voluntarily closed after being placed under Heightened Monitoring.  

 
The solution to the current placement crisis is not to revert back to a system of enforcement 

the Fifth Circuit called “problematic” and “inadequate,” one that placed children at a substantial 
risk of serious harm.  That constitutionally deficient system acquiesced to certain unsafe providers’ 
expectations that the State should thank them for accepting the most traumatized children by 
lowering monitoring and oversight standards.  Those lowered expectations ultimately led to the 
forced closures of 28 unsafe operations over the last two years, with foster children harmed by 
unconstitutional conditions time and again.  Lax enforcement allowed GROs and CPAs to continue 
to operate, all the while racking up substantiated findings of child abuse and neglect, and minimum 
                                                        
187 E-mail from Trevor Woodruff to Deborah Fowler and Kevin Ryan, re: System Capacity, August 18, 2021 (on file 
with the Monitors). 
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standards citations that, once the Court’s orders enjoined unsafe placements, formed the basis for 
their eventual closure.   

 
A solution to today’s crisis is for the State to identify placements that are able to safely address 

the manifestations of children’s trauma before they age out into a world that, as Commission 
Masters noted, may not be prepared to understand or empathize.  The solution is also to ensure 
that Texas continues to provide increased scrutiny of operations with troubled safety records to 
ensure constitutional conditions for children. 
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Appendix A: Operations Closures 

 
I. Closures Resulting from License Revocations or Contract Cancellations Due to 

Safety Problems  
 

 
GRO Operations Closed on or After January 1, 2020 Because of License Revocation or Denial  

Operation Name Operation 
Number 

Operation 
Type 

Bed 
Capacity 

Date 
Capacity 

Lost 

Type of 
Closure 

Five Oaks Achievement Center 809907 GRO-RTC 55 1/1/2020 Revocation 

North Fork RTC 1019226 GRO-RTC 40 2/28/2020 Revocation 

Children's Hope - Lubbock 1423046 GRO-RTC 40 3/2/2020 Revocation 

Prairie Harbor 1577796 GRO-RTC 66 9/11/2020 Revocation 

The Landing 1696071 GRO-RTC 32 9/16/2020 
License 
denied 

The Pillars of Progression 1669255 GRO-RTC 13 12/15/2020 Revocation 

Merkabah RTC 1696638 GRO-RTC 72 1/26/2021 
License 
denied 

Robbins Nest for Children 1696943 GRO-RTC 12 2/5/2021 
License 
denied 

Brave Hearts 1707118 GRO-RTC 71 2/8/2021 Revocation 

Willow Bend Center RTC 968529 GRO-RTC 52 3/23/2021 Revocation 

Carson Parke 1675497 GRO 90 5/4/2021 Revocation 

The Tree House Center 1105786 GRO 25 5/26/2021 Revocation 

A Fresh Start RTC 1697296 GRO-RTC 15 5/28/2021 Revocation 

A Fresh Start Treatment Center  849130 GRO-RTC 30 5/28/2021 Revocation 

Heartbridges 1696989 GRO-RTC 20 5/28/2021 Revocation 

Guiding Hope Inc. 1715609 GRO 7 6/4/2021 
License 
denied 

Licensed Capacity "Lost": Revocation/Denial due to Safety  640     
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GRO Operations Closed on or After January 1, 2020 Because of DFPS/SSCC Contract Termination   

Operation Name Operation 
Number 

Operation 
Type 

Bed 
Capacity 

Date 
Capacity 

Lost 

Type of 
Closure 

High Frontier 69332 GRO-RTC 84 3/20/2020 
Contract 
terminated 

Hector Garza 959366 GRO-RTC 139 9/1/2020 
Contract 
terminated 

Devereux-Texas Treatment 
Network-Houston 511519 GRO-RTC 88 12/11/2020 

Contract 
terminated 

Gulf Coast Trade Center 54326 GRO 196 2/23/2021 
Contract 
terminated 

Children's Shelter 16765 GRO 66 4/26/2021 
Contract 
terminated 

Licensed Capacity "Lost": DFPS Contract Termination due 
to Safety 573     
 
 

CPA Operations Closed on or After January 1, 2020 Because of License Revocation  

Operation Name Operation 
Number 

Operation 
Type 

Verified 
Homes 

Date 
Capacity 

Lost 

Type of 
Closure 

FaithWorks 867939 CPA 29 4/9/2021 Revocation 

Benchmark Family Services 860008 CPA 262 5/31/2021 Revocation 
Agency Homes Affected: Revocation due to Safety 291     
 
 
GRO Operations Closed Voluntarily on or After January 1, 2020 in Lieu of License Revocation or 

Denial 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 

Lost 

Type of 
Closure 

Mossy Oaks 1700679 GRO-RTC 11 3/23/2021 In lieu of 
denial 

Children's Hope Residential Services - 
Levelland 1696467 GRO-RTC 15 3/29/2021 In lieu of 

revocation 

Wilton Place 1704354 GRO-RTC 24 4/7/2021 In lieu of 
revocation 

Kidz Safe Harbor Emergency Care 
Services 1706418 GRO 12 5/17/2021 In lieu of 

denial 

Krause 520430 GRO-RTC 72 7/19/2021 In lieu of 
revocation 

Licensed Capacity "Lost": In Lieu of Revocation/Denial due to 
Safety 134     
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A. Remedial Order 21: Revocation of Licenses – Extracted from the Monitors’ First  
Report to the Court 

 
 
Children’s Hope – Lubbock 
 
 Children’s Hope – Lubbock was an RTC licensed to treat children who have emotional 
disorders, an intellectual disability, or a pervasive developmental disorder. The State licensed the 
operation in 2013 for a capacity of forty children aged five through seventeen years old. 
 
***  
 As discussed in the Monitors’ Update to the Court Regarding Remedial Order 20,1 filed 
March 3, 2020, Children’s Hope – Lubbock, and two other campuses operated by Children’s Hope 
in Levelland, Texas, have been the focus of DFPS and RCCL enforcement actions dating back to 
at least 2014.  This history is discussed in detail in that Update, and includes previous closure of 
Children’s Hope – Lubbock (executed through DFPS contract enforcement action, not RCCL 
enforcement) for an “egregious and ongoing pattern of safety and minimum standards violations.”   
DFPS then made a subsequent decision to allow the operation to reopen the closed campuses a 
short time later.  Within two years of being permitted to reopen, Children’s Hope – Lubbock was 
placed under Evaluation by RCCL.  RCCL found it successfully completed the Evaluation in June 
2019, just six months before the agency sent the intent to revoke notice on December 19, 2019.   
 
RTB Referred to in RCCL’s Email to the Monitors 
 
 A review of CLASS records revealed that HHSC’s notice of intent to revoke the license of 
Children’s Hope – Lubbock was based, in part, on an abuse and neglect investigation that resulted 
in a Reason To Believe (RTB) finding for a referral made to SWI on August 26, 2019.   
 
 The RTB resulted from the investigation of an incident in which a youth was allegedly 
non-compliant, reportedly hit a staff person, and then was attacked by two staff.  The child had 
injuries to his face and neck as a result of the incident. RCCI’s RTB findings include the 
description of the incident as it was relayed to the investigator by a third staff person who entered 
the room as it was taking place: 
 

[C] was the third staff in the room.  She stated [a child] was sitting on the couch 
going to sleep when [the victim] came up to him and was pointed [sic] his finger in 
his face.  [The victim] claimed he was going to pick a fight.  She stated [the victim] 
began to bounce a basketball, hit the walls and skylights.  [Staff 1] told him to stop 
and he refused.  [C.] stated [Staff 1] asked him several time to stop bouncing the 
ball. [Staff 1] asked him for the ball and he would not give it up.  [Staff 2] was 
working a different unit (Integrity Unit) and came to the Faith unit.  [C] stated 
[another] (resident) jumped up out of his bed and was getting ready to go fight to 
protect the female staff. [C] stated she tried to prevent him from leaving his room 
by verbally redirecting him. She stated when they walked into the commons they 

                                                
1 Deborah Fowler & Kevin Ryan, The Court Monitors’ Update to the Court Regarding Remedial Order 20, March 3, 
2020, ECF 832. 

Case 2:11-cv-00084   Document 1132-1   Filed on 09/13/21 in TXSD   Page 3 of 86



Appendix: Operations Closures 

 4 

did not see a containment. She stated what they saw was [Staff 1] and [Staff 2] 
beating on [the victim].  She stated they were physically fighting.  She stated they 
were on each side of [the victim]. She stated they are large ladies and she tried to 
pull them off [the victim]. She stated the fight progressed to the couch.  She stated 
this was not a containment and does not feel like they tried to contain him.  She 
stated [the other resident] was trying to help. [The other resident] reached over and 
was holding [the victim’s] arms up as he was pulling [Staff 1] and [another child’s] 
hair.  [C] stated she tried to pick up [Staff 2] or push her back.  [The other child] 
pushed [the victim’s] arms up to force him to let go of the staff’s hair.  She stated 
everything happened so fast but on the camera’s [sic] it was going to look like a 
staff was beating on a kid.  She stated their actions were nothing like they were 
trained to do.  [The victim] got up and was spitting up blood due to them hitting 
him in the face.  She stated [the victim] was messed up from them hitting him.   [C] 
stated she was not sure who hit whom first, but it appeared they were just beating 
up [the victim].  [A child] came to her and stated that [the victim] did not hit them 
first and he was just defending himself. 

 
 
RCCL’s Settlement with Children’s Hope 
 
 The summary compiled by the State in response to the Court’s February 21, 2020 order 
noted that, after the State notified the Monitors of RCCL’s notice to Children’s Hope of the 
agency’s intent to revoke its license, Children’s Hope requested an administrative review of the 
decision.  
 
 On February 27, 2020, in the same e-mail RCCL sent to the Monitors reporting the 
agency’s intent to revoke North Fork’s license, RCCL stated: 
 

 In addition, I want to follow up on the outcome of our intent to revoke 
Children’s Hope – Lubbock’s license.  Attached please find an agreement RCCL 
entered into with Children’s Hope – Lubbock… [s]igned by all parties today, the 
agreement states Children’s Hope – Lubbock will voluntarily relinquish its license 
at that location and will not open another child care operation for five years.  In 
return, RCCL will withdraw the intent to revoke the license of this operation. 

 
 The State attached the Settlement Agreement to the e-mail.    
 
 
North Fork Educational Center 
 
 North Fork Educational Center is an RTC in Wylie, Texas licensed to provide treatment 
for children who have emotional disorders, intellectual disabilities, and pervasive development 
disorders.  The State issued the operation a permit in 2010 for a capacity of forty children aged 4 
through 17 years old. 
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RCCL placed North Fork on probation on January 10, 2020 after being cited for, among other 
things: 

 
• Corporal punishment; 
• Subjecting a child to abusive or profane language;  
• Violating a child’s right to be free from abuse, neglect, and exploitation; 
• Violating the standard requiring a caregiver to use minimal force necessary in a short 
personal restraint;  
• EBI implementation; and 
• A child’s right to be disciplined in a way that is appropriate to their age, maturity, and 
developmental level. 

 
 The letter notifying North Fork of RCCL’s decision to place it on probation “is based on a 
repetition and pattern of deficiencies in the areas of emergency behavior intervention, discipline 
and children’s rights: In addition to the deficiencies issued that have been confirmed instances of 
the violation of children’s right to be free of abuse and neglect.”   None of the eight listed 
conditions (six of which have a condition date of January 21, 2020) are shown as having been met. 
The letter of intent to revoke, attached to the email sent to the Monitors, stated that HHSC had 
placed North Fork on probation on January 10, 2020 due to four separate findings of physical 
abuse and a “related patterns of deficiencies.”  The letter indicated that, since the meeting between 
RCCL and North Fork to discuss the probation conditions, there had been three additional RTB 
findings, all arising from what the letter characterized as physical abuse related to emergency 
behavior restraints and/or inappropriate discipline measures.  The letter listed these three new 
findings of abuse, and also noted that, between February 10, 2019 and February 10, 2020, the 
operation had “received investigations and inspections resulting in 32 deficiencies.”  
 

In the email to the Monitors, HHSC attached seven notification letters regarding standards 
violations and citations related to the seven abuse and neglect investigations that resulted in RTB 
findings.  In addition to reviewing the letters, the Monitors reviewed the notes in CLASS for each 
of these seven investigations.  A summary of each is detailed below. 
 
Notice Letter dated February 25, 2019 
 
 SWI received this investigation on August 29, 2017, and the State linked it to an 
investigation involving a second victim reported the previous day.  Both children alleged that staff 
were physically abusing them.  Child 1 named three staff – [E, G, and B] – as staff who hit and 
“cussed out” youth at North Fork.  Child 1 was noted to have “severe ADHD” in the SWI notes.  
 
 Child 2 made allegations against [B], the investigator observed this child to have a black 
eye during the face-to-face interview with the alleged victim.  Child 2 alleged [B] punched him in 
the eye during a restraint.   
 
 The investigation progressed in this case until October 2017, after which there was no more 
activity in the case until May 16, 2018.  After that, there was another three-month pause with no 
contacts until August 24, 2018.  The State reassigned the case to a new investigator on December 
3, 2018.  The State finally conducted a risk assessment in the case on December 7, 2018, more 

Case 2:11-cv-00084   Document 1132-1   Filed on 09/13/21 in TXSD   Page 5 of 86



Appendix: Operations Closures 

 6 

than a year after the call to SWI. The State conducted the “final staffing” on December 10, 2018, 
but contacts continued in the investigation.  RCCI reassigned the case for a second time sometime 
between December 30, 2018 and the date of the supervisor approval for the disposition and closure 
in February 2019.   
 
 A review of the IMPACT record for the investigation shows that four different supervisors 
rejected it for closure four times: December 18, 2017; March 8, 2018; November 13, 2018; and 
December 18, 2018.  RCCI supervisors rejected the case closure twice for incomplete 
documentation, once to merge the case with another, and the final time because the “preponderance 
of the evidence does not support the disposition.”  It was finally approved on February 13, 2019, 
almost eighteen months after the call to SWI. 
 
 The State found the RTB for the allegations involving Child 2 and the alleged perpetrator 
[B], and Ruled Out (R/O) the allegation made by Child 1 against [E, G, and B].  The difference 
between the decision for Child 1 and Child 2 appears to be based on the investigator’s observation 
of Child 2’s injuries and video footage that shows the events that preceded the restraint resulting 
in the injury, even though the restraint occurred off-camera.   
 
 A collateral child also indicated that “he was abused and hit all the time” by the same three 
staff [E, G, and B] that Child 1 reported as abusive, but the notes in the explanation of the 
disposition for Child 1 indicate that there “were no witnesses to corroborate” Child 1’s “vague 
statements” of being physically abused by these three staff.  They also indicate that “all collateral 
staff…deny that [Child 1] has made any outcries of abuse,” yet notes in CLASS indicate both the 
child’s counselor and teacher reported that he made an outcry to them of abuse.  All of the alleged 
perpetrators denied the abuse, and, in addition to noting that Child 1 had a history of aggression, 
hostility and self-harming behaviors (likely the very behaviors that he was sent to the RTC to 
receive treatment for, and completely irrelevant to an investigation into alleged abuse), the notes 
for Child 1 in this investigation indicate that he “has also been known to fabricate narratives in a 
manipulative manner to work toward his advantage.” 
 
 The last notation in CLASS indicates that HHSC determined on February 25, 2019 that a 
risk-based follow up was not needed because the perpetrator, [B], was no longer employed at the 
facility.  Both alleged victims aged out of care over the course of this investigation. 
 
 The findings letter notified North Fork of two citations issued for two minimum standards 
violations associated with this abuse and neglect investigation.   
 
Notice Letter dated March 8, 2019 
 
 SWI received a call on October 17, 2017 indicating that the reporter observed the victim 
with a black eye and “other minor injuries.”  The other injuries included bruising around the child’s 
right temple area, right cheekbone, and a blue eyelid.  According to the reporter, the victim said 
the injuries were the result of a restraint by [G] (one of the other staff members named in the 
investigation discussed above).   
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 The State documented contact notes in CLASS through November 28, 2017, when the case 
was reassigned to another investigator.  RCCI did not enter any further notes until February 8, 
2018, when the case was reassigned through the “Dallas Backlog Assignment.”   
 
 RCCI finally completed a risk assessment on January 29, 2019, a little over fifteen months 
after intake. The same day, notes entered in CLASS describe the video footage of the incident: 
 

Direct Care Staff [G] was propped against the kitchen island monitoring residents.  [The 
victim] was sitting in a chair desk (school desk) against a wall, adjacent from [G].  [The 
victim] pressed the thermostat control that was affixed to the wall next to him.  [G] 
approached [the victim], leaned over and pointed his finger towards [the victim] and 
threatened by stating “stop messing with that, I promise you that I’m about to tear your ass 
up!”  [G] then moved [the victim] by pushing him in the chair to an adjacent wall, next to 
a commercial mop bucket.   
 
As [G] walked away, [the victim] flipped over the mop bucket causing water to spill onto 
the floor.  [The victim] remained in the chair and didn’t attempt to get up.  [G] removed 
his jacket, picked up items from the same desk that [the victim] was sitting at and walked 
away.  Moments later, [the victim] suddenly stood up, picked up the desk and threw it onto 
the floor. 
 
[Staff 2] approached [the victim] and attempted but was unable to stop him from throwing 
the chair to the floor.  At that moment, [Staff 2] stood next to [the victim] as [G]  
aggressively approached [the victim] from his blindside and struck him [the victim] on the 
left side of his face with a left forearm.  Both individuals slipped on the water and fell to 
the floor. 
 
At no time did the footage captured [sic] [the victim] being physically aggressive towards 
staff or other residents that would have justified [G] striking [the victim] with an elbow to 
the face.   

 
 RCCI continued to enter contacts in CLASS and conducted the final staffing on February 
13, 2019, almost sixteen months after SWI received the call.  On March 8, 2019, a notation in 
CLASS indicates RCCL determined there was no need for a risk-based follow-up inspection 
because [G] had been fired. 
 
 The findings letter notified North Fork of two citations related to standards violations 
arising from this abuse and neglect investigation.   
 
 The Monitors’ review of CLASS shows two previous investigations involving [G], 
including one in 2013 for a different GRO.  In the 2013 investigation, [G] allegedly caused injuries 
to the child’s face (a swollen right eye and lip) during a restraint.  This case was originally staffed 
with a Program Manager and approved to be disposed with an RTB finding, but a supervisor 
reviewed the decision and changed the disposition to “rule out.” 
 
Notice Letter dated September 13, 2019 
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 SWI received a call by the victim’s teacher on December 18, 2018 alleging the victim had 
a black eye due to an incident four days earlier during which a staff person – [C] – “slapped food 
out of [the victim’s] hand and slapped [the victim] in the face.”  The reporter alleged that, after 
this happened, two staff members “were holding [the victim] back so he wouldn’t get aggressive 
and they took [the victim] into the bathroom away from cameras where another staff member got 
into his face and called him a ‘big ass kid.’  [The victim] punched a tissue dispenser in the 
bathroom.”  At that point, according to the notes for the SWI call, the gold chain necklace of 
another staff member involved – [A] – broke and [A] called the victim a “son of a bitch” and 
“punched [the victim’s] eye 3 times.”  The SWI notes indicate that [C] no longer worked at the 
facility, but [A] was, in fact, still employed there.   
 
 Notes in CLASS on January 7, 2019 describe video footage of the events up to the point 
that staff pushed the victim into the bathroom: 
 

Kitchen surveillance shows 8 residents and staff [A] and [C] in the kitchen.  [The 
victim] is standing in front of the table, near the refrigerator talking to [A]. [The 
victim] points to the refrigerator.  More discussion occurs between the two.  [A] 
proceeds to take a plate that is sitting on the table in front of [the victim].  [The 
victim] goes to the refrigerator to retrieve another plate and sits.  Discussion occurs 
between [C] and [the victim].  [C] is seen coming from around the kitchen counter, 
[the victim] stands holding the plate.  [C] knocks the plate from [the victim’s] hand.  
[The victim] and [C] begin to bump chests.  [Staff J] walks into the kitchen.  [C] 
pushes [the victim] back into the hall.  A struggle ensues between the two, as [J] 
attempts to get between the two.  [C] is seen trying to push [the victim’s] head down 
and pushing him in the face.  [A] walks to the altercation and walks away. 
 
Bathroom surveillance shows [C] coming towards [the victim] after the push and 
pushing [the victim] in the face.  [The victim’s] glasses come off.  [C] is trying to 
push [the victim’s] head down.  [J] is able to get between the two and body positions 
[the victim] into the bathroom.  [The victim] is trying to hit [C] over [J].  [C] is 
blocking the hits and trying to grab [the victim’s] hands.  [A] comes to the hallway 
to assist, then walks away, as [J] has [the victim] posted on the back door.  [The 
victim] is visibly upset and trying to get away.  As [J] puts [the victim] into the 
restroom [C] walks out of the hall.  [A] is seen going into the restroom.  [C] walks 
back towards the restroom and is seen turning on the light switch, and walks away.  
[A] is seen at the doorway 30 seconds later. 
 

 Notes in CLASS indicate that [C] called the investigator in the case on February 6, 2019 
and asked when he would be allowed to return to work.  The notes indicate the RCCI investigator 
asked “why he lost control and what will keep him from losing his cool again.”  [C] answered that 
he “allowed his emotions to get the best of him.  It was not in his character and he would never 
allow that to happen again…in the future he will step outside of the house and take 5 to cool off.” 
 
 Notes in CLASS indicate that the case was approved by the supervisor and submitted on 
June 3, 2019.  However, the following note was entered in CLASS on August 1, 2019: 
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 On 7/18, Ms. Toni Cantu, HHSC PA, advised she received a complaint from Aaryce Hayes, 
Policy Specialist Disability Rights Texas, who was concerned about finding on [this case].  The 
case was Ruled Out for PHAB.  It involved 3 alleged perpetrators, [A, C, and J]. 
 
 RCCI changed the decision to RTB for [C] based on the video footage, but the agency 
upheld the R/O finding for [A] and [J].  The State sent the new notification letter on August 27, 
2019 and closed the case on September 9, 2019, almost nine months after SWI received the 
referral. 
 
 The notification letter describes four minimum standards violations and informed North 
Fork that the State would issue citations for each.  
 
 The Monitors reviewed CLASS and found an investigation alleging [C] slammed a child 
to the ground with a disposition of R/O. The Monitors located three other North Fork investigations 
involving [A] as a perpetrator: one in which a ten year-old child alleged [A] picked him up and 
slammed him against a desk; another in which a child alleged [A] punched him on the shoulder 
and shoved him against the wall by his neck; and another in which a restraint involving several 
staff caused an injury to the child’s arm. The State issued a disposition of R/O and closed all three 
investigations. 
 
Notice Letter dated December 20, 2019 
 
 On October 17, 2019, a reporter alleged to SWI the victim had an abrasion on the left side 
of his neck and back and a red abrasion on his left arm, the result of a “pushing match” with a staff 
member, [D], who pushed the victim against the dresser and onto a bed.  During the face-to-face 
interview with the victim, the youth indicated that [D] “picked him up and threw him across the 
room” and that he hit the corner of the dresser, causing the injuries.  The youth reported being 
taken to the emergency room for his injuries. 
 
 CLASS notes for a staffing in the case on October 23, 2019 indicate that the staff member 
involved “is currently on suspension and will be fired,” and that “all collaterals agreed with [the 
victim’s] side of the incident.”  A note made on December 5, 2019 indicates there was no video of 
the incident because it occurred in the child’s bedroom. 
 
 A case staffing note for December 6, 2019 indicates “The case was staffed with the 
supervisor via telephone regarding the preponderance since the injuries were observed.  I was 
instructed to type the case up as a Rule Out with citations.  The preponderance will be re-written 
to reflect an RTB.” 
 
 A CLASS contact note for December 9, 2019 indicates that the investigator’s supervisor 
rejected the case for closure, stating “After reviewing this case, it will need to be an RTB for PHAB 
due to the interviews you conducted, injury observed, and documents received.”  It listed a series 
of tasks to be completed by December 11, 2019.  The investigator submitted the case again to the 
supervisor on December 14, 2019 and was closed two days later. 
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 On February 3, 2020, notes in CLASS indicate HHSC conducted a risk-based follow-up 
and noted “no further risk to children at this operation as related to this investigation at this time.” 
 
 The notification letter described four minimum standards violations and informed the 
facility that the State would issue citations for each.  The letter also describes technical assistance 
provided by RCCL related to the violations. 
 
Notice Letter dated January 28, 2020 
 
 SWI received a referral on August 18, 2019.  Notes in CLASS for the referral indicate the 
victim sustained a one-inch scratch on the right side of his face due to an incident during which a 
staff person – [B]  – pushed him.  When [B] pushed the victim, his watch scratched the victim’s 
face, causing it to bleed. 
 
 CLASS contact notes indicate that on August 21, 2019, the investigator staffed the case 
with his supervisor and they determined there was no need for a safety plan because [B] had been 
fired. The same day, the State added notes related to video footage of the incident to CLASS: 
 

It was noted there was discussion of what residents were having for lunch and it was 
observed that [B] placed several hot pockets in the microwave.  It was observed once 
the children saw lunch was hot pockets several children moved to the kitchen to take 
a hot pocket, and [B] began to yell and curse at the children stating he asked them 
before if they wanted lunch and majority said no.  [B] used language like “I asked 
you motherfuckers if you all wanted lunch and you stated no.”  It was observed that 
[the victim] walked toward the kitchen and the lunch was pretty much gone and [B] 
was sitting down.  It was noted words were exchanged and [the victim] walked 
towards the back room and it was not hearable what [the victim] said.  [The victim] 
was in the back room with staff and [B] got up and followed [the victim] towards to 
back room [sic] which is a staff room where there are washer and dryers in the room.  
It was noted [B] pushed the door and another staff member to get to [the victim], 
shoved [the victim] outside the scope of the cameras.  It was noted several staff 
members attempted to break up [B] and [the victim] as they were holding on to each 
other toggling back and forth.  It was noted [B] was finally pushed out of the back 
door of that staff room and the incident ended. 

 
 On November 20, 2019, the State reassigned the case to a special investigator who 
completed a risk assessment on December 4, 2019. The special investigator completed the 
investigation on December 22, 2019, but the agency did not notify the reporter until January 15, 
2020.  The State notified the provider two weeks later on January 29, 2020.  On February 10, 2020, 
CLASS notes indicate RCCL conducted a risk-based follow-up inspection and determined “no 
further risk to children at this operation related to this investigation at this time.” 
 
 The notification letter described three minimum standards violations and informed North 
Fork that the State would issue citations for each.  The letter also described the technical assistance 
provided by RCCL related to the violations. 
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 The Monitors’ review of CLASS revealed that [B] was the focus of two previous 
investigations for another GRO in 2013- one with an Unable to Determine disposition alleging he 
“body slammed” a youth to the wall and berated and cussed at the victim and the other with a R/O 
disposition alleging he hit a youth in the head two times during a restraint. 
 
Notice Letter dated January 28, 2020 
 
 RCCL/I sent a second notice letter to North Fork on January 28, 2020 for the investigation 
of a referral made to SWI on August 12, 2019.  SWI included two incidents in their notes.  During 
one incident, the victim said a staff member – [T] – kicked him and stomped on his head.  During 
another incident, the victim said [T] kicked him, hit him in the head with a broom stick, and hit 
him “upside the head” with keys.  During a face-to-face interview, the investigator observed a 
bruise on the youth’s face.  The youth indicated that [T] caused the bruise when he “threw him 
down hard, causing his head [to] hit the floor.” 
 
 A CLASS contact for August 12, 2019 indicates a safety plan was not needed because the 
facility fired [T].  The investigator interviewed the facility administrator the same day, during 
which he revealed he reviewed the video for the second incident reported to SWI.  He indicated 
that the video showed [T] kicking and hitting the victim with the broom stick.  The facility 
administrator stated that [T] did not hit the victim “too hard but [that] it was inappropriate,” and 
[T] would be terminated as a result. 
 
CLASS contact notes for September 4, 2019 described the video: 
 

[The victim] is seen at the top of the video, sitting at a desk away from the other 
youth…[T] is seen walking toward the back door with a broom and dustpan.  The 
back door is just behind [the victim].  As [T] approaches, [the victim] leans out of the 
desk in an attempt to grab something.  [T] sees this…[T] kicks his legs at [the 
victim’s] arms, which causes [the victim] to jump back.  [T] says “who told you to 
touch it?” [The victim] says “Sorry”…[T] hits [the victim] over the head with the top 
of the broom.  [The victim] said “Ow.”  [T] said “Don’t do that again.”  [T] sat the 
broom next to the door, turned to [the victim] and said “Who told you to touch it, so 
I can write you up.”  [The victim] said “Why did you hit me with the broom?”  [T] 
said “Why did you touch it?” 

 
Though there was no video for the other incidents the victim described during his interview, or for 
the other incident, interviews with collateral children and staff described [T] as aggressive with 
youth. 
 
 The final staffing notes entered into CLASS on December 5, 2019 indicate that the 
investigator emailed a staffing form to the supervisor, “including the draft preponderance of the 
evidence that supports a [sic] R/O disposition.  There was a recommended citation.” 
 
 A CLASS contact note entered on January 9, 2020 indicates the investigator’s supervisor 
rejected approval “due to it meeting the qualifications for an RTB.”  On January 10, 2020, the 
State updated the case in IMPACT with RTB findings and resubmitted.   
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 The final note in CLASS entered on February 10, 2020 indicates that RCCL conducted a 
risk-based follow-up and determined “no further risks to children at this operation as related to this 
investigation at this time.” 
 
 The notification letter described three minimum standards violations and reviewed 
technical assistance provided by RCCL related to each. 
 
Notice Letter dated February 2, 2020 
 
 SWI received a call on July 4, 2019 indicating the victim was taken to the emergency room 
the day before for a “leg deformity/left femur fracture” related to a restraint.  According to the 
reporter, the staff member, [F] restrained the victim after the youth threw something on the ground.  
According to the SWI intake notes, the victim and [F] fell onto the bed during the restraint, the 
victim cried out in pain, and [F] stopped the restraint and got off the victim.  The two staff who 
transported the youth to the hospital witnessed the restraint. 
 
 RCCI interviewed a hospital staff member the same day, who reported being told that “it 
was [the victim’s] fault as the staff redirected him several times but he refused to listen and he was 
restrained…he was cursing at staff and also pushed the staff.”  RCCI also interviewed the facility 
administrator the same day, who stated he viewed the video and determined that the restraint was 
not appropriate but was a “take down.”  The administrator further indicated that [F] lied on his 
incident report (the child was never aggressive) and that [F] would be terminated. 
 
 CLASS contact notes for July 15, 2019 indicate that law enforcement would file criminal 
charges against [F].  Notes related to this case continue in CLASS through July until an interim 
staffing July 23, 2019.   
 
 The State reassigned the case to a special investigator on November 20, 2019.  The 
investigator finally reviewed the video of the incident on January 3, 2020, six months following 
the call to SWI. The notes in CLASS describe the video footage: 
 

Video footage of the incident shows [the victim] walking into the kitchen area from 
where the bedrooms are located as [F] follows behind.  While walking, [F] is heard 
giving [the victim] an directive [sic] to pick up what appears to be a toy on the floor 
in the kitchen area.  [The victim] responds that he was not going to pick up the toy.  
[F]  rushes [the victim] from behind, placing his right arm around [the victim’s] 
neck, and takes him down onto a mattress on the floor next to a wall.  [The victim] 
lands onto his stomach as [F] is on top of him.  Other staff members and supervisors 
direct other residents to go to their room.  While on the mattress, [the victim] lets 
out a scream and starts crying as [F] is giving directives for [the victim] to pick up 
the item on the floor.  [The victim] cries out yes in response to picking up the item 
as [F] is still on top of him.  [F] shifts his body up a little and [the victim] begins to 
scream and cries out “you hurt me.”  [The victim] is told to hush as [F] continues to 
speak with [the victim].  Through his cries, [the victim] refers to his left leg and 
observed to be in pain by tapping his hand on the mattress as [F] is on [the victim’s] 
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left side with his body still position [sic] on [the victim’s] back.  [F] then moves to 
[the victim’s] right side, as [F] is transitioning to the right side, [the victim] begins 
to scream.  [F] then begins to check [the victim’s] left upper thigh and [the victim] 
begins to scream.  As [the victim] is still crying and tapping his left hand against the 
mattress, he reports that he felt his leg pop and that he cannot feel his leg.  [F] 
releases [the victim] from the containment and lay [sic] next to [the victim] trying 
to console him.  [F], other staff members, and supervisors assess [the victim’s] 
injury.  Staff then attempt to have [the victim] stand; [the victim] is unable to stand 
and starts to scream as staff help him to lay back onto the mattress.  EMS is called 
and then arrives to transport [the victim] to the hospital. 

 
The State completed the investigation on January 12, 2020, more than six months after SWI 
received an intake for this incident.  The agency notified the reporter of the RTB finding on January 
15, 2020 and notified the provider on February 3, 2020. 
 
 CLASS notes indicate RCCL conducted a risk-based follow-up inspection on February 10, 
2020 and found “no further risk to children at this operation related to this investigation at this 
time.” 
 
 The notification letter outlined four minimum standards violations and technical assistance 
provided by RCCL associated with each. 
 
 The Monitors reviewed CLASS and found a 2002 investigation of another GRO listing [F] 
as the perpetrator, alleging [F] “body slammed” a child against a wall and that the child had bruises.  
The State issued a citation for an unrelated standards violation. 
 

B. Remedial Order 21: Revocation of Licenses and Contract Terminations– Extracted 
from the Monitors’ Second Report to the Court 

 In an update to the Court filed on September 2, 2020,2 the Monitors reported an additional 
four closures, for Williams House, Houston Serenity, Youth and Family Enrichment Center 
(YFEC) and the YFEC shelter, all of which voluntarily relinquished their licenses. Three of these 
operations (Williams House, Houston Serenity, and the YFEC shelter) would have been subject to 
Heightened Monitoring pursuant to Remedial Order 20 had they remained open.  Williams House 
closed after C.G.’s death, discussed in the First Report and in this report below, resulted in an RTB 
for Neglectful Supervision that included the administrator of the facility.  YFEC also was under a 
corrective action plan relating to issues with 24-hour supervision and RTBs at the time that it 
relinquished its license. 
 
 Since the Monitors’ September 2, 2020 Update, RCCR issued letters to four additional 
GROs, notifying them of the agency’s intent to revoke their license, and denied a license to two 
GROs that were operating in an initial licensure period.  In addition, DFPS has notified the 

                                                
2 Deborah Fowler and Kevin Ryan, The Court Monitors’ Update to the Court Regarding Child Fatalities and 
Congregate Care Facility Closures (September 2, 2020), ECF No. 956. 
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Monitors of its decision to cancel its contract with two GROs, and one troubled GRO – 
Whataburger Center for Children – voluntarily relinquished its license.3   
 
Prairie Harbor LLC 
 
 The Monitors’ First Report included a detailed description of the RCCI investigation of the 
death of K.C., who died during her stay at Prairie Harbor LLC (Prairie Harbor), a residential 
treatment center.  The Monitors included an update of the investigation and discussion of the 
chronic systemic problems associated with the facility in the report filed with the Court on 
September 2, 2020, and a further update on the investigation is included in this report in Section 
VII.4 
 
 On September 3, 2020, during the hearing on the Plaintiffs’ Motion to Show Cause, DFPS 
advised the Court that it was no longer placing children in Prairie Harbor and was in the process 
of transitioning children out of the facility.5  The next day, the Court asked RCCR whether the 
license for the facility would be revoked.  RCCR testified that if an RTB finding was made 
associated with the child fatality, the agency would issue an intent to revoke letter.6  On September 
9, 2020, RCCI completed its initial investigation, which resulted in RTBs for several of the direct 
care staff who were with K.C. the night that she died.7 
 

                                                
3 E-mail from Corliss Lawson to Deborah Fowler and Kevin Ryan, The Treehouse (April 9, 2021) (on file with 
Monitors).  The Monitors review of the April 9, 2020 CLASS intake referenced in the State’s e-mail showed that a 
first April 8, 2021 intake from the D.A.’s office was referred to RCCR as a Priority 3 investigation, and re-entered on 
April 9, 2021 as a Priority 2 abuse or neglect investigation.  The intake alleges that the CEO of the operation instructed 
the manager of the facility not to run a background check on a staff person who “is a habitual felon and has a record 
of aggravated assault and a history of possession of substances.”  The intake goes on to allege that this staff person 
“has keys which would allow access to the medication room and other rooms where [children] can be found.”  The 
intake also alleged that the CEO sent a text telling the facility manager to “get all the employees [sic] phones and 
check to see who made a call to SWI.”  It further alleged that the CEO “sent a text that has requested a list of all 
employees so they can say people have been working so that they are not out of ratio compliance.” 
 The Monitors were notified on April 13, 2021 that all children had been moved from The Tree House Center, and 
that “DFPS staff were present at the operation continuously since 04/09/21”.  E-mail from Heather Bugg to Deborah 
Fowler and Kevin Ryan, re: The Treehouse, April 13, 2021 (on file with Monitors).  However, DFPS and RCCR have 
not confirmed whether any action will be taken related to the contract with the operation or its license.  
On April 15, 2021, the Monitors were notified that DFPS provide notice to Treehouse that DFPS is terminating their 
contract. Email from Heather Bugg to Deborah Fowler and Kevin Ryan, re: The Treehouse (April 15, 2021) (on file 
with Monitors). Also on April 15, 2021, HHSC notified the Monitors that on 4/27/2021, RCCR attempted to deliver 
an “intent to involuntary suspend: letter to Treehouse. However, no one was at the location, a copy was left and a copy 
was also subsequently mailed. Email from Katy Gallagher, HHSC Attorney to Kevin Ryan and Deborah Fowler, The 
Treehouse (April 28,2021) (on file with the Monitors). 
4 Deborah Fowler and Kevin Ryan, First Report, 1-27, ECF No. 869. 
5 Telephonic/Zoom Show Cause Hr’g Tr. (September 3, 2020) 123, ECF No. 964. 
6 Telephonic/Zoom Show Cause Hr’g Tr. (September 4, 2020) 69, ECF No. 967. 
7 As discussed in Section VII, after this initial finding, RCCI re-opened the investigation to consider whether the 
systemic issues related to K.C.’s death, identified by the Monitors, warranted RTBs for the facility’s administrators.  
They were added as perpetrators to the investigation, and RCCI’s review resulted in RTB findings for the three 
administrators of the facility.  Of the eleven staff and administrators for whom the investigation of the fatality resulted 
in an RTB, the RTBs have been upheld for all but two direct care staff; administrative review has been requested for 
one of the two direct care staff and is pending for the second.   
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 On September 11, 2020, the agency issued an intent to revoke letter to Prairie Harbor.  The 
letter cited the operation’s failure to successfully complete the probation on which RCCR placed 
the facility just before the child’s death: 
 

On February 5, 2020, your operation was placed on probation due to poor 
compliance with minimum standards, requiring on-going adherence to minimum 
standards and specific conditions of the probation…The probation sought to 
address the risk to the health and safety of children in care created by the numerous 
deficiencies related to caregiver responsibilities, judgment, punishment, discipline 
and supervision.  Further, the probation sought to address emergency behavior 
intervention (EBI), as well as staff oversight and management.  At the time of the 
probation, investigations at the operation concluded that children in care were 
sexually and physically abused by caregivers. Further, an investigation remained 
on-going related to allegations of medical neglect related to the death of a child in 
care.  During the probation period, 4 inspections resulted in citations for 40 
violations of minimum standards.8 

 
The letter also referred to substantiated findings of Medical Neglect resulting from the 
investigation of K.C.’s death, and to RCCI investigations substantiating allegations of Sexual 
Abuse: 
 

After the conclusion of an abuse and neglect investigation, numerous staff members 
were found responsible for medical neglect related to the child death at your 
operation.  It was determined that the child had not received necessary medical 
attention in the weeks prior to the child suffering a medical emergency in the weeks 
prior to the child suffering a medical emergency.  During the medical emergency, 
staff failed to timely seek medical attention, and the child was denied timely 
emergency medical assistance. 
 
In addition to the child death detailed above, there were several investigations 
related to the sexual abuse of children in care of your operation.  Two staff members 
were ultimately found responsible for the sexual abuse of children in care as a result 
of those investigations.9 

 
 Finally, the letter referenced “numerous and repetitious deficiencies related to caregiver 
responsibilities, caregiver judgment, inappropriate discipline and improper punishments, 
inappropriate emergency behavior intervention (EBI), and improper supervision.”10 
 
 The operation requested administrative review of the revocation decision on September 14, 
2020, and the decision was upheld on February 2, 2021.11 

                                                
8 Letter from Tila Johnson to Anthony Hurst, Program Administrator, Prairie Harbor LLC (September 11, 2020) (on 
file with Monitors). 
9 Id. at 2. 
10 Id.   
11 CLASS database, Prairie Harbor LLC, Provider Adverse Action (for Revocation/Denial), last accessed March 23, 
2021. 
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The Landing at Corpus Christi 
 
 The Monitors’ review of Prairie Harbor’s history and systemic problems revealed that the 
same administrators and operators had opened a second RTC, The Landing at Corpus Christi (The 
Landing), in August of 2019.  During the September 2020 contempt hearing, the Court asked 
whether RCCR reviewed Prairie Harbor’s history prior to issuing a license to The Landing: 
 

THE COURT:  …Back now to Prairie Harbor, they had 145 citations in the past 
five years.  The pictures that the Monitors have in their report is just – is disgusting. 
 

And so you let these same people open a new place in Corpus Christi in 
September of 2019.  Did you review their history, the owners’ history, with Prairie 
Harbor? 

 
THE WITNESS: Our regulation related to – not to the same owners opening a new 
operation.  We can look to see if there’s been any adverse action as a reason to not 
issue any license.  If there has not been an adverse action and the applicant meets 
all the requirements, then we move forward… 

 
THE COURT:  What would you consider an adverse action for Prairie Harbor with 
145 citations in the past five years? 

 
 THE WITNESS: An adverse action…means a revocation.12 
 
 On September 7, 2020, DFPS notified the Monitors that they had suspended placements 
for The Landing, effective September 3, 2020.13 On September 21, 2020, DFPS notified the 
Monitors that RCCR had issued a denial of license to The Landing on September 16, 2020, and 
that all children had been removed from the facility on the same day.14 
 
 The letter to the administrator and operator of The Landing, notifying them of RCCR’s 
intent to deny the license cited the revocation of Prairie Harbor’s license as one of the reasons for 
the denial of the license for The Landing: 
 

HHSC designated you as a controlling person when it revoked the license of Prairie 
Harbor…This designation may be sustained once the revocation of that operation’s 
license and your due process for the designation are final.  Because of the pending 
status of your designation as a controlling person, HHSC cannot issue you a permit 
to operate a child-care operation.15 

                                                
12 Telephonic/Zoom Show Cause Hr’g. Tr (September 4, 2020) 80 -81, ECF No. 967. 
13 E-mail from Audrey Carmical to Deborah Fowler and Kevin Ryan, Updates – contracts and CPS (September 7, 
2020) (on file with Monitors).   
14 E-mail from Audrey Carmical to Deborah Fowler and Kevin Ryan, Updates on operations (September 21, 2020) 
(on file with Monitors). 
15 Letter from Tila Johnson to Jason Peeler, Administrator, The Landing at Corpus Christi (September 16, 2020) (on 
file with Monitors). 
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 The letter also referred to an ongoing investigation into an allegation of sexual abuse,16 
which has since been substantiated.  In that case, a child made an outcry that she and a staff member 
had sexual intercourse, and that she believed she might be pregnant.  The investigation revealed 
that the staff member had a habit of walking the grounds of the facility with children without other 
staff present.  He had sexual contact with the victim in a shed on the facility grounds.  While a 
pregnancy test was negative, interviews with other children and staff substantiated details of the 
child’s outcry, and the investigation concluded with an RTB for Sexual Abuse and three citations: 
one for a minimum standards violation related to a child’s right to be free from abuse or neglect, 
another for the administrator’s violation of minimum standards by allowing staff to be alone with 
children, and a third for the perpetrator’s failure to demonstrate “prudent judgment” by taking the 
child outside and to the storage shed alone.17  The same staff member had been the subject of a 
similar Sexual Abuse investigation while he was employed by another GRO after a report was 
made to SWI by two adults to whom the child made an outcry, but Sexual Abuse was Ruled Out 
when the alleged victim denied the allegations. 
 
 The letter also referred to a number of minimum standards violations during The Landing’s 
initial licensure period, many of which were similar to the systemic problems associated with 
Prairie Harbor’s history, including: 
 

• A minimum standards violation related to the failure of the facility to timely report to 
RCCR a child’s attempt to commit suicide by drinking disinfectant spray.   

• A minimum standards violation associated with the operation’s inability to meet the needs 
of the children, by “admitting too many children with behaviors caregivers were unable to 
handle,” after six children damaged property while trying to break out of the facility, and 
attacked and injured two other children.  According to the findings, staff were unable to 
bring the situation under control, resulting in the citation. 

• A minimum standards violation related to caregiver responsibility, involving an allegation 
of child-on-child sexual abuse, based on the failure to follow the safety plan for a child 
who was alleged to have demonstrated sexual aggression. 

• A minimum standards violation associated with the facility’s failure to follow a child’s 
safety plan, which included provisions related to her history of running away, after she told 
staff she wanted to run away prior to her attempt, and then injured herself when she jumped 
out of a window while attempting to run away. 

• Two minimum standards violations associated with the failure of the facility to seek 
medical care for a child who reported being in pain and requesting to see a doctor.  The 
child had “landed wrong” while jumping on a trampoline and reported having a headache 
to several staff for several days. When she was finally taken to the doctor, she was 
discovered to have a mild concussion and neck injury.18 

 
The letter also referred to a number of minimum standards violations found across a range of issues 
during RCCR inspections.19 
                                                
16 Id. at 2. 
17 An administrative review upheld the findings of the investigation on March 4, 2021. 
18 Id. at 3 -7. 
19 Id. 
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The Pillar of Progression for the Youth 
 
 On December 1, 2020, RCCR notified the Monitors of its intent to issue a revocation of 
license letter to The Pillar of Progression for the Youth (Pillar of Progression), an RTC licensed 
March 8, 2018.20  On December 15, 2020, RCCR sent the Monitors the letter notifying the RTC 
of the agency’s intent to revoke its license.21   
 
 This enforcement action taken by RCCR against this RTC was not the first: Pillar of 
Progression had been placed on a one-year probation, beginning on November 4, 2019, due to the 
high number of minimum standards deficiencies for which it had been cited by RCCR during its 
first 18 months of operation.  The letter notifying the RTC of RCCR’s decision to place the facility 
on probation listed more than 50 minimum standards violations between March 28, 2018, and 
August 28, 2019.  Of the 14 conditions associated with the probation, the facility does not appear 
to have met a single one during its probationary period.  According to the December 15, 2020 
intent to revoke letter: 
 

On November 4th, 2019 [Pillar of Progression] was placed on corrective action 
probation due to poor compliance with minimum standards, which created a risk of 
harm to the health and safety of children in care.  On-going adherence to minimum 
standards and specific conditions of the probation were required by the corrective 
action probation.  Specifically, the probation sought to address the risk to the health 
and safety of children in care created by the numerous deficiencies related to 
caregiver responsibilities, supervision, child’s rights, discipline, serious incident 
reporting, staff records, frequent unauthorized absences and child records.  As the 
probation deficiencies progressed, an additional condition was required in order to 
address a new pattern of deficiencies related to medical records and storage.  At the 
time the operation was placed on probation, there were three open investigations.  
Those investigation concluded with disposition related to the physical abuse and 
neglectful supervision of children in care by caregivers at the operation.  During 
the corrective action probation period, 10 inspections resulted in citations for 55 
additional violations of minimum standards.22 

 
 The Monitors’ analysis of data related to minimum standards deficiencies confirms that 
Pillar of Progression was a troubled facility.  In the short time that this RTC was in operation, it 
accumulated 150 minimum standards deficiencies.  Of those, 69 were weighted high or medium-
high.  In addition, three RCCI investigations of abuse or neglect resulted in substantiated findings 
in 2020, as discussed in the intent to revoke letter.   
 
 Four RTBs were related to a single case reported to SWI on May 7, 2019, in which the 
reporter, an RCCR staff person, alleged that a child made an outcry that a Pillar of Progression 
staff member discussed details of her sex life with children.  The child who made the outcry also 
                                                
20 E-mail from Georgette Oden to Deborah Fowler and Kevin Ryan (December 1, 2020) (on file with Monitors). 
21 E-mail from Georgette Oden to Deborah Fowler and Kevin Ryan ( December 15, 2020) (on file with Monitors). 
22 Letter from Todd Willis, Licensing Representative, RCCR, to Edwin Dearman, Administrator, The Pillar of 
Progression for the Youth (December 15, 2020) (on file with Monitors). 
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alleged that the staff member allowed him to drive her car to Walmart, though the child did not 
have a driver’s license and “he was scared.”  The child alleged that several other children were in 
the car with them when this happened.  The child also alleged that the staff member would take 
children to unauthorized places when she was transporting them on outings or to visits with family, 
and that she gave another child a cigarette.  Several of the children confirmed the allegations that 
the staff member allowed the child to drive her car, and the investigator obtained a video of the 
incident recorded by one of the children who was a passenger in the car.  The other allegations 
were not substantiated, though one of the children interviewed said that the staff member “smokes 
cigarettes around them and talks about nasty stuff.” RCCI made RTB determinations of neglectful 
supervision by the staff person for the child who was allowed to drive the car, and each of the three 
other children who were passengers in the car.  RCCR issued three citations to the facility as a 
result of the investigation: a citation related to the operation’s failure to maintain the staff 
member’s employee records after terminating her; a citation related to the staff member’s failure 
to demonstrate prudent judgment by allowing the child to drive her car; and, a citation related to 
the staff member’s violation of the children’s right to be free of abuse or neglect.  The investigation 
was closed January 30, 2020.  
 
 Another RCCI investigation resulted in an RTB for Neglectful Supervision after a report 
was made to SWI on September 11, 2019 alleging that a child tried to hang himself from a tree 
outside the facility by putting a belt around his neck, and that staff saw the child and failed to 
intervene.23  The investigation resulted in a RTB for Neglectful Supervision for one staff member.  
According to the findings: 
 

[J.F.], 13 year-old alleged victim, wrapped a belt around his neck and a tree branch 
to try to self-harm.  [J.F.] wanted to self-harm because he was bullied at school.  
[J.F.] expressed suicidal ideations after returning home from school and was placed 
on 1:1 supervision according to a safety plan implanted [sic] by the facility upon 
[J.F.’s] arrival from school.  [The staff member] was assigned to [J.F.] as his 1:1 
staff to monitor his behavior.  While [the staff member] was in another area of the 
parking lot, [J.F.] had enough time to wrap a belt around his neck and a tree branch.  
Additionally, [J.F.] dropped down from the tree branch once [J.F.] saw another staff 
member in [J.F.’s] eyesight.  [J.F.’s] suicide attempt was the result of lack of 
supervision from [the staff member].  [The staff member] breached his duty as a 
caregiver when he failed to adequately supervise and properly intervene during a 
crisis. 

 
 This investigation also resulted in four citations for Pillar of Progression: a citation related 
to the staff person’s failure to follow the safety plan for the child that required one-to-one 
supervision; a citation related to the failure of the staff person to intervene; a citation related to the 
                                                
23 A linked intake in CLASS appears to indicate that this case was initially not identified as a case involving abuse or 
neglect.  A September 12, 2020 intake shows that a DFPS staff member called SWI and reported that the earlier intake 
“needs to be upgraded to abuse/neglect.  Child tried to self-harm by tying a belt around his neck and hang himself 
from a tree…The child was put on 1:1 supervision a few hours before the incident occurred because the child told 
staff he wanted to harm himself.  The staff member…who actually saw the child and got him down from the tree was 
not the same staff member who was on 1:1 with the child.”  The September 11, 2019 intake, reported to SWI by a 
Pillar of Progression administrator, indicates “[Victim] does have a history of self-harm but no history of one-to-one 
supervision.” 
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facility’s failure to document the incident through a serious incident report; and, a citation related 
to the violation of the minimum standard associated with a child’s right to be free from abuse or 
neglect.  The investigation closed on February 1, 2020; the staff member waived administrative 
review. 
 
 The third investigation resulting in an RTB for Physical Abuse was opened after a report 
was made to SWI on October 8, 2019, that a Pillar of Progression staff member physically abused 
a child in care.  The report was made by the child’s caseworker, after the child told her that he 
punched a television, injuring his hand and told his attorney that a staff person at the facility pinned 
him on the ground, put his knee in his throat, and “choked [him] out.”  The child did not have any 
injuries that required medical attention, but had a bloody nose as a result of the incident. Two 
children and another staff person interviewed corroborated the child’s report that he was choked 
after the child got into an argument with the staff person when the staff person attempted to redirect 
him.  RCCI’s investigation resulted in an RTB for Physical Abuse, and RCCR issued three 
citations to the facility associated with the incident: a citation for the failure of the staff person to 
demonstrate prudent judgment when he became physically aggressive with the child; a citation 
associated with the discrepancies in the facility’s serious incident report; and a citation for the staff 
member’s violation of the minimum standard associated with a child’s right to be free from abuse 
or neglect.  The investigation was closed February 20, 2020, and an administrative review was 
pending as of March 24, 2021. 
 
 The intent to revoke letter sent to Pillar of Progression on December 15, 2020, concluded 
with a finding that the facility posed an immediate risk to the children in the facility: 
 

The determination that your operation poses an immediate risk to the health or 
safety of children in care is supported by the multiple investigations with reason-
to-believe dispositions for neglectful supervision and physical abuse of a child in 
care at your operation.  Additionally, despite being placed on corrective action 
probation to address the numerous and repetitious deficiencies that created a risk to 
the children in care, your operation failed to meet the terms and conditions of the 
implemented probation. 
 
HHSC has concluded that you are unable or unwilling to ensure compliance with 
minimum standards and other applicable laws as your operation has consistently 
been cited for repeated high and medium-high deficiencies while on corrective 
action probation.  Further, the severity of the deficiencies, as well as the repetition 
of deficiencies demonstrates that no other form of corrective action or conditions 
could be implemented to avoid further deficiencies.  HHSC asserts that the 
deficiencies described above provide sufficient basis for revocation and the 
deficiencies are evidence that your operation poses an immediate threat or danger 
to the health and/or safety of children in care.  For these reasons, the issued permit 
is revoked.24 

 

                                                
24 Letter from Todd Willis, supra note 706, at 18. 
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Merkabah Residential Treatment Center 
 
 On January 19, 2021, the Monitors received an e-mail from RCCR indicating that the 
agency would be issuing an intent to deny the application for Merkabah RTC “based on issues 
related to maintaining compliance with standards.”  RCCR noted, “The operation has patterns of 
[deficiencies] related to children’s records, personnel records, and physical plant issues.  In 
addition, there have been two instances in which falsification of records has occurred.”  RCCR 
stated that DFPS had been notified and was working to move the children out of the RTC and into 
new placements. 
 

According to CLASS records, RCCR granted Merkabah RTC’s initial permit October 8, 
2019, and the facility began operating soon after.  The Monitors’ data analysis showed that in 2019 
and 2020, the facility was cited for minimum standards deficiencies more than 80 times, with 
almost all of those citations issued for standards weighted high, medium-high, or medium by 
RCCR.  The letter sent by RCCR to Merkabah RTC notifying the operators of the agency’s intent 
to deny the final permit notes: 
 

An investigation by Texas Department of Family and Protective Services (DFPS) 
resulted in confirmation that direct care staff were allowed to work with residents 
without having a cleared background check.  In addition, several patterns of 
deficiencies were observed at your operation during the initial permit phase, which 
has placed children at risk of harm.  On two occasions your operation was cited for 
records issues, specifically records required to be kept by licensing were falsified.  
One instance of falsification involved your Licensed Child-Care Administrator 
(LCCA) providing answers to the Emergency Behavioral Intervention (EBI) 
Training post-test for direct care staff.  Direct care staff are charged with, and 
responsible for executing techniques learned during the post-test phase.  Because 
your LCCA provided the answers to the post- tests, the results were inaccurate and 
falsified.  During the second citation for records issues, a different Licensed Child-
Care Administrator attempted to pass personnel records as Merkabah RTC records 
when they were clearly marked as another operation’s personnel records. 
 
Additionally, there were numerous deficiencies related to Child-Care 
Administrator responsibility, caregiver responsibility, prohibited punishments, 
record keeping and the physical site of the operation.  Falsifying records related to 
Emergency Behavior Intervention training creates a risk of harm to children in care 
as it is required that direct care staff have the knowledge, skills and ability necessary 
to interact and provide competent care for the children at the operation.  Further, 
staff engaging in repeated instances of prohibited punishments evidences a toxic 
culture at the operation that is tolerated by management.  There are clearly several 
deficiencies that create an endangering situation, as well as a repetition or pattern 
of deficiencies that create an overall immediate threat or danger to the health or 
safety of children in care.  As a result, your permit is denied.25 
 

                                                
25 Letter from Todd Willis, District Director, RCCR to Byron Parker, Controlling Person, Merkabah RTC, January 
29, 2021 (on file with Monitors). 
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 In addition to the minimum standards deficiencies cited by RCCR, three abuse and neglect 
investigation resulted in three substantiated findings and five RTBs:  
 

• An investigation opened after a September 24, 2020 report to SWI alleged that a child was 
able to steal a vehicle from the operation twice: driving to Lubbock the first time, then, 
when he was returned to the facility, stealing the vehicle again on the same night that he 
was returned.  Each time, the child who took the vehicle was accompanied by one other 
child.  The investigation resulted in three RTBs for Neglectful Supervision against the same 
staff person for each of the children involved.  RCCR issued three citations for violation 
of minimum standards: a citation for violation of the minimum standards associated with 
the child care administrator’s responsibilities, because the administrator “failed to properly 
secure the keys to operation vehicles after children in care had stolen them and taken the 
vehicle;” a citation for violation of the minimum standard associated with caregiver 
responsibility; and a citation for violation of the minimum standard associated with a 
child’s right to be free from abuse or neglect.  An administrative review of the citations is 
listed as “pending” in CLASS.  

 
• An investigation resulted in an RTB for Physical Abuse, after a November 16, 2020, report 

to SWI alleged that a child was “body slammed” on his head, causing the child to lose 
consciousness.  According to the findings, the staff member “lifted up” the child and 
“slammed” him to the floor, causing injury to the child when he hit his head on the floor.  
RCCR issued four citations: a citation for violation of the minimum standard associated 
with EBI implementation; a citation for violation of the minimum standard associated with 
medical care, because the child did not receive immediate medical attention for the injury; 
a citation associated with violation of the minimum standard associated with prohibited 
punishment; and a citation for violation of the minimum standard associated with a child’s 
right to be free from abuse or neglect.  An administrative review of the citations is listed 
as “pending” in CLASS.   

 
• An investigation resulted in an RTB for Physical Abuse after a January 26, 2021 report to 

SWI alleged a child was thrown to the ground by a staff member, causing a deep cut to the 
child’s hand that required medical attention.  Five citations were issued by RCCR in 
connection with this investigation: a citation for violation of the minimum standard 
associated with employee responsibility because “a child in care was assaulted by staff, 
resulting in injury;” three citations related to violation of the minimum standards associated 
with EBI implementation; and one citation for violation of the minimum standard 
associated with a child’s right to be free from abuse or neglect.  An administrative review 
of the citations is listed as “pending” in CLASS. 

 
Brave Hearts Children Center 
 
 On January 25, 2021, the Monitors received an e-mail from DFPS notifying them of an 
“evolving situation concerning Brave Hearts Children Center” (Brave Hearts).26  Brave Hearts was 

                                                
26 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, re: Brave Hearts Children Center, January 25, 2021 
(on file with Monitors). 
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an RTC located in Houston, Texas that opened in June of 2020.  According to the e-mail, DFPS 
and HHSC State Office directors planned to make an unannounced visit to the facility the next 
day, and DFPS was issuing an immediate placement suspension for the operation for DFPS and 
SSCCs.27 According to the e-mail: 
 

As of 1/21/2021, there were 32 open investigations at Brave Hearts Children 
Center, with an increase in intakes in January, including allegations of and concerns 
relating to improper restraints, physical abuse, supervision issues, background 
checks, employment of staff with negative history at other operations (including 
Devereux), administrator appearing resistant to intervention, high acuity needs of 
the children in placement, children’s educational needs, and lack of adequate 
medical care.28 
 

 The e-mail indicated that DFPS held a standard contract with the facility, eight child-
specific contracts, and a contract for children who had tested positive for COVID-19.  OCOK also 
contracted with the operation for placements.29 The e-mail also noted, “HHSC CCR is currently 
contemplating next steps related to the license, which will be informed by formal issuance of RTBs 
for open CCI investigations.  CCI is also contemplating whether the administrator will be 
considered for abuse/neglect findings.”30 
 
 DFPS e-mailed the Monitors with an update later the same week, indicating that during the 
unannounced visit the day before, “a number of supervision, leadership/organizational, physical 
environment, and COVID issues were noted,” and advising that DFPS and OCOK were seeking 
and obtaining new placements for the youth housed at the facility. 31 The e-mail noted that in 
addition to the safety precautions that had already been put in place, as of January 26, 2021, DFPS 
was making nightly visits to the facility, and sent “[a]beyance letters…to the operation to prevent 
individuals who have a prior, concerning history from having contact with children.”32 
 
On February 4, 2021, DFPS again e-mailed the Monitors with an update: 
 

Since we first updated you, DFPS and OCOK have moved 26 youth from the 
facility and have pending placements for an additional 7 youth.  The 7 youth should 
be moved by February 5.  As of this communication, DFPS and OCOK continue to 
work to locate placements for the remaining 17 youth who are still placed in Brave 
Hearts Children Center and do not have a subsequent placement identified.   Several 
of these youth have complex behavioral health needs and it has been challenging to 
locate placements that can safely care for the youth and meet their needs; however, 
at this time, DFPS and OCOK plan to have all youth moved from the facility on or 

                                                
27 Id.   
28 Id. 
29 Id.   
30 Id.   
31 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, re: Brave Hearts Children Center, January 28, 2021 
(on file with Monitors). 
32 Id.   

Case 2:11-cv-00084   Document 1132-1   Filed on 09/13/21 in TXSD   Page 23 of 86



Appendix: Operations Closures 

 24 

by February 12, 2021.  The daily visits to the operation and weekly staffings are 
continuing as described in previous communications.33 
 

Another e-mail update was sent February 6, 2021: 
 

We wanted to provide you with an update relating to Brave Hearts Children Center, 
which has continued to evolve throughout the day. As of yesterday afternoon, DFPS 
made the determination that in order to ensure child safety in the operation, DFPS 
and OCOK staff must be present at the operation 24/7. 

 
Also yesterday, RCCI finalized a Reason to Believe Finding for physical abuse 
against the owner of Brave Hearts Children Center.  As a result, DFPS issued an 
abeyance against her and a contract termination letter was sent.  The contract 
termination was to be effective the last day children were placed there, with the 
goal of having all children moved out of the facility by February 12, 2021.34 
 

 On February 8, 2021, RCCR e-mailed the Monitors to notify them that the agency sent 
Brave Hearts an intent to revoke letter, based on “patterns of deficiencies, abuse/neglect findings, 
and the operation’s inability to make corrections.”35  Finally, on February 16, 2021, DFPS e-mailed 
with a final update: 
 

As we previously shared with you, DFPS has terminated the contract with Brave 
Hearts Children Center.  DFPS and/or OCOK staff started having a 24/7 presence 
at Brave Hearts Children Center beginning on Friday, February 5, 2021.  As of 
Saturday, February 6, 2021, all youth were moved from Brave Hearts Children 
Center.  DFPS and OCOK were able to locate placements for all but five of the 
youth.  Since then, DFPS has found placement for one of those children and the 
remaining four are currently under staff supervision in CWOP.  DFPS and OCOK 
continue to actively look for placements that can meet the needs of these youth.36 
 

 According to the Monitors’ analysis of deficiencies data provided by the State, the 
operation received 21 citations for minimum standards deficiencies in 2020, though it opened six 
months into that year.  Of those, 16 deficiencies were issued for standards that were ranked high, 
medium-high, or medium by RCCR.  A review of CLASS shows another 30 deficiencies cited in 
2021 before the operation closed in February.   
 
 Four RCCI investigations resulted in eight RTBs for Physical Abuse, Sexual Abuse, and 
Neglectful Supervision: 
 
                                                
33 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, Brave Hearts Children Center  (February 4, 2021) 
(on file with Monitors). 
34 E-mail from Heather Bugg to Deborah Fowler and  Kevin Ryan, Brave Hearts Children Center  (February 6, 2021) 
(on file with Monitors). 
35 E-mail from Taryn Lam to Deborah Fowler and Kevin Ryan, Brave Hearts RTC (February 8, 202)1 (on file with 
Monitors). 
36 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, Brave Hearts Children Center (February 16, 2021) 
(on file with Monitors). 
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• An investigation opened after a report by an EMS staff member to SWI on December 5, 
2020 alleged that a child “was assaulted by a facility staff member” and that this was “a 
frequent occurrence at this facility, and EMS responds daily for similar incidents involving 
staff members assaulting patients.”  The reporter also alleged that “the staff is neglectful 
and the children there are all at risk.”  During his interview, the child said that he was 
choked and punched by a staff member after he refused to turn off the television.  Though 
the staff member denied harming the child, video showed him place the child in a choke 
hold, refusing to let the child go until another staff person pulled the remote out of the 
child’s pocket.  The investigation resulted in an RTB for Physical Abuse against the staff 
person. 

 
• An investigation opened after a December 8, 2020 report to SWI alleging that a child was 

injured and required medical treatment after another child hit her over the head with a metal 
bar that she had taken off of one of the facility’s bunkbeds.  Two staff were present and 
witnessed the altercation, but failed to intervene to stop it.  The investigation resulted in 
four RTBs: two RTBs for each staff member, for each of the two children.  RCCR issued 
three citations:  two citations for violation of minimum standards associated with the failure 
of staff to intervene to prevent the injury; and violation of the minimum standard associated 
with a child’s right to be free from abuse or neglect. 
 

• An investigation opened after a hospital social worker made a report to SWI on December 
15, 2020 alleging that a 15 year-old child made an outcry of sexual abuse against a Brave 
Hearts staff member when she was in the hospital.  An investigation revealed the child first 
told the owner of Brave Hearts about the alleged abuse five days before she was 
hospitalized, and that multiple staff also told the owner of the sexual abuse; the owner did 
not report the allegations to SWI and left the staff member on the facility schedule after the 
child reported the abuse to her.   The investigation resulted in an RTB against the staff 
member who sexually abused the child, and an RTB against the owner for Neglectful 
Supervision.  Though the other staff members who reported the abuse to the owner were 
aware of it and did not report it to SWI, RCCI ruled out Neglectful Supervision for those 
staff because “they did report the allegation through their chain of command at Brave 
Hearts Children Center and were told by [the owner/director of the facility] that she would 
take care of it.”  RCCR issued five citations in connection with the investigation: a citation 
for violation of the minimum standards associated with caregiver responsibility due to the 
owner/director’s failure to report the allegations and failure to remove the alleged 
perpetrator from the shift schedule; a citation for violation of the minimum standard 
associated with interference with an investigation because “3 different staff members made 
attempts to question the victim about the allegation;” a citation for violation of the 
minimum standard requiring the permit holder to ensure compliance with minimum 
standards; a citation for violation of the minimum standard requiring employees to report 
suspected abuse or neglect; and a citation for violation of the minimum standard associated 
with a child’s right to be free from abuse or neglect. 

 
• An investigation opened after a child’s probation officer made a report to SWI on January 

22, 2021 alleging that a child reported being hit by a staff member, but also told the 
probation officer that there were fights “all the time” at the facility, that staff “will watch 
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residents fight instead of intervening to protect them,” and that the facility did not wash 
her clothes very often.  Video captured the incident, showing that after the child tried to 
make a phone call and the staff person twice disconnected the call by pushing the hang-up 
button. The child became angry and “slapped” the phone off the wall.  The phone hit the 
staff person, and the staff person “went after” the child and “the two engaged in a wrestling 
match, which included hair pulling, clawing with finger nails, and [the staff member’s] 
glasses being pulled off her face.”  The investigation resulted in an RTB for Physical Abuse 
of the child by the staff member. 
 

Gulf Coast Trades Center 
 
 On March 2, 2021, DFPS alerted the Monitors that it had terminated its contract with Gulf 
Coast Trades Center (GCTC), a GRO in New Waverly, Texas.37  DFPS noted that all the foster 
youth who were living in the facility were moved by January 19, 2021, with the exception of a 
child for whom the placement was court ordered.38  That child was reunited with his father on 
February 23, 2021.39   
 
 GCTC was one of the GROs prioritized for Heightened Monitoring by the State pursuant 
to Remedial Order 20; the facility had the highest risk score of the more than 40 GROs placed on 
Heightened Monitoring.  DFPS instituted a placement hold for GCTC on December 11, 2020, just 
six months after having notified the operation that it would be placed under Heightened 
Monitoring.40   
 
 Prior to being placed under Heightened Monitoring, GCTC had twice been placed under 
Evaluation by RCCR: once from October 4, 2016 through March 17, 2017 and again from January 
9, 2019 through July 9, 2019.  Prior to being placed under Evaluation, the operation had been 
placed under a voluntary plan of action due to “the number and seriousness of the deficiencies 
cited during the last two years and the overall noncompliance of the agency,” that lasted from 
March 25, 2011 to June 25, 2011.  The Monitors asked RCCR whether it intended to take any 
action on the operation’s license; RCCR responded that it intended to place GCTC on probation, 
but that the facility had not yet been informed of that decision.41 RCCR notified the Monitors on 
April 12, 2021 that the only children remaining in the facility were Texas Juvenile Justice 
Department (TJJD) placements, and that RCCR met with the operation to discuss placing Gulf 
Coast Trades Center on probation on April 8, 2021, but that the operation “asked for some changes 

                                                
37 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, Gulf Coast Trade Center (March 2, 2021).   
38 Id.   
39 Id.   
40 Because DFPS did alert the Monitors that it had ended its contract with GCTC until March 2, 2021, GCTC was 
included in the Heightened Monitoring reviews conducted by the monitoring team, discussed supra.  Consequently, 
the Monitors will not include a review of the Heightened Monitoring plan here. 
41 E-mail from Taryn Lam to Deborah Fowler and Kevin Ryan, re: Gulf Coast Trade Center, March 2, 2021 (on file 
with Monitors).  RCCRs decision not to take any action against GCTC’s license has important implications, since 
DFPS informed the Monitors, “The Texas Juvenile Justice Department (TJJD) has informed DFPS that they plan to 
continue to use this facility for future placements.  If TJJD recommends placement of a youth in DFPS conservatorship 
into this facility, DFPS will discuss concerns with TJJD in the interest of child safety.”  E-mail from Heather Bugg, 
supra note 722. 

Case 2:11-cv-00084   Document 1132-1   Filed on 09/13/21 in TXSD   Page 26 of 86



Appendix: Operations Closures 

 27 

to the Corrective Action Letter prior to finalization and that CCR is in the process of finalizing 
that letter.”42   

 
 The Monitors’ analysis shows the troubled history of GCTC:  the facility was cited by 
RCCR for minimum standards deficiencies 198 times between January 1, 2016 and December 31, 
2020.  Of these citations, 161 were for standards weighted high, medium-high, or medium by 
RCCR.  During the same time period, GCTC was also the subject of five RCCI abuse or neglect 
investigations, resulting in seven RTBs, with substantiated allegations of Neglectful Supervision, 
Sexual Abuse, and Physical Abuse: 
 

• An investigation opened after DFPS made a report to SWI on February 26, 2016 alleging 
that a sleeping child was left behind by a GCTC staff member when the staff member and 
other children evacuated a dorm during a fire.  RCCI found that the staff member was the 
first person out of the burning building, and failed to follow protocol to ensure all of the 
children were safely evacuated.  The child was “left in a burning building for at least five 
minutes unaccounted for.”  During his interview, the child said that he woke up twice 
during the fire “after becoming hot” and that the second time, “he saw the smoke had filled 
the room and he got up from bed and ran out.”  The investigation resulted in an RTB finding 
against the staff member for Neglectful Supervision of the child.  Four citations were issued 
by RCCR for minimum standards violations, but one citation (for a minimum standard 
related to having an accessible fire extinguisher) was overturned.  The three citations that 
were upheld on administrative review were: a citation for the minimum standard associated 
with fire drills (which were not being conducted during night shifts); a citation for violation 
of the minimum standard related to caregiver responsibility; and a citation for violation of 
the minimum standard associated with a child’s right to be free from abuse or neglect.   

 
• An investigation opened after a report was made to SWI May 8, 2018, alleging that a 16 

year-old child told his probation officer that a staff member at GCTC allowed children to 
give each other tattoos, smoke cigarettes behind the building outside, and that staff allowed 
children to go into the bathroom and fight and did nothing to intervene.  The child had 
several bruises on this arm; he said that other children at the facility hit him and staff did 
not stop it from happening.  The staff confirmed the child was getting bullied at the facility.  
The investigation resulted in three RTB findings for Neglectful Supervision of the alleged 
victim and two other children by the same staff member, based on the staff member’s 
failure to intervene appropriately when he observed the children tattooing each other with 
sharpened paper clips and ink from pens.  RCCR issued two citations: a citation associated 
with the minimum standard associated with child-to-caregiver ratio because a review of 
staffing schedules showed that six staff were in charge of 13 -16 children during both shifts, 
two days in a row; and a citation associated with the minimum standard associated with a 
child’s right to be free from abuse or neglect. 

 
• An investigation opened after a report was made to SWI on July 19, 2017, alleging a 17 

year-old male youth had sexual contact with a female staff member.  The child confirmed 
during a forensic interview that the female staff member performed oral sex on him and 

                                                
42 E-mail from Katy Gallagher, Attorney, HHSC, to Deborah Fowler and Kevin Ryan, Gulf Coast Trade Center (April 
12, 2021) (on file with Monitors). 
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that they had sexual intercourse.  The female staff member denied the allegations, but the 
child was able to describe tattoos on the staff member’s back, lower arm, and chest.  The 
investigation resulted in an RTB for Sexual Abuse against the staff member.  RCCR issued 
two citations: a citation for violation of the minimum standard associated with employee 
responsibilities; and a citation for violation of the minimum standard associated with a 
child’s right to be free of abuse or neglect. 
 

• An investigation opened after a report was made to SWI on October 10, 2017, alleging a 
shift supervisor was involved in a physical altercation with a 17 year-old youth at the 
facility.  During his interview, the staff person acknowledged starting the fight when he 
pushed the child who had “invaded his personal space” and hit the youth back after the 
youth hit him.  The investigation resulted in an RTB for Physical Abuse against the staff 
member.  RCCR issued three citations: a citation for violation of the minimum standard 
prohibiting corporal punishment; a citation for violation of the minimum standard related 
to caregiver supervision, due to the failure of the administrative staff to “provide the level 
of oversight necessary to direct care staff;” and a citation for violation of the minimum 
standard associated with a child’s right to be free from abuse or neglect. 
 

• An investigation opened after a report was made to SWI on April 27, 2020, alleging that a 
former GCTC staff person and a youth who had aged out of care two months earlier 
announced on Facebook that the former staff person was pregnant with the youth’s child.  
The reporter alleged that the former staff person “sexually exploited” the youth while he 
was a resident at GCTC. During her interview, the former staff person admitted to engaging 
in sexual contact with the youth while he was a resident at GCTC, stating that she was 
suspended from GCTC for engaging in inappropriate behavior with the youth. She 
acknowledged that her sexual contact with the youth during his stay at the facility resulted 
in her pregnancy.  The investigation resulted in an RTB finding for Sexual Abuse of the 
youth by the staff member.  RCCR issued three citations: a citation for violation of the 
minimum standard associated with employee responsibilities; a citation for violation of the 
minimum standard related to child-care administrator responsibilities, due to the failure to 
protect the child from inappropriate contact by the staff member; and a citation associated 
with the minimum standard associated with a child’s right to be free from abuse or neglect. 

 
Willow Bend Center RTC 

 
 On March 2, 2021, RCCR notified the Monitors that the agency had decided to issue an 
intent to revoke letter to Willow Bend Center RTC (Willow Bend Center), located in Tyler, Texas, 
“based on ongoing patterns related to restraints, supervision, and recent reason to believe 
findings.”43  RCCR indicated that DFPS was working to secure placements for the children at the 
operation, and that the operation had not yet been notified.44 The Monitors asked RCCR to provide 
them with the intent to revoke letter once it had been sent to the operation.   
 

                                                
43 E-mail from Taryn Lam to Deborah Fowler and Kevin Ryan, Willow Bend Center RTC (March 2, 2021) (on file 
with Monitors). 
44 Id.  
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 On March 24, 2021, RCCR notified the Monitors that the agency had delivered the letter 
to the operation the day before, after confirming that all the children had been discharged from the 
operation.45 The same day, DFPS notified the Monitors that on March 3, 2021, the agency 
“immediately began working with the SSCCs who had children placed in the facility to find new 
placements” and that on March 23, 2021, all children had been moved and DFPS had terminated 
its contract with the facility.46 
 
 Willow Bend Center, which opened in 2009, had been subject to RCCR enforcement 
actions prior to the agency’s decision to revoke the RTC’s license.  The RTC was under 
Heightened Monitoring when it was notified of RCCR’s intent to revoke its license.  Prior to being 
placed under Heightened Monitoring, Willow Bend Center had been placed on Evaluation by 
RCCR from September 19, 2017 through March 19, 2018.  The RTC had also twice been placed 
on a voluntary Plan of Action: once from May 21, 2014 through August 21, 2014, and again from 
June 5, 2020 through December 5, 2020.  The 2020 POA was not successfully completed. 
 
 According to RCCR’s letter notifying Willow Bend Center of its intent to revoke the 
operation’s license, the decision was based on findings of abuse and neglect, as well as a pattern 
and repetition of severe minimum standards deficiencies.47  The letter specified: 
 

From 9/19/2017 to 3/19/2018, your operation, Willow Bend, was required to 
complete an Evaluation to address concerns with emergency behavior intervention 
(EBI), supervision, child’s right, discipline, medication, and physical site 
deficiencies.  On 6/5/2020, Willow Bend was requested to complete a Provider Plan 
of Action to, again, address concerns related to EBI, child’s rights, and discipline.  
The Plan of Action ended unsuccessfully on 12/5/2020 due to Reason to Believe 
findings and the operation’s overall compliance during the Plan of Action period. 
 
Since 12/2019, Willow Bend has had 6 Abuse/Neglect investigations, 5 of which 
resulted in Reason to Believe findings of Abuse or Neglect.  An investigation 
completed on 12/12/2019 determined a child was physically abused during an 
altercation with Willow Bend staff.  An investigation completed on 8/7/2020 
concluded that a child was physically abused during an altercation with Willow 
Bend staff.  On 11/4/2020, an investigation revealed that Willow Bend caregivers 
neglectfully supervised two children by not accounting for their specific 
supervision needs and they were able to engage in sexual misconduct.  
Investigations completed on 1/22/2021 and 2/3/2021, respectively, found a Willow 
Bend direct caregiver physically abused children by striking a child in the face 
during an EBI and kicking a child in the stomach and slamming a door on the child’s 
foot.  In addition, a prior physical abuse investigation completed on 1/13/2020 
resulted in a finding of UTB for the same caregiver. 

                                                
45 E-mail from Taryn Lam to Deborah Fowler and Kevin Ryan, re: Willow Bend Center RTC, March 24, 2021 (on 
file with Monitors).   
46 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, re: Willow Bend Center RTC, March 24, 2021 (on 
file with Monitors). 
47 Letter from Shellie Adetona, Program Manager, RCCR to Leslie Harrold, Administrator, Willow Bend Center, 
March 23, 2021 (on file with Monitors). 
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In addition to the findings of abuse and neglect, there is an on-going pattern and 
repetition of severe deficiencies for child’s rights, discipline, emergency behavior 
intervention, medication, serious incidents, supervision, and physical site. 
 
Between 1/9/2018 and 2/9/2021, 44 investigations or inspections of Willow Bend 
resulted in citations for 73 deficiencies.  Willow Bend was cited 29 times for 
corporal punishment or other prohibited punishments, 11 times for child’s rights, 6 
times for medication or medical care, 6 times for EBI or personal restraint 
implementation, 7 times for physical site, 4 times for caregiver responsibility or 
supervision, and 2 serious incident deficiencies. 
 
Child Care Regulation has determined that your operation poses an immediate risk 
to the health or safety of children in care.  This is due to findings that numerous 
staff have been found responsible for physical abuse and neglectful supervision of 
children in care, as well as the patterns of deficiencies in multiple sections of 
minimum standards. 
 
Due to the severity, patterns, and repetitious nature of deficiencies, confirmed 
findings of abuse and neglect, your operation’s demonstrated inability to implement 
lasting corrections, and the threat to children that has created an endangering 
situation, your permit to operate a residential operation is revoked.48 

 
 The Monitors’ analysis confirms RCCR’s findings.  Between January 1, 2016, and 
December 31, 2020, RCCR cited Willow Bend Center 137 times for minimum standards 
deficiencies.  Of those, 125 were standards weighted high, medium-high, or medium by RCCR.  
During the same time period, seven RCCI investigations resulted in twelve RTBs for physical 
abuse or neglectful supervision: 
 

• An investigation opened after a report was made to SWI on May 10, 2016 alleging that an 
I-See-You worker had learned that two 16 year-old children, who two days earlier had been 
reported as having run away, had been taken to a hotel by a Willow Bend staff member, 
who also paid for the hotel room.  The RCCI investigation revealed that the staff member 
encountered the two residents after they had run away from the facility, and rather than 
reporting that she had found them and returning them to Willow Bend Center, she rented a 
room at a motel for them for two nights, then drove one child to his birth mother’s home 
in Houston and left the other child at a truck station.  The investigation resulted in two RTB 
findings for the staff person for Neglectful Supervision for each child.  Though RCCR 
issued three citations in connection with this investigation, two citations associated with 
violation of minimum standards related to caregiver responsibilities were overturned after 
an administrative review, because the staff person in question had been suspended prior to 
taking the children to the motel.  The remaining citation was issued for violation of the 
minimum standard associated with a child’s right to be free from abuse or neglect. 

 

                                                
48 Id. at 2-3. 
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• An investigation opened after a report was made to SWI on May 18, 2016, alleging that a 
staff member slapped and hit a 15 year-old child, and kicked him in the head.  The 
investigation resulted in an RTB for Physical Abuse by the staff member, finding that the 
staff member “punched [the child] in the head before taking him to the ground” and that 
after taking the child to the ground, the staff member “punched [the child] in the head a 
few more times.”  The incident was witnessed by two other staff members.  RCCR issued 
three citations related to the investigation: a citation for violation of the minimum standard 
associated with caregiver responsibilities; a citation related to EBI implementation; and, a 
citation for violation of the minimum standard associated with a child’s right to be free 
from abuse or neglect. 

 
• An investigation opened after a report was made to SWI on June 3, 2016, alleging that a 

13 year-old child made an outcry of having been choked by a staff member, another child 
alleged having been kicked by a staff member, and a third child reported having been 
shoved by a staff member.  The investigation resulted in an RTB for Physical Abuse of the 
13-year old child due to video showing the staff member “grabbing and choking” the child, 
“sitting on top of the child with one hand around his neck.”  RCCR issued three citations: 
a citation for prohibited punishment; a citation for corporal punishment, and a citation for 
violation of the minimum standard associated with a child’s right to be free from abuse or 
neglect. 
 

• An investigation opened after a report was made to SWI by RCCI on February 4, 2017 that 
while an RCCI investigator was reviewing video at the facility as part of another 
investigation, “[The investigator] ran across another incident with a staff using physical 
force on a child.  The staff took a chair and placed it over the child and squeezed the child 
in between the legs of the chair.  The staff forcefully put his forearm on the back of the 
child’s neck while holding him up against the wall.  He grabbed and push [sic] the child 
several times by the back of his neck.  The child was drug down the hall…The video 
showed the staff kicking the child.  The child had an accident in his clothes apparently and 
the staff took the soiled underwear and hit the child several times with the dirty underwear.  
The staff also sprayed the child twice with Lysol.  There was another staff who stood by 
and witnessed the incident but she did not report it.”  The investigation resulted in two 
RTBs: one for Physical Abuse of the child by the staff person who hit, kicked and dragged 
him, and one for Neglectful Supervision of the child by the staff person who failed to 
intervene.  RCCR issued six citations in connection with the investigation: one citation for 
failure to report the incident; one citation related to violation of the minimum standard 
associated employee responsibilities; one citation for prohibited punishments; one citation 
for violation of the minimum standards associated with appropriate disciplinary measures; 
a citation for corporal punishment; and a citation for violation of the minimum standards 
associated with a child’s right to be free from abuse or neglect.   

 
• An investigation opened after a May 6, 2019, report to SWI alleging a child was injured 

when he got into an altercation with a staff person.  The investigation revealed that the staff 
person took his hat off and his keys out of his pocked “to prepare for the altercation” and 
returned the child’s punches when the child hit him.  The investigation resulted in an RTB 
for Physical Abuse by the staff person.  RCCR issued two citations: one for corporal 
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punishment; and, one citation for violation of the minimum standard associated with a 
child’s right to be free from abuse or neglect. 
 

• An investigation opened after a July 9, 2020, report to SWI alleging a staff member injured 
a 15 year-old child when he “used inappropriate force.”  During the investigation, the staff 
member. E.M., “admitted to grabbing, hitting, and kicking [the child]” E.M. was “unsure 
how many times he hit or kicked [the child].”  Another staff person who witnessed the 
incident indicated that when the child refused to go back to his room after being told 
repeatedly to do so, E.M. grabbed the child by the back of the neck and threw him to the 
ground and that the child “kept trying to leave but [E.M.] kept coming for him.”  The 
investigation resulted in an RTB for Physical Abuse by E.M.  RCCR issued three citations: 
a citation for failure to follow EBI training; a citation for corporal punishment; and a 
citation for violation of the minimum standard associated with a child’s right to be free 
from abuse or neglect. 
 

• An investigation resulting from an October 6, 2020, report to SWI alleging that two 
children who had histories of sexually acting out engaged in sexual contact while they were 
showering.  Both children were flagged as having indicators for sexual aggression.  Service 
plans for both indicated they needed constant supervision.  Despite this, they were allowed 
to shower at the same time.  The investigation resulted in four RTBs for two staff assigned 
to supervise the two children at the time of the incident.  RCCR issued three citations: a 
citation for violation of the minimum standard associated with caregiver responsibility; a 
citation for violation of the minimum standard associated with a child’s right to be free 
from abuse or neglect; and, a citation for the minimum standard associated with the child-
care administrator’s responsibilities, because “[a]dministration was aware that there was 
an ongoing concern about a child’s behavior but did not ensure there were enough staff on 
duty to meet the supervision needs of the children in care.” 

 
 In addition to these RTBs, RCCR’s letter referred to two abuse or neglect investigations 
resulting in substantiated findings in 2021: 
 

• An investigation resulted in an RTB for Physical Abuse after an investigation substantiated 
a December 24, 2020 report to SWI alleging that a staff member hit a child on the head 
after the child bit his finger.   

 
• An investigation resulted in two RTBs for Physical Abuse of two other children, by the 

same staff member involved in the December 24, 2020 incident.   An investigation of a 
January 4, 2021 report to SWI substantiated allegations that the staff member slammed a 
child’s foot in the door, as well as allegations made by another child that the same staff 
member gave him a black eye during a restraint. 
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The Tree House Center 
 

 The most recent e-mail from the State49 indicating that it would begin removing children 
from a facility under due to safety concerns was sent to the Monitors on April 9, 2021, regarding 
The Tree House Center, an operation that is under Heightened Monitoring: 
 

DFPS and HHSC want to make you aware of an evolving situation at The 
Treehouse Center, a General Residential Operation, in Conroe, TX.  As of April 8, 
2021, 10 youth in DFPS conservatorship reside at the operation, 3 of whom are in 
PMC.  The Treehouse Center is on Heightened Monitoring.  As you are aware, 
DFPS and/or HHSC CCR have been conducting weekly site visits; residents are 
visited in-person monthly to assess their safety and well-being; and DFPS has been 
conducting monthly, unannounced overnight visits to the operation to verify 
compliance with 24-hour awake night supervision requirements.  The Treehouse 
Center had been on placement suspension from November 8, 2020 until March 12, 
2020, when a corrective action plan and safety plan were lifted. 
 
On April 5, 2021, [a District Court judge] issued a search warrant for property 
located at The Treehouse Center.  Law enforcement executed the search and seized: 
 
• Computers and computer equipment 
• Personnel records 
• CPS documentation, including child records 
• Licensing records 
• Training guides 
• Policies and procedures (including for restraints) 
• Cell phones and other communication devices 
• Photographs 
• Video equipment 
• Cameras, and all other devices used for the capture, taking, storing, 

transferring developing and otherwise manipulating images 
• Financial records 
• Documents showing dominion or control over the operation. 

 
CPI Special Investigators were present during the execution of the search 
warrant***The search occurred during daytime hours.  The DA’s office declined 
to share a copy of the affidavit in support of the search warrant at that time. 
 
In response thereto, DFPS began daily, unannounced safety checks*** on April 6, 
2021 and overnight visits were increased to 2-3 visits per week.  On April 7, 2021, 
The Treehouse Center was formally notified that placements into the operation 
have, again, been suspended.  DFPS is working with Treehouse Center staff to 
reconstruct the records of children in our conservatorship to support the operation’s 

                                                
49 Email from Corliss Lawson, Associate Commissioner, DFPS, to Deborah Fowler and Kevin Ryan, The Treehouse 
(April 9, 2021) (on file with Monitors). 
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ongoing ability to appropriately care for these children.  Treehouse Center staff 
notified us that they received a subpoena ordering them to appear on April 13, 2021 
before a grand jury. 
 
Today, the DA phone in an intake to SWI***that asserts serious allegations against 
the Administrator. Based on the seriousness of the allegations, DFPS has decided 
to remove the children and has sent staff to provide 24/7 monitoring to ensure the 
safety of the children until they are removed. 
 
We will continue to monitor the situation closely and will update you as more 
information becomes available. 
 

 The Monitors review of the April 9, 2020 CLASS intake referenced in the State’s e-mail 
showed that a first April 8, 2021 intake from the D.A.’s office was referred to RCCR as a Priority 
3 investigation, and re-entered on April 9, 2021 as a Priority 2 abuse or neglect investigation.  The 
intake alleges that the CEO of the operation instructed the manager of the facility not to run a 
background check on a staff person who “is a habitual felon and has a record of aggravated assault 
and a history of possession of substances.”  The intake goes on to allege that this staff person “has 
keys which would allow access to the medication room and other rooms where [children] can be 
found.”  The intake also alleged that the CEO sent a text telling the facility manager to “get all the 
employees [sic] phones and check to see who made a call to SWI.”  It further alleged that the CEO 
“sent a text that has requested a list of all employees so they can say people have been working so 
that they are not out of ratio compliance.” 
 
 The Monitors were notified on April 13, 2021 that all children had been moved from The Tree 
House Center, and that “DFPS staff were present at the operation continuously since 04/09/21”.50  
DFPS notified the Monitors that it cancelled its contract with The Tree House Center on April 15, 
2021;51 RCCR has not confirmed whether any action will be taken related to the contract with the 
operation or its license.  

 
C. Remedial Order 21: Revocation of Licenses - Operations Not Included in Previous 

Reports 
 

HeartBridges 
 
 The HeartBridges RTC located in Cypress Texas received an initial permit to operate on 
October 14, 2019, and a full license on July 28, 2020. HeartBridges was licensed to serve 20 
children between the ages of 7 through 17 with service levels of Moderate, Specialized and Intense.   
 
 On May 27, 2021, RCCR notified the Monitors of its intent to revoke the license of 
HeartBridges (GRO-RTC).  According to the email sent by HHSC to the Monitors, the intent to 

                                                
50 E-mail from Heather Bugg, Dir. of Project Management, DFPS, to Deborah Fowler and Kevin Ryan, The Treehouse 
(April 13, 2021) (on file with Monitors).   
51 E-mail from Heather Bugg to Deborah Fowler and Kevin Ryan, Re: The Treehouse (April 15, 2021) (on file with 
Monitors). 
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revoke decision was based primarily on three recent investigations resulting in several RTBs. 52   
In addition, HHSC determined that HeartBridges had a demonstrated pattern of deficiencies related 
to emergency behavior intervention, children’s rights, discipline and punishment, and 
medication.53 Heartbridges notified HHSC on the same date that it intended to voluntarily 
relinquish its operation license effective May 28, 2021. 54  On May 28, 2021, HHSC issued the 
intent to revoke letter.55 
 
 DFPS notified HeartBridges of its intent to terminate its contract immediately prior to 
HHSC’s issuance of the intent to revoke letter.56  
 
 On December 22, 2020, HHSC placed HeartBridges in the second tier of GROs subject to 
Heightened Monitoring after discovering a link between HeartBridges’ “controlling person’s” 
connections to two closed, troubled operations, The Care Cottage North and The Care Cottage.  
The Monitors’ Second Report provided details on the decision to place HeartBridges on 
Heightened Monitoring,57 including violations of or omissions regarding the following policies or 
rules: emergency behavior interventions; medication management; employee responsibility and 
supervision; child’s rights; initial service plan; physical site; discipline and punishment; and 
serious incident documentation and reporting.58 
 
 According to the Heightened Monitoring Operation Closing Summary, the operation was 
placed on a safety plan, placement hold, and an additional HM plan task was added as a result of 
the most recent child maltreatment findings and prior to the Intent to Revoke letter being issued.   
The summary also stated “the operation was not compliant with heightened monitoring during 
their first review period … Despite being placed on Heightened Monitoring, HeartBridges has not 
shown improvement in the areas that led them to being placed on HM.”59 
 
 Since receiving an initial permit to operate on October 14, 2019, the Monitors’ analysis of 
data shows HeartBridges has been cited for 52 high, medium-high, and medium standard 
violations; 20 high, 20 medium-high and 11-medium.  An administrative fee was assessed on 
March 23, 2021, for failure to administer child medications as prescribed.  
 
 The three abuse/neglect investigations that led to HHSC’s decision to revoke HeartBridges’ 
license resulted in the issuance of 10 Reason to Believe (RTB) dispositions: six for Neglectful 
Supervision and four for Physical Abuse.  HeartBridges received a total of 26 citations because of 
the three investigations.  Two of these investigations were called into SWI prior to the operation 
being placed on Heightened Monitoring.  

                                                
52 Email from Katy Gallagher, Attorney, HHSC, to Deborah Fowler and Kevin Ryan, HeartBridges License 
Revocation. (May 27, 2021) (on file with Monitors). 
53 Id. 
54 Id. 
55 Letter from Todd Willis, District Director, RCCR to Byroneisha Mathews, HeartBridges, May 28, 2021 (on file 
with the Monitors). 
56 Email from Katy Gallagher to Deborah Fowler and Kevin Ryan, HeartBridges License Revocation. (May 27, 2021) 
(on file with the Monitors). 
57 Deborah Fowler & Kevin Ryan, Second Report of the Monitors at 290, May 4, 2021, ECF 1079. 
58 HeartBridges Heightened Monitoring Plan. (January 29, 2021) (on file with Monitors) 
59 Heightened Monitoring Operation Closing Summary (on file with the Monitors).  
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 The most recent RTB resulted from a report to SWI opened on April 16, 2021, and closed 
on May 28, 2021. The RCCI investigation of the report resulted in three RTBs being issued for 
Physical Abuse (PHAB) against three caregivers. The reporters, a combination of school personnel 
and law enforcement officers, alleged a child made an outcry that he had sustained significant 
injuries (a black eye, a welp on the back of his head the size of a tennis ball, and bruises on his 
body) that were inflicted by two caregivers, with a second caregiver failing to intervene. Two 
caregivers held the child victim in his bedroom, asking the third caregiver to remove a second 
child and to close the door. The child reported he sustained the injuries following an argument 
with one of the staff. A second staff reportedly grabbed the child while the other staff delivered 
multiple punches to the child’s face. The child was then placed in a choke hold, hindering his 
breathing. When the child tried to flee the room, the staff member pulled the child back into the 
room. The third caregiver who was outside the room was told to close the door; the child asked 
the third caregiver to call the police, but she did not do so. The child reported the staff continued 
punching him on the back of his head while he was restrained.  After spitting blood, the child was 
pulled up by his shirt and taken to the restroom where his face was reportedly slammed into to 
restroom door. The child tried to again escape the situation and was again restrained improperly.  
A Forensic Assessment Center Network (FACN) consult was conducted in this case reporting 
there are “concerns for physical abuse and are consistent with his disclosure of being punched and 
thrown around.” 
 
  Ultimately, RCCR issued 20 citations in this case. Categories of citations included: failure 
to provide the child with medical treatment for the child’s injuries until after DFPS and the child’s 
school asked the operation to do so; EBI violations; failure to report; child rights violations; serious 
incident documentation; improper personal restraint; and prohibited punishment.  
 
 A second RCCI investigation resulted in an RTB for Physical Abuse, after a report was 
made to SWI on October 6, 2020. The investigation was completed on March 31, 2021. This report 
documented that while children were being transported to the facility from a football game, the 
child victim stood up for another child who was being yelled at and called names by a facility staff. 
Upon arrival to HeartBridges, a caregiver reportedly pulled the victim’s hair, punched him in the 
face, head and lower back, and conducted at least one inappropriate restraint.   
 
 RCCR issued four citations because of this investigation. These citations included: 
prohibited punishment, corporal punishment, inappropriate restraint, and violation of child rights.  
It should be noted that facility staff did not report either incident to SWI; school personnel made 
the report to SWI.  Yet, no citations for failure to report were issued. 
 
 A third RCCI investigation resulted in four RTBs issued for Supervisory Neglect after a 
report was made to SWI on September 29, 2020. This report was closed on March 8, 2021. The 
allegation involved a child in care, who was supposed to be on 1:1 supervision, who entered 
another child’s room and physically assaulted the child. A caregiver stood in the doorway during 
the incident and did nothing to intervene.  Two other caregivers arrived and stopped the fight. As 
a result of the fight one child had a black eye and the other had some scratches. The child aggressor 
was not being provided 1:1 supervision at the time of the incident and neither the facility 
administrator nor the caregivers could identify a staff member responsible for the 1:1 supervision.    
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 Another allegation was uncovered during this investigation and was merged into the 
September 29, 2020, investigation, also resulting in two RTBs for Neglectful Supervision naming 
an “unknown” caregiver.  This incident involved three children fighting:  one child received a 
black eye and another was hit in the eye with a towel.  An Unknown caregiver was issued three 
RTBs in this case for failing to intervene.  
 
 A total of six RTBs for abuse or neglect were issued because of these two cases; one 
caregiver received two RTBs and the “Unknown” caregiver received four RTBs.  RCCR also 
issued two Citations, one for caregiver responsibility/not keeping children safe, and one for a child 
rights violation. 
 
 Currently there are four open investigations, three abuse or neglect investigations, and one 
standards investigation:  
 
 Open RCCI Investigations: 
 

1. On June 28, 2021, SWI received an intake alleging a child in care had been inappropriately 
touched while placed at Heartbridges. 

2. One June 6, 2021, SWI received and intake alleging a child in care had been inappropriately 
disciplined when a caregiver choked or hit a child. 

3. One May 17, 2021, SWI received an intake alleging children were inappropriately 
supervised, a child in care reported while at Heartbridges he had been sexually assaulted, 
a male “did oral sex and bit his penis.”   

  
Open RCCR Investigation: 
 

1. On July 12, 2021, SWI received an intake and documented the allegation as “a staff 
member did not use prudent judgement [sic] when supervising children in care.”   During 
an RCCI investigation, a caregiver reported that another caregiver had put melatonin in the 
children’s Kool-Aid reportedly because she wanted the children to sleep. The investigator 
directed this caregiver to call the allegation in to SWI.  

 
 The intent to revoke letter sent to HeartBridges on May 28, 2021, concluded with a finding 
that the facility posed an immediate risk to children in the facility.  The finding was due to 
documented child abuse and neglect, and numerous, serious, and repeated deficiencies related to 
emergency behavior intervention, children’s rights, discipline/punishment, supervisory/caregiver 
responsibility, medication and serious incident reporting and documentation.60  
 
FaithWorks, Inc (CPA) 
 
 FaithWorks, Inc., located in Cedar Hill, Texas, received a full permit to operate as a CPA 
on May 2, 2008.  FaithWorks served both male and female children between the ages of 0 and 22 
years, with service levels of Basic, Moderate, Specialized, and Intense.  Program Service types 
                                                
60 Letter from Todd Willis, District Director, RCCR to Byroneisha Mathews, HeartBridges, May 28, 2021 (on file 
with the Monitors). 
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included: treatment for emotional disturbance, pervasive development disorder, IDD and 
transitional living services. The Monitors learned of the closure of FaithWorks when DFPS 
provided a list of lost capacity within the foster care system.61   
 

On April 9, 2021, the operators of FaithWorks received notice from HHSC of RCCR’s 
intent to revoke its license. There were no children residing in FaithWorks foster homes at the time 
the intent letter was issued.  According to the intent to revoke letter, the decision to revoke the 
license was based on the following deficiencies: (1) falsification of training and visit 
documentation; (2) two findings of either abuse or neglect of children, or both; (3) citations for 
high-risk citations for prohibited punishment; (4) improper discipline; (5) improper restraint; (6) 
failure to conduct background checks with persons with access to children in care; (7) failure to 
have a qualified Child Placing Agency Administrator in the operation since January 2021; (8) 
failure to allow RCCR to inspect records required to be maintained (9) intentional interference 
with and obstruction of RCCR’s ability to evaluate necessary records; and (10) failure to timely 
notify RCCR of controlling person changes, as well as a member of the governing body. 62  
 
 Since 2016, FaithWorks has been cited for 107 high, medium-high and medium standards 
violations as follows; 42-high; 28-medium-high and 37–medium. During the one-year period prior 
to the issuance of RCCR’s intent to revoke letter, FaithWorks received two Warning Letters from 
RCCR: the first on November 5, 2020, and the second on March 25, 2021. Both warning letters 
followed a review of the operation’s compliance history after inspections. The Warning Letters 
advised that failure to meet compliance with minimum standards may result in an enforcement 
action against the operation.63  In addition to the two Warning Letters, RCCR assessed an 
administrative penalty on November 11, 2020, for background checks and allowing an ineligible 
person access to children in care.  
 
 Two RTBs were issued in cases involving foster homes verified by FaithWorks, both which 
occurred within a six-month period prior to date that the Intent to Revoke letter was issued.   
 
 The most recent RTB finding resulted from a report to SWI on October 20, 2021. RCCI 
completed the investigation on March 12, 2021. The investigation resulted in a finding of RTB for 
Physical Abuse of a child by the foster father. The details of the report included that the foster 
father (RD) was home alone with two children (RW, child victim age 2; and JL, age 2) and was 
cleaning them as they were scheduled to be placed with their grandmother.  RD reported he took 
JL out of the shower, turned the water off and placed RW back into the shower and then turned 
the water back on. RD stated that the water was warm but not hot. RD said the water was draining 
and there was no water pooling in the bottom of the bath tub. RD called his wife (DD) and told her 
that RW was “burned.” DD immediately reported the injury to the CPA and called SWI, returned 
home and took RW to the ER where RW was admitted for an overnight stay. The FACN 
consultation found that “RW is a 2yo female with partial thickness burns to her bottom and 

                                                
61 Email from Trevor Woodruff, Deputy Commissioner to Deborah Fowler and Kevin Ryan, Monitors, Capacity Loss 
Numbers, (June 29, 2021)(on file with the Monitors).  
62 Letter from Toni Cantu, District Director, RCCR  to Mithi Berry, FaithWorks, Inc., (April 9, 2021).(on file with the 
Monitors). 
63 Letters from Kimberly Butler, Licensing Representative, HHSC, to Mithi Berry, FaithWorks Inc. (November 5, 
2021 and March 25, 2021) (on file with the Monitors). 
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posterior thigh. This injury does not match a flow of water coming into the bath/shower. In 
addition, the feet aren't burned. The history at this point is limited but insufficient to explain the 
injury at this time, there at concerns for an inflicted injury and child physical abuse.”  According 
to a contact in the investigation, the foster home would be closed.  The Monitors’ review of the 
foster home’s history in Class documented the closure as “CPA closed.” 
 
 The second RCCI investigation called into SWI on July 16, 2020, and closed on January 
12, 2021, resulted in a finding of RTB for Physical Abuse of a child by the foster mother (AE).  
After being removed from AE’s foster home, JR (child victim, age 11) made an outcry that she 
and her two siblings (JK age 7 and JM age 8) were abused by AE (foster mother). The allegations 
included that JR was choked, “whooped,” and spanked with a back scratcher and tree branch. JR 
also alleged that AE put something in the ears of JK and JM "to make them act better, and so that 
God could hear them or they could hear God better.”  Forensic interviews with all three children 
after leaving the AE foster home and being placed in three separate placements, were consistent 
with the description of AE whooping or spanking them. Both JK and JM had objects removed 
from their ears after leaving the AE foster home. 
 

Currently there are no open abuse or neglect or standards investigations for FaithWorks, 
Inc, and no children are placed under its care.  

 
The intent to revoke letter provided to FaithWorks on April 9, 2021, concluded with a 

finding that the operation posed a risk to the health and safety of children, was ineligible for 
corrective action or another type of adverse action, and that the permit was being revoked. The 
factors listed include: 

 
You have failed to bring this issue into compliance. The remaining controlling persons of 
the operation have failed to be responsive to Licensing, have failed to provide timely or 
accurate information and have interfered with Licensing's regulatory responsibilities. 
Because of the above-described repetition and pattern of deficiencies, including the lack of 
a qualified Child-Placing Agency Administrator, the operation poses a risk to the health 
and safety of children the numerous high-risk deficiencies, the refusal of the operation to 
employ a qualified Child-Placing Administrator to oversee the daily functions and 
management of the operation, and the continuing interference with Licensing's regulatory 
duties.64 

 
The controlling persons of FaithWorks have requested an administrative review of the revocation.   
 
Carson Parke  
 

Carson Parke GRO is in Houston Texas. Carson Parke received an initial permit to operate 
on June 10, 2018, and a full license on January 7, 2019. Carson Parke was licensed to serve 90 
girls between the ages of 12 and 17, with service levels of Basic, Moderate, Specialized, and 
Intense. Program Service types included: treatment for emotional disturbances and transitional 
living services, emergency care, and respite care.   
                                                
64 Letter from Toni Cantu, District Director, RCCR  to Mithi Berry, FaithWorks, Inc., (April 9, 2021).(on file with the 
Monitors). 
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 On April 20, 2021, DFPS Residential Child Care Contracts informed the operators of 
Carson Parke that its contract would be terminated. Ten days later, on April 30, 2021, HHSC 
notified the Monitors of the contract termination, and indicated that DFPS’ decision to terminate 
the contract followed RCCR’s notice to DFPS of RCCR’s intent to revoke Carson Parke’s license. 
Notice from RCCR to DFPS gave DFPS an opportunity to move the children at Carson Parke 
before RCCR issued the intent to revoke letter.65   
 

On May 4, 2021, the Monitors received notice from HHSC that RCCR issued the intent to 
revoke letter.66 DFPS confirmed all children had been removed.67 According to the May 4, 2021 
email sent by HHSC to the Monitors, the decision to revoke the license was based on the following 
areas of noncompliance indicating risk to children in care of the operation: 
 

• Inappropriate use of physical restraints 
• Improperly conducted Physical restraints  
• Failure to maintain a licensed administrator, as required by statute 
• Failure to meet compliance with record keeping requirements68 

  
One year before the contract termination, on April 20, 2020, HHSC placed Carson Parke 

on probation. Noting more than 100 deficiencies since June 2018, HHSC identified problematic 
trends and patterns as the reason for placing the operation on probation. The numerous deficiencies 
related to: personnel; supervision of children; staff to child ratios; child discipline; emergency 
behavior intervention; service planning; serious incident reporting; medication and operational 
responsibilities.  While on probation, Carson Parke received an additional 46 citations, including 
citations for problems identified in the action plan, and a finding that a staff member abused a child 
in care during the probationary period, which was not successfully completed.69  
 

Since receiving an initial permit to operate on October 14, 2019, Carson Parke has been 
cited for 204 high, medium- high and medium standards violations; 51-high, 81-medium–high and 
72–medium.70  The operation was also assessed six administrative fees: two for background check 
violations and four for medication-related violations. 
 

In addition to receiving 235 standards violations, Carson Parke had three child 
maltreatment investigations that led to four RTB findings: one for  Medical Neglect, one for Sexual 
Abuse and two for Physical Abuse. 
 

                                                
65 Email from Heather Bugg to Deborah Fowler and Kevin Ryan, Carson Parke (April 30, 2021)(on file with the 
monitors). 
66 Email from Katy Gallagher to Deborah Fowler and Kevin Ryan, Carson Park (May 4, 2021)(on file with the 
monitors). 
67 Email from Heather Bugg to Deborah Fowler and Kevin Ryan, Carson Parke (May 4, 2021)(on file with the 
monitors). 
68 Email from Katy Gallagher to Deborah Fowler and Kevin Ryan, Carson Park (May 4, 2021)(on file with the 
monitors). 
69 Letter from Todd Willis, District Director, RCCR to Monique Tinsley-Little, Administrator, Carson Parke, (May 4, 
2021) (on file with the Monitors). 
70 Administrative reviews are pending on thirteen standards citations.  
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The most recent RTB finding resulted from an intake received by SWI on February 21, 
2021, with the investigation completed on March 31, 2021. The RTB findings were for Physical 
Abuse of children by two caregivers. The details of the report were that KN (child victim) was 
sitting peacefully/calmly inside the MED room and refused to get up and go to the unit because 
she was talking to another caregiver (AZ). KN was told by caregiver MP “you will not be 
disrespectful to me.” MP then pulled KN by the arm off the seat and took her to the floor. KN 
pulled MP’s hair. AZ then hit KN four times in the mouth.  Both caregivers reportedly struck KT 
multiple times in the face and head. KT sustained scratches to her face, a busted lip and swelling 
to her left arm because of the assault.  In addition to the 2 RTBs issued in this case, Carson Parke 
was cited for four standards violations, one for corporal punishment, short personal restraint, EBI, 
and child rights. 
 

A second RCCI investigation called into SWI on March 10, 2020, and completed on 
October 21, 2020, resulted in a finding of RTB for Sexual Abuse.  A child in care (FC) reported 
to a night staff (QW), that he was attracted to her, and talked to her about his fantasy of giving her 
giving him oral sex. QW gave FC $2.00 to keep quiet. QW took FC to the living room to watch 
“Pornhub” on his phone. QW caressed FC’s arm while saying that he was “sorry but she was 
turning him on and making him feel horny,” and that he was high.  During the course of the 
investigation other children reported other inappropriate behavior by QW such as giving them 
“front” hugs, staring at them, changing clothing in the presence of children, giving one child a 
bracelet and kissing her hand, giving another child money and instructing her to hide it, and 
discussing his sex life. 
 

Five citations were also issued by RCCR for minimum standard violations because of the 
investigation. The standards cited included: failure to follow operating policies; caregiver 
responsibility; prohibited punishment; employee general responsibility; and child rights. An 
administrative review was requested on all five citations and all were upheld.  
 

The third RTB resulted from a case called in to SWI on September 30, 2019, by OCOK 
staff. The investigation closed on March 19, 2020, with an RTB finding for Medical Neglect of a 
child by an “unknown” staff. The report involved a child (ST) who was diagnosed with syphilis 
prior to being placed at Carson Parke; Carson Parke was aware of the need to follow up on 
treatment.  ST received her first shot of antibiotics, but was not taken back to the doctor to receive 
subsequent doses. The FACN consult noted, “It is unclear whether ST’s infection was successfully 
treated after the first antibiotic injection. There is concern for medical neglect due to non-
compliance with follow up appointments. Syphilis treatment requires ongoing follow up testing to 
assure that treatment was successful.  Delayed treatment might not undo any damage that the 
infection may have already done.” Two citations were issued by RCCR for violations of minimum 
standards because of the investigation, one for medical care and the other for youth rights.  
 

Carson Park has no open abuse or neglect or standards investigations, however multiple 
Administrative Reviews for standards citations are requested and pending.    
 

The intent to revoke letter provided to Carson Parke on May 4, 2021, concluded with a 
finding that the facility posed an immediate risk to children in the facility. 
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This is due to Reason to Believe findings and numerous and repetitious deficiencies related 
to personnel, supervision, ratio, discipline, emergency behavior intervention, service 
planning, serious incident reporting, operational responsibilities, physical site, child's 
rights, and medication resulting in risk to children. Additionally, your inability to correct 
concerns during Probation further demonstrates a risk to the health and safety of children 
in care.71  

 
 The controlling persons of Carson Parke requested an administrative review of the 
revocation, and filed a petition in state court to enjoin the revocation of its license pending the 
administrative review.  On August 5, 2021, the state court held a hearing on Carson Parke’s petition 
to enjoin the State from revoking its license and denied the injunction.  
 

 
A Fresh Start Treatment Center – GRO Operation #849130 
 

A Fresh Start Treatment Center (A Fresh Start GRO), located in Houston, Texas received 
a full license on June 21, 2006, serving 30 boys between the ages of 7 and 17.  
 
 On August 22, 2020, HHSC and DFPS placed A Fresh Start GRO on a Heightened 
Monitoring Plan, primarily based on an RCCI RTB finding of Physical Abuse. The owner of the 
operation, also the pastor of the church next door to the operation, hit a child in the face with an 
open hand several times resulting in a deep contusion to the child’s face. This same owner/pastor 
continued to be seen on or near the operation even after the operation was placed on a Safety Plan.  
Additionally, RCCR cited A Fresh Start GRO 157 times over a five-year period, identifying 
problematic trends and patterns in the following areas: discipline:  physical abuse; emergency 
behavior interventions;  medication management; initial service plan; required training for staff; 
physical site; record keeping; and serious incident documentation and reporting. 
 

The Heightened Monitoring Plan identified 15 tasks for A Fresh Start GRO to complete to 
successfully exit Heightened Monitoring.72  Some tasks included: hiring an Administrator for the 
operation, training staff on emergency behavior interventions and CPR, and requiring that the 
Administrator be present in the operation to observe and assist staff with de-escalation 
techniques.73  

 
In December 2020, only four months after being placed on Heightened Monitoring, A 

Fresh Start GRO entered a Plan of Action to address some of the same issues that led to the 
operation being placed on Heightened Monitoring: Reporting and Record Keeping, Training and 
Professional Development, Child Rights, Admission, Service Planning and Discharge, 
Medication, Physical Site, Transportation and EBI.  Concerns remained that the operation was not 
properly reporting utilization of EBI due to the inconsistencies between the operation’s own data, 
investigation, and monitoring findings. 

 

                                                
71 Letter from Todd Willis, District Director, RCCR to Monique Tinsley-Little, Administrator, Carson Parke, May 4, 
2021 (on file with the Monitors). 
72 Heightened Monitoring Plan (on file with the Monitors) 
73 Id. 
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Additionally, DFPS was compelled to implement a Corrective Action Plan to address A 
Fresh Start GRO’s failure for almost six months to hire a full-time Administrator, as required by 
the Heightened Monitoring Plan. A Fresh Start GRO received three citations for failing to hire and 
retain a full-time Administrator. Although the operation did employ a single administrator, that 
Administrator divided his time between two operations and provided consultative work at other 
operations that either closed or had been identified as having problems.74   
 

During the Heightened Monitoring evaluations, RCCI determined that A Fresh Start GRO 
often failed to report physical discipline/punishment and EBI; instead these issues were discovered 
only during other investigations.  This discrepancy in reporting was revealed on  review of the 
RTB findings for individuals working at this operation.75   

 
The most recent RTB initiated out of a report to SWI opened April 28, 2021, and closed 

on May 28, 2021. While on runaway status, a child called in the incident resulting in findings of 
RTB for Physical Abuse by one caregiver, and for Neglectful Supervision by three caregivers.  The 
investigation determined that a staff member slapped one child victim on his chest with her open 
hands, grabbed him by his shirt, and pulled him off his bed.  She then pushed both this child victim 
and another child victim through the halls of the operation, ultimately backing them out of the 
building where she refused to allow them to return inside.  Neither of the child victims were 
wearing shoes at the time of the incident.  These two child victims continued to ask to be let back 
into the building and to get their shoes, but the staff member and two other staff members stood in 
front of the doors and would not let them back inside.  They waited outside for 25 minutes to see 
whether the staff would move away from the door or whether the police would arrive. When 
neither occurred, both children left the premises and did not return for several days. RCCR also 
issued three citations in this case which are pending administrative review.   
 

A second RCCI investigation resulted in an RTB finding for Physical Abuse and Neglectful 
Supervision. RCCI initiated this investigation on April 17, 2021, and completed it on July 2, 2021. 
However, the restraint that was the subject of the allegations occurred sometime between June 5, 
2020, and December 3, 2020.  A child, who was no longer at the facility, forwarded a video of a 
restraint that was covertly recorded on a cell phone. When RCCI asked the child victim if he was 
restrained by a staff member, the child victim denied that he had been restrained. Instead, the child 
victim stated that staff members often restrained residents by placing their forearm in the front of 
residents’ neck preventing the resident from breathing. After the investigator showed the video, 
the child victim identified himself as the child and the staff member as the perpetrator, but refused 
to talk further about the video or answer any specific questions regarding the video.  

 
The video captures the staff member restraining the child victim by placing his arms around 

the victim’s neck while pushing the child victim to the floor. The staff member maintains his 
chokehold on the child victim as they end up across the room near a set of bunk beds, where the 
child recording the abuse is located. The staff member continues to maintain his chokehold on the 
child victim to the point that the child victim is observed to be limp and not fighting back. A second 
staff member was observed on this video to be aware of the restraint, as he was seen coming in 

                                                
74 Heightened Monitoring FITS Evaluation Jan 25, 2021 (on file with the Monitors) 
75 Heightened Monitoring FITS Evaluation February 3, 2021 (on file with Monitors) 
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view to check on the incident several times, but the second staff member did not intervene or stop 
the chokehold.  

 
Of additional concern was the lack of any incident reports regarding this incident, the fact 

that the staff member had six previous Physical Abuse allegations that were ruled out, and that the 
Heightened Monitoring Plan specifically prohibited both staff from engaging in restraints of  youth 
between September 2020 and December 2020. As a result of this investigation RCCR issued six 
citations, five related to emergency behavioral interventions, and all are pending administrative 
review.  
 

The third RCCI investigation resulted in an RTB finding for Physical Abuse by the owner 
of the operation. This investigation began on February 22, 2020, and RCCI closed the investigation 
on October 9, 2020.  The reason this case was identified and investigated was because an RCCI 
investigator was conducting interviews at the operation for another case when he observed that the 
child victim’s glasses were broken and his face was red and discolored. After the investigator 
called in this incident, RCCI initiated an interview with this child victim. The child victim reported 
that the operation owner/caregiver, slapped him on the right side of his face multiple times during 
a restraint.  The RCCI investigator had to inform the facility to get the child-victim medical 
attention, as they were not doing it on their own.  The hospital conducted a CT scan, which revealed 
a deep contusion around the face and scalp. Although the owner was placed on a Safety Plan 
preventing him from entering the property or be in the presence of any of the children, he did not 
comply with the plan.  As a result of this investigation RCCR issued five citations. 

 
On May 28, 2021, HHSC notified A Fresh Start GRO of the intent to revoke its license. 

According to the notice entitled “May 28 Intent to Take Adverse Action,” the decision was based 
primarily on A Fresh Start’s GRO pattern of deficiencies in the exact areas that led to the operation 
being placed on a Heightened Monitoring Plan and a Plan of Action.76  RCCR determined that this 
demonstrated an inability of A Fresh Start GRO to correct deficiencies and appropriately address 
the health and safety concerns of children in their care.77  In the 15 months A Fresh Start GRO was 
on a Heightened Monitoring Plan, it received 44 deficiencies, at least one deficiency every month 
except November, weighted high and medium-high.   
 
Benchmark Family Services Child Placing Agency 
 

Benchmark Family Services (BFS), was a large Child Placing Agency (CPA), operating at 
11 branches across Texas at the time of its closure. RCCR issued BFS an initial license to operate 
a CPA on June 23, 2006, and a full license on June 20, 2007. The first permit was issued under the 
name Lifeway for Youth KY, and in November 2017, the name and permit were changed to 
Benchmark Family Services.  BFS was licensed to care for both males and females between the 
ages of 0 and 17 with Basic, Moderate, and Specialized levels of care. BFS's program service types 
included: treatment services for emotional disorders; intellectual or developmental disability; 
pervasive development disorder; primary medical needs, and respite child care. In addition to 
providing foster homes, BFS was licensed to provide adoption services. 

 
                                                
76 A Fresh Start GRO Intent to Take Adverse Action (May 28, 2021) (on file with Monitors) 
77 Id. 

Case 2:11-cv-00084   Document 1132-1   Filed on 09/13/21 in TXSD   Page 44 of 86



Appendix: Operations Closures 

 45 

All BFS branch operations were responsible for recruiting, verifying, and monitoring the 
foster homes in its region; however, BFS-San Antonio was responsible for monitoring all branches 
for compliance with licensing and state contract requirements. According to DFPS, on April 
30,2021, BFS operated 11 branches and had 140 foster homes serving 281 children placed by 
DFPS and SSCCs.78  

 
• Main Branch: BFS-San Antonio  
• Branch 2: BFS-McAllen 
• Branch 3: BFS-Sugarland  
• Branch 7: BFS-Duncanville 
• Branch 9: BFS-Pflugerville  
• Branch 10: BFS-Longview  
• Branch 11: BFS-League City  
• Branch 12: BFS-Corpus Christi 
• Branch 13: BFS-Killeen  
• Branch 14: BFS-Fort Worth  
• Branch 15: BFS-Spring  

 
 On April 30, 2021, in an email to the Monitors, DPFS reported that RCCR was preparing 
to revoke BSF’s license, and that DFPS gave notice of its decision to terminate the contract to BFS 
on April 19, 2021. The agencies’ decisions to terminate BFS's contract and intent to revoke resulted 
from a series of violations including:   
 

1) Historic violations including 991 citations and 18 RTB investigations over a five-year 
period, as well as repeated contract findings in the areas of: allowable costs, healthcare 
services, youth not receiving timely annual medical/dental services, medication errors, and 
youth not receiving behavioral health services, foster home supervision and oversight and 
service level indicators. 

 
2) A demonstrated inability to improve performance despite a heavily monitored plan and the 

provision of Heightened Monitoring services. Since placement on Heightened Monitoring, 
on June 11, 2020, the operation received 215 citations with 17 for prohibited discipline 
and/or corporal punishment, two citations for child’s rights, and eight RTB findings for 
abuse, neglect, or exploitation. The operation also received two corrective actions for 
Failure to Report Abuse/Neglect in August and December 2020; and  

 
3) BFS’s receipt of an additional 28 citations and three RTB findings for abuse, neglect, or 

exploitation after being placed on probation.79  
 

On May 13, 2021, RCCR received notice from BFS of the CPA’s intent to cease operating 
as of May 31, 2021.80 According to HHSC, both HHSC and DFPS worked with Arrow CPA 
(Arrow) to transition foster homes determined to be safe and appropriate from BFS to the Arrow 
                                                
78 Email from Heather Bugg to Deborah Fowler and Kevin Ryan, Benchmark (April 30, 2021)(on file with monitors). 
79 Id. 
80 CLASS Chronological entry dated June 8, 2021.  
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CPA.81 Follow up communication from HHSC expressed the significant undertaking of 
transferring the BFS homes and placements to another CPA, and that it was not feasible for Arrow 
to review all BFS’s homes prior to May 31. HHSC requested that Arrow prioritize those homes 
with the highest risk and therefore, HHSC granted variances to allow up to 90 days after BFS’s 
closure for Arrow to finish reviewing any homes that could not be fully vetted by May 31, 202182   
According to HHSC, Arrow also expressed concerned about participating in any transition plan 
that would assign citations to Arrow on BFS homes that Arrow has not yet had an opportunity to 
vet or verify.83 
 
  On June 2, 2021, the Monitors received notice that RCCR formally notified BFS of HHSC's 
intent to revoke BFS's license.84 According to the letter of intent to revoke, dated June 1, 2021:  

 
"[RCCR] determined that [BFS] demonstrated an overall lack of compliance 
with minimum standards, resulting in [R]CCR notifying [BFS] that it 
intended to place [BFS] on probation [effective] February 25, 2021.  [[BFS] 
requested an administrative review of the determination by [R]CCR to place 
[BFS] on probation.]  Of specific concern prompting the decision to impose 
probation were numerous and repetitious deficiencies related to [(i)] corporal 
punishment [(ii)] background checks, [(iii)] foster care services related to 
daily care and supervision, [(iv)] medical care, [(v)] administration of 
medication, [(vi)] health and safety, [(vii)] a safe physical environment, 
[(viii)] home screenings and [(ix)] findings of abuse and neglect of children 
in care. After notification that CCR intended to place [BFS] on probation, 
[BFS] continued to be deficient in numerous areas, including the areas related 
to foster care services and the administration of medication, home screenings, 
supervision, background checks, prohibited punishments, and children's 
rights. Further, there were numerous additional findings of improper 
discipline, as well as abuse and neglect of children in care. It is clear that the 
operation failed to demonstrate compliance with minimum standards.  The 
operation continued to receive numerous deficiencies, as well as demonstrate 
repetitious patterns of deficiencies that created an ongoing endangering 
situation to children in care.  Additionally, the numerous findings of abuse 
and neglect of children in care are single serious deficiencies that support 
revocation of the issued permit."85 

                                                
81 Katy Gallagher, HHSC Attorney-Foster Care Litigation to Deborah Fowler and Kevin Ryan, HHSC Follow-ups on 
Benchmark and RO 22(May 17, 2021)(on file with the monitors). 
82 Katy Gallagher, HHSC Attorney-Foster Care Litigation to Deborah Fowler and Kevin Ryan, HHSC Follow-ups on 
Benchmark and RO 22(May 20, 2021)(on file with the monitors). 
83 “HHSC has responded to Arrow with the following proposal to prioritize child safety in the interim: If HHSC 
identifies deficiencies in a home transitioning from Benchmark to Arrow before the home has been fully vetted and 
verified by Arrow during the 90-day time period, HHSC will provide technical assistance in lieu of citing 
deficiencies on the condition that Arrow agrees to (1) issue an immediate correction to that home; (2) bump that 
home to the top of the list on their schedule of homes to be reviewed and verified; and (3) follow up with the home 
to ensure the deficiency is corrected.” 
84 Katy Gallagher, HHSC Attorney – Foster Care Litigation to Deborah Fowler and Kevin Ryan, HHSC Follow-ups 
on Benchmark and RO 22(June 2, 2021)(on file with the monitors). 
85 Letter from Willie Salas, RCCR District Director to Anthony Dill, Benchmark Re: Intent to Impose Adverse Action, 
June 1, 2021 (on file with the Monitors).  
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Prior to closing, BFS contracted with DFPS and four SSCCs: St. Francis, 2Ingage, OCOK 

and Family Tapestry.  
 
 Since December 2013, RCCR has imposed four corrective actions on BFS:  one Plan of 
Action (POA), two Evaluations and one Probation. On December 18, 2013, the operation was 
placed on Evaluation “based on a repetition and pattern of deficiencies in the areas of supervision, 
medication, serious incident reporting, other prohibited discipline, children’s rights and emergency 
behavioral intervention. In addition to the pattern of deficiencies, there had been several 
deficiencies related to findings of Abuse and Neglect.” 86 The operation successfully completed 
the Evaluation on May 27, 2014.  
 
 On January 10, 2017, BFS was placed on a second six-month Evaluation. Initially HHSC 
requested the operation be placed on Probation; however, after an administrative review the 
Probation was overturned and BFS was placed on Evaluation. The letter issued by RCCR cited 
continued deficiencies in the areas of quality home screenings, foster home management, and 
personnel, trauma training and staff training on evaluating and citing on minimum standards.87 The 
operation successfully completed the Evaluation period on July 10, 2017.  
 

On May 24, 2017, Branch 7 (Duncanville) was also placed on a POA beginning May 24, 
2017. The primary areas addressed in the POA included: initial medical and dental appointments; 
daily care and problem management; foster home health and safety; child rights; and foster parent 
training.  The POA was terminated as unsuccessful on December 12, 2017, and the Branch began 
receiving increased monitoring. 

 
On May 14, 2018, Branch 2 (McAllen) was placed on POA to address deficiencies in the 

following areas: foster home screenings, foster home management, background checks and 
reporting. 88  The POA was terminated as unsuccessful. 
 
   On January 1, 2019, BFS was placed on a six-month Evaluation. The Corrective Action 
letter issued by RCCR cited continued deficiencies in the areas of quality home screenings, foster 
home management, and personnel.89  Issues specific to the Branch 2 (McAllen) and Branch 3 
(Sugarland) were addressed in the Evaluation. On March 1, 2019, BFS was notified that the 
Evaluation period was extended due to the same deficiencies not having been corrected.90 The 
Corrective Action ended successfully on June 28, 2019. 
 

In June 2020, BFS was included in the Phase One operations placed on Heightened 
Monitoring due to its having one of the highest risk scores based on the State’s risk stratification.  
BFS’s five-year history included:  26 RTBs (14 for Neglectful Supervision, four for Sexual Abuse, 
                                                
86 CLASS; Corrective Action letter dated December 18, 2013. 
87 Letter from Alicia Courtney, RCCR Licensing Supervisor to Shana Davis, Corrective Action (January 10, 2017)(on 
file with the Monitors). 
88 CLASS Enforcement Team Pre Conference Synopsis, June 15, 2018. 
89 Letter from Erika Almanza, RCCR Licensing Supervisor to Shane Davis, Corrective Action, (December 13, 2018), 
2019)(on file with the Monitors). 
90 Letter from Erika Almanza, RCCR Licensing Supervisor to Shane Davis, Corrective Action, (March 1, 2019)(on 
file with the Monitors). 
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seven for Physical Abuse, and one for Medical Neglect), and 930 citations for minimum standards 
deficiencies. BFS struggled to comply with the Heighten Monitoring plan until closure on May 
31, 2021. 
 

On September 1, 2020, Branch 2 (McAllen) was again placed on a POA. The areas in the 
POA to be addressed were:  trauma informed care training, medication administration; foster home 
health, safety, environment space; and foster home screening/verification. This POA was 
terminated on March 1, 2021, as unsuccessful, and led RCCR to pursue placing BFS on Probation.   
  

On February 25, 2021, HHSC sent notification to BFS that the operation was being placed 
on Probation. The decision for the enforcement action against the operation was for “several 
deficiencies that created an endangering situation and a repetition or pattern of deficiencies.”91 The 
operation also had “208 citations over a two-year period.”92  The operation requested an 
administrative review for the Probation on March 5, 2021. 

 
The Monitors’ analysis shows 927 citations from January 1, 2016, to August 15, 2021, for 

standards weighted high, medium-high, or medium by RCCR:  345 high, 312 medium-high, and 
270 medium.   
 
 During the period from January 1, 2018, to August 1, 2021, 21 abuse or neglect 
investigations resulted in nine RTB findings for Neglectful Supervision, eight for Physical 
Neglect, three for Sexual Abuse, and two for Medical Neglect. Three of the investigations were 
closed with an Unable to Determine (UTD) designation.  Of the 21 investigations closed during 
this period, five of the RTBs were for foster homes in Branch 2 and four occurred in Branch 7.  
The investigations resulting in UTDs or RTBs are described below. 
 

On May 3, 2021, a report was received by SWI, alleging that a child in care (NR) was not 
properly supervised, and that the foster parent’s 12- year-old grandson (MS) raped her.  A forensic 
interview was conducted and NR disclosed being “raped.” NR said she was touched in places she 
did not want to be touched and that this occurred in her bedroom. NR said “[MS] touched her boob 
over her clothing, and her ‘private part under the clothing.’”  Based on the interviews with the 
other foster children living in the home at the same time as NR, interviews with the foster parents, 
and collateral contacts with community stakeholders, DFPS determined there was not enough 
evidence to support or rule out the allegations.  There were no witnesses to the reported event and 
no collateral or evidence to support that the rape event occurred. The investigation was closed on 
July 20, 2021, with a disposition of UTD for Neglectful Supervision. No standards violations were 
issued.  

On April 15, 2021, a report was received by SWI, alleging that a child in care (MC – 8 
years old) was hit in the arm and injured by the foster parent’s 18-year-old biological daughter 
(JM-untrained caregiver).  MC had multiple bruises on her arm and shoulder that were dark purple 
in color and red around the edges. A forensic interview was conducted and MC reported that JM 

                                                
91 Adriana De Los Santos, RCCR Program Specialist to Anthony Dill, Corrective Action Letter (February 25, 2021)(on 
file with the Monitors). 
92 CLASS; Enforcement Team Conference tab. 
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caught her eating dog food. MC said that JM hit her with a stick and she fell the ground. MC 
reported she urinated on herself several times. MC stated she would get scared and freak out when 
this happened because she knew she would get in trouble. MC said she would have poop/pee in 
her pants for a few days or until they noticed and that she stayed in the garage sometimes when 
she was in trouble. When interviewed, JM admitted to grabbing MC, pulling her, and physically 
holding her by the body parts that are severely bruised and admitted to “probably” hitting her. 
During the investigation, it was discovered that the foster mother frequently left JM responsible 
for supervising the children in the home and on one occasion she left JM to supervise three foster 
children (twins age one year old and MC age eight) while she was gone for three days to Miami 
Florida for a “Brazilian Butt Lift.”  MC had a large rash on her thighs, vaginal and anal areas 
caused by failing to be properly cleaned after urinating or defecating on herself. 

The investigation was closed on May 15, 2021, with two RTB findings: one for Neglectful 
Supervision by the foster mother and one for Physical Abuse by JM. RCCR also issued three 
citations: one for children’s right to good care; one for children’s right to be free of ANE; and one 
for a caregiver not receiving 8-hours of pre-service training. 

 
On April 10, 2021, an intake was received by SWI, when law enforcement reported that a 

child in care (5-year-old) was seen with bruising on his face. The child stated that his foster father 
(FF) "hit him" and that the FF made him bleed leaving blood on the wall. The child wandered off 
to someone’s house and they observed bruises on the child’s face and notified the police. When 
the RCCI Investigator arrived at the foster home, the same day as the intake, the investigator found 
no adult in the home; and that the 12-year-old adopted son was supervising the 5-year-old child 
and a 7-year-old adopted child. The FF left the children at home while he attended a Court 
Appointed Special Advocate banquet.  When interviewed, the FF admitted the child had slipped 
out of the backyard and that he panicked, due to a previous similar incident and popped the child 
on the hand.   The FF reported the bruises on the child’s face were incurred when he was running 
on a trampoline at the FF’s mother’s house. The FF’s mother confirmed she heard the child say he 
fell.  The FACN consult acknowledged the bruises were not specific for abuse in a mobile child 
and could have occurred by jumping on/off a trampoline. The FF also reported an incident where 
the child accessed a knife and threatened one of the other children saying he was going to stab him 
and kill him. After telling him to put the knife away, the FF reported he grabbed the knife and the 
child took his other hand to grab it back and cut himself.  
 

A subsequent report was received by SWI on May 4, 2021, about the same child making 
an outcry to the new foster parent that he had been hit in the nose and mouth, made to clean up his 
own blood, made to sleep in the closet with no pillow or blanket, and was spanked with a wooden 
spoon on his hands and butt by the previous FF.  

 
The investigation concluded and found that the FF failed to make a reasonable effort to 

ensure the child was appropriately supervised, resulting in the child being injured on one occasion. 
There was also ample information that the child was spanked on the bottom on more than one 
occasion on different parts of the body. The investigation was closed on May 28, 2021, and an 
RTB for Neglectful Supervision was issued.  RCCR also issued three citations: supervision; child’s 
right to be free of abuse and neglect; and corporal punishment. 
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On March 14, 2021, an intake was received by SWI: law enforcement reported that the 
foster mother left two children in care, ages three and four, inside a vehicle along with her sleeping 
12-year-old biological child for 16 minutes while she was getting items from a store. The foster 
mother was summoned out of the store by law enforcement. The three-year-old child had escaped 
the vehicle and was playing in the street in the rain. Video footage showed that after law 
enforcement left the scene, the foster mother left the children inside the car for a second time while 
she retrieved her items from inside the store. The investigation was closed on April 30, 2021, with 
an RTB finding for Neglectful Supervision. Two standards citations were issued by RCCR; 
supervision and children’s rights to safety.  

On December 2, 2020, an intake was received by SWI that an 11-year-old child in care 
made an outcry when she was being admitted into a behavioral hospital that her foster father (FF) 
inappropriately touched her.  The child disclosed that she was outside with her foster father when 
he began touching her all over. She reported she went to her bedroom and locked the door, but the 
FF managed to get into the room.  The child reported she told the foster mother the next day and 
the mother did not believe the child’s story. The foster mother cried and made the child promise 
not to tell anyone because they could go to jail. The foster parents denied the allegations.  None of 
the younger four foster children alleged any abuse by the foster parents. A SANE exam was 
conducted and results indicated that the child disclosed sexual abuse by her foster father involving 
hand-vaginal, hand breast, penile-vaginal and oral-oral contacts.  Interviews with the other children 
in the home did not disclose any abuse; however, the interviews did disclose the foster parents 
gave  the children melatonin gummies nightly.   

The investigation was closed on March 9, 2021, with two RTB findings, one for Sexual 
Abuse by the foster father and one for Neglectful Supervision naming the foster mother. RCCR 
issued two standards citations. 

On November 20, 2020, a report was received by SWI: a police officer reported that a child 
in care (13-years-old) ran away from the foster home.  The police officer was then dispatched to a 
location where the child was reportedly spotted. Upon arrival, he witnessed the FF struggling to 
put the child in a truck, and saw the FF strike the child with a closed fist on his back. After the 
altercation, the officer observed red marks on the child’s back. The FF denied the allegation even 
though the police officer witnessed the FF assault the child and observed red marks.   

The investigation was completed on February 17, 2021 with an RTB finding for Physical 
Abuse. RCCR issued three standards citations: corporal punishment; children’s right to be free 
from abuse and neglect; and initial Service Plan.   

On October 26, 2020, a report was received by SWI as follows: A birth mother reported to 
a CPS worker that she took her five-year-old child for medical treatment of ringworm and boils on 
her head. The child and her siblings had recently been returned to their birth mother. The 
investigation revealed the school nurse notified the prior foster parent that the child had “two 
localized nickel sized marks on her scalp under her braids,” and that pus was observed coming out 
of those areas. The school nurse recommended the child be taken to the doctor. When interviewed, 
the foster parent denied knowledge of the condition. The FACN consult indicated that a reasonably 
attentive caregiver would have been aware of the child’s condition “because of the visible hair 
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changes and scalp drainage.” The consult concluded that it is likely the foster parent was aware of 
the child’s condition and that it was not improving; there was concern for Medical Neglect because 
timely medical care was not sought.  

 
The investigation was closed on March 17, 2021 with an RTB finding for Medical Neglect. 

RCCR issued three standards citations: general medical requirements; administration of 
medication; children’s rights to be free of abuse and neglect. 

 
On October 24, 2020, a report was received by SWI as follows: A transport worker, who 

was transporting a two-year-old child in care to an unspecified visit, noticed the child had quite a 
few bug bites. The transport worker notified the OCOK staff who then conducted a full body check 
and saw a small green/yellow bruise under the chin and a large purple/green bruise on her thigh 
close to her bottom. The child was taken Cooks Medical Hospital, and the Cooks Care team 
concluded that the bruise on her thigh was consistent with abuse. “The bruise is recent, not lateral 
and not consistent with running into a furniture.” The child also had a bruise under the chin, and 
her arms and legs were covered in bug bites. During an interview, the foster mother could not 
provide a reasonable explanation regarding the injuries. The caseworker reported having seen the 
child in September and no bruising was noted during a body check. A forensic specialist noted that 
the explanation of injury given was not consistent with the type of injury and advised the injury 
was consistent with nonaccidental trauma. The investigation was closed on July 9, 2021, finding 
RTB for Physical Abuse. RCCR issued a standards citation for children’s right to be free of ANE. 

 
On August 12, 2020, a report was received by SWI as follows: Law enforcement reported 

a call from a church regarding a child who was being disruptive.  The police officer noted that 
police had been to the home a few times previously for similar situations where the children had 
left without notice or permission.  The RCCI investigator found the child (16-years-old, diagnosed 
with autism and IDD) had walked almost three miles away from the home and gone into a church 
to play the drums.  Church members took the child to Burger King to get the child to agree to stop 
playing the drums, until the police arrived, at which time the police recognized the child.  The 
foster parents were notified and arrived to pick up the child, stating the child left while the entire 
family was sleeping. A previous incident had occurred on August 2, 2020, when the child left the 
home. As a result, the parents had door alarms and cameras installed. During the investigation it 
was found that on August 10, 2020, the child unplugged the alarm system and turned the cameras 
away, which went unnoticed until the incident on August 12, 2020. The child’s safety plan required 
continual monitoring of the child. 

 
The investigation was closed January 4, 2021, and an RTB was issued for Neglectful 

Supervision. In addition, RCCR issued three standards citations for minimum standards violations 
related to creation of the initial safety plan, supervision, and child’s right to safety. 

On May 21, 2020, a report was received by SWI from the child’s DFPS caseworker, who 
was alerted to the situation by the seven-year-old child’s BFS Case Manager (CM). The CM 
reported she called the foster parent’s cell phone and the child answered, informing the CM that 
she was alone in the car and had the foster parent’s phone in her possession. The car was running 
with the air conditioner on. The CM stayed on the phone with the child for 53 minutes.  The CM 
reached the foster mother (FM) at another phone, and the FM returned to the vehicle.  When the 
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CM spoke to the FM, the FM said she was at the doctor’s office with her husband and that she was 
able to see the child from where she was in the doctor’s office.  Video footage from the doctor’s 
office showed the FPs went to a room in the back and an hour lapsed before the FM returned to 
the vehicle. The footage also showed, after the FM left to take the child to the restroom, she 
returned to the doctor’s office again leaving the child unsupervised in the running vehicle.  
 

RCCI cited The BFS CM for failure to report. The CM had first-hand knowledge of the 
allegations and failed to report the incident to SWI. The investigation was closed on September 8, 
2020, with an RTB finding for Neglectful Supervision by the foster parent.  RCCR issued three 
standard citations:  supervision; failure to report a serious incident; and children’s right to be free 
from abuse, neglect, and exploitation 

 
On April 3, 2020, a report was received by SWI from a neighbor regarding a BFS foster 

parent and alleging abuse. The neighbor reported she was sitting outside on her porch and could 
hear screaming and yelling from inside the foster parent’s home. The neighbor recorded the sound 
and provided a copy of the recording to the CPA. On the recording, The FP was yelling at the child 
and there was a sound consistent with hitting, along with a child crying and screaming. The CPA 
case manager went to the foster home and observed that the child (age 3, nonverbal) had swelling 
and a bruise on an arm. The foster parent stated the child had fallen but did not provide any further 
information. Two foster youths (siblings, ages three and four-years-old) were taken for a medical 
exam. The three-year-old child had a broken wrist, unexplained bruising to the antecubital arm 
area, and unexplained bruising behind his left ear. The FACN reported the fracture to the arm was 
deemed accidental and that the foster parent provided a reasonable explanation for the injury (the 
child fell).  "The bruise to the antecubital area on the left arm is unexplained, as is the bruise behind 
the left ear. Bruises in the antecubital area are unusual and not often sustained accidentally. Bruises 
behind the ear are unusual, and concerning for non-accidental trauma. The multiple injuries in 
multiple planes are concerning for inflicted injuries."93 

 
The investigation was closed on closed on November 11, 2020, with an RTB finding for 

Physical Abuse. Five standards citations were issued by RCCR:  disciplinary measures, serious 
incident reporting, general medical, corporal punishment; and children’s rights to be free of abuse 
and neglect. 

 
  On March 15, 2020, an intake was received by SWI. Two children in care (ages 17 and 15-
years-old) were taken to the hospital. Testing at the hospital showed one child tested positive for 
methadone and oxycodone and the other tested positive for oxycodone.  The foster parents left the 
children in the care of an approved babysitter from Thursday through Sunday.  Over the course of 
four days, the children binged on pain pills found in the foster parents’ bedroom and alcohol stored 
in the garage. On Saturday, the foster parents made a Facetime call with the two children, during 
which both foster parents observed one of the children slurring his words and falling over. Neither 
of the foster parents instructed the babysitter to take the foster youth to the hospital or call EMS; 
instead, the foster parents instructed the babysitter to send the children to their rooms until they 
returned home the following day. The foster father arrived home around 3:00 p.m., and the boys 
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were still under the influence of something. The foster parents did not take the boys to the hospital 
until 7:00 p.m.  

 
The investigation was closed on July 6, 2020, with an RTB finding for Neglectful 

Supervision naming both foster parents and the babysitter. RCCR issued two standards citations 
for medication storage and supervision. 
 

On January 30, 2020, a report was received by SWI alleging the foster mother found 
cocaine and crack in the home on January 24, 2020, when looking through her husband’s 
belongings.  The foster mother reportedly threw her husband out of the home and flushed the drugs 
down the toilet. The foster mother (FM) made a report to law enforcement, and the responding 
officer documented that the white powdery substance appeared to be baking soda and no further 
action was taken. During the investigation the foster father (FF) admitted to taking drugs in the 
past two months. It could not be determined if he was under the influence of drugs when at home 
with the foster children. The case was closed on March 15, 2020 as Unable to Determine.  

On September 17, 2019, a report was made to SWI regarding two foster children (ages 4 
and 11-years-old) who walked home after school to find that the foster parent was not home. The 
two children were found outside the foster home by the CASA and the case manager who waited 
with the children outside for at least 45 minutes before the foster parent arrived home. One of the 
children used the bathroom on the side of the house and they drank water from the outside faucet 
as they were hot and sweaty after walking home from school. When the foster parent arrived, she 
said she had an emergency at work and had not been able to leave sooner. The next day, on 
September 18, the RCCI investigator arrived at the foster home and found the 11-year-old foster 
child and the foster parent’s 15-year-old birth child had walked home from school again and had 
been waiting on the front porch for at least 30 minutes for the foster mother to arrive.   
 

The case was closed on January 17, 2020, with an RTB finding for Neglectful Supervision. 
Additionally, RCCR issued four standards citations:  foster home screening; evaluating a foster 
home; supervision; and children’s rights to free of abuse and neglect. 
 
 On May 8, 2019, a report was received by SWI alleging a child in care, age 10-years-old, 
was inappropriately disciplined.  As the foster mother (FM) and the two children in the home 
departed to walk to school, the FM and the ten-year-old child began yelling, and the child ran 
ahead and stopped near a school bus stop. The FM caught up with the child, and the FM was 
observed, by several witnesses, hitting the child with a stick in the stomach/face. The child fell to 
the ground and the FM climbed on top of the child.  
 

The investigation was closed on February 18, 2020, with an RTB finding for Physical 
Abuse. Two standards citations were issued by RCCR:  corporal punishment; children’s rights to 
be free from abuse and neglect. 

 
On January 25, 2019, a report was received by SWI, regarding a 17-year-old child in care 

who had self-harmed on January 19, 2019. The child posted pictures on Snap Chat along with "I 
can't get over the pain. I can't stop hurting other people. I have to do this in order to feel their 
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pain."94 When the foster father (FF) became aware of the child’s self-harming he did not seek 
medical care for the child for five days, until January 24, 2019.  On January 27, 2019, another 
report to SWI was received regarding the child being taken to the ER for a suicide attempt. After 
an argument with the FF, the child ran away, took Xanax and drank alcohol obtained from the 
foster home, and then passed out. While at the hospital the child stated that the FF would cuddle 
with him, stroke his hair, kissed him on the lips multiple times, touched his pants and ran his hand 
over his pants touching his genitals and buttocks.  The FF denied all allegations related to sexual 
abuse. 
 

During a forensic interview with the child, he made several concerning allegations 
regarding sexual abuse and what appeared to be grooming by the FF.  The child later recanted the 
allegations regarding sexual abuse.  The FACN consult and the investigation concluded that the 
child was placed at extreme risk when the FF did not immediately seek an evaluation for 
psychiatric care. 
 

The investigation was closed on January 20, 2020, with an RTB finding for Medical 
Neglect and a UTD finding for Sexual Abuse.  RCCR issued six citations for standard violations:  
children’s right to be free from ANE; failure to provide timely medical; caregiver’s imprudent; 
caregiver’s interference with an investigation; failure to report serious incidents; and medication 
storage. 
 

On December 23, 2018, a report was received by SWI alleging that while changing the 
diaper of her two-year-old child during a family visit at the CPS office, the child’s birth mother 
observed bruises on the child’s buttocks. The birth mother immediately reported this while on-site. 
The CPS caseworker, also on site, was able to assess the two-year-old, took photos for the record, 
and had the four children transported to the children’s hospital for a forensic interview. The FACN 
report for the 2-year-old child notes: “extensive linear parallel bruises to the child’s buttocks, 
cluster of bruises to the upper left arm, bruises/abrasions to the back, bruising on his right anterior 
thigh, bruising to the left inner thigh, bruising to his left eye and light bruising to his right cheek.” 
Also noted was a healing fracture of the child’s distal radius/ulna (wrist), reported to have been a 
few weeks old and possibly accidental. Concerns from the final consult included:  substantial 
concerns of physical abuse on the 2-year-old child; marks on the buttocks are consistent of an 
impact with an object and the cluster of bruises to the upper arm are consistent with that of a 
forceful grab; wrist fracture resulted may have occurred from a typical childhood fall, but the child 
would have experienced pain and refrained from using that hand/arm; there is no evidence that the 
child was treated for his fractured wrist.  

The case was closed on February 19, 2020, with RTB findings: one for Physical Abuse and 
one for Medical Neglect. RCCR issued five standards citations: caregiver judgement; failure to 
ensure safe environment; corporal punishment; safety requirements; children’s rights to be free of 
abuse and neglect. 

On October 23, 2018, a report was made to SWI by an adoptive parent after MF (11-years-
old) made an outcry of being abused in his previous foster placement. During a forensic interview 
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with the child, he stated he was made to do pushups that left him “black and blue.”  A brown 
leather belt was used by the foster father (FF) to “whoop” him more than one time, on the back, 
butt, and anywhere people could not see. He reported the FF took him to a room and punched him 
in the stomach. The child reported being choked. Another child interviewed, who was in the foster 
home at the same time, stated that she observed a bruise on the 11-year-old’s stomach but did not 
know how he got it.  Another child reported that when he was punished, he was made to lift and 
hold a 20-pound weight up to a big red mark on his chest.  

The investigation was closed on February 22, 2019, with an RTB finding for Physical 
Abuse. RCCR issued two citations: prohibited discipline and children’s rights to be free of abuse. 

On March 15, 2018, an intake was received by SWI by an RCCR inspector. The RCCR 
inspector reported that while working on a different investigation where the alleged perpetrator 
was now working (Lifeworks), he received information that a former foster parent had an 
inappropriate relationship with a child she fostered when she was a foster parent with Benchmark 
Family Services. The RCCR investigator obtained a recording where the former foster parent (AH) 
and a coworker were speaking about their “deepest darkest secrets.”  In the recording AH stated 
she had sex with her foster child. AH references herself as a pedophile and abuser and she knows 
that she could go to jail for her actions. AH was 25-years-old when the child was placed in the 
home and the child was there from February 26, 2015, to March 18, 2015. AH blamed the 
relationship on the foster child being promiscuous before entering her home. During an interview 
with AH, she denied the allegations and said that she was trying to relate to her coworker when 
she discussed this, denying that her coworker has had similar instances or allegations. She stated 
“that she may have played up some of what was said.” The victim’s CASA reported a year after 
leaving AH’s home the child told her they had an inappropriate relationship. At the time of the 
investigation the victim had aged out and did not return the investigator’s attempted contacts.   

 
The investigation was closed on July 3, 2018, with an RTB finding for Sexual Abuse. 

RCCR issued one standard citation for child right to be free of abuse and neglect. 
 
On March 11, 2018, a report was made to SWI after a 15-month-old child in care (MP) 

was taken to ER due to a near drowning incident.  The foster father reported he was giving MP a 
bath, when he turned his back and MP fell and hit her head in the tub.  MP was observed to have 
two bruises on her forehead, bruising on her chest and back.  The FACN Care team found [MP] 
suffered from “two liver lacerations, a pancreas laceration and number of bruises to chest, flanks, 
back, head, arms, and legs. The suspected kidney contusion is also deep with [MP’s] thorax. MP’s 
injuries are highly concerning for child physical abuse.” FACN’s final consult on May 31, 2018 
provides: “ …CARE stated that [MP’s] liver and pancreas lacerations are the result of blunt, 
penetrating trauma to her abdomen and not from the reported fall in the bathtub. CARE expressed 
concern that the only known mechanism of blunt abdominal trauma (Heimlich-type maneuver) 
was not reported in the initial histories provided by the foster parents and was not described until 
after the injuries were known. With the information available at this time, CARE stated that MP's 
injuries remain highly concerning for inflicted trauma.” Also noted in the investigation was that 
law enforcement reported the temperature of the bath water was taken approximately 40 minutes 
after the incident, and at that time it read 105 degrees.  
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The investigation was closed on May 3, 2019, with an RTB finding for Physical Abuse. 
RCCR issued three standards citations; children’s rights to free of abuse; negligent supervision; 
and caregiver responsibility-prudent judgment.  The foster home, which had received an RTB in a 
previous case (see investigation summary October 23, 2018), was closed on December 18, 2018.  

 On November 30, 2017, a report was received by SWI, regarding possible sexual abuse of 
an 11-year-old child in care. The child was taken to the doctor for burning sensation and redness 
in her vagina, vaginal pain, and lower abdominal pain. The child said that the FP applied “ointment 
in her vagina.”  During the SANE, the child disclosed that the FF put medicine on her private part 
with his hand and fingers with her clothes pulled down to her knees. The SANE notes indicate a 
primary diagnoses of child sexual abuse, suspected initial encounter.  During the investigation two 
additional child victims (ages 4 and 11), who had been placed in the FF home, were identified. 
Forensic interviews were conducted and both children reported similar behavior of the FF applying 
medicine because of a rash on their private areas.  
 

The investigation was closed on December 23, 2020, with an RTB finding for Sexual 
Abuse.  RCCR issued one standards citation for children’s right to be free of abuse and neglect. 
 
Open Investigations 

 
As of August 23, 2021, there are three open RCCI investigations including two RCCI 

investigation for Supervisory Neglect, one for Medical Neglect and one for Physical Abuse. One 
RCCR investigation is also pending for Supervisory Neglect.  

 
 

D. Remedial Order 21: Voluntary Closure in Lieu of License Revocation or Denial - 
Operations Not Included in Previous Reports 

 

Wilton Place RTC 
 

Wilton Place RTC is in Dallas, Texas, and received an initial permit on August 3, 2020. 
The Initial permit expired on February 3, 2021. RCCR renewed the initial permit for six months 
from February 2, 2021, through August 2, 2021. Wilton Place served boys ages 6-17, with a 
capacity of 24. Authorized service levels were for children with Specialized and Intense needs. 
Behavioral Interventions include: Personal Restraints. Treatment Services include: Emotional 
Disorders, Mental Retardation, and Pervasive Developmental Disorders. School is provided 
through public school.  

            On June 28, 2021, Wilton Place submitted a request to withdraw its application after an 
RCCI investigation ruled out abuse or neglect, but cited the operation for six minimum standards 
violations associated with the owner’s use of the children who were placed at the facility to work 
on his political campaign for Dallas City Council. RCCR accepted Wilton Place’s request to 
withdraw on August 2, 2021.  
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Kidz Safe Harbor Emergency Care Services 

On April 27, 2020, the operators of Kidz Safe Harbor Treatment Center, LLC (KSH-TC, 
LLC) applied for a license to open Kidz Safe Harbor Emergency Services (KSHC-ECS) as a 
shelter. RCCR accepted KHS-ECS’s application on April 30, 2020. KSH-ECS received an initial 
permit to operate on May 19, 2020.95 KSH-ECS was located on Greenpark Drive in Houston, 
Texas, and served boys between the ages of five and 17. KSH-ECS provides emergency care 
services only.  

On November 3, 2020, RCCR denied KSH-EC’s request for a full permit due to its failure 
to comply with minimum standards, and instead renewed KSH-ECS’s initial permit. In January 
2021, KSH-ECS twice requested supervisor approval for a full permit. However, RCCR denied 
KSH-ECS’s request both times. Between January and March of 2021, RCCR and DFPS performed 
several inspections and investigations.  

By March 12, 2021, RCCR determined it could not issue KSH-ECS a full permit and noted 
in CLASS,  

“A review of the operation was documented[,] and a staffing was held 
between Supervisor Sky Thomas and Inspector Keshawn George. It 
was decided to recommend the operation for denial of their full permit 
based on the documentation below: 29 intakes with 40 citations[;] 6 
of them are abuse neglect cases and 2 [are] still open. CLASS ID 
#2699491: 1/22/21-Overnight staff not at facility will be an RTB. 
CLASS ID #2693439: 1/11/21-Child alleged staff beat him up, 
through [sic] him through a table and choked him. PD called and 
victim had a bruise/red mark on neck.  In CLASS documentation says 
the disposition will be ruled Unable-To-Determine for PHAB. A full 
written assessment was sent to the Program Administrator and District 
Director for review.”96 

RCCR staffed with KSH-ECS, and on April 22, 2021, KSH-SC announced its intent to 
close the facility and surrender its license voluntarily. On April 23, 2021, RCCR accepted KSH-
ECS’s withdrawal of the application for full licensure. On May 3, 2021, RCCR completed a final 
inspection to ensure no children were at the facility and picked up the renewed permit. On June 
29, 2021, in response to the Monitors’ request for a list of facility closures that resulted in lost 
capacity, the Monitors received notice that due to KSH-ECS’s voluntary withdrawal of its 
application and relinquishment of its permit, DFPS lost a capacity of 12 beds.97  

                                                
95 HHSC CLASS Kidz Safe Harbor Emergency Care Services Chronology Report: Application Report ran: April 08, 2021. 
96 HHSC CLASS Kidz Safe Harbor Emergency Care Services Chronology Report: Recommendation Report ran April 08, 
2021. 
97 Email from Trevor Woodruff to Deborah Fowler and Kevin Ryan, Capacity Loss Numbers (June 29, 2011)(on file with 
the monitors). 
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While KSH-ECS did not undergo any corrective action measures, the RTC, KSH-TC, LLC 
did undergo corrective action: a plan of action and probation.98 RCCR initiated a six-month plan 
of action at the operation on March 13, 2020, due to the RTC’s non-compliance with minimum 
standards associated with supervision, ratio, physical site, discipline, and punishment.99 RCCR set 
the plan of action to terminate on September 13, 2020; however, RCCR could not evaluate KSH-
TC, LLC’s compliance with the plan of action due to the COVID-19 pandemic restrictions; RCCR 
extended the plan of action to November 13, 2020.100 On November 16, 2020, RCCR determined 
that KSH-TC, LLC was unsuccessful with completing the plan of action and documented that 
KSH-TC, LLC “was in compliance with physical site for the plan of action but continued to have 
concerns with supervision and discipline outside of what was being done in the plan.”101 RCCR 
recommended KSH-TC be placed on probation.102 

On December 28, 2020, RCCR placed KSH-TC, LLC on probation due to its non-
compliance with minimum standards associated with supervision, ratio, discipline, and its 
unsuccessful completion of the plan of action.103 On June 2, 2021, RCCR documented that despite 
receiving five citations and concerns for runaway supervision, and a medication citation, the 
operation was compliant with the terms of its probation.104  On June 16, 2020, RCCR addressed 
its concerns via a conference with KSH-TC, LLC operators, and documented compliance.105 
RCCR and KSH-TC, LLC operators are scheduled to have a follow-up meeting on or about 
September 16, 2021.106 

As for administrative penalties, RCCR has assessed both KSH-TC, LLC and KSH-ECS an 
administrative penalty. RCCR assessed KSH-TC, LLC an administrative penalty for failure to fill 
four prescriptions after the hospital discharged a child. RCCR assessed KSH-ECS an 
administrative penalty for its failure to administer medication as prescribed.107  

Since receiving its initial permit to operate on May 19, 2020, KHS-ECS had a total of 23 
investigations (nine abuse and neglect and 14 standards violation investigations), resulting in 
citations for 48 high, medium-high, and medium standards violations for 19-high, 15- medium-
high, and 14-medium.108 

 KSH-TC and KSH-ECS received RTB findings, and deficiencies resulting from allegations 
reported to SWI for investigation and investigations initiated by conducting unannounced 
monitoring visits. In the last five years, RCCI investigations of allegations reported to SWI for 
KSH-TC (the RTC, which has not closed) resulted in five RTB findings for abuse, neglect, or 
                                                
98 CLASS>Monitoring>plan of action list>Plan of action section 03/13/2020 hyperlink 
99 CLASS>Monitoring>plan of action list>Plan of action section 03/13/2020 hyperlink>plan summary and comments 
100 CLASS Chronology Report: Operation General, Note date 08/06/2020 Report pulled 08/10/2021 
101 CLASS Chronology Report: Operation General, Note date 11/16-17, 2021 Report pulled 08/10/2021 
102 CLASS Chronology Report: Operation General, Note date 11/16/2021 Report pulled 08/10/2021 
103 CLASS > ETC (Enforcement Team Conference) tab>ETC Number 102448 hyperlink> Final action section>last checked 
08/11/2021 
104 Class Chronology Report: Corrective/Adverse Action Note date 06/02/2021 report pulled 08/10/2021 
105 Class Chronology Report: Corrective/Adverse Action Note date 06/16/2021 report pulled 08/10/2021 
106 Class Chronology Report: Corrective/Adverse Action Note date 06/16/2021 report pulled 08/10/2021 
107 CLASS>operation>Kidz safe Harbor TC and ECS>admin penalty tab>166647 hyperlink for TC and 175720 hyperlink 
for ECS  
108 Compliance history report and intakes listed under the investigation tab for KSH-ECS operation. 
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exploitation, and five minimum standards citations for the use of corporal punishment. KSH-ECS 
has two RTB findings for abuse, neglect, or exploitation. The five RTB findings and corporal 
punishment citations for allegations reported to SWI for the RTC are as follows:  
 

• Corporal Punishment Citations 
DFPS-RCCI initiated an investigation after receiving a report from SWI on October 22, 
2020, alleging that a child in care was inappropriately disciplined. The child alleged that 
the staff member punched him on two different occasions. RCCI interviewed the staff 
member; however, two collateral children interviewed reported witnessing the staff 
member horseplay with the residents in the form of flinging, slapping, punching, and 
placing children in loose chokeholds. These collaterals reported that the staff member has 
never tried to harm or hurt the children at KSH-TC, LLC. The investigation was closed on 
January 09, 2021, resulting in RCCR issuing two citations: a violation of the minimum 
standard associated with a child’s right to be free from abuse or neglect, and a citation for 
the minimum standard prohibiting corporal punishment.  
 

• Physical Abuse  
DFPS-RCCI initiated an investigation after receiving two reports from SWI on June 7, 
2020. SWI merged the two intakes alleging that a staff member physically abused a child 
in care and caused an injury to the child’s head that required four stitches. The reporter 
alleged the staff failed to intervene and prevent the altercation and injury to the child in 
care. During a physical altercation, the child reported that the staff member placed his right 
hand over the child’s face and pushed the child’s head into the wall. The staff member 
denied the allegation and instead reported he performed a high restraint on the child against 
a wall. The second staff member denied witnessing the altercation and responded 
afterward. However, RCCI found all three versions of the second staff member’s story to 
be inconsistent. RCCI requested a forensic assessment of medical records and interview 
statements and to provide a medical assessment. The forensic analyst found that the child’s 
injury, a laceration to the head, most likely resulted from impact against a hard corner 
rather than a flat surface; however, a flat surface could make the laceration if it was rough 
or hard, like brick, rather than unsupported drywall. The forensic analyst advised that if the 
corner is firm and the wall was not rough or hard, the child’s version of events was more 
believable. RCCI found that the wall was constructed from unsupported drywall and did 
not require repair; however, it found that the corner where the child alleged the staff 
member hit his head was a 90-degree angle covered by a hard piece of plastic. The 
investigation concluded on August 5, 2020, resulting in an RTB finding for Physical 
Abuse. RCCR issued three citations for minimum standards violations: a violation of the 
minimum standard prohibiting corporal punishment; a violation of the minimum standard 
associated with an employee’s general responsibilities to exercise prudent judgment (the 
administrator reprimanded a staff member for participating in an abuse and neglect 
investigation regarding children in DFPS care); and a citation for the minimum standard 
associated with a child’s right to be from abuse and neglect.  
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• Physical Abuse 
DFPS-RCCI initiated an investigation after receiving a report from SWI on February 2, 
2020, alleging that staff inappropriately restrained a child in care, resulting in injuries. The 
child reported that a staff member performed an improper restraint without a good reason. 
The child reported that the staff member grabbed him by the throat, pushed the child to the 
ground, flipped the child over, and placed his knee in the child’s back. While on the ground, 
the child reported he was in a chokehold and could not breathe. The staff admits that he 
placed the child in a restraint, and the reporter, the child’s high school teacher, advised the 
staff member that he could not wrap his arm around the child’s neck, push his face into the 
ground, nor place his knee in the child’s back. The reporter confirmed that the child 
sustained a swollen lip, redness around his neck and did not receive medical care. The 
investigation closed on June 16, 2021, resulting in an RTB for Physical Abuse. RCCR 
issued seven citations: two violations of the minimum standard outlining the basis for 
conducting an emergency behavioral intervention—emergency, and administration of 
medication, and not as a means of punishment; four violations of the minimum standard 
outlining the basis for short personal restraints—minimal amount of reasonable and 
necessary physical force, must interfere with the child’s ability to communicate or vocalize 
distress, must not impair the child’s breathing by applying pressure to the child’s torso, and 
must not obstruct or impair the child’s airways or breathing; a violation of the minimum 
standard associated with the child’s right to be free from abuse and neglect. 

 
• Citation for Abusive/Profane Language 

HHSC-RCCR initiated an investigation while conducting an unannounced inspection on 
January 7, 2020, alleging that staff subjected a child in care to abusive or profane language. 
The child reported that a staff member was lecturing children in care about their behavior 
and stated that he would “beat the ass off the next child that tried him.” Collateral staff and 
children corroborate the child’s allegation. RCCR closed the investigation on March 10, 
2021. RCCR issued two citations: a violation of the minimum standard prohibiting 
punishment that subjects a child to abusive or profane language; a violation of minimum 
standards associated with a child’s right to be free from abuse and neglect. 

 
• Corporal Punishment Citation 

HHSC-RCCR initiated an investigation while conducting an unannounced inspection on 
December 30, 2019, alleging that a staff member cursed and threatened children in care. 
The staff member confirmed he cursed and threatened the children. The inspector received 
and reviewed video evidence confirming the staff member cursed and threatened the 
children in care. RCCR closed the investigation on March 10, 2021. RCCR issued three 
citations: a violation of the minimum standard outlining the required child to caregiver 
ratio during waking hours; a violation of the minimum standard prohibiting punishment 
that subjects a child to abusive or profane language; and a violation of the minimum 
standard that prohibits the use of corporal punishment.  
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• Physical Abuse 
DFPS-RCCI initiated an investigation after receiving a report from SWI on November 5, 
2019, alleging that a child in care was inappropriately disciplined. The child reported that 
a staff member pushed the child down onto the stairs several times, grabbed the child by 
the shirt, and threw the child into a chair, resulting in the child’s injury. The staff denied 
causing injury to the child; however, the child was observed with injuries to his arms, legs, 
and shoulder. The investigation was completed on February 3, 2021, resulting in an RTB 
for  Physical Abuse by an Unknown Perpetrator. RCCR issued two citations for violations 
of the minimum standard associated with a child’s right to be free from abuse or neglect. 
This case is pending administrative review.  

 
• Physical Abuse 

DFPS-RCCI initiated an investigation after receiving a report from SWI on September 4, 
2019, alleging that a child in care was improperly restrained and physically disciplined. 
The child reported that he and a staff member had a physical altercation, and the staff 
member pushed the child, grabbed, and threw the child on the bed, causing the child to hit 
the headboard. According to the police report obtained, the victim reported to responding 
officers that a physical altercation with a staff member happened after the child refused to 
get into bed. The child reported that the staff grabbed him and threw him like a football 
onto the bed. The child reported he got up, and the staff member slapped him on the left 
side of the face, punched him in the right eye, and grabbed him, forcing him on the bed, 
causing pain. The child reported that the staff member remained on top of him until the 
child calmed down. Law enforcement and others observed the child with a black eye, 
bruising near his left eyebrow, scrapes on his left elbow, and four cuts in the palm of his 
hand. RCCI did not interview the staff member; however, the staff member told law 
enforcement he restrained the child by grabbing him from behind, forcing him onto the 
bed, and remaining on top of the child until he calmed down. The staff member denied 
hitting the child. The investigation closed on March 15, 2021, resulting in an RTB for 
Physical Abuse. RCCR issued four citations: two violations of the minimum standard 
related to short personal restraints—must not impair the child’s breathing by applying 
pressure to the child’s torso, and must minimize the risk of physical discomfort, harm or 
pain to the child; a violation of minimum standard prohibiting corporal punishment; a 
violation of the minimum standard associated with the child’s right to be free from abuse 
and neglect. 

 
• Citation for Inappropriate Discipline 

DFPS-RCCI initiated an investigation after receiving a report from SWI on August 30, 
2019, alleging that the staff violated the child’s rights and were inappropriately disciplining 
children in care. The child reported that a staff member threatened to “shove her fist up his 
mouth,” punch him in the face, and “does not care if she gets in trouble.” Two of the three 
collateral children interviewed denied staff threatens children in care, and all staff 
interviewed denied the allegations. The child reported that another staff member grabbed 
and dragged him out of a room. The child was unable to identify the staff or give a 
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timeframe for when it happened. The child reported that staff require the children to stand 
when they get into trouble or do not follow instruction or rules. RCCI determined the 
evidence did not support the allegation, because the staff threatened children but did not 
carry through with the threats. However, RCCI found that the staff engaged in the 
inappropriate discipline. RCCR issued two citations: a violation of the minimum standard 
prohibiting physically and emotionally damaging disciplinary measures, and a violation of 
the minimum standard prohibiting corporal punishment. 

 
• Physical Abuse 

DFPS-RCCI initiated an investigation after receiving a report from SWI on May 13, 2019, 
alleging injury to a child resulting from a containment administered by direct care staff. 
The child reported that a staff member restrained him for cursing and saying he was going 
to kill himself. The child stated the staff member bent his arms too far behind his back, and 
the child heard a pop. The child reported that he informed the staff; however, the 
operation’s staff did not take the child to the doctor until the next day. The staff member 
reported that the child was upset, acting physically aggressive, and punching walls. The 
staff member confirmed that he initiated a control hold to prevent the child from causing 
harm to himself. The staff member reported that the child screamed that the staff member 
was going to hurt him. The staff member reported he released the child from the hold once 
he was calm and applied ice to the child’s elbow because he complained of pain, and 
monitored the child throughout the night. Due to conflicting medical opinions, RCCI 
requested a forensic assessment of the medical records. The forensic analyst determined 
that the child suffered a sprained elbow during restraint and indicated that the staff member 
used a fair degree of force; however, the assessor could not determine whether the injury 
was accidental or abusive. The investigation closed on September 22, 2020, resulting in an 
RTB for Physical Abuse. RCCR issued three citations: a violation of the minimum standard 
outlining the basis for emergency behavioral intervention—must use the minimal amount 
of reasonable and necessary physical force; a violation of the minimum standard outline 
the requirement for serious incident reports—serious incidents must be reported to 
licensing within 24-hours after injury or illness that warrants treatment by a medical 
professional or hospitalization; and a violation of the minimum standard associated with a 
child’s right to be free from abuse and neglect.  

 
While in its first year of operation KSH-ECS was cited for 56 deficiencies for standards 

violations and received nine abuse and neglect intakes and investigations, resulting in  two RTB 
dispositions: one for Neglectful Supervision and one for Physical Abuse.109 Both RTB findings 
resulted from intakes received by SWI on January 11, 2021, and January 22, 2021: 

• Physical Abuse  
DFPS-RCCI initiated an investigation after receiving a report from SWI on January 11, 
2021, alleging that a staff member physically assaulted a child in care. The child’s 
interview was consistent with the allegation: the child  stated a staff member slammed him 

                                                
109 CLASS Chronology Report: Recommendations: Note 03/12/2021 Report Ran 08/10/2021 
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into the table, hit him in the face, and choked him. Collateral witnesses corroborated the 
child’s account. The investigation was closed on March 26, 2021, resulting in an RTB 
finding for Physical Abuse of the child by the staff member. RCCR issued two citations: a 
violation of the minimum standard associated with a child’s right to be free from abuse or 
neglect, and a citation for the minimum standard prohibiting corporal punishment110 

 
• Neglectful Supervision  

DFPS-RCCI initiated an investigation after receiving a report from SWI on January 22, 
2021, alleging staff left the children unattended in the facility. DFPS reported to SWI that 
it arrived at KSH-ECS for an awake night visit; a youth-resident answered the door, and 
KSH-ECS staff returned to the facility 15 minutes after DFPS’s arrival and confessed to 
leaving the foster youth at the facility unsupervised. The investigation was closed on March 
17, 2021, resulting in an RTB for Neglectful Supervision against the staff member. RCCR 
issued two citations: a violation of the minimum standard associate with a child’s right to 
be from abuse and neglect, and a citation for the minimum standard associated with a 
caregiver’s ability to provide the appropriate level of supervision necessary to ensure each 
child’s safety and well-being.111 

Currently, there are no open abuse or neglect or minimum standards investigations. There are five 
Administrative Reviews for standards reviews requested 

Mossy Oaks 
 
 Mossy Oaks was a Residential Treatment Center that received its initial permit March 25, 
2020.  Notes in CLASS indicate that when the initial permit expired on March 25, 2021, “[t]he 
operation was unable to meet/maintain compliance and also did not have an administrator.”  
Between the date that the initial permit issued and March 26, 2021, the operation was cited more 
than 20 times for violations of minimum standards.  The operation also had one RCCI investigation 
that resulted in a Reason to Believe finding for Physical Abuse and Neglectful Supervision due to 
a report to SWI that a non-verbal, autistic child who always required close supervision, in part 
because he was attracted to water, was able to wander into a shower and turn it on during the night 
while the awake-night staff slept.  The awake-night staff person had a safety plan in place and was 
not supposed to be providing direct supervision because an investigation of him for another 
operation (Merkabah RTC) resulted in an RTB finding for sleeping during an awake-night shift. 

 
Krause Children’s Center 
 

Krause, a Residential Treatment Center located in Katy, Texas, received a full permit on 
October 21, 1997. Krause served girls ages 12 to 17 with a capacity of 72 children.  Authorized 
service levels are for children with Specialized and Intense needs. Program Service types included: 
Intense Psychiatric Transition Program (IPTP), treatment for emotional disturbance and 
transitional living services.   Children attended a charter school operated on the Krause campus. 
 

                                                
110 CLASS Investigation Tab: Investigation date 01/11/2021 
111 CLASS Investigation Tab: Investigation Date 01/22/2021 
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On June 3, 2021, the Monitors received notice from DFPS that Krause had agreed to a 
voluntary placement suspension as of April 12, 2021, and that because of continued staffing issues, 
DFPS had been conducting safety visits at the operation since March 30, 2021.112  Krause was 
placed on Probation by HHSC effective April 15, 2021. On July 23, 2021, DFPS notified the 
Monitors that Krause voluntarily relinquished its license to RCCR, effective July 19, 2021.113  An 
unannounced inspection was conducted at the operation on July 22, 2021, to retrieve the 
operation’s permit and to conduct a walk-through to verify no children remained in care.  
 

Since 2010, Krause has been placed on four Plans of Action (POA), two Evaluations, and 
was placed on Probation twice.  The issues addressed in these enforcement actions were consistent 
throughout and included:  supervision-child/caregiver ratios, inappropriate discipline/corporal 
punishment, prudent judgment, inappropriate restraints, and children's rights to be free of abuse, 
neglect, and exploitation. 

 
On September 9, 2010, Krause was placed on a POA, which was not successfully 

completed, and then was placed on Evaluation on December 9, 2010.  The Evaluation period was 
also unsuccessful, and the operation was subsequently placed on Probation on May 9, 2011.  The 
Probation period was successfully completed on September 9, 2011.   

 
On October 1, 2012, Krause was placed on a second Probation, the Probation was stopped, 

and the operation was then placed on a POA beginning October 15, 2012, unsuccessfully ending 
on January 15, 2013. Another POA was implemented on January 25, 2013, and successfully 
completed on April 25, 2013.  

 
A third Probation was implemented beginning April 15, 2021. At that time Krause 

voluntarily relinquished its permit and did not complete the Probation. The following deficiencies 
were noted during the final probationary period: (1) insufficient safety measures resulting in 
physical injuries; (2) insufficient facilities amenities, including lack of air conditioning; (3) reports 
of staff hitting children; (4) children running away; (5) children injured while attempting to run 
away; (6) a child attempted suicide by bleach poisoning; (6) insufficient supervisory staff; (7) 
children not receiving prescribed medication; (8) improper and abusive discipline. 

 
 The Monitors’ analysis shows from January 1, 2016, to August 1, 2021, Krause was cited 
for 183 standards violations weighted high, medium-high, or medium: 84 high, 61 medium-high 
and 38 medium.114  During the same period, 19 RCCI investigations resulted in 13 findings of 
RTB for Neglectful Supervision, four findings of RTB for Medical Neglect, three findings of RTB 
for Physical Abuse, and one finding of RTB for Sexual Abuse.  The investigations resulting in an 
RTB are described below. 
 

                                                
112 Email from Corliss Lawson, Associate Commissioner for Foster Care Litigation Compliance to Deborah Fowler 
and Kevin Ryan, Placement Suspensions, Contract Terminations & Disallowances (July 23, 2021) ( on file with the 
Monitors). 
113 Email from Corliss Lawson, Associate Commissioner for Foster Care Litigation Compliance to Deborah Fowler 
and Kevin Ryan, Kraus (July 23, 2021) (on file with the Monitors). 
114 The operation has requested Administrative reviews have been requested on more than 70 standards citations. 
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On April 14, 2021, SWI received an intake resulting in an RCCI investigation that found 
two staff members allowed two children (AH and FM) to remain in a heated emotional situation 
resulting in FM assaulting AH.  AH was taken to Texas Children’s Hospital the next day for her 
injuries, and she was diagnosed with contusion to the facial area.  Although it was recommended 
that AH needed follow up with Psychiatry/Neurology for TBI monitoring, no documents were 
produced showing that this follow-up was completed. The investigation was completed on June 
14, 2021 and resulted in an RTB finding for Neglectful Supervision naming two caregivers.  RCCI 
issued five standard citations. 

 
On February 27, 2021, an intake was received by SWI resulting in an RCCI investigation 

that found two supervisors allowed a youth to be left in a dorm with seven other residents and only 
one staff member (DD).  Multiple children engaged in verbal and physical aggression toward the 
caregiver (DD), while the children attempted to take the facility keys and cell phone from DD. The 
children eventually forced their way out of the dorm and law enforcement was called for assistance.  
The investigation concluded the operation was not in compliance with required child-to-staff 
ratios.  An RTB was issued for Neglectful Supervision naming two caregivers, and additionally, 
RCCR issued three standards citations. 

 
On February 24, 2021, a report was received by SWI. The investigation involved a child 

(SF) being in an unsupervised area when she broke a window and cut her arms and legs.  SF then 
climbed out of the window onto the roof where she jumped and fractured four bones in her feet.  
SF’s absence was not noticed by facility staff until they were contacted by law enforcement.  SF 
was transported to the hospital by facility staff where she was admitted for treatment. Another 
youth (DW) was also able to climb onto a building then jump and climb down to run away. The 
investigation was closed on April 16, 2021, and an RTB was issued for Neglectful Supervision 
naming six caregivers. Additionally, five standards citations were issued by RCCR. 

 
On February 11, 2021, a report was made to SWI, resulting in an RCCI investigation that 

found that a caregiver failed to appropriately supervise five children when she allowed a child 
victim (RJ) to be physically assaulted by four other children. RJ reported the other residents 
attacked her while one of the other children distracted the staff person.  During the assault the child 
was hit and kicked on her head. She stated the incident lasted for about three or four minutes before 
the staff member said something to the children which made them stop. RJ was not provided 
immediate medical care and was moved to another dorm.  Later the same day RJ began vomiting 
and had a headache.  She was transported to the hospital and diagnosed with a concussion. The 
investigation was completed on March 19, 2021, with an RTB finding for Neglectful Supervision; 
five standards citations were also issued by RCCR. 

 
On February 10, 2021, a report was made to SWI resulting in an RCCI investigation, during 

which additional reports were made regarding children engaging in self-harming incidents by 
piercing their body parts.  Two children in care engaged in self-harming behaviors by piercing 
their tongues and different body parts by using an old earing and a sharpened paperclip.  “The AP 
could not be identified and will remain unknown to represent the staff who are responsible for 
monitoring the residents engaging in high-risk behaviors. Staff members at Krause RTC failed to 
act appropriately regarding actively taking steps to prevent their residents from self-harming.”  The 
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investigation was completed on March 3, 2021, with an RTB finding for Neglectful Supervision 
by an “unknown” staff member; five standards citations were issued by RCCR. 

 
On February 8, 2021, a report was received by SWI resulting in an RCCI  investigation 

that found that a 16-year-old resident (AC) received a concussion because of a physical altercation.  
While at school, AC spent the morning walking the hallways and irritating the other girls by 
kicking on classrooms doors. A staff person opened the classroom door and several girls ran out 
of the classroom, jumping on and beating AC.  Later in the day AC received medical care for a 
headache and blurred vision and was diagnosed with a concussion.  The investigator noted 
"staffing patterns continue to be insufficient for appropriate levels of supervision, there is a history 
of the inability of this operation to handle emergency situations, and there is a history of residents 
intervening in crisis situations due to the lack of staff.”  The investigation was completed on March 
9, 2021, resulting in an RTB finding for Neglectful Supervision naming an “unknown” staff as the 
perpetrator.  RCCI issued three standard citations. 

 
On January 21, 2021, a report was received by SWI resulting in an RCCI investigation that 

found a child in care (AH) vomited for several days before she was transported to the hospital for 
treatment and diagnosed with a urinary tract infection. It was determined that the on-duty 
supervisor failed to ensure that AH received timely medical attention.  The investigation was 
completed on April 30, 2021, with an RTB finding for Medical Neglect; two standards citations 
were issued by RCCR. 

 
 On January 20, 2021, a report was received by SWI resulting in an RCCI investigation 
finding that a caregiver (MB) actively participated in a physical altercation between children by 
holding a child (DG) down and allowing another child (AB) to physically assault DG, resulting in 
DG sustaining a bloody nose and scratches on her forehead. At the time of the altercation, there 
was a safety plan in place for MB: she was not to supervise children alone. The investigation was 
completed on March 10, 2021, with an RTB finding for Neglectful Supervision, and four standards 
citations issued by RCCR. 
 

On January 14, 2021, a report was received by SWI resulting in an RCCI  investigation 
that found a child in care was injured during a fight at the facility on January 10, 2021, and did not 
receive medical care until January 13, 2021.  After being in a fight with other children, AC reported 
her eye was hurting. She was seen by the facility nurse, who recommended she be taken to the ER. 
A supervisor in charge that night made the decision not to take the youth to the ER, due to the 
fights and a shortage of staff.  The youth was taken to the ER on January 13, 2021, and was 
diagnosed with a fractured eye socket. The investigation was completed on March 3, 2021, with 
an RTB finding for Medical Neglect; two standard citations were issued by RCCR. 

 
On January 6, 2021, a report was received by SWI resulting in an RCCI investigation that 

found a child in care was not provided needed follow-up medical care.  A child was taken to the 
ER and treated on December 26, 2021, for a urinary tract infection and possible STDs. The 
emergency room physician instructed the staff to make a follow-up appointment for the child with 
an OBGYN.  Instead of following up with a doctor at the hospital, the operation allowed the child 
to virtually see the in-house primary medical physician for Krause. The doctor prescribed more 
medication for the youth’s continued UTI, as she was still having intense pain, but did not make 
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any recommendations regarding treatment of her possible STDs.  The investigation was closed on 
March 31, 2021, with an RTB finding for Medical Neglect, in addition to RCCR issuing three 
standards citations. 

 
On January 4, 2021, a report was received by SWI resulting in an RCCI investigation that 

found caregivers did not appropriately respond to an altercation between children in care. 
Corroborating collateral child interviews, and video surveillance, indicated two staff members 
failed to de-escalate the incident to prevent a child from entering the room where the other child 
was present, and did not immediately intervene once the fight ensued. Following the incident, the 
child made self-harming statements and when police arrived asked several times for them to shoot. 
An assertion was made that an unknown member of the Krause staff failed to provide a child with 
the proper medical attention. The investigation was closed on April 2, 2021, with two RTB 
findings: one for Neglectful Supervision naming two caregivers and one for Medical Neglect 
naming an “unknown” caregiver. RCCR also issued eight standards citations.   

 
 On December 30, 2020, a report was received by SWI resulting in an RCCI  investigation 
that found a staff member watched two children fight without intervening. The staff member failed 
to remove a child or instruct another staff member to take one of the children off the unit. This 
would have prevented the child from being able to continue to attack the other child. The 
investigation was completed on March 30, 2021, with an RTB finding for Neglectful Supervision; 
RCCR issued two standards citations. 
 
 On November 12, 2020, a report was received by to SWI resulting in an RCCI  
investigation that found direct care staff failed to adequately intervene in a situation that led to a 
physical altercation between three girls. Two girls forced entry into the dorm and assaulted AG in 
her room. Video shows staff watched and failed to intervene.  Another assault occurred while AG 
was sitting on the floor bleeding and crying when HK became upset and assaulted AG.  Video 
surveillance again showed staff’s failure to intervene.   The youth was later treated at the hospital 
for a concussion. The investigation was completed on March 25, 2021, with an RTB finding for 
Neglectful Supervision naming three staff; three standards citations were also issued by RCCR.  
 
 On September 29, 2020, a report was received by SWI resulting in an RCCI investigation 
that found a youth had engaging in multiple self-harming behaviors, did not receive therapeutic 
services despite being placed at Krause from a psychiatric hospital, and was not being provided 
line of sight supervision. The youth was left alone, and in every instance in which she self-harmed 
and attempted suicide, she was supposed to be on eyesight supervision. A staff member indicated 
that the child made several threats of harm, yet staff did not take them seriously or seek help or 
provide appropriate supervision. Additionally, the staff member did not call EMS when the child 
turned blue from tying her jeans around her neck, stating that only a supervisor could call 911. The 
investigation was closed on July 22, 2021, with an RTB finding for Neglectful Supervision naming 
two caregivers, and three standard citations were also issued by RCCR. 
  
 On September 8, 2020, a report was received by SWI resulting in an RCCI  investigation 
that found five youths engaged in verbal and physical altercations with multiple other residents 
while two staff failed to make reasonable efforts to keep the incidents from happening by trying 
to de-escalate the situation, or intervene in the fights, resulting in harm to multiple residents. RCCI 
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determined after observing multiple videos involving the altercations, that a supervisor sat in a 
chair and did not attempt to de-escalate in the beginning of the hostilities. Another staff member 
that was observed on video making no attempts to deescalate or break up the fight. The 
investigation was completed April 6, 2021, with two RTB findings: one for Neglectful Supervision 
naming two staff members and one for Physical Abuse.  Two standards citations were also issued 
by RCCR. 
 
 On August 6, 2020, a report was received by SWI resulting in an RCCI investigation that 
found that two staff members failed to protect the child victim (AS) during a fight in one of the 
dorms. The staff allowed AS to return to the dorm knowing that she would be jumped by other 
youth.  AS reported that she was badly injured from being kicked, punched, and hit all over her 
body.  After the altercation she taken to the gym where she slept on a mattress, without being 
allowed to shower. AS further reported that she requested medical attention but did not receive it 
until next day. The investigation was completed on April 6, 2021, with an RTB finding for Physical 
Abuse naming two caregivers as perpetrators; two standards citations were issued by RCCR. 
 
 On July 10, 2020, a report was made to SWI resulting in an investigation that found 58 
residents tested positive for COVID-19 while living at Krause Children’s Center.  Between July 
7, 2020, and September 23, 2020, 58 children contracted COVID-19 due to the operation’s failure 
to screen, isolate and test infected residents.  Protocols were not followed to report this information 
to the HR department of Upbring, Krause’s parent organization.  Even after children tested 
positive, they were allowed to continue to go into other dorm areas, exposing others to Covid-19. 
The investigation was completed on March 22, 2021, and an RTB was issued for Neglectful 
Supervision naming four staff members including the Clinical Director, Program Director, 
Administrator, and the Reginal Executive Director. Additionally, RCCR issued four standard 
citations. 
 

On August 21, 2016, a report was received by SWI resulting in an RCCI investigation that 
found that while restraining a child, a caregiver punched the child in the eye.  The investigation 
was completed on November 4, 2016, with an RTB finding for Physical Abuse; three standards 
citations were also issued. 

 
 On March 14, 2016, a report was received by SWI resulting in an RCCI investigation that 
found that a child had been sexually abused by a staff member when he inappropriately touched 
the child, digitally penetrated her, and had the child perform oral sex on him on multiple occasions.  
The investigation was closed on July 28, 2017 with an RTB finding for Sexual Abuse; two 
standards citations were also issued.  
 
 As of August 5, 2021, there were nine open investigations, including three RCCI 
investigations for Neglectful Supervision, and six RCCR investigations for lack of supervision and 
improper staffing.  
 
In the month leading up to Krause voluntarily relinquishing its license, the operation was placed 
on Probation beginning April 15, 2021, with a stipulation that if there continued to be more 
investigations resulting in high-risk findings, that could possibly end the Probation and HHSC 
would move to revocation. After the April implementation of Probation, Krause continued to 
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receive RTBs because of child abuse and neglect investigations and intakes to SWI with high-risk 
concerns. Reports alleged that children were still able to engage in physical altercations, due to 
lack of appropriate supervision. 

Children’s Hope – Levelland (Washington Campus) 
 
 On May 20, 2020, DFPS notified the Monitors that one of the Children’s Hope campuses 
in Levelland, Texas had decided to terminate their contract with DFPS.   When asked for the reason 
for the decision, DFPS responded: 
 

 [T]he contractor reached out after DFPS further increased scrutiny of the 
operation and indicated they would like to voluntarily terminate their contract.  The 
contract is worded in terms of DFPS taking the termination action for convenience, 
which we are doing.  

 
 The Monitors subsequently asked RCCL whether any action would be taken with respect 
to the license for this facility.  RCCL responded that the agency was “not planning any action…as 
they have informed RCCL that they will relinquish their license once all the children are moved.”   
 
 A review of CLASS for this operation shows that the operation relinquished its license on 
May 26, 2020. 
 

II. Operations Voluntarily Closed Post-Heightened Monitoring 
 

GRO Operations on Heightened Monitoring Closed Voluntarily on or After January 1, 2020  

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 

Lost 
Type of Closure 

Williams House 827818 GRO 32 8/24/2020 Voluntary closure 
Youth and Family 
Enrichment RTC 210777 GRO-RTC 54 9/18/2020 Voluntary closure 
Hearts with Hope 
Foundation 872214 GRO-RTC 14 10/10/2020 Voluntary closure 
Whataburger Center  851405 GRO 20 1/5/2021 Voluntary closure 
Houston Serenity Place, 
Inc - Marrow Street 852576 GRO-RTC 67 7/18/2020 Voluntary closure 
Houston Serenity Place, 
Inc GRO -Sealey Street 1406186 GRO 23 6/4/2021 Voluntary closure 
George Gervin Youth 
Center 1012667 GRO 16 6/10/2021 Voluntary closure 
Connections Inc 
Emergency Shelter 839957 GRO 15 6/30/2021 Voluntary closure 
Licensed Capacity "Lost": Heightened Monitoring 
Operations Voluntarily Closed/Terminated 
Contract 

241 
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CPA Operations on Heightened Monitoring Closed/Contract Terminated Voluntarily on or After 
January 1, 2020  

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 

Lost 

Type of 
Closure 

Eckerd Youth Alternatives 1538985 CPA 8 6/1/2020 

voluntary 
closure/ 
termination 

Trinity Foster Care 846072 CPA 16 6/16/2020 

voluntary 
closure/ 
termination 

Strawberry Creek Services 1555534 CPA 39 6/22/2020 

voluntary 
closure/ 
termination 

Houston Serenity Place, Inc 1618452 CPA 67 7/17/2020 

voluntary 
closure/ 
termination 

The Payton Foundation 1511164 CPA 1 9/11/2020 

voluntary 
closure/ 
termination 

Panhandle Child Placement 
SVCS 555945 CPA 9 1/7/2021 

voluntary 
closure/ 
termination 

Angel Wings Family 
Services 1500926 CPA 16 3/29/2021 

voluntary 
closure/ 
termination 

Promise House Inc 535329 CPA 1 6/20/2021 

voluntary 
closure/ 
termination 

Agency Homes Affected: Heightened Monitoring 
Operations Voluntarily Closed/Terminated Contract 157 

    
 

A. Whataburger Center – Excerpt from the Monitors’ Report filed April 27, 2021115 
 

The Monitors’ concerns related to the use of Whataburger Center as an unlicensed 
placement are magnified by the GRO’s history of confirmed findings of abuse, neglect or 
exploitation and safety violations during the time that it was licensed.  On January 5, 2021, RCCR 
notified the Monitors via e-mail that Whataburger Center sent letters to RCCR and DFPS 
indicating their intent to surrender their license once all children in the placement were moved.116 
                                                
115 Deborah Fowler & Kevin Ryan, The Court Monitors’ Report to the Court Regarding Maltreatment in Care and 
Unsafe Placements for Children without a Placement 23, April 27, 2021, ECF 1066. 
116 E-mail from Georgette Oden, Attorney, HHSC, Litigation Division, to Deborah Fowler & Kevin Ryan, License 
surrender – Whataburger, January 5, 2021 (on file with Monitors).  In response to a subsequent request from the 
Monitors, RCCR sent a copy of the letter from The Children’s Shelter, the organization that owned and operated 
Whataburger Center, to RCCR regarding their intent to voluntarily relinquish their license.  In the letter, Family 
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Two days later, DFPS  provided the Monitors with a letter sent by Family Tapestry (the only entity 
contracting with Whataburger Center)117 to DFPS, indicating its intent to terminate its contract 
with the GRO.118 
 
     At the time that Whataburger Center surrendered its license, the facility was under both 
Heightened Monitoring, pursuant to Remedial Order 20, and on probation.  RCCR and DFPS 
notified Whataburger Center that it had been placed on Heightened Monitoring on June 11, 2020, 
and that starting June 12, 2020, all placements at the facility would have to be approved by the 
Associate Commissioner of CPS.119  While the operation was immediately subject to the weekly 
Heightened Monitoring visits, the start date for the Heightened Monitoring plan developed by 
DFPS and RCCR was August 1, 2020.120   
 
     Whataburger Center was in the first tier of GROs subject to Heightened Monitoring under 
Remedial Order 20, and had the third highest safety risk score of the more than 40 GROs identified 
by the State for Heightened Monitoring.  The only two facilities with a higher safety risk score 
were Gulf Coast Trades Center and Williams House, one of the sites of a child fatality discussed 
at length in the Monitor’s First Report.121  Whataburger Center’s ongoing safety problems led 
DFPS to place the operation on an admissions hold on September 9, 2020.122  RCCR subsequently 
placed Whataburger Center on probation on September 30, 2020 due to “a continued pattern of 
deficiencies in the area of supervision, medication, and reports/record keeping.”123  
                                                
Tapestry notes, “The voluntary closure decision was made with great care, based on a variety of factors, including 
financial strain on the Center and the ongoing impacts of the COVID-19 pandemic,” notes that there were six children 
in Whataburger Center when the letter was sent and says that it will “continue to rely on its license solely for the 
purpose of providing services to the current children/youth at the Center, as we work to identify appropriate 
placements for these children and carry out any contractual obligations.”  Letter from Annette Rodriguez, 
President/CEO, The Children’s Shelter, to Kimberley Maradiaga, RCCR, December 17, 2020 (on file with Monitors).   
117 Though Family Tapestry SSCC was contracting with Whataburger Center, both entities are subsidiaries of The 
Children’s Shelter.  According to CLASS, several entities are licensed as part of The Children’s Shelter non-profit 
corporation: The Children’s Shelter GRO, The Children’s Shelter CPA, Family Tapestry SSCC, and Whataburger 
Center.  All of these entities share the same CEO (Annette Rodriguez) and have overlapping controlling persons, 
according to CLASS.  CLASS also shows two former CPA branches for The Children’s Shelter that voluntarily 
relinquished licenses:  a CPA branch in Corpus Christi, Texas that relinquished its license in 2009 (The former 
Director/Administrator for this CPA branch is now listed as the Director/Administrator for Family Tapestry); and a 
branch in Laredo, Texas that voluntarily relinquished its license in 2005.  The Children’s Shelter website indicates 
that it formed Family Tapestry in 2018 (the same year that they were awarded the SSCC contract for Region 8a) to 
“restructure the service delivery model of critical services to ensure children and youth experience safety, well-being, 
and permanency.”  The Children’s Shelter, website, last accessed April 1, 2021, available at 
https://childrensshelter.org/about 
118 E-mail from Heather Bugg to Deborah Fowler & Kevin Ryan, re: Whataburger Center for Children, January 7, 
2021 (on file with Monitors). 
119 Letter from Christina Guerrero, Residential Child Care Contracts Director, DFPS & Jean Shaw, Associate 
Commissioner, RCCR (June 11, 2020)(on file with Monitors). 
120 DFPS & RCCR, Heightened Monitoring Plan, Whataburger Center for Children, July 27, 2020 (on file with 
Monitors). 
121 Deborah Fowler & Kevin Ryan, supra note 4, at 313-14. 
122 E-mail from Tiffany Roper, General Counsel, DFPS, to Deborah Fowler & Kevin Ryan, Quick question, December 
17, 2020 (on file with Monitors) (sent in response to the Monitors’ question regarding which operations under 
Heightened Monitoring had been placed on an admissions hold.) 
123 Letter from Kimberly Maradiaga, Licensing Representative, RCCR, to Yvette Sanchez, Administrator, 
Whataburger Center for Children and Youth, September 15, 2020 (on file with Monitors).  Prior to being placed on 
probation and Heightened Monitoring, Whataburger Center had entered into a Plan of Action with RCCR on 
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     The Monitors’ analysis of data shows that over the five-year period between 2016 and 2020, 
RCCR cited Whataburger Center 239 times for minimum standards deficiencies.  Of these, 174 
were weighted high or medium-high by RCCR.  RCCI investigations resulted in 15 RTBs for 
abuse or neglect allegations during the same period, with one substantiated finding of physical 
abuse in 2016, two substantiated findings (and two UTDs) of Neglectful Supervision in 2017, one 
substantiated finding of Sexual Abuse in a 2019 investigation, eight substantiated findings of 
Neglectful Supervision and three substantiated findings of Medical Neglect resulting from six 
RCCI investigations in 2020.  In addition to the standards violations and substantiated abuse or 
neglect findings, the Heightened Monitoring plan created for the facility indicates Whataburger 
Center was in violation of contractual provisions 11 times over the five-year period that served as 
the basis for Heightened Monitoring.124   
 
     Of the 15 RTBs, eight resulted from five abuse or neglect investigations opened before 
Whataburger Center was placed under Heightened Monitoring: 
 

• An investigation opened after a June 10, 2016 report to SWI alleged a child had an abrasion 
and bruise on his face after he threw a box at a staff member, and the staff member picked 
the box up and threw it back at the child “really hard,” hitting him in the face and causing 
him to fall to the ground.  According to the report, the child said that after he fell, the staff 
person picked him up and slammed him onto the bed.  The report indicated the child also 
had bruises on his chest, arms, and underneath his left eye but said he did not know how 
he got them.  Video footage reviewed during the investigation showed the staff person 
physically “escorting” the child down the hallway to his bedroom, during which time the 
staff person could be seen dragging the child on the floor and lifting him up by grabbing 
his neck.  It also showed the staff person throwing an object “in an overhead motion with 
force” into the child’s bedroom.  The investigation resulted in an RTB for physical abuse 
by the staff member.  Three citations were also issued by RCCR:  a citation related to 
caregiver supervision based on staff reports that they are not provided with enough 
coverage to allow for breaks, which leads to frustration; a citation related to employee 
responsibilities based on the failure of the staff person to exhibit self-control; and, a citation 
issued for violation of the minimum standard associated with a child’s right to be free from 
abuse or neglect.  The investigation was closed on June 10, 2016. 
 

• An investigation opened after an August 26, 2017, report to SWI alleged two children ran 
out of an open gate on the facility campus and attempted to run away.  The investigation 

                                                
December 16, 2019, which it did not successfully complete.  Whataburger Center had also been placed under an 
Evaluation on October 16, 2017, but requested an administrative review of the corrective action, and the decision was 
overturned.  At the time that the operation was placed on the Evaluation that was overturned, Whataburger Center was 
already under a Plan of Action that had started on July 5, 2017.  Notes in CLASS related to the administrative review 
for the Evaluation that was overturned indicate, that the RCCL staff who recommended that Evaluation action “noted 
that the [operation] has made some progress, are implement their POA, but still have a ways to go.  Big area remaining 
is supervision.  They have fired some staff, hired new staff.  Still need to pay attention to weekend shifts and put some 
tenured staff on those shifts…they decided to switch from POA to [corrective] action due to July and August citations.”  
CLASS notes indicate that the GRO successfully completed this Plan of Action, which ended on January 1, 2018. 
124 DFPS & RCCR, Heightened Monitoring Plan for Whataburger Center for Children, July 27, 2020 (on file with 
Monitors). 
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revealed that a number of runaway incidents occurred over the course of the weekend due 
to understaffing, and resulted in two RTBs for Neglectful Supervision for each of the 
children against “unknown staff.”  During one of the runaway incidents, the children ran 
into a busy road, and staff had to redirect traffic to keep cars from hitting the children.  All 
staff interviewed said the facility was understaffed that night.  One of the children who 
attempted to run away was supposed to be on one-to-one supervision, however the staff 
person responsible for the child’s supervision indicated that she had been assigned to a 
group of seven other children because the facility was short staffed.  The staff said they 
had notified the facility administrator that the facility was understaffed.125 RCCR also 
issued four citations: a citation for violating the minimum standard associated with 
documenting serious incidents, due to the operation’s failure to document some of the 
runaway events; a citation for violation of the minimum standard associated with a child’s 
right to be free from abuse or neglect; a citation for violation of the standard associated 
with caregiver responsibility; and, a citation for violation of the minimum standard 
associated with staff-to-child ratio.  The investigation closed June 25, 2018. 
 

• An investigation opened after an April 9, 2019 report to SWI alleged a 16 year-old male 
foster child was having a sexual relationship with a female staff member.  During intake, 
the reporter noted that the child was wearing a charm bracelet that he told other children 
was given to him by the staff member.  The child and staff member initially denied the 
relationship.  However, before the investigation closed, another report was made to SWI 
on May 14, 2019 by the child’s caseworker, alleging that the foster child told his 
caseworker that he had “gotten a female staff pregnant” but believed she had a miscarriage.  
The child was again interviewed and acknowledged the sexual relationship with the staff 
member, and provided details that the investigator was able to substantiate.  The allegation 
against the staff member resulted in an RTB for Sexual Abuse.  RCCR also issued two 
citations for minimum standards violations: one citation for failing to maintain the required 
staff-to-youth ratio when one staff member left her group of children with another staff 
member, and one citation for violation of the minimum standard associated with a child’s 
right to be free from abuse or neglect.  The investigation was closed June 27, 2019. 

 

                                                
125 An “unable to determine” (UTD) finding against the Director/Administrator  of the facility also resulted from the 
investigation, despite RCCI’s findings that, “[A.G.] was aware that the weekend shifts are understaffed and remained 
understaffed during the weekend for months based on the gathered interviews from staff…[A.G.’s] previous program 
manager had made suggestions to help resolve the situation of the weekend staff being understaffed and yet no changes 
were made.  [A.G.] admitted that the staff that work the weekend shifts are new staff…[A.G.] stated that the weekend 
shift staff would be out of ratio when a staff or multiple staff have to leave the campus to chase after the child/children 
who ran away from the campus…[A.G.] admitted that she was aware of all the incidents that took placed [sic] during 
the weekend of 08/26/17 – 08/28/17.  There is a total of 23 investigations related to runaways from January 2017 – 
August 2017.  [A.G.] knew there was a high turnover in staff and knew she didn’t have enough staff in order to provide 
appropriate supervision for the children or to respond in an emergency situation.  [A.G.] indicated she implemented 
changes however based on the overall interviews conducted during the course of the investigation the environment at 
the operation continued to be chaotic, runaways continued to occur and continued to being out of ratio.  All staff were 
consistent regarding being out of ratio on most days…Evidence supports that no single action of [A.G.] contributed 
to the overall failure of children not receiving adequate care and supervision.  It was determined that the lack of 
supervision was a systematic failure and it is unclear as to how much influence or due diligence [A.G.] exercised in 
ensuring the system and protocols in place were being followed by an adequate number of staff.  Therefore, this case 
will be closed with a disposition of Unable to Determine by [A.G.] for the neglectful supervision of [the children].”   
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• An investigation opened after a report to SWI on April 22, 2019, alleged that an 18-year-
old male foster youth in the facility made graphic, sexually inappropriate remarks to a 17 
year-old female foster youth, a 14 year-old female foster child, and a 13 year-old female 
foster child.  The intake also alleged that the 13-year-old was described as the 18-year-
old’s girlfriend; however, the 13 year-old denied this during two interviews over the course 
of the investigation.  The investigation revealed that the 18-year-old had been placed on a 
safety plan on March 22, 2019, requiring one-to-one supervision.  Despite this, several 
children who were interviewed for the investigation confirmed that the 18 year-old was 
able to repeatedly make inappropriate comments, give other children sexually explicit 
drawings, and inappropriately touch at least two other foster children.  Video showed the 
18 year-old sitting with female residents in the facility, in violation of the safety plan.  
RCCI made three RTB findings against an “unknown perpetrator” for Neglectful 
Supervision of the three victims: two of the female foster children and the 18 year-old 
foster youth.  In addition, RCCR issued three citations for minimum standards violations:  
one citation for violation of the minimum standard associated with child-care administrator 
responsibilities, due to the failure to follow the safety plan; one citation for failing to 
maintain records, due to the failure to document the staff person assigned to provide one-
to-one supervision for the 18 year-old youth; and, one citation for violation of the minimum 
standard associated with a child’s right to be free from abuse or neglect.  The investigation 
was closed July 23, 2020. 
 

• An investigation opened after a report to SWI on May 19, 2020 alleged that a 17 year-old 
male foster youth made an outcry to a staff member at Whataburger Center that his 17 year-
old roommate touched him inappropriately. In subsequent interviews, both children 
acknowledged sexual contact, but the alleged aggressor claimed it was consensual. The 
alleged aggressor had been flagged with an indicator for sexual aggression on November 
16, 2019, and had a safety plan that required one-to-one supervision with a Whataburger 
Center staff member. Video footage revealed that the staff member responsible for one-to-
one supervision of the child on the night that the incident occurred failed to make visual 
checks or supervise him for 44 minutes, providing the opportunity for the incident to occur.  
The investigation resulted in a Reason to Believe (RTB) finding for Neglectful Supervision 
against this staff member, and RCCR issued one citation for the minimum standard 
associated with a child’s right to be free from abuse or neglect.  The investigation closed 
July 2, 2020.  

 
     DFPS and RCCR identified the following patterns and trends for the facility in The Heightened 
Monitoring Plan (Plan) created for Whataburger Center: 
 
 Administrative Operations: 

• medication concerns and admin penalties;  
• reports, and record keeping;  
• failure to report serious incident; 7 failures to report deficiencies in past 5 

years 
Supervision and staff interaction: 

• staff supervision; 4 RTBs and 4 UTDs over the past 5 years all related to 
neglectful supervision; 
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• confirmed allegations of sexual abuse;  
• confirmed allegations of physical abuse;  
• runaways; caregiver responsibility – being aware of and accountable for 

each child’s on-going activity.126 
 
DFPS and RCCR noted the following as barriers to compliance in the Plan: 
 

1. Operation slow to recognize and identify areas of concern and the need to 
develop a plan to address the concern. 

2. The WBC is a CBC only residential provider and is used as an emergency 
shelter to provide temporary placement for children and youth until a more 
permanent placement is found.  Therefore, the mix of children placed there is 
dynamic and for that reason admission screening to evaluate child 
characteristics for new admissions compared to child characteristics for overall 
milieu is critical to determine if the Center is able to meet all children’s need. 

3. Staff shortages and the Operations [sic] inability to bring on quality staff 
quickly in this situation who can meet the children’s needs had occurred.127 

 
The Plan listed seven tasks, with some sub-tasks, though three of the seven identified tasks 

merely required the operation to continue to meet the terms included in the RCCR Plan of Action 
(POA) that the operation was under prior to being placed on Heightened Monitoring.128 The new 
tasks that were not already part of the POA included: 
 

• Operation must submit a robust staffing plan to allow and plan for census 
ebbs and flows and to address emergency unanticipated shortage of staff. 
 

• The plan should include strategy to have PRN staff on call if needed and a 
“hire ahead” component that anticipates staff turnover. 

 
• Operation must submit a detailed internal quality assurance and continuous 

quality improvement (CQI) process that explains: 
o how the operation will more proactively identify areas of concern, 
o timeframes in which the internal reviews will take place, 
o how addressing the identified areas will be prioritized,  
o who will be responsible for implementation of the improvement 

strategies, and  
o how improvement will be tracked and measured. 

 
• Once the quality assurance plan/CQI process had been implemented; submit 

a summary of the identified concerns and the actions it will undertake to 
mitigate them, including who is responsible, and how success of the actions 
will be evaluated.129 

                                                
126 DFPS & RCCR, supra note 78, at 2. 
127 Id. 
128 Id. at 3-6.   
129 Id. at 3. 
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     The new tasks also included requiring the operation to “develop and submit a runaway 
prevention plan.”130 The POA terms listed in the Plan include the following terms related to 
medical care: 

 
• Administrator will review each child referred for placed [sic] at the WBC 

for appropriateness, including those with medical needs. 
• If a child residing at the WBC has medical needs, the Whataburger Center 

Director must continue to consult with Christus Children’s Hospital nurses 
to determine if proper medical care can be provided at the WBC prior to 
admission. 

• Continue to submit the WBC daily census and staffing report to the SSCC. 
• Continue with CCR POA Medications and re-asses for effectiveness: 

Continue the process whereby the medical care coordinator reviews all 
medications daily or weekly.  Medical care coordinator will e-mail or meet 
in person with the assistant or COO to discuss any errors or medical refill 
needs, etc.  Director of compliance reviews medication records each month 
and pulls 5-10 records to review. 

• Operation will maintain the documentation of this record review and have 
the results made available upon CCR request. 

• Director of Compliance will debrief with the Medical Care Coordinator, 
Assistant PD and COO.  Christus will come every Wednesday, if a child is 
admitted with significant medical needs, will train staff on how to care for 
children with those needs.  Staff training conducted will be maintained in 
staff’s personnel file and available upon request.131 

 
The Plan also included POA terms related to reports and record keeping and supervision: 
 

Operation will continue with CCR POA-Reports/record keeping: A review of the 
[serious incident reports (SIRs)] is conducted by the assistant program director and 
COO as they occur.  Director of compliance completes monthly random reviews of 
SIR’s and reviews 5-10 residents.  After review, a debrief is completed with the 
assistant and COO.  Staff have been re-trained with SIR’s.  
 
Operation will document the items reviewed, the staff trained on the items and 
maintain this information at the Operation which must be available upon CCR 
request. 
 

                                                
130 Id. at 5.  RCCR’s analysis for the FITS staffing for Whataburger Center described a high rate of runaways as one 
of the operation’s barriers to compliance, “Barriers: The operation is an ER shelter and takes children who are no-
refuse children.  There is a high number of child on child fighting with injuries, bullying, and inappropriate sexual 
contact due to the population of children.  The operation also has a high rate of runaway children.  The operation 
attempted to remedy this with a large fence around the operation.  Although numbers have lessened, children continue 
to run away from the operation.  They typically return to the operation after they run away.  The operation will need 
a plan to curb these runaways due to new legislation in RCCR resulting in action being taken based on children who 
run away.”  RCCR, RCCR Operation Analysis for FITS 5 (undated)(on file with Monitors). 
131 Id. at 3-4. 
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Continue with CCR POA – Supervision: The assistant and COO rotate on the floor 
to observe general supervision.  The program support specialist and medical care 
coordinator also rotate on the floor daily and on weekends as needed.  Cameras are 
reviewed daily by the assistant.  The lead mental health technician observes the 
floor as part of their role and ensures general supervision is met randomly.  Topics 
of discussion, such as supervision are discussed during staff meetings.  Safety plans 
are created within 24 hours if [sic] intake for supervision.  The COO or Assistant 
will provide feedback.  An email is sent to all supervisors and assistants with 
supervision requirements.  Shift supervisors staff daily with Assistant and COO 
regarding the need for staff coverage.  Supervisors submit daily shift assignments 
reviewed by Assistant and COO.  The Program Support Specialist provides a 
weekly staffing pattern report to the COO of the previous week.  Shift Supervisors 
are responsible for reviewing observation logs daily.  The Shift Supervisor, at the 
end of each shift, provides reports to all pertinent staff.132 
 

     RCCR continued to cite Whataburger Center for violations after it was placed on Heightened 
Monitoring.  The Monitors’ analysis showed that of the 239 total citations issued to Whataburger 
Center between January 1, 2016 and December 31, 2020, 43 were issued after Heightened 
Monitoring started on June 11, 2020.  Of these, 17 were weighted high in terms of their risk to 
child safety, 13 were weighted medium-high, 11 were weighted medium, and two were weighted 
medium-low.  The most frequently cited standards during this time period were related to medical 
care (11), followed by standards associated with supervision (5) and child rights (4).  Examples of 
citations issued after Heightened Monitoring started include: 
 

• Two deficiencies were cited on June 16, 2020, after “[a] staff person instigated a 
fight between two residents, made inappropriate comments towards a resident and 
threatened to harm them if the resident were to hit staff.  The staff also used profane 
language towards the resident.” 

 
• A deficiency cited on June 18, 2020 related to caregiver responsibility, because 

“[s]taff admitted child in care who was on one to one was allowed to *** talk to 
another resident who showed signs of aggression…leading to a physical altercation.  
Both residents were on one to one, however, due to being friends staff allowed them 
to interact even after witnessing one child provoke the other.” 

 
• A deficiency cited on July 6, 2020 related to caregiver responsibility when a 15 

year-old male broke a window in the boys’ hallway of the facility, and he and two 
other female residents escaped through the window and ran away.  Staff assigned 
to the children reported not being aware that they were assigned to them and said 
they did not witness the incident. 
 

• A deficiency was cited on August 14, 2020, when a child who had previously self-
harmed by cutting himself with a soda can was able to obtain another soda can and 
self-harm again.  The child’s safety plan required that he be kept within eye-sight 

                                                
132 Id. at 4-5. 
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or hearing range of staff, due to a history of suicidal ideation and self-harm.  The 
child’s roommate left the can in their room, and the child retrieved it, took it to the 
restroom, and repeatedly bent the can until it broke in half, then used the sharp 
edges to cut his arm.  Staff responsible for supervising the child did not know how 
the child got the soda can.   

 
• Three deficiencies cited during a monitoring inspection on August 20, 2020 related 

to administration of medication when the inspection revealed that medication logs 
did not include the time or dosage administered, and showed inaccurate medication 
counts and dosage provided to the children. 
 

• Two deficiencies cited during an inspection on September 17, 2020, related to 
children’s records: a child’s preliminary service plan was not updated after the child 
left the facility and then returned; and, a child’s emergency admission stated that 
the child had chronic health conditions and later said she did not. Another 
deficiency was cited because a child’s room and bathroom were dirty. The 
operation was re-cited for this during a follow-up inspection. 

 
• A deficiency was cited on October 13, 2020, because a child who had been in the 

facility for five months did not have a completed service plan. 
 

• Four deficiencies were cited related to children’s medical care, identified during a 
monitoring inspection on October 15, 2020: medication records showed staff did 
not ensure that a child took medications as prescribed (the records documented 
missed dosages and that the child was asleep); the medication room was left 
unlocked; a child’s record showed that the medication log for the child’s 
prescription medications was pre-filled; and, two children’s records showed staff 
failed to document all instances of medication errors. 
 

• A deficiency was cited during an October 26, 2020 follow-up inspection because a 
child’s medication log documented the reason for a missed dose as both that the 
child refused the medication, and that the child did not wake up. 
 

• A deficiency was cited during an inspection on November 23, 2020, because staff 
failed to document medication administered in the morning in the cumulative 
medication record within the required timeframe. 
 

• A deficiency was cited after RCCR investigated a DFPS staff report to SWI on 
December 16, 2020 of having reviewed medication logs for all six children staying 
at the facility, and finding errors in all of them.  RCCR cited the facility after finding 
that the medication log viewed during the investigation inspection “contained 
conflicting dispensing instructions for an over the counter medication.” 
 

Case 2:11-cv-00084   Document 1132-1   Filed on 09/13/21 in TXSD   Page 78 of 86



Appendix: Operations Closures 

 79 

• A deficiency was cited during a follow-up inspection on December 29, 2020, when 
the supervisor’s keys were observed in the doorknob to the medication room during 
a walk through.   
 

In addition to these citations, several abuse or neglect investigations opened after the facility was 
placed on Heightened Monitoring and resulted in RTBs and citations: 
 

• An investigation opened after a report to SWI on August 10, 2020 alleged that a child 
reported that he had not been receiving his psychotropic medications.  The intake indicated 
that the child’s caseworker provided the medications to the facility “but the medical 
director [said] that they can’t find them.” The intake indicated the child had reported feeling 
anxious and depressed and punched a window to try to escape. The child was placed at 
Whataburger Center on July 20, 2020; during an interview with the medical care 
coordinator for the facility on August 12, 2020, she said that he had been back on his 
medications for two to three days.  She indicated that the medications were eventually 
found “on the top of the fridge.”  When the victim was interviewed, he confirmed that he 
had not received his medications until he complained to his caseworker on August 10, 
2020, which was substantiated by the RCCI investigator’s review of medication logs.  The 
investigation resulted in one RTB for Medical Neglect against an unknown perpetrator.  
Two citations were issued by RCCR: one for improperly storing the child’s medication on 
top of the refrigerator, and one for violating a child’s right to be free from abuse or neglect 
by failing to provide a child with their prescribed medications for 15 days after being 
admitted to the facility.  The investigation was closed November 12, 2020. 

 
• RCCI opened an investigation after a report to SWI on August 25, 2020 alleged that the 

victim had “a lot of medical issues and requires a lot a medications,” but had refused 
medications many times between July 17, 2020 and August 13, 2020.  The intake indicated 
“The staff didn’t do anything about [the victim] refusing his life sustaining medications.”  
On August 13, 2020, the child was sent to the hospital because his blood sugars were “very 
high.”  The hospital determined that the child was about to go into adrenal failure and 
diabetic ketoacidosis because he had not been receiving medication.  During his interview, 
the child said he refused his medication because he was very sad, and that he also refused 
to eat. Several Whataburger Center staff, including the medical care coordinator, 
acknowledged the child refused his medications.  However, according to the medical care 
coordinator, the child’s caseworker was not notified because the child “missed 
medications...but not in a pattern” and that medical professionals and caseworkers are only 
notified when there is a pattern of refusing medications. A medication log showed the child 
had refused his medications 49 times before being taken to the hospital.  His service plan 
noted a history of refusing medications as a form of suicide, and classified this as a “high 
risk” behavior.  The investigation resulted in RTBs for Medical Neglect by a shift 
supervisor who was aware that the child was refusing his medications, and the medical care 
coordinator.  Two citations were issued by RCCR: one for violating the minimum standard 
associated with providing appropriate medical care, and one for violating the minimum 
standard associated with a child’s right to be free from abuse or neglect.  The investigation 
was closed November 12, 2020. 
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• An investigation was opened after a report to SWI on September 16, 2020 alleged that a 
12 year-old female child had been sexually assaulted by a 17 year-old male child at 
Whataburger Center.  The 12 year-old child made an outcry to staff that the 17 year-old 
child touched her breast, “butt,” and digitally penetrated her while they were on a nature 
trail outside the facility. The alleged aggressor had also been reported to law enforcement 
after he was observed touching the same child’s breasts over her clothing by facility staff 
on September 8, 2020; however, this incident was not reported to DFPS.  This allegedly 
occurred prior to the incident on the nature trail, prompting the facility to place the alleged 
aggressor on a safety plan that required that he not be left alone with other children.  The 
plan was not followed.  This child also had been placed at Whataburger Center in the past133 
and had a history of sexual aggression and having poor boundaries during his previous 
placement at the facility.  The investigation resulted in RTBs for Neglectful Supervision 
for the Assistant Program Director and for the two staff supervising the children on 
September 8, 2020.  Two additional RTBs were included for an unknown perpetrator, 
described as the unknown staff member who should have been supervising the children the 
day of the incident on the nature trail.  RCCR issued three citations: one for the failure to 
implement the safety plan for the 17 year-old child, one for the failure to report the 
September 8, 2020 incident to RCCR, and one for the failure to adhere to minimum 
standards associated with a child’s right to be free from abuse or neglect.  The investigation 
was closed February 2, 2021. 

 
     When HHSC notified the Monitors of Whataburger Center’s decision to relinquish its license 
on January 5, 2021, the Monitors responded by asking whether any restrictions had been placed 
on the ability of the administrators to apply for a new license in exchange for the voluntary 
relinquishment.134 HHSC responded that because HHSC had not notified the operation of its intent 
to take disciplinary action against them, the facility’s license relinquishment did not trigger the 
automatic five-year exclusion.135 
 

B. Operations Not Included in a Previously Filed Report 
 
Houston Serenity Place Inc. (RTC) 
 

Houston Serenity Place Inc., (HSP-RTC) located on Morrow St. in Houston Texas, 
received an initial permit to operate on August 23, 2005, and a full license on February 22, 2006. 
Houston Serenity Place Inc. was licensed to serve 67 children between the ages of 7 through 18 
with service levels of Moderate, Specialized, and Intense. Program Service types included 
transitional living services and treatment for emotional disturbance.  

 
On June 11, 2020, HSP-RTC was notified of HHSC’s intent to place the operation on 

Heightened Monitoring.  Less than a year later, on March 4, 2021, HSP-RTC gave notice of its 
intent to voluntarily close the facility and surrender its license. HHSC placed HSP-RTC on 

                                                
133 This is the same child who was the alleged aggressor in the May 19, 2020 case. 
134 E-mail from Deborah Fowler to Georgette Oden, License surrender – Whataburger, January 5, 2021 (on file with 
Monitors). 
135 E-mail from Georgette Oden to Deborah Fowler & Kevin Ryan, License Surrender – Whataburger, January 5, 
2021 (on file with Monitors). 
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Heightened Monitoring for deficiencies that HSP-RTC continued to display throughout its time in 
operation, even after being placed on probation three times.  Throughout its operation, the facility 
continued to be cited for Physical Abuse, supervision issues, inappropriate restraints, and 
inappropriate discipline.  
 

Probation started early for HSP-RTC—within three years of being licensed it was placed 
on probation from August 25, 2009 through January 9, 2010.  The basis for the corrective action 
included, among other issues, supervision concerns, inappropriate restraints (including residents 
being restrained with their arms twisted behind their backs), and inappropriate discipline.  Less 
than three years later, beginning on June 20, 2013, HSP-RTC was again placed on probation and 
again required to complete a plan of correction for the exact same issues that dogged the facility 
in 2009: inappropriate supervision, restraints (residents being restrained with their arms twisted 
behind their backs), and discipline.  HSP-RTC completed this plan of correction on December 13, 
2013. 

 
 Although RTB findings and citations for the same issues that plagued HSP-RTC back in 
2009 – inappropriate supervision, restraints, and discipline – continued, HSP-RTC avoided being 
placed on another probation for six years until March 21, 2019.  From 2017 through 2018, HSP-
RTC was cited 50 times, including 8 times for level of supervision issues, 8 times for inappropriate 
discipline/corporal punishment, and 10 times for issues related to emergency behavioral 
interventions, which included two citations for restraining children with their arms twisted behind 
their backs.   
 
 HHSC released HSP-RTC from the March 21, 2019 probation on October 8, 2019, even 
though an incident on July 28, 2019 resulted in two RTB findings on December 13, 2019 for Sexual 
Abuse and two RTB findings for Neglectful Supervision.  These findings occurred when a staff 
member coerced two residents under her supervision to go to the restroom by telling one resident 
that she would not talk to her if she did not do so and telling the other resident she would give him 
money.  While in the restroom, the staff member encouraged the residents to have sex, which 
included giving each other hickeys and performing oral sex.   
 
 Soon after these RTB findings, another RTB finding for Physical Abuse was made against 
a staff member for striking a 14-year-old resident in the face on January 14, 2019, resulting in 
several red markings and bruises on the child’s face and neck. This same staff member was 
previously involved in a physical altercation on March 29, 2018, and, although Physical Abuse 
was Ruled Out, all collateral child witnesses consistently indicated that the staff member punched 
a child in the face and head and the facility was cited for inappropriate discipline.  While 
conducting the investigation into the Physical Abuse on January 14, 2019, RCCR also issued six 
citations, three of which were related to inappropriate discipline/corporal punishment and three 
were related to a finding that the facility continued to perform inappropriate restraints that placed 
children's arms behind their backs with their arms pushed up towards the upper part of their back-
causing pain. 
 
 RTB findings for Physical Abuse continued to plague HSP-RTC.  On April 4, 2020, during 
a restraint, a staff member grabbed a 16-year-old resident around the neck and choked the resident 
until the resident blacked out. This was not the first incident involving this staff member.  The 
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Program Director confirmed that staff member, who was on a safety plan for previous incidents 
related to allegations of inappropriate restraint and failure to report, was not following the plan. 
RCCR issued five citations because of this investigation related to inappropriate discipline, failure 
to complete a serious incident report, and the administrator’s failure to ensure active safety plans 
were enforced.  
 
 After all of these probations and corrective actions, HHSC determined that HSP-RTC’s 
continued to present a high risk to children: “Overall Risk Assessment: Based on the information 
gathered, the facility has a high risk due to concerns with supervision, inappropriate restraints, and 
inappropriate discipline of the residents….The facility did not address deficiencies appropriately 
and it was not certain the facility was retraining staff…The operation did not initiate corrections.” 
 
George Gervin Youth Center, Inc.  
 
 George Gervin Youth Center, Inc. (GGYC) located in San Antonio, Texas received an 
initial permit on August 20, 2009, and a full license on August 19, 2010. GGYC was licensed to 
serve girls with a capacity of 16 children between the ages of 0 and 17. GGYC was a transitional 
living and emergency care facility with treatment services for emotional disorders.  

 
On January 28, 2020, the operation received one Administrative Penalty for a lack of a 

completed background check for one of the employees; the background check was completed two 
years after the employee’s hire date, and therefore was untimely. The employee’s hire date was 
June 5, 2017, and the initial background check was submitted on July 12, 2019.136 

 
On July 5, 2021, DFPS notified the Monitors of the intent of GGYC to terminate its license 

with an effective date of June 23, 2021.  GGYC notified DFPS in April 2021 of its “decision to 
close their operation due to the owner/administrator retiring.”137 Per the same email, all of the 
children were moved from the operation on June 5, 2021; this relocation allowed the youth to 
finish out their school year and plan for a new placement. 138 The operation did not have any 
corrective/adverse actions.  

 
On November 23, 2020, HHSC provided notification to GGYC, Inc. that it was being 

placed on Heightened Monitoring.139 The Heightened Monitoring Plan started on December 21, 
2020, with an end date of December 21, 2021. The operation was placed on Heightened Monitoring 
due to issues surrounding administration oversight. The operation had been cited for the 
administrator not being present on site for a minimum of 30 hours a week and for problems with 
personnel records.140 The operation’s Heightened Monitoring plan only included two tasks, one 
was to create a sign in/out sheet for the administrator’s hours on-site at the operation, and second 
was to create a plan to audit personnel records.  

 
                                                
136 Heightened Monitoring George Gervin Analysis (on file with Monitors) 
137 Email from Leigh A. Eaton to Deborah Fowler and Kevin Ryan, June 2021-Suspensions, Contract Terminations, 
and Disallowances (July 5, 2021) (on file with Monitors). 
138 Email from Leigh A. Eaton to Deborah Fowler and Kevin Ryan, June 2021-Suspensions, Contract Terminations, 
and Disallowances (July 5, 2021) (on file with Monitors). 
139 Heightened Monitoring Notification (November 23, 2020) (on file with Monitors) 
140 Heightened Monitoring Plan (December 21, 2020) (on file with Monitors) 
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During the time the operation was on Heightened Monitoring, there were eight Heightened 
Monitoring inspections conducted with eight citations for standards violations including the 
following: 

 
• Physical Site-Building 
• Personnel Records 
• Placement Extension 
• Child-care Administrator  

Minimum standard 748.531(a)(3) Child-care Administrator was cited five times because it was 
found during inspections that the administrator had been at the operation less than 30 hours per 
week.141 

 
According to FITS meeting notes dated May 6, 2021, a Corrective Action Plan (CAP) was 

submitted to DFPS’ legal team by the Residential Contracts team to address the concern of the 
operation’s noncompliance regarding the administrator being on site for 30 hours a week.142 
During a weekly visit on May 12, 2021 with Residential Contracts, the corrective action plan was 
still pending; however, there was no further mention of the CAP prior to the operation closing on 
June 5, 2021.143 

 
On June 15, 2021, HHSC provided an official notice via electronic mail to GGYC that the 

operation’s license was terminated and removed from Heightened Monitoring effective June 5, 
2021, when the last child was placed out of the operation. 144 
 
 The operation did not have any RTB/UTD history in the past five years.  
 
Houston Serenity Place GRO 
 

The Houston Serenity Place GRO, (HSP-GRO) located on Sealey Street in Houston Texas, 
received an initial permit to operate on February 14, 2012, and a full license on August 9, 2012. 
HSP-GRO was licensed to serve 23 children between the ages of 7 through 18, with service levels 
of Moderate, Specialized, and Intense.   

 
On November 23, 2020, HSP-GRO was notified of HHSC and DFPS’s intent to place the 

operation on Heightened Monitoring. On January 14, 2021, HSP-GRO was also placed on 
probation for a year and by June 4, 2021145 gave notice of its intent to voluntarily close the facility 
and surrender its license.  HSP-GRO was placed on Heightened Monitoring due to the doubling 
of deficiencies in 2019 and another fifty percent increase in 2020, along with a 200% increase in 
RTB findings in 2020; all related to Physical Abuse, corporal punishment or inappropriate 
discipline, and the implementation of inappropriate restraints. There were also significant concerns 

                                                
141 Heightened Monitoring FITS Meeting Notes 06.23.2021 (on file with the Monitors) 
142 Heightened Monitoring FITS Meeting Notes 05.06.2021 (on file with the Monitors) 
143 Heightened Monitoring George Gervin HM visit 05.12.2021 (on file with the Monitors) 
144 Heightened Monitoring HM Ending Notification Ltr 06.15.2021 (on file with the Monitors) 
145 Email from Audrey Carmical (DFPS) Date: Fri, Jul 24, 2020 at 12:05 PM; Subject: MD—updates; To: Kevin Ryan;  
dfowler@texasappleseed.net indicates that HSP-GRO surrendered their license on July 17, 2021 
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that staff who had an RTB finding had been named as alleged perpetrators in multiple 
investigations involving similar allegations either at HSP-RTC or at HSP-GRO and that there was 
continued interference with investigations.   
 
 The first RTB finding for a HSP-GRO staff member occurred on May 14, 2020, and closed 
on August 2, 2020.  The RTB resulted from an incident where a staff member forcefully pushed a 
child from behind causing the resident to be knocked off balance and to fall into a washing 
machine.  While working at HSP-GRO and HSP-RTC, the same staff member was named in 
several investigations where she had been identified as being physically abusive toward the 
resident.   
 

None of the previous investigations resulted in an RTB finding, but some investigations 
did result in several deficiencies, which were consistent with the Staff member’s behavior in the 
above-described incident.  For example, on February 25, 2020, it was alleged that the staff member 
punched a resident causing her eye to be “blood red” and requiring a medical appointment.  On 
March 5, 2020, the same staff member was named in an incident where it was alleged that when a 
resident refused to go to a directed area, the staff member restrained the resident by slamming her 
to the ground and kicking the resident in the head resulting in a black eye.  HSP-GRO received 
two citations for this incident. On March 31, 2020 a resident alleged that this staff member also 
improperly restrained her, resulting in a black eye, bruised back, and broken glasses.  During the 
investigation several children and staff members confirmed that this same staff member is a bully 
and aggressive toward the children.  The same staff and children also confirmed that he is 
“childish” and “belittles the children.”  During this investigation concerns about staff continuing 
to work when they were under an active safety plan was first identified as a possible issue.   
 

Less than a month later, on June 10, 2020, a resident was trying to call the Ombudsman 
hotline when a staff member told her "hang up that phone little girl" and when the resident refused 
to hang up the phone, while indicating she had the right to make a complaint, the staff member 
walked over to the phone area and hung up the phone and with significant force stuck the resident 
in the chest with his elbow.  The resident had difficulty breathing after the incident and a contusion 
to her chest and was taken to the emergency room, examined, and prescribed pain medication.  The 
incident resulted in eight deficiencies; the facility requested an administrative review for three of 
the citations.  Two of the citations for which an administrative review was requested involved staff 
telling a child to falsify a witness statement by coaching her what to write and a caregiver who 
could not have witnessed the incident writing a witness statement that she in fact did observe the 
incident.  
 

While on Heightened Monitoring and Probation, HSP-GRO received another four 
citations, currently pending administrative review, as well as an RTB on two staff members for 
Neglectful Supervision. These findings occurred when staff encouraged a resident to “beat 
[another resident’s] ass,” resulting in the resident being struck several times resulting in a bruise 
to his shoulder. While the fight ensued staff members did not intervene and instead just watched 
the fight. This incident also raised concerns as to: (1) the reason these two residents were allowed 
to continue to remain roommates when prior to the fight there were several incidents that had 
occurred between the residents; and (2) why these residents’ service plans stated cameras will be 
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used to monitor the children in lieu of direct supervision, yet the agency reported it no longer has 
or uses cameras.  

 
 

III. Operations Voluntarily Closed  
 

GRO Operations Closed/ Contract Terminated Voluntarily on or After January 1, 2020 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 

Lost 
Type of Closure 

Divine Prosperity Home, LLC 1698030 GRO 16 6/26/2020 
Voluntary closure/ 
termination 

Arrow's Endeavor Place 1291806 GRO-RTC 67 7/7/2020 
Voluntary closure/ 
termination 

Presbyterian Children's Homes & 
Services 7455 GRO 72 7/29/2020 

Voluntary closure/ 
termination 

Texas Baptist Children’s Home 6061 GRO 70 8/25/2020 
Voluntary closure/ 
termination 

Safe Haven for Kids 1688706 GRO 14 8/31/2020 
Voluntary closure/ 
termination 

The Center For Health Care 
Services dba Crisis Respite Center 1551121 GRO 14 9/1/2020 

Voluntary closure/ 
termination 

Trinity Family Mentoring, LLC 1693979 GRO 32 10/6/2020 
Withdrew 
application 

Devereaux - Victoria 5460 GRO 85 1/1/2021 
Voluntary closure/ 
termination 

Care Shelter: Youth and Family 
Enrichment ES 194039 GRO 23 9/21/2020 

Voluntary closure/ 
termination 

Chrio 1710028 GRO 10 1/22/2021 
Voluntary closure/ 
termination 

Nelda Shavers Elijah's House of 
Texarkana 1698114 GRO 13 3/3/2021 

Withdrew 
application 

Texas Care Center 1707689 GRO-RTC 10 5/27/2021 
Voluntary closure/ 
termination 

Bluebonnet Youth Ranch GRO 36122 GRO 40 6/4/2021 
Voluntary closure/ 
termination 

Refuge of Light RTC 1679549 GRO-RTC 13 6/16/2021 
Voluntary closure/ 
termination 

Thompson's Residential Treatment 
Center 1686051 GRO-RTC 24 7/2/2021 

Voluntary closure/ 
termination 

St. Jude's Ranch for Children - 
Texas Region, Inc. 222080 GRO 24 7/12/2021 

Voluntary closure/ 
termination 

Rising Star GRO 1693629 GRO 14 7/21/2021 
Voluntary closure/ 
termination 

Licensed Capacity "Lost":  Voluntary Closed/Terminated 
Contract, Not Safety Related 541     
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CPA Operations Closed/Contract Terminated Voluntarily on or After January 1, 2020 

Operation Name Operation 
Number 

Operation 
Type Capacity 

Date 
Capacity 

Lost 
Type of Closure 

Houston Serenity Place-Crockett 1629376 CPA 42 2/11/2020 
Voluntary closure/ 
termination 

Crescent City Youth and Family 
Services 1682842 CPA 1 6/2/2020 

Voluntary closure/ 
termination 

Houston Achievement Place 247479 CPA 18 8/31/2020 
Voluntary closure/ 
termination 

Family Tapestry SSCC - The 
Children's Shelter 1682166 CPA 

Not 
available 7/1/2021 

Voluntary closure/ 
termination 

Agency Homes Affected: Voluntary Closed/Terminated 
Contract, Not Safety Related 61   

 
 Of the list of voluntary closures, HHSC’s notes in the list of closed facilities provided to 
the Monitors indicate that Arrow’s Endeavor Place closed because of safety concerns.   
 
Arrow’s Endeavor Place 
 

Arrow’s Endeavor Place was an RTC that opened in 2011.  The RTC voluntarily suspended 
its license on July 30, 2019 due to “declining enrollment or no children in care.”  At the time, the 
operation was on Probation; the Probation started on March 25, 2019, after the operation failed to 
successfully complete an Evaluation that started on September 3, 2018.  Before the operation was 
placed on Evaluation, it had failed to successfully complete a voluntary Plan of Action that started 
January 1, 2018.  The Monitors do not have information related to the operation’s decision to close 
after the voluntary suspension ended on June 30, 2021. 

 
.  
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WW 

 

WW is a 14-year-old male PMC youth who entered foster care in 2013.  DFPS describes 

WW as “a bright child with many strengths” who “can be a young man of few words, but he is 

friendly, and generally easygoing, overall.” “WW enjoys outside activities, team sports, especially 

basketball and soccer,” and wants to be a professional basketball player.  

 

On November 9, 2012, WW’s family became involved with DFPS. SWI received a referral 

alleging that WW’s mother and father were using and selling drugs and had a history of domestic 

violence. In its investigation, CPS confirmed the parents’ drug usage and domestic violence and 

substantiated Neglectful Supervision of WW and his two siblings. On September 19, 2013, when 

WW was six years old, DFPS received another referral alleging again that WW’s mother and father 

were using and selling drugs in the home, that they would demand that WW and his younger 

brother leave the house for hours and then refuse to let them in, and that the home was unfit for 

habitation.  DFPS substantiated Neglectful Supervision against both parents and placed the 

children in the state’s custody.   

 

DFPS reports that WW has had difficulty accepting his removal from his family, that he can be 

oppositional, and that he admits he can instigate fights and arguments. WW is learning to accept 

responsibility for his actions. He wants to be adopted and was very upset when his aunt, who had 

been moving toward adopting him, stepped back from the process. WW was removed from his 

aunt’s care after his mother reported to DFPS that she saw WW with his aunt’s former paramour, 

who was a sex offender.  WW did not make an outcry of any abuse, and DFPS Ruled Out Sexual 

Abuse after an investigation, but DFPS removed WW and his siblings from the placement.  Both 

of WW’s brothers have been adopted.  

 At a judge’s suggestion, DFPS recently began engaging WW’s birth mother regarding 

supervised visitation with WW, and WW has since been informed that his mother is working 

toward reunification. DFPS is also re-engaging two relatives as potential adoptive placements. 

WW has been without placement since May 27, 2021, moving from his CWOP Setting 

once when he was placed in a psychiatric hospital for four days.  As of September 10, 2021, WW 

was still housed in a CWOP Setting.  WW has had a number of placements since entering care in 

2013, including the kinship placement with his aunt, four foster homes, two emergency shelters, 

and five RTCs.  One of the RTCs where WW was placed, HeartBridges, has since closed due to 

HHSC’s revocation of its license.  A GRO where WW was placed in 2015, KCI Servants Heart 

Residential, later changed its name to Whataburger Center, which the Monitors have discussed at 

length in a previous report to the Court.  Another RTC, Family Link Treatment Services, has been 

placed under Heightened Monitoring due to a history of safety violations.   

 

During his time at KCI Servants Heart (which later became Whataburger Center), two 

allegations of Physical Abuse of WW by staff were Ruled Out after investigation by RCCI.  One 
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of them involved a report that WW had been injured during restraints.  Whataburger Center was 

placed under Heightened Monitoring prior to its closure due, in part, to a history of violations 

related to restraints. 

 

WW was also named as a victim in two RCCI investigations during his time at 

HeartBridges. In the first, DFPS received a referral with several allegations regarding another 

child at HeartBridges.  In that referral it was reported that other children, including WW, had 

exposed themselves to the child.  DFPS found that the child had acknowledged that the 

children had grabbed themselves, rather than exposed themselves, and later said that one 

child had pulled another child’s pants down on a dare and staff did not see it.  DFPS Ruled 

Out Neglectful Supervision.  The second investigation followed a report to SWI by WW’s 

adoption worker that an RTC staff member hit and kicked WW, causing bruises on his right 

arm.  DFPS Ruled Out Physical Abuse against the staff, finding that other witnesses did not 

confirm the abuse. DFPS also Ruled Out Neglectful Supervision and Medical Neglect.  

HHSC’s decision to revoke HeartBridges’s license was based, in part, on substantiated 

allegations of Physical Abuse of children by staff.   

 

WW has been diagnosed with ADHD, Combined Type; Disruptive Mood Dysregulation 

Disorder; Child Neglect; Sexual Abuse (Suspected); Unspecified Mood (Affective) Disorder; TIC 

Disorder; PTSD, Chronic; Unspecified Neurodevelopmental DO.  He takes psychotropic 

medications to treat his mood disorder, and to treat ADHD.   

 

 WW has had five psychiatric hospitalizations since entering foster care for suicidal 

ideations with a verbalized plan, self-harm and physical aggression/assault.  He wrapped a sheet 

around his neck, ran out into the middle of the road in an attempt to be hit by a car, and wrapped 

barbed wire around his arm and said that he wanted to die. DFPS also reported that he took a taser 

gun from a school police officer, fought with other children, used profanity and inappropriate 

language, refused to follow instructions, caused conflict, and has run away from placement.   

  

WW has an individualized education plan and attends mainstream classes. He receives 

direct intensive instructions, modifications, and accommodation in reading, math, science, and 

writing.  In October 2020, his grades were: History - 29, Reading - 75, Theatre Arts - 80, Science 

- 67, Math Enrichment - 100, and, Tech - 54.  He says he does poorly in the classes that do not 

interest him.   

 

  

DD  

DD, a 13-year-old girl, was adopted as a toddler after being abandoned by her birth mother 

at the hospital where she was born. The adoption disrupted and she re-entered care in July 2019 

when she was 12 years-old; she is now in PMC.  DD is described in her most recent Common 

Application, updated August 4, 2021, as “a sweet child who has been through a lot” who “loves 

stuffed animals, coloring, and talking to her brother.”  DD “is very expressive with her feelings” 

and “just wants to feel support and that people care about her.”   

According to DD’s Common Application, her adoption disrupted because her adoptive 

parents felt that they could not manage her mental health needs.  DD’s adoptive parents refused to 
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allow her to return home after a psychiatric hospitalization.  The adoptive parents accused DD of 

“mistreating the family pets,” a claim they also made regarding DD’s older brother, who is also a 

PMC youth.1  The adoptive parents also abandoned DD’s brother after he was placed in a 

psychiatric hospital in January 2020.  Both DD and her brother have made outcries of emotional 

and physical abuse by the adoptive parents since coming into care.  DD’s brother alleged the 

adoptive parents “tortured him when he was in their home.” The brother’s Service Plan documents 

emotional abuse and withholding of meals by adoptive parents. His Common Application indicates 

he has also alleged Physical Abuse.2  These reports are unsubstantiated. 

DD’s Common Application lists her mental health diagnoses as ADHD, Bipolar 1 

Disorder, Depression, Psychotic Symptoms, Oppositional Defiant Disorder, and PICA.  Her most 

recent Service Plan, dated April 7, 2021, indicates that she is diagnosed with Reactive Attachment 

Disorder, Hoarding and Kleptomania, Psychosis and Schizophrenia.  Her Common Application 

and Service Plan list her prescribed medications as:  Geodon (80 mg; Antipsychotic); Zoloft (100 

mg; Depression); and, Tenex (2 mg. ADHD).  She has been taking psychotropic medications since 

re-entering care, but her medications have changed since 2019.   

DD’s Service Plan indicates her last needs assessment (which DFPS policy requires to be 

updated and completed annually) is dated December 27, 2019.  Her Service Plan indicates DD 

reported that “when she is bored…that is when she gets into trouble.”  It indicates that DD requires 

24-hour supervision, and “does need to be watched closely” due to “recent incident of self-inflicted 

harm (cutting herself).  [DD] is able to have her own room but she will need to be watched closely.”  

Her Common Application similarly notes, “she will need to be closely monitored to ensure her 

safety, particularly during periods of increased stress or worsening signs of depression.”  DD’s 

Service Plan indicates that caregivers will need to keep all sharp objects away from her.  The 

recommendations included a peer-based support group, mental health case management and skills, 

and therapy.   

Since re-entering care in 2019, DD has had three placements in RTCs, interspersed with 

six placements in psychiatric hospitals.  DD’s level of care has never dropped below Intense since 

re-entering care in 2019.  DD’s first spell without placement started on June 22, 2021 and ended 

when she was arrested and placed in juvenile detention; she was released from detention on August 

19, 2021 and returned to the CWOP Setting.  On September 7, 2021, she had a two-day 

hospitalization.  She returned to the CWOP Setting on September 10, 2021. 

Both Texas RTCs where DD was placed (Houston Serenity Place and Krause Children’s 

RTC) voluntarily closed after significant histories of safety problems. Prior to closing, Houston 

Serenity Place had been placed under Heightened Monitoring due to a history of safety violations.   

Krause voluntarily closed in lieu of HHSC pursuing license revocation.  During her time at Krause, 

DD was included as a victim, along with “the entire cohort of residents living at the operation on 

                                                           
1 These claims have not been substantiated for either child.  DD’s brother’s Common Application notes that he “loves 

animals” and wants to become a canine officer in either the Army or law enforcement. 
2 DD’s IMPACT records indicate that she and her brother were removed from a foster home prior to their adoption 

due to suspected abuse.  DD and her brother were removed from the first foster home in which they were placed on 

October 10, 2008, after their daycare reported concerns to SWI related to bruising on 2-year-old DD’s buttocks and 

thighs.  After an investigation, the case was closed with a finding of Unable to Determine for Physical Abuse, and 

Ruled Out for Sexual Abuse.   
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July 7th, 2020,” in a DFPS investigation of Krause that resulted in a Reason to Believe finding for 

Neglectful Supervision by all of the operation’s administrative staff, because “in June 2020 leading 

until September 23, 2020…they failed to provide oversight and guidance to the staff under each 

of their command that would ensure their residents health and wellbeing at Krause Children’s 

Center.  This oversight and guidance failure by the administration led to a total 58 residents in their 

care testing positive for COVID-19.”  IMPACT records show that DD was taken from Krause to 

the hospital on July 22, 2020 after swallowing a battery; while she was at the hospital, she was 

tested for COVID-19 and tested positive.  DD ran away from Krause on July 6, 2020.  During her 

interview with the special investigator after she returned, she told the investigator that if he had to 

spend two or three nights at Krause “you would have shot yourself.” 3  DD engaged in several self-

harming incidents during her stay at Krause, and was eventually discharged when she was admitted 

to a psychiatric hospital on July 23, 2020. 

After being discharged from Krause, DD was in a psychiatric hospital for more than three 

months, in part because DFPS was unable to find another placement for her.  Contact Notes in 

IMPACT indicate that in addition to being frustrated at being without placement and in the hospital 

for so long, DD did not begin “homebound” school services until October, despite having been 

placed in the hospital in late July.  This may have contributed to the academic slide that continued 

in her next RTC placement (discussed below), which did not allow children to attend the on-

campus charter school if they were being punished for behavioral problems. DD is in 6th grade, 

and is not on grade level, though her initial Service Plan which was completed soon after she 

reentered care noted that she was an “A and B student,” and “pretty well behaved while at school.”  

Her more recent academic decline is likely due to missing school during her most recent RTC stay. 

Her Common Application notes that she “will require a 504 plan.”   

The third RTC where DD was placed, Lakeland RTC, is in Missouri. DFPS staff expressed 

significant concerns about this placement during her stay there.  Notes summarizing a DFPS 

staffing on March 30, 2021 indicate that DFPS staff and DD’s CASA discussed concerns that DD 

was not allowed to go to school or do school work because she was not allowed to use pencils due 

                                                           
3 According to a “Recovered Youth Team Meeting” document dated July 9, 2020 in DD’s IMPACT records, DD and 

another child “slipped out of Krause RTC through an AC duct or hole.  They got lost and started knocking on doors 

to get assistance.  Someone called LE to help and they were taken back to the facility the same evening.”  The same 

document reports DD “does not like being there and desires to be placed anywhere but Krause…She is also scared of 

where she will be placed next.  She was told by staff…that if she leaves it will be horrible and she could be placed at 

a facility that is worse and that they would treat her badly…[T]his scares her about where she is going next…[DD] 

says there are many things that happen between staff and kids that shouldn’t happen at Krause.  Staff is telling kids 

things they shouldn’t and they need to stop doing this…[DD] repeated that she doesn’t want to go to another 

placement; she’s already gone to two and they are the worst she’s ever seen.  She doesn’t like Krause…[DD] says 

they can send her to Juvie, (jail) or anywhere but she doesn’t want to be at Krause…Says she’s been beaten up at 

Krause.  Says she’s shared this but no one tries to move her or do anything.” In fact, during a face-to-face meeting 

with a Local Permanency Specialist (aka “I See You” Worker) while DD was at Krause, on May 28, 2020, DD reported 

to the worker that she “was having a rough time at the facility.  She stated she does not want to be there anymore 

because she has been getting beat up by other youth.  She does not want to be there anymore but also does not want 

to be moved because she does not want to start all over at a new facility.  She does not know what the solution is.”  

The worker noted that DD “had scratches on her forehead and a bruise on her temple that she stated she got while in 

a fight with another youth.”   Just before that visit, on May 22, 2020, DD’s CASA had e-mailed her caseworker to 

report that she had just spoken to DD and she “stated she is depressed and I don’t get the sense that she has connected 

with the other residents.  She has stated that she likes her therapist…but only gets to meet with her two times a week.” 
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to her misbehavior, that communication with her CASA and caseworker was prohibited as 

punishment for misbehavior, and that she was not getting regular dental checkups.4 During her 

stay at Lakeland, DD continued to engage in self-harming behavior: she drank cleaning solution 

and had to be taken to an Emergency Room.  Notes in IMPACT indicate that DD’s therapist at 

Lakeland reported to her caseworker that this was a “copycat” situation that occurred after DD 

became aware of another child at the facility swallowing chemicals.  The facility blamed another 

self-harm incident, when DD tried to swallow a piece of flooring that she obtained from the time-

out room, on “copycat behavior” noting “another child had just done the same.”  She also tied a 

shoelace around her neck, and swallowed a battery during her stay at Lakeland.  Though notes in 

the placement page for Lakeland in DD’s IMPACT records indicate that the placement discharged 

her due to her behavior, it is clear that DFPS held serious concerns about the placement and was 

looking for other placements for DD when she was discharged.   

Since re-entering care in 2019, DD has had four primary caseworkers.  DD described the 

impact of the frequent turnover during a virtual face-to-face meeting with her caseworker 

December 16, 2020, just after she was placed at Lakeland.  DD said “[S]he felt like everyone gives 

up on her.  [DD] listed all the caseworkers that have been assigned to her and how they have all 

left her…[DD] stated that she feels like it will take forever to find a placement and that all she 

wants is a loving home.”  

After being discharged from Lakeland, DD was without placement.  DD was interviewed 

by the monitoring team during their visit to the CPS office where she stayed during the day.  She 

reported that she usually attended a summer camp during the day, and stayed at a hotel at night.  

However, notes in IMPACT show that DD stopped going to the day camp due to a “couple of 

issues that took place while she was there.”  During a conversation with a caseworker on July 8, 

2021, DD reported being bored during her stay at the CPS office and hotel. DD’s Common 

Application indicates she and another youth ran away from the CWOP setting on July 17, 2021 

and “were picked up by police at the CPS office,” but this is not included in the runaway event list 

in IMPACT and the monitoring team did not find any other details of this incident in state records. 

DD was not receiving therapy while she was under DFPS supervision.  A Contact Note in 

DD’s IMPACT records dated July 7, 2021 indicates that DD’s caseworker asked about scheduling 

                                                           
4 Contact notes in DD’s IMPACT records indicate that during her stay at the facility, DD was due for a routine dental 

exam, but that Lakeland informed DD’s caseworker that they only take children to the dentist in cases of emergency.  

Contact notes also show that, during her placement at Lakeland, she was not allowed to contact her caseworker as 

punishment – if DD was on level “red” she could not call. Children on level “red” were confined to their rooms, had 

school work sent to their rooms, and were only allowed one book. Notes in the monthly evaluation for March 2021 

indicate that DD reported that she did not like the placement, that it was not helping her, that it was “making her 

angry.”  She said that her “peers are fighting almost every day, they are aggressive…it is not healthy…to see fights 

almost every day…she does not feel safe at the facility because she sees fights every day; she is afraid that her peers 

might fight her as well.”  On April 26, 2021, DD’s caseworker went to Missouri in person and met with DD and with 

DD’s caseworker at the placement, who showed her DD’s report card, which had no grades for the reporting period 

“because she missed too much school and they would have to give her all zeroes.”  Notes in IMPACT document that 

as DFPS staff began asking questions about the rules related to schoolwork and DD’s ability to call her caseworker or 

CASA, the RTC staff became “defensive.” 
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a needs assessment for DD, since it was past due.  This note also indicates that the therapist that 

the caseworker “also suggested an initial counseling session with her after [the] assessment.”  DD 

indicated to her caseworker that she was willing to go to therapy.  The next day, DD’s caseworker 

contacted Superior Health to obtain a list of trauma-informed therapists in the area who could treat 

DD; the caseworker left messages for three therapists.  The same day, DD’s caseworker also 

contacted Superior Health to attempt to schedule a medication review for DD.  The notes indicate 

that “[Staff person] for region 6B returned call and left in depth VM explaining medication review.  

[Staff person]  reports [DD] has to be under physician care for 60 days therefore [DD] does not 

meet current qualifications to submit to medication review.  [Staff person]  continued to review 

case and reports she is taking significantly less medication than in the fall and all medication[s] 

are currently within DFPS parameters.  [Staff person]  reports 2 out of the 3 medications [DD] is 

currently prescribed [are] at the maximum dosage to remain in parameters. [Staff person]  

recommended reaching out to prescribing doctor for further questions on medications.”   

On July 21, 2021, DD and another youth were arrested for assaulting the police officer who 

was serving as security at the hotel where the children were housed.  DD and the other youth 

objected to being told that they needed to get out of the hotel pool and return to their room.  When 

the officer was restraining the other youth, DD attempted to get the officer’s gun; the officer 

released the other child, and both youths began to hit the officer. The officer sprayed both youths 

with pepper spray, additional officers arrived, and the youths were detained and taken to juvenile 

detention. 

 

II   

II was in the State’s care as a PMC youth when he turned 18 on July 17, 2021, thus aging 

out of care while he was without placement and living in a CPS office.  II’s last Common 

Application describes II as someone who has “perseverance and determination” who “holds close 

family ties.”  II is interested in basketball and movies, and has a strong religious faith. 

When the monitoring team visited the CPS office where II was living, II declined an 

interview with the monitoring team.  II’s IMPACT records show II entered foster care in July 2019 

after his father and stepmother refused to pick him up from a psychiatric hospitalization resulting 

from a suicide attempt.  II entered care in Region 8a, where Family Tapestry was the SSCC. 

During his two-year stay in foster care, II was placed in three RTCs and two emergency 

shelters prior to being without placement and housed at the CPS office where the monitoring team 

met him.  Two of the GROs, Whataburger Center Emergency Shelter and Hector Garza RTC, have 

since closed for safety reasons, and at the third, The Children’s Shelter, DFPS suspended child 

placements and removed children due to safety problems at the operation, though the Children’s 

Shelter remains licensed.5    

                                                           
5 II was named as a victim in three investigations of abuse, neglect, or exploitation during his stay at Hector Garza, all 

of which DFPS Ruled Out.  II was named as a victim in an investigation of Neglectful Supervision during his stay at 

The Children’s Shelter, which was substantiated.   At Hector Garza, two of the investigations involved allegations of 

excessive force being used during restraints.  One of the restraints resulted in bruising to II’s back, and in a knee 

injury.  II’s description of this restraint was consistent with an improper restraint that the monitoring team witnessed 

during their on-site visit to the facility in December 2019.  The third Hector Garza investigation involved allegations 

that Hector Garza staff encouraged residents to fight one another.  II was named as a victim because the youth who 
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II’s longest placement after entering foster care, lasting just under a year, was at Hector 

Garza RTC.  II was living at Hector Garza when DFPS and the SSCCs utilizing the placement 

cancelled their contracts with the RTC, resulting in II’s move to an RTC in Houston (Renewed 

Strength) that is currently under Heightened Monitoring due to safety violations. 

II was in The Children’s Shelter when DFPS required children to be relocated.  The 

Monitors filed previous reports with the Court that document the serious safety concerns in each 

of these GROs.6  Both Whataburger Center and The Children’s Shelter were operated by Family 

Tapestry, the SSCC that was tasked with oversight of II’s care and placements.7  Family Tapestry 

withdrew from its contract as the SSCC for Region 8a on May 10, 2021, during II’s first spell as 

a child without placement. 

When II ran away from Renewed Strength RTC in Houston, he returned to San Antonio 

and stayed with a friend until he was placed at The Children’s Shelter.  The second time II ran 

away, in May of 2021, he did so with his girlfriend, ZV, who is also a PMC child.  II met ZV when 

they were both living at The Children’s Shelter.  They were found at his girlfriend’s mother’s 

home.  II was very attached to ZV, who became pregnant with his child during placement at The 

Children’s Shelter, but she miscarried soon after they were returned from runaway to DFPS 

Supervision.   

II had five primary caseworkers over the course of his two years in care.  According to II’s 

May 27, 2021 Common Application, II was diagnosed as Bipolar, and as having “Disruptive 

Behavior Disorder.”  II’s Common Application notes that he was “sad when it comes to not hearing 

from his dad or step mom and longs to see his brothers.”  The last Service Plans the monitoring 

team found in IMPACT for II were outdated: his last approved plan was dated October 30, 2020, 

and an unapproved plan was dated January 5, 2021.  Neither Plan appears to have been fully 

updated after II left Hector Garza in August 2020.  These Service Plans showed II had diagnoses 

of Major Depressive Disorder, Conduct Disorder, and Poly-Substance Abuse Disorder (II had 

received in-patient treatment for substance abuse in 2018, prior to entering care).   

Both II’s Common Application and Service Plans list psychotropic drugs prescribed for 

II’s diagnosed mental health disorders.  II’s Service Plan indicates that “he will need to continue 

with his medications” and also needs “ongoing support therapeutically.”  However, the medication 

logs in the on-site files reviewed by the monitoring team did not list any psychotropic medications.  

Notes in his June 2021 monthly evaluation indicated that he had refused medication since returning 

                                                           
made the outcry named him as a child who had been encouraged to fight another child by a staff person.  The 

investigation that was opened for The Children’s Shelter involved II’s sexual relationship with his girlfriend, ZV, who 

he met at The Children’s Shelter.  The findings in the investigation note that though II’s girlfriend (who has a history 

of childhood sexual abuse) was supposed to be on one-to-one supervision during her time at the facility, she and II 

“had multiple incidents of inappropriate boundaries throughout their stay at the shelter” and that II “made an outcry 

of having sex with” his girlfriend.  The report made to SWI that resulted in the investigation of The Children’s Shelter 

included allegations that the shelter “is short-staffed and…children are out of control.  Jumping out of the windows, 

jumping the fence, coming and going, threatening staff and the staff cannot do anything.  Law enforcement is being 

called to the shelter almost every day….[C]hildren fight all day and are on their phones all night.  One of the children 

threw a chair [at] the outside window and shattered the window…There [are] also concerns of kids ‘getting together,’ 

there was an incident of two of the children being caught doing something sexual.  Some children have been seen with 

hickeys, but some of the children have been saying that one of the females was pregnant.”   
6 Deborah Fowler & Kevin Ryan, The Court Monitors’ Report to the Court Regarding Maltreatment in Care and 

Unsafe Placements for Children Without a Placement, April 27, 2021, ECF 1066. 
7 Id.   
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to care after running away from Renewed Strength RTC.  The monitoring team’s review of the 

Daily Logs for II kept at the CPS office where he lived did not indicate that he was receiving any 

therapy or mental health treatment during his time there, though the logs documented emotional 

outbursts that included crying and “sobbing.”   

The DFPS staff supervising the four children housed at the CPS office reported being afraid 

of II. The staff reported that II engaged in aggressive behavior, and had been involved in an 

incident the night before the monitoring team visited that resulted in injuries to a staff person. 

DFPS staff reported the incident to SWI after the monitoring team visited the CPS office.  Staff 

alleged that II became angry when a male staff person asked him to stop using profanity, and stated 

that II repeatedly hit the staff person in the face, injuring the staff person.  The police were called, 

but did not arrest II.  During the investigation interview, II said that after he called the male staff 

person the “n-word,” that the staff person got very angry, reached over and grabbed II by the neck, 

and started choking him.  II claimed that he punched the staff member to defend himself, and that 

the staff person punched him back.  The staff person refused to give a statement to the investigator 

because “he did not want to get [II] in any kind of trouble.”  DFPS’s investigation of the incident 

resulted in a finding of Unable to Determine for Physical Abuse of II by the staff person. 

Very little appears to have been done to prepare II for aging out of care while he was housed 

at the CPS office, his last home during his time in care.  II’s time at the CPS office appears to have 

been almost entirely unstructured.  Daily logs in his on-site file indicate that he was not keeping 

any kind of regular schedule, and spent most of his time playing video games, on social media, or 

on the phone with his girlfriend (until he was prohibited from calling her).  II went to sleep well 

after midnight most nights.  He did have phone contact and visits with his father, and occasionally 

met him to go to church.  The last monthly evaluation completed by II’s caseworker prior to his 

18th birthday was for the month of June 2021, while he was living at the CPS office.  The 

evaluation indicated that his permanency goal was independent living, but stated, “Worker is trying 

to transition [II] into independent living, but his behaviors have to change in order for him to get 

accepted into a transitional program.” 

There are two contact notes in IMPACT indicating a Circles of Support meeting8 was held 

prior to II aging out of care on July 17, 2021.  The first was on December 22, 2020, while II was 

still placed at Renewed Strength RTC in Houston.  The meeting was held via video-conference 

due to COVID-19.  II’s father and mother are noted to have participated, in addition to II’s 

caseworker, and a PAL specialist.  The notes state, “[II] is 17 years old and in the 12th grade.  [II] 

attends [X] High School – in person.  [II] hopes to graduate from high school, attend University 

of Texas at San Antonio in order to become a Lawyer, have a family and be successful.  [II] stated 

he is not sure if he will remain in CPS Care/Extended Care or leave care at age 18 and live with 

his mother.”   

A second Circles of Support meeting was held on June 16, 2021, a month before II aged 

out of care.9  The notes for this meeting indicate II planned to stay in extended care and that DFPS 

was “looking at different options” for him.  Notes state that II “wants to attend UTSA” and “be a 

video game designer as a backup plan.”  II had finished PAL classes, and reported that he wanted 

                                                           
8 A Circles of Support meeting is a meeting that assists the youth in developing a transition plan for moving from 

substitute care to adulthood.  They are required to be offered to youth age 16 years and older.  DFPS, Circles of 

Support and Transition Plan Meetings (undated), DFPS website, last visited September 4, 2021. 
9 Notes in IMPACT show II initially declined a Circles of Support on June 3, 2021. 
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to go to school and work, and would sign the extended care agreement.  However, under the 

“worries and fears” section, notes state that II was “wondering where he is going to stay when he 

turns 18” and was worried about “not knowing what his plans are when he turns 18,” including 

“how [he is] going to feed himself, how [he is] going to pay for things” and about “not falling back 

into the trap of the streets” and whether he would be able to meet the requirements to stay in 

extended care.  The document listed his last grade completed as 11th, indicated he was expected 

to graduate in Summer of 2021, and that he wanted to attend Community College for two years 

after graduating. None of the sections designed to include information intended to help the youth 

develop a plan were completed in the Circles of Support document. 

Contact notes in IMPACT for II’s June face-to-face meeting with his caseworker, which 

occurred the day of his Circles of Support meeting, indicate that he told his caseworker that, “he 

wanted to finish school, but not right now” and that he “wanted to get him and [his girlfriend] 

somewhere to live first.”  When his caseworker asked II “what he was going to do when he turned 

18 because he has nowhere to go and no job for money” he said he did not know.  His caseworker 

told II that “he needed to come up with a plan to get his needs met [if] he was not going to stay in 

care.”  II told his caseworker that he was sad and depressed by being separated from his girlfriend; 

his caseworker told him she had “signed him up for therapy again” but that he needed to “stay put 

in order to get something scheduled.”  A subsequent contact in IMPACT shows that II was 

prohibited from contact with his girlfriend, though it is not clear from the notes why he was no 

longer allowed to have contact.  He was reported to be crying and banging his head on the wall 

after he was told he could not call her, and threatened to run from care again.10 

The Closing Summary in II’s IMPACT records indicate that II was not able to stay in 

extended care once he turned 18.  His father refused to allow him to return home, and II was 

“unable to be accepted into any aftercare program” due to “his desire not to follow rules.”  II did 

not complete high school during his time at the CPS office reportedly because he “refused to 

participate in virtual or in person learning to [make] up his remaining credits.” The summary 

indicates that he left with a friend when his case was legally dismissed. 

 

KK  

 

KK is a 15-year-old female PMC youth, who entered foster care for the third time in 2019. 

Her permanency goals are adoption or conservatorship. KK is described as very smart and caring. 

She enjoys getting dressed up and having her hair done professionally. She also likes doing other 

children’s hair. She loves being on social media and spending time with her sister. The sisters like 

to listen to music, dance and go to the movies together.  

 

When KK was five months old, she was first placed in care due to parental drug abuse and 

abandonment. After approximately one year in care, in 2007, DFPS granted custody of KK to a 

relative. KK did not experience stability or safety in this home and re-entered care for the second 

time just one year later due to allegations of Physical Abuse and Neglectful Supervision. Back in 

care, DFPS placed KK with relatives; on February 24, 2010, KK and her sister were adopted by a 

different relative. KK lived with her adoptive family until 2019, when her adoptive parents 
                                                           
10 Notes in the IMPACT records of ZV, II’s girlfriend, indicate she was also prohibited from contact with II, which 

was similarly upsetting to her.  She threatened to run away again, and noted that II was turning 18 and aging out. 
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relinquished their parental rights after KK ran away. While in her adoptive home, KK alleged that 

she was physically and emotionally abused by her adoptive mother and that her adoptive mother 

favored the other siblings in the home over her and her sister. In 2017, CPS investigated alleged 

Physical Abuse in the adoptive home; however, CPS rendered an Unable to Determine finding 

because KK recanted her allegation due to fear of her adoptive mother.  

 

Due to being removed from three families, DFPS reports that KK has not experienced a 

secure, stable attachment to a caregiver and struggles to develop relationships with adults in her 

life. KK can be physically aggressive, struggle to follow rules and understand the consequences of 

her actions, and, run from placements often. Her caseworker documents that KK is learning to 

manage her emotions when she is triggered and states that recently KK walked away from a 

physical altercation and allowed staff members to intervene. KK can respond positively to 

redirection.  

DFPS documents that KK needs to be placed with a caregiver who can “foster and model” 

a healthy parent/child relationship for KK while also providing her with structure and consistency. 

Unfortunately, since KK entered care for the third time in 2019, DFPS has not yet secured such a 

placement and KK has instead experienced extensive placement instability.   

Since reentering foster care in 2019, KK has been in at least 13 placements, including  six 

congregate care settings, three emergency shelters, two foster homes, one admission to a 

psychiatric hospital and, on July 17, 2021, an unauthorized placement with the relative who 

adopted KKs sister. Two of the RTCs where KK was placed, Children’s Hope and The Landing, 

later closed due to a history of safety problems.  Another GRO where KK was placed, Hearts with 

Hope, has since been placed under Heightened Monitoring.  Krause Children’s RTC, another GRO 

where KK was placed, closed voluntarily in lieu of having its license revoked, following a 

significant history of safety problems. KK has had at least one psychiatric hospitalization since 

entering care, and also has had contact with the juvenile justice system.  KK had four spells without 

placement, with the first in October 2020; the length of time for her periods without placement 

ranged from three days to a little more than a month. 

During one of KK’s early stays at The Safe Alliance, an emergency shelter, a staff member 

reported that KK disclosed that another child gave her multiple hickeys while the children were 

on an outing. RCCI did not substantiate Neglectful Supervision. However, RCCI documented the 

following, “[T]here are still concerns noted that the staff members present did not adequately 

supervise the children while on this outing which allowed this incident to have occurred. There are 

also concerns that [KK], one of the victims on this investigation, was on a line of vision supervision 

precaution but was left unsupervised for a few minutes in the theater while [the staff member] 

stepped out with another child who had lost a tooth during the movie.”    

 

KK’s current diagnoses include Disruptive Mood Dysregulation Disorder, Oppositional 

Defiant Disorder, and Adjustment Disorder with mixed disturbance of emotions and conduct. KK 

is currently prescribed psychotropic medications. KK’s therapist stated that KK struggles with 

self-regulating her emotions and avoiding conflict with peers and adults. DFPS documents that 

KK has both refused to participate in treatment services and engaged productively in services.   

 

KK is currently enrolled in regular and special education classes. She is reportedly on grade 

level.  
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LL  

LL, born in October 2003, has been in foster care for nearly a decade, since 2011. He 

entered PMC in October 2012.  An outgoing 17-year-old, LL has dreams of being a famous D.J. 

or an underwater welder. He enjoys helping animals and gained experience caring for livestock 

through volunteering on a ranch. While in a CWOP Setting, he said he would like to volunteer at 

an animal shelter because he enjoys caring for animals.  

LL had an unstable childhood prior to entering foster care, including frequently moving 

between the U.S. and Mexico. His 2018 Child Plan of Service provides that while living in Mexico 

at the age of five, LL was allegedly sexually abused by an uncle. According to LL’s Applications 

for Placement, the Department received a referral in November of 2011 that LL and his siblings 

were left with a friend while their birth mother was out looking for a job.  LL’s mother was gone 

for over five hours, and law enforcement was contacted. Further investigation revealed that she 

was at the county jail on theft charges.   LL’s mother’s family live in Mexico, and she had no one 

else to care for the children, thus LL and his siblings entered foster care.  

LL was born to his biological mother when she was 12 years old as a result of sexual 

assault. LL’s mother later had another child with a partner whom she reported helped raise LL 

According to LL’s mother, in January 2011, her partner and her partner’s brothers were murdered 

by a Mexican drug cartel, and she feared the cartel would come after her and her children. 

Following the death of her partner, LL’s biological mother gave birth to a daughter with a different 

partner.  

In 2014, LL reported his biological mother’s boyfriend would take his siblings into the 

bedroom and close the door because “he was going to molest them.” During an investigation of 

LL’s outcry, it also was reported that the biological mother’s boyfriend would take a knife to the 

biological mother’s neck with LL’s siblings present. The investigation Ruled Out Sexual Abuse, 

but found a Reason to Believe for Neglectful Supervision.  The birth mother’s boyfriend was 

charged with aggravated assault. Further, the intake report for this investigation reveals that LL 

was hospitalized in April 2014 after he tried to hang himself.  

Since entering care in 2011, LL has had at least 20 placements, including six foster homes, 

nine RTCs, and at least five psychiatric hospitalizations.  Each hospitalization followed a suicide 

attempt or ideation.  LL also has had contact with the juvenile and criminal justice systems.  One 

of the RTCs where LL was placed (North Fork Educational Center) later had its license revoked 

by HHSC due to a history of safety violations.  Another RTC, Houston Serenity Place, closed after 

being placed on Heightened Monitoring.  Two other RTCs (New Hope Youth Center RTC and 

Sunny Glen Children’s Home) are currently under Heightened Monitoring.  The first CPA that 

placed LL in a foster home in 2011 (Lutheran Social Services of the South) has also been placed 

under Heightened Monitoring. 

Records in CLASS also show that LL was named as a victim in an investigation of one of 

the RTCs where he was placed that substantiated allegations of physical abuse.   In December 

2015, an abuse and neglect investigation resulted in a disposition of Reason to Believe (RTB) after 

LL reported that a facility staff member at Pathfinders RTC picked him up off the ground by his 

arm/side and twisted his body to the ground. LL stated he had the wind knocked out of him and 

could not breathe. The staff member involved had a history of using profanity and derogatory 
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language towards the children. The facility was found noncompliant and cited for the following 

minimum standards violations: (1) failing to adhere to standards involving the use of prohibited 

punishments and profane language; (2) violating a child’s right to be free from threat of corporal 

punishment; (3) violating a child’s right to be free from abuse, neglect, and exploitation. 

A Child Plan of Service in IMPACT shows LL’s foster parents as of April 2020 expressed 

interest in adopting him. LL reported he felt very comfortable in his foster family and wished to 

continue being placed with them. The foster parents continued to meet his emotional needs while 

providing continual reassurance that he was safe and cared for, and LL felt a strong bond with 

them. Despite advancement on the adoption in July 2020, by October 2020, LL requested to be 

moved because he did not want to be adopted by the foster family. No other information is provided 

in the Child Plan of Service as to why he decided against the adoption. 

Early in life, LL began exhibiting self-harming behaviors which led to an ongoing need for 

mental health services. LL has a history of depression, anxiety, low self-esteem, and psychiatric 

hospitalizations. LL’s last psychological and developmental assessment was in March 2021, and 

resulted in diagnoses of Unspecified Depressive Disorder, and Cannabis Use Disorder, mild, in 

early remission. His July 2021 Child Plan of Service shows a prescription for three medications: 

two for mood disorder and one for anxiety. However, his August 2021 Application for Placement 

does not show these prescriptions. Medication logs for LL at his CWOP Setting were blank when 

reviewed by the monitoring team.  

Documentation gathered by the monitoring team at his CWOP Setting shows he had been 

refusing therapy for five months, and he had not been receiving any of the medication prescribed 

for anxiety or depression. His documentation at the CWOP Setting does not indicate whether he 

is refusing his medication or whether his medication is not being provided.  

In early August, LL ran from his CWOP location, found a rope, and hung himself from the 

monkey bars in a nearby playground. The rope broke and LL woke up on the ground after being 

unconscious for an unspecified amount of time.  LL’s application for placement, updated two days 

after this incident, reads, “[LL] became sadden [sic] that the Department has not located a 

placement for him and went to the park to get away. He was gone for 4 hours and was located by 

law enforcement.” After this incident, LL was hospitalized at a medical center for one day and 

subsequently transferred to a psychiatric hospital for five days. LL returned to his CWOP location 

six days after the attempted suicide. IMPACT records show he “was happy to return to CWOP.”  

Child Plans of Service show LL is well-behaved in his various foster home settings, but 

exhibits behavioral issues at school. LL currently struggles with all subjects in school. He is 

functioning below grade-level, potentially in the realm of Intellectual Disability. While enrolled 

in 10th grade, LL was reading approximately at a third-grade level and exhibiting math skills at a 

second-grade level.  

LL will be aging out of care at the end of October 2021. Details regarding locating a 

placement, leveraging extended care, or other options are not clear, and what attempts, if any, are 

being made to address his transition are not documented. He has been in CWOP since June 2021.  

The most recent life skills assessment for LL was completed in January 2019. The “Transitioning 

to Successful Adulthood” section in the July 2021 Child Plan of Service does not appear to be 

current. The uncertainty about his future is clearly manifesting as anxiety in LL; during his 

interview with the monitoring team, he expressed that he feels he has no plan. LL specifically 
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reported that he feels his life has been wasted in care and that DFPS should have been preparing 

him for adulthood during the near decade he has been in care. LL has reported he would like to 

stay in care after his 18th birthday, either placed in a foster home or a similar environment. The 

unknown aspects of his status are taking a toll on his mental health: 

 "In January 2021, [LL] expressed feelings of wanting to hurt himself and climbed to the 

 rooftop of his placement. He also stood in the middle of the street wanting to be run over. 

 [LL] reported that he did not want to be in placement and wanted to die or would rather 

 be a runaway. [LL] is struggling with being in foster care as he has been in foster care 

 since 2011. The uncertainty of what will happen when he turns 18 appears to make him 

 his anxious as he has no plans for what’s next at this time.”  

 

JJ 

 

JJ is a 17-year-old female PMC youth whose permanency goals are family reunification or 

independent living. JJ is described as non-confrontational, and a strong communicator who can 

appropriately identify her needs. When meeting new people, JJ appears shy. She enjoys clothing, 

music, and her family. She is self-motivated and will ask for assistance when she needs it. JJ wants 

to become a fashion designer, aesthetician, or cosmetologist. She would like to attend beauty 

school and later attend Prairie View A&M to pursue a degree in business. She has expressed 

interest in living in a foster home that will help her to prepare for adulthood. She would like her 

next placement to have fewer children, as she becomes anxious around large groups of people.  

 

In 2019, when JJ was 16-years-old, she was placed in DFPS custody after a staff member 

at a homeless shelter reported to SWI that JJ came to the shelter stating that she was homeless. JJ 

reported that she had been living with her aunt who no longer wanted to care for her. CPS made 

efforts to reunify the aunt and JJ; however, the aunt ultimately decided that she was unable to care 

for JJ and her increasing behavioral needs. A year prior, in 2018, JJ’s mother had placed the child 

with her aunt stating that she could no longer care for her daughter. JJ’s record documents that she 

and her mother engaged in physical and verbal altercations, and that while living with her aunt, JJ 

ran away and was sex trafficked. JJ’s father is incarcerated.  

 

DPFS reports that JJ is a healthy teenager who struggles with self-esteem. She has not yet 

had an opportunity to effectively work through her trauma though JJ’s record indicates that she 

has made some progress. For example, DFPS reported that JJ has learned to better handle 

provocations and avoid fighting. Since being in care, JJ has continued to run away from 

placements. DFPS has identified JJ as a victim of sex trafficking while in care due to incidents in 

January 2020 when she ran away from Connections (an emergency shelter) and was sexually 

exploited by older men. It was also reported that JJ has attempted to recruit other foster children 

into sex trafficking.  

 

Since entering care in 2019, JJ has been placed in two emergency shelters, an RTC, a foster 

home, and her current kinship placement.  She has been without placement twice, the first time for 

a week, and, most recently, for nearly two months.  One of the emergency shelters where JJ was 

placed, Connections Center, has since been placed under Heightened Monitoring due to a history 

of safety violations.  Freedom Place RTC, JJ’s longest placement to date, also has been placed 
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under Heightened Monitoring. JJ remained at Freedom Place for over a year. After meeting the 

therapeutic goals established for her at Freedom Place, JJ was placed in a foster home. However, 

the placement disrupted after two months due to JJ’s behavior.  She was then without placement 

for two months and housed at a CWOP Setting before being placed with her cousin, where she 

currently resides. 

 

During JJ’s placement at Connections Center, JJ was a named victim of alleged abuse or 

neglect in an investigation involving allegations that she attempted to recruit a 15-year-old and 17-

year-old (foster siblings) into prostitution. JJ was reported to have sent pictures of the two children 

to a man described by JJ as a pimp. RCCI Ruled Out the allegations of Neglectful Supervision 

stating, “It was determined during the course of the investigation that staff were not responsible 

for the neglectful supervision of JJ, ZT, and ZU. Incident reports regarding the dates in question, 

illustrate that JJ and ZU both left the facility without permission and were followed. 

Documentation further illustrates that the proper procedures to notify management, CPS, and Law 

Enforcement were followed. Interviews provided from CPS Workers, [names removed] denied 

there were any concerns of supervision at Connections and all were notified of the situation by the 

facility. Staff interviews from [names removed] all indicated this was a recurring behavior with 

JJ.” JJ was arrested for promoting prostitution. The Heightened Monitoring plan for this operation 

lists supervision as one of the problems revealed by the 5-year pattern analysis, along with a pattern 

of youth running from the facility. The plan requires the operation to develop a runaway prevention 

plan. 

 

DFPS lists JJ’s current challenges related to her mental and behavioral health as Trauma 

and Stressors; confirmed Child Sexual Abuse; confirmed Child Physical Abuse; Parent-child 

relationship problem; Academic or educational problem; and, an unspecified problem related to 

social environment. JJ stated that she has actively used marijuana and alcohol and has admitted to 

experimenting with various illegal drugs. DFPS reports that it is unknown whether JJ requires 

substance abuse treatment.  JJ has a history of involvement with the juvenile justice system, most 

of which occurred prior to her entry into DFPS care.  

 

JJ has been prescribed a psychotropic medication for depression. DFPS reports JJ is 

currently not taking the medication and appears to be doing well without it. The record states that 

JJ would benefit from peer encouragement and individual therapy to cope with her trauma and 

triggers, which include being mocked or humiliated by others, and people arguing or becoming 

physically aggressive with others who are unable to defend themselves. On October 24, 2019, a 

few days after entering care, JJ was hospitalized for seven days due to a suicide attempt. She slit 

her wrists and reported that she wanted to kill herself because her family did not want her. Records 

do not document any other self-harming incidents. 

 

JJ is enrolled in regular classes and is developmentally on target for her age. For the 2020-

2021 school year, JJ was enrolled in virtual school and earning honor roll. However, after she 

disrupted from her foster home in April 2021, she was disenrolled from the school. JJ was 

subsequently enrolled in a different, larger high school, but she refused to attend classes due to 

social anxiety. Due to schooling changes since April 2021, JJ’s grades were poor and she lost the 

motivation to attend classes. JJ is currently enrolled in virtual school and would like to complete 

the upcoming school year without changing schools again. 
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DFPS notes that JJ is considering staying in care after she turns 18 years old, but she has 

also indicated that she no longer wants to be involved with CPS. 

 

NN   

 

NN is a 14-year-old female PMC youth who entered foster care in 2014 after she was 

removed from her mother’s care. NN’s permanency goal is adoption. NN is described as energetic, 

outgoing, and articulate. DFPS notes that she makes friends easily, although she is shy when she 

meets new people. She is passionate about reading. She loves sports, particularly basketball. NN 

has expressed that she no longer wants to be adopted and instead wants to return to a “facility type 

placement.” She maintains contact with her maternal aunt and adult half-sister, however, neither 

are reported as viable placement options.   

In 2014, when NN was 7-years-old, she was removed from the care of her mother. DFPS 

reported that NN’s mother struggled with a long history of drug abuse and was unable to 

adequately care for her child. NN’s aunt reported that NN’s home was filthy, smelled of rotten 

food, and NN’s bedroom was empty except for a mattress against the wall. A year prior to NN’s 

entry into care, NN’s mother suffered a stroke, which NN witnessed, leaving her mother with 

memory loss, communication problems, and an inability to adequately care for NN.  

NN has experienced at least 17 placements since coming into DFPS care.  NN is currently 

placed at Riverview Behavioral Hospital for psychiatric care, which is at least her sixth psychiatric 

hospitalization since entering care. NN has been in six foster homes, has been placed with a relative 

twice, and has been placed in two RTCs, staying in one of the RTCs (Miracal’s Place) twice.  One 

of the CPAs responsible for placing NN in a therapeutic foster home has since had its license 

revoked.  Krause Children’s RTC, the other RTC placement, voluntarily closed in lieu of license 

revocation following a significant history of safety violations.   

NN is diagnosed with Disruptive Mood Dysregulation Disorder, Other Specified Trauma 

and Stressor-Related Disorder (by history), Child Neglect, Child Physical Abuse, and Upbringing 

Away from Parents. A CANS Assessment conducted on September 10, 2020 recommended 

targeted/specific therapy, mental health case management and skills training. But NN was 

discharged from therapy in November 2020 after a therapist reported that “[NN] was doing well 

and has been in so much therapy, that she is not really getting anything from it.” The record 

indicates that NN has not received consistent mental health treatment since November 2020, when 

she was discharged from therapy.  NN is currently prescribed several psychotropic medications 

for anxiety, depression, and psychosis.   

NN attended nine different schools between the 4th and 7th grades. She attended both 

public schools and schools on RTC campuses. She is expected to enter the 9th grade in the fall of 

2021.  She reportedly is on grade-level and enrolled in a combination of regular and special 

education classes. NN also qualifies for 504 Accommodations for Emotional Disturbance.  

The record documents NN has been suspended from school multiple times for issues such 

as: inappropriate language directed at teachers, throwing chairs, books, and pens, and refusing to 

go or remain in her assigned area. 
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NN was named in a Serious Incident Report while under DFPS Supervision in a CWOP 

Setting. On July 9, 2021, NN and two other children ran away while a caseworker stopped at a 

store after an outing to Splash Kingdom. Law enforcement was notified and located NN within an 

hour of running away. NN reportedly separated from the other two children and went to a local 

Walmart to call staff. Allegedly, one of the other children entered a car with an older man and was 

sexually exploited by him.    

 

OO  

 

OO is a 17-year-old male PMC foster youth who first entered foster care for a second time in 

2017.  DFPS reports that OO wants others to see him as a mature young man. OO can effectively 

communicate his thoughts, feelings, and emotions and advocate for his needs. He has proven that 

he can display positive behavior for extended periods of time. He tends to keep to himself, though 

he has established some close friendships. OO likes basketball and boxing and has articulated that 

he would like to become a boxer one day. OO has expressed a desire to be adopted and belong to 

a family; however, more recently OO has expressed that he would like to age out of care and find 

his birth family. OO is receiving services to prepare for independent living. OO does not know 

what he would like to do after finishing high school. 

 

In 2007, when OO entered care for the first time, he was living with his teenaged parents and 

three siblings. His parents were both drug-involved and engaged in domestic violence. DFPS 

terminated their parental rights in 2008. In 2009, after being in care for approximately two years, 

OO and his younger sister were adopted, and they exited DFPS care. While in his adoptive home, 

OO was physically abused by his adoptive father.  

 

In 2017, OO’s adoptive parents reported that he was displaying defiant and physically 

aggressive behaviors. They also alleged that OO inappropriately touched a relative and 

threatened to harm her if she told anyone. These allegations were not substantiated, but led to a 

psychiatric hospitalization for OO. Despite OO making progress in the hospital, OO’s adoptive 

parents were unwilling to have him return home when he was ready to be discharged. Eventually, 

the adoptive parents severed all contact with OO and relinquished their parental rights without 

offering OO an explanation or saying good-bye. 

 

Since reentering care in 2017, OO has been placed in three RTCs, two emergency shelters, two 

foster homes, and two psychiatric hospitals. One of the RTCs where he was placed (Kidz Safe 

Harbor) has since had its license revoked for safety reasons.  Another RTC (Pathways Youth 

Ranch) and a CPA that placed OO in two foster homes (Therapeutic Family Life) have been placed 

under Heightened Monitoring due to their histories of safety violations.  OO has also experienced 

a three-month episode without a placement.  OO was placed with his current foster family in 

August 2021. OO was reportedly happy to be placed in the home. 

 

OO’s current diagnoses are Unspecified Depression Disorder; Disruptive Behavior Disorder; 

Other Specified Trauma and Stressor-Related Disorder; Child Physical Abuse, by history; and 

Child Neglect, by history. Since in care, OO has engaged in therapy to address his history 

of relationship transience and instability. A CANS assessment completed on March 24, 
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2021 suggested that with consistent mental health counseling the child may have a “fair to good” 

outcome. 

 

In the fall of 2021, OO is expected to enter the 10th grade in a new school.  He attended school 

virtually this past school year. He performed well academically. DFPS reports that OO is a strong 

advocate for himself and will seek help from school staff anytime he needs it. OO qualifies for 

Special Education due to “Emotional Disturbance.” 

 

 

MM   

 

MM is a 17-year-old male PMC youth who reentered foster care in 2018. This is MM’s second 

time in care. He was first removed from his birth parents on June 30, 2007, when he was three 

years old. MM was adopted when he was five years old. MM is described as caring, creative and 

intelligent. MM came into care due to reportedly escalating behavior that his adoptive parents were 

no longer able to manage. MM’s parents requested their son’s removal so that he could obtain 

appropriate treatment. MM’s permanency goal is to be reunified with his adoptive family. The 

family is engaged in MM’s treatment, advocates for his well-being and indicates that they look 

forward to his return home. The family and MM have consistent, unsupervised visitation. 

 

MM’s first contact with DFPS was June 2007, when he was three years old and living with his 

birth mother and father. An investigation by CPS found sufficient evidence that MM’s parents had 

failed to adequately care for the child due to drug abuse and severely inadequate and unhygienic 

living conditions. MM was removed from his parents and placed in care for two years until he was 

adopted at the age of five. MM lived with his adoptive family for nearly a decade. However, on 

June 6, 2018, MM’s adoptive mother reported to SWI that she and her husband could not accept 

MM, then 14 years old, back into their home. The mother stated that MM was currently placed in 

juvenile detention. The mother reported that she and her husband had “exhausted all available 

resources,” including outpatient treatment, prescribed medications and therapy and the family was 

unable to meet MM’s increasing needs. The mother reported that she was informed that by not 

retrieving the child from detention, MM would be able to access the appropriate treatment he 

needs. 

In the three years MM has been in care, MM has demonstrated some challenging behaviors. 

While DPFS describes MM as a “good kid,” the department and his adoptive mother describe MM 

as a “follower.” MM’s record shows that he frequently runs away from placements and this 

behavior has contributed to multiple RTCs requesting his discharge. MM reported in response to 

one running episode that he is “tired of being confined” and that the fence around the facility makes 

him feel “trapped.”  The child’s record also states that MM exhibits bullying behavior toward other 

children and this bullying can progress to physical altercations. MM’s caseworker noted that MM 

has very low self-esteem and this can lead to MM behaving inappropriately. 

 

Since reentering care, MM has been placed in five RTCs, and has been placed in an emergency 

shelter as a “Temporary Emergency Placement” three times.  Two of the RTCs (Pathways Youth 

Ranch and Shamar Hope) have since been placed under Heightened Monitoring due to a history 

of safety violations.  MM has been without placement three times since he reentered care, with the 

most recent period without placement interspersed with weekend returns to his adoptive parents’ 
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home.  On June 30, 2021, MM’s caseworker documented that there were no placement options 

available to MM.  

 

MM is diagnosed with Conduct Disorder; ADHD Combined presentation; Disruptive Mood 

Dysregulation Disorder; and Reactive Attachment Disorder. MM participates in counseling two 

times a month. MM is prescribed psychotropic medications. He has been hospitalized once in April 

2021. 

MM attends public high school and is attending summer school in order to enter the 12th grade 

in the fall of 2021. He attends regular classes with modifications. DFPS reports that MM is “very 

smart” and is “able to do his schoolwork,” but can receive poor grades due to not completing his 

homework. MM participates in courses intended to prepare him for aging out of care in February 

2022.  MM is interested in welding and carpentry. He enjoys the process of building. After he 

finishes high school, MM hopes to enter a trade school.  

 

QQ  

QQ is a 16-year-old male PMC foster youth who reentered foster care for the second time in 

2016 after being removed from his aunt’s home. QQ is described as having a great personality and 

sense of humor. DFPS reports that one of QQ’s favorite hobbies is skating. He is passionate about 

Pokémon characters and collects Pokémon cards. QQ reports he is interested in boxing, in 

becoming a mechanic, a robotic engineer or playing in the NFL. QQ would like to belong to a 

family and desires the normalcy of living in a home. He plans to attend college. 

DFPS reports that QQ was first removed from his parents in November 2009, due to physical 

and likely sexual abuse by his father. His father is in jail for sexually abusing QQ’s sister. DPFS 

reports that in his birth home, QQ was “over exposed to sex” and witnessed his father’s sexual 

abuse of his sister. In 2011, QQ exited DFPS custody to live with his aunt, who had been granted 

legal guardianship of the child. However, on August 20, 2015, DFPS received a report that QQ 

had inappropriately touched a female cousin while living with his aunt. While his aunt sought 

treatment for QQ, the family was unable to provide QQ with the level of supervision required to 

secure both his and others’ safety. As a result, QQ re-entered care for the second time in January 

2016. QQ’s sister has been adopted and QQ no longer has contact with her. QQ maintains a 

relationship with his aunt and uncle. 

 

Due to trauma experienced prior to and during care, QQ has exhibited difficult behaviors while 

in care. QQ has a history of sexually acting out; physical aggression towards staff and adults; and 

frequent running from placements. DFPS reports that in the past year QQ’s behavior has improved. 

QQ is now better able to use coping skills when he is upset and is less likely to become physically 

aggressive toward staff members in congregate care settings. DFPS also reports that QQ is running 

less frequently from placements. In June 2021, QQ completed a program in an out-of-state RTC. 

 

Since re-entering foster care in 2016, QQ has had at least 20 placements, including psychiatric 

hospitalizations and congregate care settings.  His placements include seven RTCs (he was placed 

in one of those RTCs twice), three emergency shelters (two of those placements were as a TEP), 

five psychiatric hospitalizations, three foster homes (including his current home), and was placed 

in a relative’s home once.  Two of the GROs where QQ was placed (Willow Bend, an RTC, and 
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Kidz Safe Harbor, an emergency shelter) have had their licenses revoked for safety reasons.  A 

third GRO (Bridge Emergency Shelter) has been placed under Heightened Monitoring.  QQ has 

also had contact with the juvenile system.   

 

QQ had a brief episode without placement in 2020.  In addition, QQ experienced a one-month 

episode without placement in January 2021, and two episodes without placement in June 2021.  

QQ’s most recent period without placement started on June 21, 2021 and ended when QQ was 

placed in a foster home on July 27, 2021. 

 

In 2019, during QQ’s two-year placement at Willow Bend, a staff member reported to SWI 

that QQ disclosed that another staff member conducted an inappropriate restraint on him. The staff 

member allegedly choked QQ with his elbow, and the staff member punched QQ after QQ had 

punched him. QQ also alleged that the staff member made inappropriate comments to him. In its 

Ruled Out finding, DFPS concluded that the one witness, who QQ identified, did not corroborate 

QQ’s allegations.  Willow Bend’s license was later revoked due, in part, to a history of violations 

related to inappropriate restraints and discipline, and a history of substantiated Physical Abuse 

allegations. 

 QQ is diagnosed with Unspecified Trauma-and Stressor-Related Disorder, Major 

Depression with psychotic features, Disruptive Mood Dysregulation Disorder, Suicidal Ideations, 

High-Risk Sexual Behavior (Sexually Aggressive) and Psychosocial Stressors from separation 

from his birth family, the relinquishment of parental rights by a great aunt, and numerous CPS 

placements.  QQ has a history of self-harming behavior. DFPS documents that QQ has attempted 

to self-harm when he became upset. QQ is prescribed psychotropic medications.  

 

Due to an incident in December 2019, DFPS identified QQ as having sexually aggressive 

behavior. Allegedly, while placed at a hospital, QQ inappropriately touched another child (this 

child was not in DFPS custody). The record indicates that QQ has had other incidents of sexualized 

behavior while in care. QQ successfully completed a sex offender’s program after the incident.  

 

QQ’s full-scale IQ is 64 and he requires modifications in the classroom. He is receiving 

special educational services. Reportedly, QQ is currently enrolled in an online program called the 

Phoenix Academy. He is in 10th grade. QQ would like to attend a public school in order to play 

sports. A prior teacher reported that QQ has the ability to do well in school. QQ struggles with 

reading and has difficulty comprehending the material he has read. 

 

RR   

RR is a 16-year-old male PMC youth who entered foster care in 2016. His permanency goal is 

adoption.  RR is described as an outgoing child. During the 2020-2021 school year, RR participated 

in the school choir. He often plays basketball and video games. RR reported that he wishes he 

could play video games all day. After finishing high school, RR would like to attend college for 

astronomy or engineering. RR is eager to be adopted and DFPS is reportedly making efforts to 

find an adoptive family for the child. 

When RR was 11-years-old, he was removed from the care of his mother and his mother’s 

girlfriend. An intake report to SWI alleged that law enforcement found RR walking alone at night 
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wearing only a pullup. The child disclosed that he was trying to run away because his mother's 

girlfriend put a pillow over his face. DFPS found sufficient evidence that RR was being physically 

abused by the mother’s girlfriend and that the couple had failed to provide the child with adequate 

supervision and a safe home environment. While in care, RR has also disclosed sexual abuse by 

his mother and mother’s girlfriend. RR does not have contact with his father.  

RR was born with medical complications: his intestines are outside of his body. As a result, he 

uses a colostomy bag which needs to be emptied eight times a day. RR needs consistent prompting 

to empty his bag and care for his stomach wound. Due to his medical condition, RR has been 

bullied by other children. RR appears to resent the limitations placed upon him by his medical 

condition.  

RR was born without genitalia. He suffers from the following health issues: Spinal Bifida, 

Cloacal Exstrophy with Omphalocele, recurring urinary tract infections, history of Dermatitis and 

ear infections. His surgical procedures consist of repairing of Omphalocele, Colostomy, 

Suprapubic Cystostomy, Myringotomy and insertion of Tympanic Ventilation tube. He 

experienced a medically related hospitalization in June 2021. 

 

RR’s record shows that the child often exhibits good behavior and gets along well with others. 

RR can be verbally aggressive and will run away from placements when he wants space and 

freedom. He struggles with hygiene, though this has improved over time, and sometimes refuses 

to appropriately empty his colostomy bag. While in care, RR has allegedly engaged in 

inappropriate sexual contact with other children. In June 2018, DFPS identified RR as having 

sexually aggressive behavior after he inappropriately touched an eight-year old foster sibling, and 

flagged him with an indicator for sexual aggression.  Since that incident, children in two of the 

RTCs where RR was placed alleged that he touched them inappropriately.  RCCI has investigated 

and Ruled Out any Neglectful Supervision related to incidents of RR’s alleged sexualized behavior 

while in care. 

RR has had at least ten placements since entering foster care in 2016, including five foster 

homes, three RTCs, one emergency shelter and one group home. He also had a four-day 

hospitalization due to medical problems in June 2021.  One of the RTCs where RR was placed 

(Five Oaks Achievement Center) later closed after HHSC revoked its due to a history of safety 

violations.  RR has been without placement since June 18, 2021; as of September 10, 2021, RR 

was still living in a CWOP Setting.  

While RR was placed at The Burke Foundation, RR’s case manager reported to SWI that RR’s 

colostomy bag had a foul odor and later in the day was leaking. The case manager stated that RR 

needed help from the RTC to care for the bag. RR stated that the RTC did not provide him with 

sanitary items to clean himself and the colostomy bag. RR’s skin allegedly appeared red and 

infected. While RCCI Ruled Out the allegation of Medical Neglect, investigators noted that RTC 

staff members reported that the operation was not a good fit for RR due to his medical needs.   

 

RR is diagnosed with Disruptive Behavior Disorder Not Otherwise Specified; Attention Deficit 

Hyperactivity Disorder; Combined Type Trauma and Stress related disorder. RR is prescribed 

psychotropic medications and receives psychiatric monitoring. He has not experienced any 

psychiatric hospitalizations. In addition to Sex Offenders Treatment counseling, RR receives 

individual therapy to address his previous trauma. RR’s therapist describes RR as being attentive 
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during therapeutic sessions but lacking the ability to retain therapeutic information shared during 

the sessions.  

RR is in the 10th grade. RR has some educational struggles; however, with prompting and 

additional supports, he can achieve his educational goals. His Full-Scale IQ is 82. 

 

 

UU   

 

UU is a 17-year-old female PMC youth who entered foster care in 2020. UU enjoys 

coloring and writing because it helps her cope with her past trauma. She would like to become a 

tattoo artist once she graduates from high school. UU has expressed interest in going to college 

although she is unsure of the career path she would like to pursue. Her caseworker stated that UU 

“always appears to be in a good mood when around people she is familiar with.” UU has 

communicated that she would like a placement that allows her to gain independence. DFPS reports 

that efforts are being made to place UU with her aunt in Florida.  

 

In 2018, UU was removed from her father’s care due to sexual abuse. Her father was 

criminally charged for sexually abusing UU, who then went to live with her mother. However, in 

February 2020, when UU was 16 years-old, CPS removed UU from her mother’s care due to 

Physical and Emotional Abuse. UU has an extensive history of self-harming behavior. UU 

expressed that because of the emotional abuse she endured from her mother, she self-harms, 

particularly in the form of self-cutting. UU has also expressed homicidal ideations toward her 

mother.  

 

UU’s placements since entering foster care include an emergency shelter, a therapeutic 

foster home, an RTC, a GRO, and one psychiatric hospitalization.  The emergency shelter where 

UU was placed, Whataburger Center for Children, has since closed; its history of safety violations 

was discussed by the Monitors in a previously filed report. The RTC where UU was placed, Krause 

Children’s RTC, has also since closed voluntarily in lieu of having its license revoked, following 

a significant history of safety violations.  Another GRO where UU was placed, Houston Serenity 

Place, closed voluntarily after being placed under Heightened Monitoring due to a history of safety 

violations.  Since June 3, 2021, UU has been placed under DFPS supervision at two different 

CWOP locations.  

 

Since entering care in February 2020, UU has been admitted to a psychiatric hospital six times. 

She has a history of aggressive behavior, as well as self-harming behavior and “needs to be 

monitored regularly to ensure she doesn’t try to harm herself.” DFPS reports that UU’s relationship 

with her mother is a trigger for her and appears to contribute to her self-harming behavior.  

 

UU is developmentally on track and there are no concerns regarding her level of 

functioning for her age. She has expressed that she enjoys being in the library and reading, as well 

as art class and learning new languages. UU has a history of refusing to attend school. UU is 

diagnosed with Major Depressive Disorder (severe with psychotic features); Adjustment Disorder 

with mixed emotions and conduct; PTSD; and has educational problems. She is currently 

prescribed psychotropic medications to address her history of self-harm and depression.  UU’s 

record indicates that UU has episodes of refusing to take her medication.  
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UU received counseling services during her prior CWOP episode (June 2021), but she is not 

receiving mental health services at her current CWOP location.  UU’s CANS Assessment 

recommends Trauma therapy, Psychiatric Evaluation, and Peer Based Support Groups. UU’s 

record also states that she needs to continue seeing a psychiatrist to ensure she has frequent 

medication reviews. 

  

 

CC   

 

CC is a 12-year-old male PMC child who entered foster care in 2017 due to his mother’s 

substance abuse and homelessness. DFPS records indicate the agency is currently making efforts 

to identify a potential adoptive family for CC who is currently placed with his maternal aunt and 

his younger brother. CC’s maternal aunt is also interested in adoption of the child.  

CC is described as social and active. He likes basketball and football. He plays well with 

others in high activity games and sports. DFPS reports that “[CC] can be thoughtful and provide 

mentorship to other children at times but also withdraws when he is feeling emotionally down and 

can lack confidence in himself.” CC is connected to his younger brother and he hopes they can be 

adopted together.   

 

CC entered care with his younger brother and two sisters when he was eight-years-old due 

to parental neglect and his mother’s methamphetamine use. On April 8, 2017, school officials 

reported to SWI that the school bus was instructed to drop CC and his brother at a location known 

to be a “drug haven” and a few doors away from the boys’ address of record. DFPS found that the 

family had been evicted one month prior and that the boys were spending afternoons unsupervised 

in an inappropriate home. CC’s birth father was incarcerated at the time. DFPS removed the 

children and placed them with fictive kin. Seven days later, CC and his brother were removed from 

the fictive kin home due to their reported oppositional behavior and the boys were placed 

separately.  

 

While in care, CC has exhibited challenging behavior. When deeply upset at times, CC has 

become destructive to property and others as well as threatening to himself and others. CC has 

received psychotherapy and medication monitoring consistently since 2020. Prior to 2020, DFPS 

does not appear to have routinely provided these services to CC. For most of CC’s time in care he 

has not resided with any of his siblings. However, on July 23, 2021, CC and his brother were 

placed together with his 23-year-old maternal aunt. It is reported that CC’s aunt is committed to 

CC and his brother and would like to adopt them. 

 

CC has had at least eight placements during his time in foster care, including three 

therapeutic foster homes and one RTC. He has had seven in-patient psychiatric hospital stays.  In 

March 2021, CC’s foster parents of over two years requested that he be removed from their home 

following a psychiatric hospitalization triggered by his behavior. Following this disruption, CC 

experienced placement instability and episodes of DFPS Supervision without a safe, licensed 

placement.  
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Since being in care, CC has been named as a victim of alleged abuse or neglect in eight 

child abuse or neglect investigations. Of those, DFPS rendered one Reason to Believe finding 

related to a report on May 28, 2021 at Caring Hearts Residential Care Services.  DFPS found 

sufficient evidence that a staff member at the RTC was sleeping during the night shift and thereby 

failed to act as a reasonable caregiver during her shifts at the RTC.  The allegations of abuse, 

neglect, or exploitation were Ruled Out in the other seven investigations. 

 

CC is diagnosed with Oppositional Defiant Disorder, Intermittent Explosive Disorder, and 

other Specialized Depressive Disorder, and ADHD.  CC is prescribed psychotropic medications, 

and has consistently received medication and therapeutic services in 2020 and 2021. 

 

CC is a special education student who is taught in self-contained classrooms. His Common 

Application notes, “[CC] acts out behaviorally at school and has to be redirected and given 

directions several times. He has fallen behind at times due to his behavior as it impedes his 

learning. The school has attempted accommodations in the past including a time out card for when 

he needs to take a break and he now receives Special Education classes along with Behavior 

Intervention. He attended [a special school] and is in a self-contained classroom where there are 

not a lot of kids due to his physical and verbal aggression in the past toward staff and kids. He was 

reported this spring to have caught up on his grade level/work.  He has successfully finished the 

2020-21 school year virtually.” 

 

  

VV   

 

VV is a 16-year-old male PMC who entered foster care in 2016. As of August 3, 2021, his 

permanency goal is APPLA:  Independent Living.  DFPS describes VV as “funny,” “caring,” 

“charismatic,” and having “good communication skills.”  He “enjoys playing sports, especially 

basketball, riding his skateboard, listening to music and socializing with friends and family.”  

 

DFPS also describes VV as a “follower” who “does not initiate bad behavior on his own,” 

and that he is “quiet until you get to know him.”  VV’s IQ test fell in the low average/borderline 

range. He has no developmental delays. VV is in contact with his older half-brother, who is no 

longer in care, but is not in contact with a much younger sibling who was born after VV was placed 

outside the home. VV has visitation with his grandmother and DFPS is considering visitation with 

his birth father.   

 

VV’s background before entering care included exposure to his mother and her boyfriend 

using drugs regularly, leaving him and his brother unsupervised.   Before removal, VV’s home 

had three prior unsubstantiated referrals for abuse and neglect: two involving allegations that VV’s 

brother had been hit by his father and one that VV’s mother was using cocaine and 

methamphetamines. Then, in January 2016, DFPS received a referral alleging that VV found 

cocaine and marijuana in the home and that he got in trouble when he tried to get rid of the cocaine.  

 

During the investigation, VV’s mother tested positive for marijuana and methamphetamine 

but denied that she used the drugs around her children. DFPS substantiated the mother for 

Neglectful Supervision. During the investigation, VV’s mother arranged for VV and his half-
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brother to stay with VV’s godparents and the children were not brought into care. However, over 

the next few months, VV’s mother continued to use marijuana and methamphetamines and did not 

engage in recovery and reunification programs. With VV’s mother’s agreement, DFPS took 

custody of VV and his sibling and continued the relative placement with the intent that it would 

become permanent. About 18 months later, the potential adoptive mother died and DFPS removed 

the children from the placement shortly thereafter due to the risk of abuse by the potential adoptive 

father. 

 

 Since this initial placement, VV has been placed in three GROs, one emergency shelter, 

and with relatives three times. The emergency shelter where VV was placed for nearly a month, 

Kidz Safe Harbor, later had their licensed revoked by HHSC due to safety violations. 

 

VV’s episode without placement began on July 7, 2021; he has been housed in two different 

CWOP Settings. Before he was without placement, VV ran away and was missing from April 20, 

2021 to July 7, 2021. U.S. Marshals, who had arrested VV’s mother for transporting people across 

the border, agreed to help locate VV and found him at a gas station near his mother’s apartment. 

VV reported that he had been living with gang members.   

 

 VV has no identified physical health needs.  His primary mental health diagnosis is ADHD 

with a possible comorbid pervasive Mood/Conduct Discover, but in his most recent Child Plan of 

Service, it is recommended that a consultation with a child psychiatrist be conducted to confirm. 

His most recent Common Application includes diagnoses of Disruptive Mood Dysregulation 

Disorder, Oppositional Defiance Disorder, and ADHD. He refuses to take medication. VV reports 

that he hates therapists and dislikes therapy, but records note that he had engaged appropriately 

with a previous counselor. DFPS also reports that VV has a history of alcohol and marijuana use 

beginning at age 11 and continuing until recently. DFPS is recommending substance use treatment.   

  

 VV qualifies for special education and has an Individualized Education Plan (IEP).  He has 

been behind in school due to absenteeism while living with his mother. His behaviors in school 

are described as refusing to do the work, losing focus, falling asleep in class, distracting peers, 

disrupting the class, and becoming disrespectful to teachers. VV was not passing his classes for 

the 2020-21 school year. According to DFPS, school records document that he is “disruptive [in] 

the classrooms by making sexual noises, to the point that the teacher filed harassment on him. He 

curses, threatens others and elopes from the classroom.”    

 

 

XX   

XX, a former PMC youth, is an 18-year-old male who entered foster care for the second time 

in 2021.  In a Common Application DFPS described XX as “calm and mild mannered” and noted 

that he has been “polite and respectful towards staff.”  XX “is able to read personalities and . . . to 

amend his behaviors toward the individuals he is around.”  He also “can get his basic needs meet,” 

likes to cook and hopes to open his own restaurant, and is interested in plays and theater, movies, 

sports (particularly basketball), singing, doing impressions, and listening to music.  He told DFPS 

he was willing to “do things differently” and he had a “different outlook.” He would like to get his 

GED and attend a trade program for the culinary arts.  XX has expressed that he would like to live 

with a relative.  
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XX and his birth family’s involvement with DFPS started in 2012. Prior to XX entering care 

the first time, the State had conducted 11 investigations into XX’ home for allegations related to 

domestic violence, physical abuse, and sexual abuse, as well as recurring reports that XX lacked 

stability because his mother moved frequently, and XX would live temporarily with different 

relatives. Then, on August 31, 2018, when XX was 15 years old, he was removed from his mother 

due to Neglectful Supervision. After approximately a year and a half in care, in February 2020, 

XX exited care to live with his grandmother.  

However, on March 4, 2021, when XX was almost 18 years old, his grandmother relinquished 

parental responsibility due to XX’ behaviors, and XX entered care for a second time. XX has a 

long history of mental health and behavioral challenges including running away, self-harm, 

fighting and suicidal ideation. He has also alleged twice (2005 and 2015) that his stepfather 

sexually abused him. XX does not have a relationship with his birth father. 

According to DFPS, XX experienced trauma as a child and has developed behaviors that 

alienated family.  “[XX] needs someone to love him.  He has been abandoned by all the people 

put in place to care to for him.  They all say he is to[o] much.  A long time ago someone could 

have stepped into his life as a child and told him that they loved him.”  

When XX re-entered care in 2021, his Child Plan of Service recommended “placement in a 

residential setting which provides him with pharmacological treatment and therapeutic 

interventions” to help him address a host of mental health and behavioral challenges and support 

his growth. Rather than a long-term, structured placement, DFPS has placed XX in eleven 

psychiatric hospitals, and an emergency shelter (twice), and he has been without placement nine 

times since he reentered care in 2021.  The emergency shelter where XX was placed twice has 

since been placed under Heightened Monitoring due to a history of safety violations.   

As of July 2021, XX was diagnosed with Major Depressive Disorder (Recurrent/Severe with 

Psychosis), Pica, Attention Deficit Hyperactivity Disorder, and history of physical abuse. He is 

prescribed a monthly injection of a psychotropic medication to treat depression.  He has a 

significant history of hospitalization for suicidal ideations, hearing voices, and attempting suicide 

including trying to strangle himself, overdosing, swallowing items, and self-cutting. He has also 

threatened and assaulted peers and caregivers, is oppositional, and has a runaway history.   

XX has only completed school up to the 7th grade. He has been hospitalized many times and 

was in multiple schools, making recovery of educational records difficult.  His IQ score, based on 

a March 2021 evaluation, is full scale 72, verbal 77, and performance 74. According to his Child 

Plan of Service, he has special education services due to a specific learning disability. XX has 

trouble following the rules, struggles to read, and has poor handwriting. 

On July 6, 2021, a judge ordered trial independence for one year because XX had voluntarily 

extended his time in care and enrolled in a Home and Community-based Services adult living 

program. DFPS ended family preservation services on July 8, 2021, XX’s eighteenth birthday. 
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AD   

AD is a 17-year-old male PMC foster youth who entered foster care in March 2012 at the 

age of seven years.11  According to his most recent Common Application, dated May 27, 2021, 

AD “has a very playful personality and he likes to make people laugh” and “enjoys reading and 

solving math problems.”  AD “loves his sister and misses her.”  AD was interviewed by the 

monitoring team during their Houston visits.   

AD and his younger sister entered care due to his mother’s mental health issues and her 

lack of housing.  His February 10, 2021 Service Plan indicates that AD and his sister were living 

in a shelter with their mother when they entered care, and that his mother was “depressed” and 

“expressed suicidal ideation” and was “unable to provide for her children.”  AD’s mother has an 

intellectual disability, and his father (who is incarcerated) also has a history of mental health issues, 

including diagnoses of schizophrenia and bipolar disorder. 

AD’s most recent Common Application as well as his most recent Service Plan, dated 

February 10, 2021, indicate that AD has been diagnosed as having Autism Spectrum Disorder, 

Unspecified Anxiety Disorder, Persistent Depressive Disorder, ADHD, and an intellectual 

disability.  His Common Application also shows he has a history of suicidal ideation or attempts.  

AD’s Service Plan adds to the list of diagnoses: Fetal Alcohol Syndrome and unilateral hearing 

loss.  His self-harming behavior is described as “picking at his skin until it bleeds.”  AD’s 

developmental disorders sometimes result in social difficulties; his Common Application notes 

that AD reports “other kids tease him and boys are rude.”   

During his nine years in foster care, AD has had eight primary caseworkers, and been in at 

least 20 placements, including four psychiatric hospitalizations.  His placements include four 

RTCs, all of which have now closed: Five Oaks Achievement Center, Children’s Hope RTC, 

Houston Serenity Place (three times), and HeartBridges.  Three of these RTCs closed due to safety 

reasons (Five Oaks Achievement Center, Children’s Hope, and HeartBridges), and the other RTC 

(Houston Serenity Place) closed after having been placed on Heightened Monitoring due to safety 

violations.  AD successfully completed the program at Five Oaks, Children’s Hope, and at Houston 

Serenity twice; each time his LOC dropped and he was placed back into a Therapeutic Foster 

Home, only to have the placement disrupt, usually in less than a year.  AD was placed in seven 

therapeutic foster homes, and was also placed in an emergency shelter and a respite home.   

AD’s longest placements to date have been at RTCs, with one stay at Houston Serenity 

lasting 20 months.  His longest placement in a therapeutic foster home was one year.  The last two 

RTCs where AD was placed – Houston Serenity and HeartBridges – closed while he was placed 

in them.  After his discharge from HeartBridges on May 28, 2021, AD was without placement 

from May 28, 2021 until June 26, 2021, when he was placed in an HCS Home setting on a child-

specific contract.12   

                                                           
11 AD and his sister first entered care in February of 2011, and were placed in one therapeutic foster home before 

being placed with a relative in November 2011.  Their placement with the relative lasted only a few months before 

the children re-entered foster care in March 2012. 
12 From all appearances, AD’s placement in an HCS Home setting defied CPS policy. The July 

2021 “CPS Meeting in a Box” Policy Training Memo issued the following reminder: 

 

HCS CSC/HCS/GROsHCS CSCs, GRO placement in Mission Road/Casa 

Case 2:11-cv-00084   Document 1132-2   Filed on 09/13/21 in TXSD   Page 26 of 86



 27 

AD’s level of care when he entered placement was Basic, but during his placement at his 

first foster home, his level of care moved up to Moderate, and then Specialized.  Since then, his 

care level has bounced between Intense, Specialized, and Moderate almost as often as he has 

moved among placements.  

AD’s Service Plan indicates that he needs a “highly structured and therapeutic environment 

with clear limits and expectations.”  It indicates that he should receive individual and group therapy 

on a weekly basis.  AD’s July 17, 2020 Placement Summary indicates he should “see therapist at 

least 2 times a week to help him develop appropriate coping skills.” A Placement Summary 

completed on AD’s first day without placement, May 28, 2021, indicates AD “continues to require 

close monitoring as his moods continue to fluctuate and at times are unpredictable.  He requires 

additional time in treatment to address past history of abuse, defiance, high risk behaviors 

including poor coping and social skills.”   

AD completed 10th grade, is on grade level, and recently entered 11th grade.  His Common 

Application indicates that when he has been in public school, he has been in a self-contained class 

room.  His Common Application and Service Plan indicate his most recent ARD/IEP were 

completed in October 2020. AD’s Service Plan notes he “mostly does well in school, but…has had 

instances of aggressive behavior in the past.”  A Placement Summary completed July 17, 2020 

indicates that AD “receives special education services for AU, ID, and SI eligibilities.  He is 

educated in a self-contained classroom with life skills.  He has a history of verbal and physical 

aggression in school, but most recently performed well in school.”  However, a May 28, 2021 

Placement Summary indicates AD “continues to do well in the school setting.  He enjoys 

participating in school and does not like it when his classes are disruptive [sic] or when he is on 

break.  He is able to maintain passing grades, and he is making progress towards IEP goals.” 

During his interview with the monitoring team in the CWOP Setting where he was housed 

at the time, AD reported that his daily routine during his time without placement consisted of 

getting up at 7:00, eating breakfast, completing his hygiene, then watching television. 

 

 

                                                           
Esperanza, and HCS slot placements are not emergency placements and take 

time to secure. 

 

HCS CSCs are emergency waivers from our procurement laws. We may only justify using 

this waiver when DFPS has tried and failed to locate a provider who will accept a 

child/youth and the child/youth has no safe placement for care and treatment within its 

existing contracted resources. 

  

 

HCS homes are structured to provide a setting where an individual with intellectual 

deficits can live independently. HCS Homes are: 

 

•Not monitored by licensing or contracts. 

  

•Not designed to work with children with significant mental health issues or 

behaviors and can’t provide the treatment services these youth would receive in a 

different placement setting. 
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AJ  

AJ is a 16-year-old male PMC youth who entered foster care in 2017.  According to his 

records, AJ is outgoing and likes to help others. He is described as very family-oriented and can 

be mature and independent. He is strongly bonded to his maternal grandmother and aunt. He enjoys 

playing video games, watching moves, and listening to music.  

 

AJ came into care after his maternal grandmother, who had guardianship of AJ after his 

mother died in 2015 and his father refused to accept parental responsibility, contacted the State to 

take the child.  AJ’s therapist recommended he be placed in a long-term facility to treat his mental 

health needs.  The grandmother reported she has cared for AJ on and off since his birth, and that 

he is a sweet, loving and caring boy. AJ has multiple mental health diagnosis. At the time he 

entered care, the grandmother reported he was not able to dress himself or put on his shoes, and 

he has the emotional and maturity level of a small child.  His grandmother has remained highly 

involved with AJ since she relinquished custody.  

 

Upon relinquishment, AJ remained at his grandmother’s home, with supports provided, 

from December 2017 through March 2018 while the family waited for a placement at an RTC to 

be secured.  AJ’ first out-of-home placement was at Five Oaks Achievement, an RTC that later 

closed when HHSC moved to revoke its license.  By July 2018, his Service Plan states that he was 

“doing well,” and he was “continuing to work on his social skills as well as anger management.” 

AJ was successfully discharged from Five Oaks, with IMPACT records indicating that when he 

left his medications were “stable,” and he “was provided with different ways to express his anger 

and [he] learned social skills.” He was returned to live with his grandmother, and his level of care 

was lowered to Specialized the next day.  

 

He remained at his grandmother’s home for three and a half months when his records 

indicate that he began having hallucinations and hearing voices.  He was subsequently placed at 

Laurel Ridge Psychiatric Hospital for five days beginning December 15, 2018, during which time 

his records indicate that he received “strict supervision to stabilize his medications.” There is no 

mention of what therapeutic interventions or modality the facility used or recommended for his 

continued care after release. The only note regarding therapy states, “[AJ] will need to continue 

with therapy.”  

 

After being discharged from Laurel Ridge, AJ was returned to his grandmother’s home.  A 

January 2019 Service Plan indicated that he would “have his social and emotional needs met by 

his current placement,” but did not include any information regarding how DFPS helped to prepare 

his grandmother to meet his “social and emotional needs” in any different or improved way.  

 

A few months after he returned to his grandmother’s care, in May 2019, AJ was placed at 

Houston Serenity RTC, which has since voluntarily closed after having been placed under 

Heightened Monitoring. He remained at Houston Serenity for approximately four months, then 

was moved to Guiding Light Residential Treatment Center to be closer to home.  AJ returned to 

his grandmother’s home nine months later.   

 

Twenty-five days later, on June 26, 2020, he returned to a psychiatric hospital.  Once he 

was discharged from the hospital on July 2, 2020, AJ was placed for more than two months at an 
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emergency shelter, until September 25, 2020, when a longer-term placement was found at 

HeartBridges RTC, another GRO whose license was revoked by HHSC.  AJ remained at 

HeartBridges for seven months until the RTC closed.  He returned to his grandmother’s care, where 

he stayed a little more than a month, until his grandmother again requested his removal from her 

home.  DFPS did not have a placement for AJ when he left her home, and he remained in a CWOP 

Setting until August 27, 2021 when he was placed with another relative.  

 

According to IMPACT records, AJ’s last psychological evaluation was completed on April 

6, 2020. His diagnoses included: Unspecified Bipolar Disorder, Autism Spectrum Disorder, PTSD, 

Oppositional Defiant Disorder, ADHD, and a mild Intellectual Disability. He is prescribed several 

psychotropic medications to treat ADHD, Bipolar Disorder, and his mood disorder.  

AJ was enrolled in the 7th grade and receiving special education services when he entered 

foster care.  His most recent Application for Placement notes AI is in the 10th grade and that he 

receives special education services at school. His most recent ARD meeting, which is used to 

develop an educational plan for children who qualify for special education, was convened in 

February 2021.  His Placement Application notes that as a result of his ARD, he “has goals in 

place and will have the support from his teachers to reach those goals,” but AJ’s IEP cannot be 

located in IMPACT.   

 

AM  

AM is a 15-year-old male PMC foster youth, who initially entered the State’s custody as 

an infant in 2007 when his mother was unable to care for him and for his sister, ZS.  AM’s May 

30, 2021 Service Plan describes him as “a very sweet 15-year-old boy” who “likes to play video 

games” and “would like to build his own gaming computer when he returns home.”  The Service 

Plan notes that he is “very polite with adults” is “a little delayed in his development and does better 

with younger children.”  AM “also likes Marvel and DC comic books” and is “a very good artist” 

and “likes to draw comic books.” 

After being adopted at the age of two years, AM re-entered care in 2019, when he was 12 

years old.  AM’s May 30, 2021 Service Plan indicates that his adoptive mother told DFPS she was 

unable to manage AM’s behavior, had him admitted to a psychiatric hospital and refused to pick 

him up when he was ready for release. 

After AM re-entered care, his sister ZS., who is a year older, alleged that AM sexually 

assaulted her in 2018. This allegation resulted in DFPS’ initiation of an investigation during which 

AM reported that he and his sister experimented sexually and that the sexual behavior was 

consensual.  However, AM later claimed that his sister was the aggressor.  AM’s sister declined to 

be interviewed, and DFPS rendered an investigation finding of “Unable to Determine.”  AM is not 

flagged with an indicator for sexual aggression. Information regarding the allegation made by ZS 

is included as an unsubstantiated incident on AM’s sexual victimization page in IMPACT.   

 AM’s Service Plan and his most recent Common Application, completed on June 4, 2021, 

indicate he has been diagnosed with Cerebral Palsy which affects the right side of his body, as well 

as with Epilepsy.  AM is also diagnosed with Disruptive Mood Dysregulation, 

Depression/Anxiety, ADHD, and Dyslexia.  DFPS completed an August 18, 2020 Needs 
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Assessment for AM, which recommended trauma therapy, participation in a peer-based support 

group, and targeted/specific therapy.  In addition to psychiatric interventions and individual and 

group counseling, AM’s Service Plan recommended regular visits with a pediatric neurologist and 

safety plans related to his epilepsy. 

AM is prescribed psychotropic medications taken daily, in addition to medication for seizures, 

taken as needed. The monitoring team reviewed AM’s IMPACT records and on-site CWOP 

Setting records and found though completed only days apart, AM’s May 30, 2021 Service Plan 

and his June 4, 2021 Common Application list different prescribed psychotropic medications.   

 AM’s Service Plan lists the following prescriptions: 

• Divalproex Tab (500 mg; Impulse control) 

• Depakote (125 mg am & 250 mg pm; mood stabilizer) 

• Risperidone (1 mg; Aggression) 

• Fluoxetine (20 mg; Depression) 

      The June 4, 2021 Common Application lists the following: 

• Clonidine (.1 mg) 

• Divalproex Sodium (500 mg; 2 tabs at bedtime) 

• Fluoxetine (20 mg; 1 tab am) 

• Quetiapine Fumarate (25 mg 1tab 2X daily) 

The information in AM’s on-site CWOP Setting Child Without Placement Service Plan was 

consistent with the Common Application’s list of prescribed medications, but indicated AM 

received only 1 tablet of Divalproex at bedtime.  Of concern, AM’s medication logs were not 

initiated on May 28, 2021, his first day without placement; the logs for Divalproex were initiated 

on June 11, 2021, and logs for Fluoxetine begin June 16, 2021.  The medication logs in AM’s on-

site file also included a drug – Atomoxetine – not included in his Common Application or Service 

Plan, that appears to have been added on June 22, 2021, the day of the monitoring team’s visit.  

When the monitoring team interviewed AM, he was visibly sleepy, and the team was advised that 

he had just started new medication and was sleepy for that reason. 

AM completed 8th grade, and is on grade level, but is in special education and has 504 

modifications.  His Service Plan indicates AM has gotten in trouble at school in the past but does 

not elaborate, except to state he “has a hard time accepting being told no and this has led to him 

acting out at home and at school.”  AM’s Service Plan indicates he has a learning disorder that 

affects his learning in basic reading, expressive writing, and math. 

Since re-entering care in 2019, AM has had at least eight placements, including a 

psychiatric hospitalization, prior to an almost month-long spell as a child without placement.  

AM’s first placement in 2019 was a two-week “Temporary Emergency Placement” in an 

emergency shelter.  He was next placed in an RTC, Kidz Safe Harbor Treatment Center where he 

alleged two separate incidents of sexual abuse by two other children; DFPS ruled out the 

allegations after the alleged perpetrators denied the allegations, and staff reported that AM had a 

history of fabricating things. When law enforcement interviewed AM during one of the 

investigations, he recanted and said the children engaged in consensual sexual contact. The RTC 
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requested AM’s discharge, after which he was placed in another RTC, A New Day Foundation, 

which has since been placed under Heightened Monitoring due to a history of safety violations.   

AM was discharged from A New Day Foundation to return home to his adoptive mother.  

Caseworker notes in IMPACT indicate that AM was “beyond happy to be going home to his 

mom.” Sadly, AM’s placement with his adoptive mother disrupted just a few months later when 

AM was placed in a psychiatric hospital for a second time.  After discharge from the psychiatric 

hospital, AM was placed in two GROs that have since closed after having licenses revoked due to 

safety reasons: Kidz Safe Harbor Emergency Shelter, and A Fresh Start Treatment Center.  During 

his stay at Kidz Safe Harbor Emergency Shelter, an awake-night staff person left all the children 

in the facility unattended when he went to a neighboring store. DFPS initiated an investigation 

resulting in a Reason to Believe (RTB) finding for Neglectful Supervision.  AM was also 

interviewed by DFPS during  a separate investigation that resulted in an RTB for Physical Abuse 

of AM’s roommate by a staff person at the same shelter.  AM was discharged from Kidz Safe 

Harbor Emergency Shelter when he reached the 90-day shelter stay limit.  He was then placed in 

A Fresh Start Treatment Center, which closed while he was still placed at the facility.   

 Since he re-entered care in 2019, AM has been determined to require a Specialized level of 

care.  However, in an August 6, 2021 Face-to-Face IMPACT contact note, AM’s caseworker 

recorded that she is working to have AM’s level of care reduced to Moderate to improve DFPS’ 

ability to place AM in a lower level placement.  AM was a child without placement from May 28, 

2021 until June 25, 2021, when he was placed in an emergency shelter.  A June 29, 2021 

caseworker contact note in IMPACT indicates that one of the biggest impediments to finding a 

placement for AM is not his behavior, but his epilepsy. 

During AM’s interview with the monitoring team, he indicated he was staying at the CPS office 

during the day, and at a hotel at night.  AM indicated that he liked that he had some freedom in 

CWOP and that he was allowed to stay up late sometimes.  During the day, he sometimes slept in 

the office on a cot.  AM reported that he continued to attend his therapy appointments during his 

time without placement.   

 

AL   

AL is a 14-year-old female PMC youth. Described as loving and intelligent, AL enjoys arts 

and crafts, reading books, and listening to music. AL is also known for “speaking her mind” and 

is said to be strong-willed at times. She has formed and maintains positive relationships with her 

four siblings, grandparents, and caregivers. AL likes school, and, while notes in IMPACT indicate 

she receives A’s in most of her classes, her most recent Application for Placement documents she 

is delayed in school, most likely as a result of frequent placement disruptions and school changes.   

At the time of the monitoring team’s visit to her CWOP Setting in July 2021, AL had spent 

nine years shuffling through at least 20 placements during her time in DFPS’ care, with seven 

different Primary Caseworkers assigned to her during that time. AL was placed in foster care in 

October 2012, one day after her sixth birthday. At that time, DFPS was conducting a routine home 

visit on an open Family-Based Safety Services case at the residence of AL’s biological mother, 

M.C. when DFPS found AL’s siblings – two and three years old at the time – locked in the home 

alone without adult supervision. DFPS contacted law enforcement and after failing to provide a 
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reason for leaving the children alone, M.C. was arrested and charged with child endangerment. 

Because M.C. did not provide alternative placement options for her children, AL and her siblings 

were taken into DFPS’ custody. 

AL’s upbringing was characterized by neglectful supervision and sexual abuse, as well as 

exposure to drug use. AL’s biological father was incarcerated in federal prison when AL and her 

siblings were removed from M.C.’s care.  His criminal history includes aggravated assault, assault 

causing injury to a family member, criminal trespass, and evading arrest.  

While at her CWOP Setting the monitoring team reviewed AL’s on-site records and found 

the following notation: “AL made a clear outcry she was made to suck unknown perpetrator’s 

penis and was directed by the perpetrator to perform the sex act.” In describing the abuse, the 

document further indicates, “It was determined that an unknown perpetrator is responsible for the 

sexual abuse of AL” A review of the sexual victimization page in AL’s IMPACT records indicates 

the perpetrator is unknown.  AL made the outcry after entering foster care but the information in 

IMPACT does not indicate when the incident occurred. 

DFPS disposed of the investigation of her outcry as RTB, indicating that, while the 

perpetrator was unknown, “… [it was] clear that something traumatic occurred to the child in the 

form of sexual abuse.” The emotional impact on AL and her siblings manifested in enuresis and 

fear of the bathroom in their early childhood (as documented in CLASS). In total, investigations 

involving AL’s mother resulted in six RTBs since 2007.  

After entering foster care, DFPS placed AL with her younger sister, within close proximity 

to her other siblings, in an effort to maintain their sibling bond. In some instances, all four siblings, 

including AL, were placed together, but the placements disrupted. Since entering care in 2012, AL 

has been placed in 12 foster homes, five RTCs, seven psychiatric hospitalizations, a fictive kin 

placement, and a relative placement with her maternal grandparents. One of the CPAs responsible 

for placing AL in two foster homes, Benchmark Family Services, has since had its license revoked 

by HHSC due to a history of safety violations.  Another CPA that placed AL in a foster home, 

Lutheran Social Services of the South, has been placed under Heightened Monitoring due to a 

history of safety violations.  Two RTCs where AL was placed, New Children’s Treatment Center 

and Sunny Glen Children’s Home, have since been placed under Heightened Monitoring.  A third 

RTC, Houston Serenity Place, voluntarily closed after being placed under Heightened Monitoring. 

AL’s placement disruptions include multiple failed adoptions.  In August 2016, AL and 

her siblings were placed in a foster-to-adopt placement. In December 2016, their foster mother 

allegedly physically abused AL and AL’s sibling. The allegation was Ruled Out, but the children 

were removed because of DFPS concerns about the home. The foster home was closed by the CPA 

six days later in December 2016.  

In early June 2018, AL and her three siblings were moved to another adoptive placement. 

Eleven days after the placement, a disruption meeting was held to “salvage the placement.” At the 

meeting, the foster parents stated they could not care for AL and her three siblings together. AL 

and one of her sisters were removed from the home and AL was admitted to a psychiatric hospital 

three days after the meeting. Following this failed adoption, AL was next placed in a foster home 

for about a week in July 2018 before being re-hospitalized. Upon release, AL was placed in an 

RTC.  
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In November 2018, DFPS and CASA worked to place AL and her younger sister with 

maternal grandparents in the hopes of finding the girls a “forever home.” The two other siblings 

had been placed elsewhere and were allowed to visit AL and her sister.  AL had a history of being 

overly aggressive with her siblings, which ultimately resulted in her discharge from the placement 

with her maternal grandparents. On one occasion AL became upset and shoved her younger sister 

resulting in her sister hitting her head on the corner of the bed frame. The police responded and 

took AL to a psychiatric hospital, but AL was not compliant and was arrested and charged with 

assault (family violence causing bodily injury). Following this event, AL was placed in an RTC to 

receive trauma therapy.  

In January 2020, AL’s maternal grandparents expressed interest in adopting only two of 

the children, excluding AL and one of her sisters on the grounds that they would be unable to 

provide adequate care and therapy for AL and her three siblings all at once. In May 2020, the court 

ordered that AL be separated from her siblings for adoption purposes.  

AL’s June 2021 Application for Placement shows her most recent mental health diagnoses 

as: Disruptive Mood Dysregulation Disorder, Attention-Deficit/Hyperactivity Disorder, Enuresis, 

Nocturnal Only, and Child Physical Abuse.  AL’s psychiatric hospitalizations include one that 

occurred during a failed adoption placement in June 2016 and again a month after the failed 

adoption placement.  In 2019, she was hospitalized on three different occasions for behavioral 

outbursts. Two of these hospitalizations followed suicidal ideations and occurred while placed 

with her maternal grandparents. The third hospitalization occurred during a therapy session. After 

a brief period in which no further hospitalizations occurred, AL was again hospitalized in July 

2020 after becoming upset with her foster parents and expressing suicidal ideation.  

In June 2020, AL was also hospitalized while in a foster placement in which the foster 

mother was found to have emotionally abused her. AL reported her foster mother made her donate 

all of her belongings and denied her access to her siblings and CASA, despite DFPS granting AL 

that privilege. AL ran away from this placement, threatened self-harm, and was later admitted to 

a behavioral hospital for suicidal ideations. Other children in this home reported that the foster 

mother was verbally aggressive. The explanation of the emotional abuse disposition in CLASS 

reads, “[Foster parent] does not recognize children’s own individuality and tries to control their 

lives with emotional abusive actions… [Foster parent] has RCI history of patterns of emotional 

abuse disclosed by different children with the same outcries of verbal insults.” 

AL’s IMPACT records are inconsistent in describing the psychotropic medications she is 

prescribed.  AL’s most recent Service Plan documents her current prescriptions as Clonidine and 

Sertraline for mood and depression, respectively. However, her most recent Common Application 

excludes Clonidine, includes Sertraline, but also includes two psychotropic medications not found 

in her Service Plan: Trileptor for “Mood Disorder,” and Aripiprazole for “Mood Stabilization.”  

Medication logs reviewed by the monitoring team during the onsite visit indicated she was 

receiving all of these medications. 

AL also has a history of running away. AL ran away from the foster parent who emotionally 

abused her in June 2020. In June 2021, while housed in a CWOP Setting, she ran away with two 

other teens (one male and one female). The female returned, saying she could not “keep up” in her 

sandals. AL and the other male were found by AL’s biological mother approximately two to three 

hours later with two of the male’s friends. AL’s biological mother was able to find her because 

they stay in contact, and she returned AL immediately to DFPS’ supervision.   
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DFPS did not secure an available, safe placement for AL when she was discharged from 

her last RTC on June 17, 2021, and she was without placement until August 5, 2021, when the 

court ordered AL to be placed back with her biological mother, despite her biological mother’s 

rights being terminated and against DFPS’ recommendations.   

The monitoring team reviewed documentation in IMPACT that states DFPS did not agree 

with the Court’s decision to place AL with her biological mother. Specifically, the notation states: 

The placement of [AL] under [M.C.] is concerning due to parental rights being 

terminated. Placement was not recommended due to past history of domestic 

violence in the home and intensive CPS history. This placement is not the most safe 

and appropriate placement for [AL]. [AL] requires a Moderate level of care.  

 

AK   

AK is a 17-year-old female PMC youth who aged out of foster care as a child without 

placement on August 19, 2021.  The monitoring team met and interviewed AK during an on-site 

visit at her CWOP Setting.  AK’s most recent Common Application, updated March 16, 2021, 

describes her as “strong minded” and notes she “loves to do make up…and…hair.”   

AK entered care in 2018 when her guardians (her maternal uncle and aunt) refused to 

continue to care for her.  AK’s uncle called DFPS and stated that “he wanted [AK] out of his 

home;” The next day, her aunt drove her to the DFPS office and dropped her off.  There were 

reportedly no family members who were willing to care for AK at that time.  AK’s mother was 

still living at that time, but subsequently died in May 2020.  Before her death, AK and her mother 

participated in family therapy, and AK’s mother considered having AK placed with her, but 

reconsidered after they argued about “makeup, dressing her age, [and] concern[s] [with AK] being 

in her house.”  AK’s mother was very ill at the time, was taking a lot of medication, and was 

concerned she could not manage AK’s behavior.  DFPS reported that AK’s father could not be 

located.  During an early Face-to-Face visit with her caseworker on August 27, 2018, during 

placement at an RTC, AK “said that she understand[s] that no one in her family want[s] her in 

their care.”  The IMPACT Contact Notes indicate that AK “reported that she is feeling sad about 

being away from home and that she wants to be with her family members.”  After entering care, 

AK made an outcry to her caseworker reporting she was raped by one of her aunt’s friends, but 

she would not discuss the incident in detail. 

AK’s Common Application indicates that she was diagnosed with Disruptive Mood 

Dysregulation Disorder, Other Specified Trauma and Related Stressor Disorder, and ADHD.  The 

Common Application further notes a suspected history of child sexual abuse.  However, AK’s 

Common Application also notes that her assessments are incomplete: “[AK] needs to stay in a 

placement long enough to get her assessments completed.  [AK] doesn’t trust anyone and doesn’t 

work with doctors to complete a psychological or any sort of assessments.”  AK takes an anti-

depressant but is not prescribed any additional psychotropics. AK was diagnosed as diabetic in 

January 2020. 

After entering care, AK had at least 14 placements, including three psychiatric 

hospitalizations.  She has had three primary caseworkers, though one of them has been assigned 

to her case at two different times.  AK’s most recent spell without placement was her sixth, and 

Case 2:11-cv-00084   Document 1132-2   Filed on 09/13/21 in TXSD   Page 34 of 86



 35 

was punctuated by brief runaway incidents.  AK has a history of juvenile justice involvement with 

one referral for assault that pre-dates her entry in care, and another referral for assaulting a staff 

person at a psychiatric hospital during her first prolonged period without placement after entering 

care.  During this incident, she reportedly asked police to shoot and taser her. The incident led to 

a psychiatric hospitalization before AK was placed in juvenile detention. 

Among AK’s 13 foster care placements were eight stays at RTCs, one of which was an 

out-of-state RTC located in Oklahoma.  She also had three psychiatric hospitalizations, and two 

stays at emergency shelters.  Of the five Texas RTC placements AK experienced (AK was placed 

in one, Prairie Harbor, twice), five have since closed: Prairie Harbor LLC, Serenity Place, Hector 

Garza RTC, Krause Children’s RTC, and Brave Hearts RTC.  Two of these closures resulted from 

license revocations (Prairie Harbor LLC and Brave Hearts RTC), and one closed after DFPS and 

the SSCCs cancelled contracts due to safety concerns (Hector Garza RTC).  While two other RTCs 

where AK was placed, Serenity Place RTC and Krause Children’s RTC, closed voluntarily, Krause 

was allowed to close in lieu of a license revocation, and Serenity Place RTC would have been on 

Heightened Monitoring due to safety violations had it not closed.   

During AK’s second stay at Prairie Harbor, another child reported that AK touched her 

inappropriately.  DFPS investigated and Ruled Out Neglectful Supervision by Prairie Harbor staff.  

During AK’s next placement, at Brave Hearts RTC, she reported to a Brave Hearts staff member 

that a child at the facility sexually assaulted another child.  The staff person to whom AK made 

this report did not make a report to SWI, and instead moved the child who was assaulted to another 

part of the RTC.  DFPS made a finding of Reason to Believe for Neglectful Supervision after an 

investigation. 

 AK was without placement and housed in a CWOP Setting six times prior to aging out of 

care, for a total of about eight months without placement after entering care in 2018.  Her last spell 

without placement began on March 15, 2021.  AK aged out of care on August 19, 2021 from her 

CWOP Setting.   

AK’s tenure in DFPS care was punctuated with runaway incidents, some of which are not 

documented in the placement list in IMPACT.  For example, in IMPACT Contact Notes, there is 

documentation of a report to SWI that AK and another 16-year-old female foster child ran away 

from the DFPS office around three in the morning on June 16, 2021 “after making contact with a 

male on the app ‘Plenty of Fish’.”  AK called law enforcement, and police officers picked up AK 

and the other youth.  When the children returned to the DFPS office where they were living, AK 

reported to her caseworker that the adult who they met had raped them both and made them 

perform sexual acts with each other and they called law enforcement after he left.  Notes in 

IMPACT indicate that these two children are “running away daily.” Just one day earlier, on June 

15, 2021, AK ran away and was picked up by law enforcement in front of a motel after she called 

and asked for help.13 

                                                           
13 AK also appears to have had a sexual relationship with a male foster youth who was housed at the same CWOP 

Setting. A Serious Incident Report dated May 1, 2021 indicates that AK and a male youth were sharing an air mattress 

during the 1:00 a.m. to 8:00 a.m. shift when a caseworker entered the conference room where the bed was located.  

When the caseworker attempted to get the children to separate, they barricaded themselves in the room with another 

youth.  Law enforcement was called.  When the children eventually exited the room, the male youth told the police 

officer that he and AK had sex while they were in the room. 
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AK is in 10th grade, is not on grade level, and reportedly does not like school. Her Common 

Application does not indicate that she is enrolled in Special Education, despite her diagnosis of 

ADHD and other diagnoses, and her obvious difficulty in school.  While she was at Prairie Harbor, 

AK told a caseworker that she “is enrolled in 9th grade and…she…need[s] assistance.  She 

reported she do[es] not [get] the assistance even after requesting the help from [the teacher].  She 

report[ed] she just go[es] to class but she do[es] not understand what she is doing.”  AK’s Common 

Application indicates that an educational assessment was needed.  A June 14, 2021 contact note in 

IMPACT shows AK was enrolled in an online self-paced program through a local high school, 

and would start the program the following day, however AK ran away.   

There is no documentation that AK was engaged in planning sessions with DFPS to prepare 

for aging out of care, though notes in IMPACT suggest that when planning was offered, she refused 

to participate.  Contact notes in IMPACT show that AK had a Circles of Support meeting on 

August 12, 2020, while she was placed at Prairie Harbor.  This meeting appears to be the only 

Circles of Support meeting in which AK participated.  Her caseworker discussed scheduling 

another meeting with AK on March 3, 2021; AK “initially stated she wanted a meeting but when 

[the caseworker] started asking her about who she wanted to attend and what she wanted to come 

out of her meeting, she became upset…was combative and began cursing,” and hung up the phone.   

A June 28, 2021 contact note in IMPACT states that AK’s caseworker discussed 

“alternatives for her once she turns 18” and that AK “stated that she doesn’t have any other 

alternatives.”  The note shows the worker informed her that there was a possibility that she 

wouldn’t get approved for extended care in time, and asked AK whether she would be able to go 

with her uncle or any other family members, despite DFPS’ determination that none of AK’s 

family members were willing to be a placement resource.    

Another contact note in IMPACT documents that DFPS had applied for an apartment for 

AK but had not yet heard back about whether she would be approved.  The file also indicates that 

AK “[did] not want a transition program.”  When staff were transporting AK to get her I.D. so that 

she could secure the apartment DFPS had applied for, she ran away. Contact notes state that this 

was the “[s]econd time she has done this.”  A contact note in IMPACT indicates that a transition 

meeting was held on August 13, 2021, just six days before AK’s 18th birthday.  AK became upset 

during the meeting and asked why DFPS waited “until now right before she turned 18 to tell her 

about her benefits.”  The Preparation for Adult Living (PAL) staff explained that they waited 

because “nothing would be active” until after AK turned 18, and her caseworker reminded AK 

“that she never wanted to speak with anyone about her benefits and always had a bad attitude.”  

The contact note indicates that AK realized that her only options were to go to a shelter. 

Two days before her 18th birthday, AK reached out to her PAL caseworker and asked to 

receive one of her Transitional Living Assistance (TLA) checks.  AK’s caseworker reminded her 

that these were only available to youth who were either in school or had a job, and she had neither, 

but relayed a request to the PAL Program Director.14  The PAL Program Director approved the 

                                                           
14 AK, who made several calls to SWI during her time without placement to make complaints that did not rise to the 

level of abuse, neglect, or exploitation included among those calls a call made in April 2021 to report that she would 

be turning 18 soon and “has been asking…if she can get a job…to practice independent so that when she can leave 

she had independence.”  AK reported that she was “told she is unable to get a job.” 
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request and the note indicated that the PAL caseworker would submit the request for TLA on her 

18th birthday.  AK aged out of care on August 19, 2021. 

 

AR  

AR is a 15-year-old male PMC youth who reentered foster care for the second time in 2015.  

AR’s permanency plan is to find him an adoptive family.  According to his common application, 

AR is described as an energetic and well-mannered young man who likes to help others, and he 

can be really sweet. He is friendly and will talk to anyone. AR enjoys playing video games, and 

his favorite cartoon is Pokémon. Taking pride in how he looks, AR likes to stay well groomed, 

keep his hair cut and remain presentable. He wears his hair in a ponytail that he values as an 

important part of his identity.  

AR came into care for the first time at age seven, due to allegations of neglectful 

supervision by his biological mother. AR’s Common Application indicates that he entered care 

after he was found “wandering the streets” and when law enforcement was called, was found in 

the care of a “male friend who was a convicted felon for aggravated kidnapping.”  State records 

indicate he was also exposed to drug use by his mother, maternal grandparents, and his mother’s 

friends.  AR’s biological father is incarcerated and, according to his records, AR was very close to 

his biological mother.  He was reunified with his mother in August 2014. Due to another allegation 

of neglectful supervision and after attempts by DFPS to implement Family-Based Safety Services, 

AR and his siblings were removed from his home for a second time, in June 2015.  AR does not 

have any contact with his siblings, who were adopted; the children’s adoptive parents do not allow 

sibling visits.   

AR’s placement history is divided between his two stays in foster care: his first time in 

care, which lasted from July 2013 until August 2014, and his reentry into care in June 2015. During 

his first episode in foster care, AR was placed in three separate facilities prior to returning home.  

His first placement was an approximately two-month stay in The Children’s Shelter, an emergency 

shelter that DFPS has since placed under a placement hold due to a history of safety violations.  

According to IMPACT, AR left The Children’s Shelter when he was admitted into a psychiatric 

hospital for 20 days.  There is little documentation regarding this hospitalization; according to his 

service level authorization change notes from September 23, 2013, he was hospitalized “due to a 

severe temper tantrums [sic] that include[d] yelling, hitting, kicking and biting.”   After leaving 

the hospital, AR’s service level was raised to Specialized and he was placed for 10 months at the 

KCI Servants Hearts Residential Facility, later called Whataburger Center for Children, that has 

since closed after being placed on Heightened Monitoring and under a placement hold. In August 

of 2014, AR returned to his mother’s care. 

After AR was again removed from his mother’s care in 2015, his placements included six 

different GROs, two therapeutic foster homes, two hospitalizations, and two spells as a child 

without placement.  AR was first placed in an emergency shelter for a little over two months and 

was next placed back in KCI Servants Heart RTC (a.k.a. Whataburger Center), where he stayed 

for just over a year.  

AR was then moved to Carter’s Kids where he lived for approximately one year.  Carter’s 

Kids closed and opened under a new name (HeartBridges); HHSC has since moved to revoke the 
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facility’s license due to safety violations, including substantiated allegations of abuse, neglect, or 

exploitation.  In September 2017, AR was moved to Hill Country Youth Ranch RTC where he 

lived for almost three years and during which time his behaviors appeared to improve.  While at 

Hill Country Youth Ranch, AR’s level of care dropped from Intense to Basic in July 2019.  

The court ordered AR to be moved from Hill County Youth Ranch into a therapeutic foster 

home, finding that he made as much improvement as he could at the facility, and that AR was 

being bullied at the placement.  He then was court-ordered to be placed in a single female home 

due to psychosocial and emotional triggers from disrespectful, aggressive male authority figures.  

DFPS placed AR in two different therapeutic foster homes over the course of 30 days. However, 

both were unsuccessful, and AR regressed and was hospitalized.  Since leaving the psychiatric 

hospital AR has had two placements, Whataburger Children’s Shelter and HeartBridges RTC, both 

of which have closed following license revocations.  AR has also experienced two spells in CWOP 

Settings.  AR’s level of care remained as Basic until June 2021 when it was again increased to 

Specialized.  

AR arrived at the DFPS office where he was housed while he was without placement on 

May 28, 2021. For the first two and a half weeks his CWOP activity log depicts him as helpful 

with one instance of being disrespectful towards staff and punching walls and doors. Around June 

22, 2021, however, the notes indicate that he ran out of multiple medications, and did not receive 

them for two to three days. Around this date, AR’s activity logs reflect an increase in volatile 

behavior. It was noted that he had multiple incidents of being disrespectful, aggressive, and 

“hyperactive.” His sleep schedule also shifted completely to being almost entirely nocturnal. AR 

was staying awake until mid-morning, then went to bed and woke up sometime during the 

afternoon.  

According to AR’s April 30, 2015 Service Plan, a psychiatric evaluation was conducted 

for AR and he was diagnosed with ADHD and Aggression.  The child was prescribed medications 

for his ADHD, and he was receiving weekly individual therapy.  

 When AR reentered care there was an increase in his prescribed medications, and the 

addition of multiple mental health diagnoses from June 2015 through January 2017.  Upon reentry, 

AR was prescribed two medications for ADHD and “aggression,” but by May 2017 he was 

prescribed six medications to treat the same diagnoses, including Abilify, Adderall, Depakote, 

Hydroxyzine Pamoate, Hydroxyzine HCL, and Zoloft. In September 2017, a seventh medication 

(Zyprexa) was added. During this period AR’s level of service was raised from Basic to 

Specialized.  In January 2018 while placed at Hill County Youth Ranch AR’s medications were 

decreased to Zyprexa, Sertraline, Concerta, and Depakote. 

Service Plans in IMPACT did not provide detail on AR’s treatment objectives from 

September 2017 through February 2019, stating: “There are no specific treatment plans or 

explanations for how the State planned to provide the specific services he needed to achieve the 

goals it set for AR”  His level of service, however, increased to Intense in December 2017 with no 

notes, but a subsequent level authorization in April 2018 indicated that AR continued to have 

issues with aggression, stealing, and sexually acting out.  

AR’s treatment objectives and medication remained unchanged until February 2019 when 

he was prescribed Sertraline, Methylphenidate, Olanzapine, and Oxcarbazepine, and case notes 

indicated that he was adjusting well over the previous few months. AR’s diagnoses were also 
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updated to include Unspecified Bipolar and Related Disorder and Unspecified Trauma and 

Stressor Related Disorder in March 2019.  

Service Plan notes in July 2015 state that AR was receiving special education services “due 

to his behavior and delay in reading.” There are no specific explanations as to what services and 

supports he was receiving. Two years later in May 2017, AR’s Service Plan notes state that his 

caseworker “participated in ARD meetings in April and May 2017,” and the goal was to have AR 

“transitioned back to general classroom to eventually get him completely back into general by 

Junior High.” In May 2019, AR’s educational goals were updated to include very specific special 

education supports and services at the charter school in which he was enrolled while at Hill 

Country Youth Ranch. AR’s most recent Application for Placement reflected he had passing 

grades and continued to receive special education services deemed appropriate for his behaviors. 

On August 17, 2021, the court ordered AR to be returned to his mother’s out-of-state home, 

after a successful weekend visit in July 2021.  Notes in IMPACT indicate that his mother’s 

circumstances changed, and a petition will be filed to reinstate her parental rights. 

 

AW   

AW is a 15-year-old female who entered the foster care system in 2019 and is in PMC. 

According to her most recent Common Application, which was updated July 26, 2021, AW is 

“social and likes to be around her friends interacting with them,” “is smart,” and “contact with her 

sister is…important to her.”  AW’s seven-year-old sister is also in care.   

The children initially entered the foster care system after AW’s father failed to pull over 

during a traffic stop, and engaged in a police chase with AW’s sister in the car.  AW’s father said 

he did not stop because he was scared to pull over, having seen that black men were being killed 

by police.  When the children were interviewed after being picked up by DFPS, they stated that 

both parents smoked marijuana at home.  Both parents admitted to drug use and subsequently 

tested positive for marijuana and cocaine.  AW and her sister also tested positive for marijuana 

and cocaine.  AW’s parents’ rights were terminated after they stopped complying with drug testing 

requirements.  

AW’s Common Application notes that she “needs a placement that will help her engage in 

therapy in a helpful manner.”  AW had a psychiatric evaluation completed on December 7, 2020, 

which resulted in the following diagnoses: Disruptive Mood Dysregulation Disorder, Other 

Specified Trauma and Stressor Related Disorder, and ADHD (Moderate).  A needs assessment 

noted that AW “would benefit from a stable, consistent, and nurturing environment where rules 

and expectations are clearly defined” and also determined that AW would benefit from psychiatric 

intervention, multimodal individual therapy, and group therapy.  The assessment also 

recommended addressing AW’s “underlying conflict with academics.” AW was prescribed 

psychotropic medications shortly after her entry into care, however her April 14, 2021 Service 

Plan indicates at times she refuses to take her medications.  AW has also been diagnosed with 

Type 2 Diabetes, for which she has been prescribed medication.  However, she has also refused 

medication for her Diabetes at times, and is reported to be uncooperative in controlling her diet. 

Since entering care on September 26, 2019, AW has had three different primary caseworkers, 

and has resided in at least 15 placements, including a spell as a child without placement that lasted 
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more than a month, and a runaway incident that lasted two months.  Her placements include eight 

placements in a GRO or RTC, one foster home, and multiple psychiatric hospitalizations.  AW’s 

level of care increased from Basic to Specialized after two months in care and has continued to 

vacillate between Specialized and Intense since then.   

AW’s Common Application and IMPACT records show that she has had at least six psychiatric 

hospitalizations for suicidal ideation or self-harm since entering care. In most cases, they did not 

result in discharge from the placement where she was living at the time.  AW has been placed in 

five RTCs over the course of her time in care; three of the facilities (L’Amor Village RTC, New 

Life RTC, and Freedom Place RTC) are currently under Heightened Monitoring due to a history 

of safety violations.  AW’s longest placement to date was at Freedom Place RTC, where she stayed 

for seven months. During her time at Freedom Place, AW was hospitalized twice and ran away 

twice.   

AW has a history of running away with other children since entering foster care.  Notes in 

IMPACT indicate that during a runaway incident while she was placed at L’Amor Village RTC, 

AW (who was 13-years-old) had sex with a male peer (who was 16-years-old), who had also run 

away from the RTC.  Though the events are not documented on the runaway page in IMPACT, 

AW’s Service Plan notes that she ran away from L’Amor Village RTC five times during her two-

month stay, eventually resulting in her discharge from the facility.  AW also ran away from another 

RTC, Freedom Place, at least twice.  According to AW’s Common Application, during her first 

runaway incident during her stay at Freedom Place RTC, AW and her peers “engaged with 

unknown males in partying (alcohol, cigarettes, and marijuana)” and that AW “admitted to sexual 

intercourse” but “did not disclose if it was consensual or if she was a victim.”  AW also ran away 

from Freedom Place RTC with three other girls and the girls were picked up by two women who 

took them to a house where there were other children and three men residing.  Reports of the 

conditions in the house and what happened differed between the children but suggest the women 

who picked the children up and the men at the house may have been sex traffickers.   

During AW’s stay at New Life RTC, which lasted four months, she was hospitalized twice, 

first after she swallowed a battery, and a second time after she swallowed a zipper. After she was 

hospitalized for swallowing the battery, AW reported to her caseworker that she started self-

harming by following the behavior of other children at the RTC. AW told her caseworker that she 

preferred the psychiatric hospital, and did not feel New Life was a therapeutic environment. AW 

also told her caseworker that since returning to the placement, she had swallowed a piece of plastic 

(from a spoon she found on the ground), and two rocks. AW told her caseworker that she liked to 

color as a coping mechanism, but was not allowed to have crayons because she had previously 

swallowed them. DFPS investigated the circumstances surrounding AW’s ingestion of the zipper, 

as well as another youth’s ingestion of a screw, but Neglectful Supervision was Ruled Out in both 

cases. During her August 2020 Face-to-Face meeting with a caseworker, when asked if she felt 

safe at New Life, AW responded, “Nope…everything here makes me feel not safe.”  AW also ran 

away from New Life in July 2020, but was returned to the placement by law enforcement.  Despite 

all of AW’s self-harming incidents and multiple runaway incidents, AW’s Service Plan indicates 

that she needs only the supervision “age appropriate for a 13-year-old” and “is able to be left in a 

room alone without constant supervision.”   

AW’s Common Application notes that while she has not been determined by DFPS to be 

sexually aggressive, she was caught “making out” with a female peer at one of her placements and 
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that other peers reported that AW “would walk by and touch or slap female’s genitals.  Those peers 

did report that made them uncomfortable but were too scared of [AW] to say anything.”  Her 

Common Application also notes that “[AW] and her peers held down a female staff to take her 

keys in order to run from campus [and] while that was happening…[AW] placed her hand down 

the female staff’s shirt.” 

 AW is in 8th grade, and qualified for special education, however it took some time for her 

to be educationally evaluated after entering care.  A September 2020 note in IMPACT indicates 

that AW had to repeat 7th grade, and “fails some of her classes because she doesn’t try” but notes 

AW “has not been evaluated for special education” and that her caseworker had asked Freedom 

Place RTC to have her evaluated.  AW has a history of truancy and several contact notes in 

IMPACT indicate that AW routinely expresses that she hates school.  Her Child Without 

Placement Preliminary Service Plan indicates that AW is two grades behind “due to excessive 

absences/she refused to go to school.”  

AW was finally evaluated for special education services in February 2021, and had her initial 

ARD on February 24, 2021, more than two years after entering foster care. Though AW’s Child 

Without Placement Preliminary Service Plan indicates her caseworker hoped to enroll her in 

summer school while she was without placement, the local school district did not allow DFPS to 

enroll foster youth who were living in the DFPS office in summer school.  However, a later note 

in AW’s case records indicates that she ultimately did not need summer school because she had 

passed all her classes during the school year, a surprising result because AW ran away from her 

placement before the school year ended and did not return to the placement before living in the 

DFPS office visited by the monitoring team. 

  On July 28, 2021, the psychiatric hospital where AW was placed e-mailed AW’s caseworker 

and said, “Over the last 20 days [AW] has been in our care, we have seen steady progression in 

her use of coping skills and improved behavior…[AW] receives redirection well and is respectful 

to staff.  She has engaged in her therapeutic sessions and goes to her group therapy sessions daily.  

Overall [AW] has shown great improvement in attitude and behavior since she has come here and 

is ready for placement.”  DFPS did not secure a placement for AW.   

On August 30, 2021, AW’s IMPACT records show DFPS staffed her case in preparation for 

her discharge from the hospital. The hospital reported that AW was “angry, upset, and 

decompensating” and noted “it’s not an inter-peer problem and more that she is worried she will 

be stuck at the hospital and never leave.”  The hospital also reported, “What has worked at the 

hospital for [AW] is feeling like she matters.”  The hospital recommended “a structured 

environment that provides a behavioral plan with incentives and a way to demonstrate leadership.”  

Though DFPS reported that they still did not have any placement options for AW, the hospital 

expressed concern that if she stayed another three-to-four weeks that “she will continue to 

decompensate and decline.”   

On September 7, 2021, after almost two months in the psychiatric hospital, AW was released 

and is again without placement and housed in a CWOP Setting. 
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XB 

 

The monitoring team interviewed XB, a 13-year-old male PMC foster child, in the CWOP 

Setting where he was housed during the day.  XB stayed in a CPS office during the day, and a 

hotel at night.  Later the same day, the monitoring team made an on-site visit to the hotel where 

children without placement stay overnight. XB reentered foster care for the second time in 2019.  

XB’s September 1, 2021 Common Application indicates he enjoys music, running, playing 

football, basketball, video games, sports, and playing "family" board games or cards. XB enjoys 

singing various genres of music but has a proclivity for 90's country and any music performed by 

George Strait.  He would like to be a member of a SWAT team. The current permanency plan for 

XB is unrelated adoption. 

 

XB first entered care as an 11-month-old infant.  His biological mother admitted to using 

cocaine during her pregnancy, exposing XB to pre-natal drug use. DFPS found that his biological 

mother allowed XB to be cared for by a convicted sex-offender who resided in the home. Though 

asked to remove this convicted sex offender from the residence, the biological mother refused 

resulting in XB ’s placement into care. By June 2010, all parental rights were terminated.  

XB was placed immediately in a foster home and was ultimately adopted by the foster 

mother. He spent the next 10 years with this family where he was the sixth of seven children. In 

April 2019, DFPS received a report indicating that his adoptive mother refused to allow him to 

return home following a psychiatric hospitalization. The adoptive parents relinquished their rights 

to XB, resulting in his return to the foster care system.  

 

Since reentering care in 2019, XB has had seven different Primary Caseworkers, and has 

consistently been placed in congregate care settings though his Common Application notes that he 

“does very well when he is in a one-to-one environment and is afforded the opportunity to be 

engaged in activities.” While XB expresses a desire to be involved in group activities, he often has 

difficulties interacting with others. Since he reentered foster care in 2019, XB has lived in at least 

11 placements, including one emergency shelter, The Bridge, which has since been placed under 

Heightened Monitoring due to safety concerns.  XB ’s other placements include seven RTCs and 

three psychiatric hospitals.  One of the RTCs, Life’s Purpose, has also been placed under 

Heightened Monitoring.  XB also has had contact with the juvenile justice system during his time 

in foster care.   

 

XB has been without placement and in a CWOP Setting five times during the two years 

since his reentry to foster care. XB ’s longest stay in a CWOP Setting, prior to his most recent 

spell without placement, was ten weeks, with the shortest stay being three days.  His most recent 

spell without placement started July 15, 2021; as of September 5, 2021, XB was still without 

placement. 

 

The monitoring team’s review of XB’s Attachment A in his OneCase records15 in IMPACT 

indicates that he has twice been a victim of child-on-child sexual abuse. In April 2019, another 

child perpetrated a sexual act on XB while he was in San Antonio Behavioral Hospital.  However, 

                                                           
15 This appears to have been removed from XB’s sexual victimization page in IMPACT. The Attachment A in 

OneCase includes these incidents, but the IMPACT page does not list any incidents, substantiated or unsubstantiated.   
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XB ’s September 1, 2021 Common Application suggests this was consensual, and that after it 

occurred, “OV then began touching other patients.” In October 2020, XB reported a sexual 

victimization incident when he was placed at Unity Children’s Home. XB (who was 12-years-old) 

alleged that his roommate, a 13-year-old male, performed oral sex on him. Both youths confirmed 

the incident occurred, though each youth provided some conflicting details. However, the other 

child’s Service Plan indicated he should not be housed in the same room with a younger child.  

Neglectful Supervision was ruled out, though RCCI noted two “concerns”: “Both residents 

admitted that the incident occurred.  The facility has failed to provide adequate supervision during 

bedtime routine if residents were able to engage in sexually acting out behaviors;” and “Unity 

failed to follow Service Plan requirements when it placed the two youth in the same room.”  In 

addition, XB ’s July 30, 2021 Service Plan indicates that he “has been reported to have written a 

note to another child, who was in care with him in 2021, asking the child to perform oral sex on 

him.”  Despite these incidents, there is no information in the child sexual aggression page in XB’s 

IMPACT records. 

 

XB’s Common Application indicates that his level of care is Intense. XB has the following 

diagnoses: Bipolar Disorder, Severe Without Psychotic Features; Disruptive Mood Dysregulation 

Disorder; Attention Deficit/Hyperactivity Disorder; Intellectual Developmental Disorder; and 

Oppositional Defiant Disorder.  He also suffers from anxiety, depression, and impulsivity. He was 

diagnosed with Pica at age 4, and has an elevated thyroid condition. XB has a short attention span 

for low interest tasks, even with medication. The psychologist evaluating XB noted that his mood 

is quick to change and he is easily frustrated. His energy level is high and often excessive. 

 

XB has a history of impulsive, aggressive behavior and emotional disturbance from a very 

early age. XB’s first Common Application indicates he was diagnosed with pre-natal drug 

exposure, though his September 1, 2021 Common Application notes that it was “currently 

unknown” whether he was born positive for any drugs in his system.  Adoption files for XB 

indicate that he has qualified for special education classes due to his impulsive, aggressive 

behavior since kindergarten. He was home schooled in second and third grades due to a pattern of 

disruptive behavior and aggression towards peers.  He has had a total of eight psychiatric 

hospitalizations related to suicidal ideation, self-harming behavior, and aggression, five of which 

occurred prior to reentering care.  XB’s Common Application notes that he “needs an environment 

which is equipped to help him learn to control his emotional outburst or be able to redirect his 

outburst into some type of positive outlet” and “in in need of a very structured environment.” 

 

XB is currently in seventh grade, although records indicate he is not performing at the 

seventh-grade level. He qualifies for special education and receives 504 accommodations.  A 

psychological evaluation conducted on March 4, 2021 identified that XB is low functioning. XB 

requires 1:1 paraprofessional staff supervision at all times, in his class setting and during transition 

periods; he requires additional time to complete assignments and is best served in a self-contained 

classroom.  XB’s IMPACT records show he attended four different schools, enrolling in one twice, 

between January 25, 2021 and May 18, 2021.  
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EE 

 

 EE is a 15-year-old female PMC youth who entered foster care in 2020. Her family has a 

long history of involvement with DFPS due to her mother’s substance abuse and neglect of EE 

and her younger sister. EE’s first contact with DFPS occurred when she was two years old. EE is 

connected to her family and would like to return home or be adopted. Her permanency goal is 

adoption.   

 While in her birth home, EE’s caregivers were reportedly violent, unpredictable, and 

unreliable. DFPS investigated EE’s birth home a total of nine times, beginning in 2003 and 

culminating in EE’s removal in 2020 due to Physical Abuse and Neglectful Supervision. EE was 

admitted to in-patient psychiatric care the day of her removal from her family’s care. EE is 

connected to and remains in contact with her siblings, parents, and extended family.  

 Since entering care, EE has exhibited physically aggressive behavior when angry, refused 

to follow direction, and ran frequently from placements. There is evidence in EE’s record that she 

is easily angered when she feels that she has been “slighted” or “disrespected,” and that she has 

difficulty controlling herself when angry. EE’s experience in CWOP and in shelter placements at 

times involved verbal aggression toward others and fighting. EE has run repeatedly from DFPS 

placements and at times will run to her mother’s home. While under DFPS Supervision in CWOP 

settings, EE reportedly “runs every night” and returns two to three hours later.   

EE’s brief time in care is characterized by placement instability. Since she entered foster 

care in 2020, EE has been placed in a psychiatric hospital, five emergency shelters, a fictive kin 

placement, and had and a three-month episode without placement in a CWOP Setting. EE also has 

had contact with the juvenile justice system.  EE is currently placed with her grandmother. 

Of the emergency shelters where EE was placed, two (Connections Inc and Whataburger 

Center for Children) closed after being placed on Heightened Monitoring due to a history of safety 

violations.  DFPS suspended placements and required children to be moved from a third (The 

Children’s Shelter) in April 2021 due to safety violations.  As detailed in the Monitors’ previous 

reports, Whataburger Center and The Children’s Shelter, both owned by the same operators, were 

particularly chaotic.  While she was placed at The Children’s Shelter, the program director for the 

shelter reported that another child’s parent physically assaulted EE and other children during a 

family visit. The other child’s parent taunted, and provoked EE and the other children. EE 

reportedly spit on the parent who then hit EE in the jaw.  Staff members were present but unable 

to diffuse the situation. DFPS Ruled Out the allegations of Neglectful Supervision.  

 

 EE is diagnosed with an unspecified mood disorder and ADHD. Her record refers to a 

possible Autism diagnosis. She has not received consistent psychotherapeutic care while in DFPS 

care. She is prescribed psychotropic medications. DPFS reports that EE experienced suicidal 

ideation in April 2021 during her stay in the fictive kin home.  

 EE is a regular education student who is reportedly at grade level. DFPS reports that EE is 

a good student whose recent placement moves hurt her ability to stay up to date with schoolwork.  
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GG 

 

 GG is a 15-year-old female PMC youth who entered foster care in 2017. Her permanency 

goal is adoption.   DFPS describes GG as artistic, creative, and outgoing. GG enjoys arts and crafts, 

music, and fun family activities. She is reportedly resilient and able to express herself. The second 

of four children, GG is connected to her siblings and was placed in the same adoptive home with 

them on two different occasions. She has a strong desire for family and connectedness. However, 

when relationships feel unstable or impermanent, GG struggles with impulses to self-harm. GG’s 

siblings have been adopted together.  

 

 GG has a significant trauma history from her childhood with her parents who abused drugs 

and neglected their children. GG’s father severely physically and sexually abused GG from the 

age of three until she was 12 years old. GG made allegations that other unknown men also sexually 

abused her. DFPS has identified GG as a confirmed victim of sexual abuse.  

 

 While in DFPS care, GG has also been sexually victimized. In February 2021, GG’s foster 

sibling threatened to choke GG if she did not perform a sexual act on her. While the two children 

shared a bedroom, GG’s foster sibling did not have a history of sexually aggressive behavior. GG 

alleged that she self-harmed after this incident.  

 

 GG and her siblings were removed from their parents in April 2017 and placed for just 

under three months with their grandmother. They were removed from their grandmother’s home 

due to concerns of physical abuse. Since this initial placement, GG has been in at least 15 

placements, including five therapeutic foster homes, two RTCs, one temporary emergency 

placement, and has had six psychiatric hospitalizations. Of the GROs where GG has been placed, 

one (Hector Garza RTC) closed after DFPS and the SSCCs cancelled contracts for safety reasons, 

and another (New Life Children’s Treatment Center) has been placed under Heightened 

Monitoring due to a record of safety violations.  GG has been without placement and in a CWOP 

Setting twice, first for just under a month and, most recently, for approximately two months.  She 

is currently placed in an HCS16 group home. 

 

While GG was placed at Hector Garza, she made two allegations of child-on-child sexual 

contact that were investigated by DFPS.  In one case, a staff member at Hector Garza reported that 

GG alleged that another child forced her to touch her breast. The other child alleged that GG 

grabbed her breasts. In a second case, a staff member at Hector Garza reported that GG disclosed 

that while placed at the RTC she awoke one night to her roommate on top of her, engaging in an 

unwanted sexual act. She subsequently recanted the accusation and DFPS Ruled Out the allegation 

of Neglectful Supervision in both cases. 

 

After leaving Hector Garza, during her placement in a foster home, GG’s foster parent 

reported to SWI that GG disclosed that an unrelated foster sibling kissed and touched GG 

                                                           
16 Home and Community-Based Services (“HCS”) “is a Medicaid long-term care waiver for persons with intellectual 

and developmental disabilities, which provides community-based medical and non-medical supports and services over 

the lifetime of an individual who would otherwise end up in an institution, nursing home, or hospital.” Texas 

Department of Family and Protective Services, Child Protective Services, Home and Community-Based Services 

(HCS) Resource Guide (November 2019) at 4. 
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inappropriately. RCCI Ruled Out the allegation of Neglectful Supervision reporting that the foster 

parents completed night checks and neither child previously exhibited any sexually aggressive 

behavior in the home. GG’s sexual victimization history page in Impact notes that this is a 

confirmed incident of sexual abuse and the foster sibling’s Child Sexual Aggression page is 

marked due to this incident.  Approximately five months later, during a stay at a subsequent foster 

home, GG’s foster parent reported that AS attempted to strangle herself with a cord. GG’s foster 

mother found and stopped GG before she was able to physically harm herself. DFPS Ruled Out 

the allegation of Neglectful Supervision.  

 

 GG is diagnosed with Major Depressive Disorder, moderate-recurrent; Bi-Polar Disorder, 

depressed, severe, with psychotic features; and PTSD. She has received supportive psychotherapy 

with the same therapist consistently for the last two years. Although trauma-specific treatment and 

interventions have been recommended by the CANS and do not appear to have been provided. GG 

is prescribed psychotropic medications. GG reports auditory and visual hallucinations with 

commands to harm others.  

 

 GG has a history of self-harming behavior and suicidal ideations, leading to her psychiatric 

hospitalizations. DFPS reports that GG will cut herself when items are available. Her self-harming 

behavior is often related to fears of abandonment or feelings of jealousy.  GG is a special education 

student with a documented IQ that would indicate intellectual disabilities. 

 

HH 

 HH is an 11-year-old male PMC child who entered foster care in 2017.  His permanency 

goal is adoption.  HH is described as a smart boy who loves to care for animals. He enjoys riding 

his bike and playing video games. HH gets along well with other children. DFPS reports that HH 

is well behaved, respectful, and helpful. DFPS documents that HH has not exhibited difficult 

behaviors such as aggression or outbursts.  

 In March 2017, when HH was 7-years-old, he and his four brothers were removed from his 

parents’ care due to their father’s physical abuse of one of HH’s siblings. Prior to HH’s removal, 

HH’s family had a long history of involvement with DFPS regarding alleged Neglectful 

Supervision and Physical Abuse in the home.  HH’s Common Application reports that his father 

hit him and his siblings with a branch and a belt, and that HH reported his mother also physically 

abused them. 

 After HH was removed from his home, he was placed in a foster home with his older 

brother. HH was stable in this home for over four years. In June 2021, the placement disrupted 

because HH drew pictures of himself harming his brother. HH was then hospitalized and upon 

discharge, on July 16, 2021, DFPS placed HH under DFPS Supervision at a CWOP location, where 

he remained as of September 11, 2021. 

 AR’s diagnoses include Autism Spectrum Disorder; Attention Deficit Hyper Activity 

Disorder; Conduct Disorder; Enuresis (nocturnal and diurnal); Unspecified Depressive Disorder; 

Unspecified Trauma and stressor related disorder; Personal history (past history) of sexual abuse 

in childhood; Personal history (past history) of psychological abuse in childhood; Personal history 

(past history) of neglect in childhood; Upbringing away from parents. DFPS documents that a 
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second opinion psychological evaluation for HH is scheduled for September 8, 2021. He is 

prescribed psychotropic medications. 

 DFPS reports that HH receives wrap-around services which include individual therapy, 

mental health treatment, life skills, and family therapy. DFPS reports that HH’s behavioral therapy 

aims to manage his behaviors. HH’s record indicates that the child does not exhibit any high-risk 

behaviors such as self-harming; bullying or aggressive behavior; running; or sexualized behavior.  

DFPS reports that since placed under DFPS Supervision, HH has not had any behavioral issues. 

 HH is reportedly in the 6th grade. He is enrolled in regular classes and does not have any 

developmental delays. He is meeting expectations for his grade level. His caseworker notes that 

he requires close supervision with his schoolwork as HH can become distracted. During the 2020-

2021 school year, HH reported that his grades dropped due to school being virtual and it being 

difficult to focus in this format.  

  

PP 

 PP is a 17-year-old male PMC youth who entered foster care for the second time in 2018. 

PP’s Permanency Goal is adoption or independent living.  PP’s interests include playing video 

games, being on his phone, and listening to music. He also enjoys playing basketball and football. 

PP has been described as “very sweet and friendly,” and is respectful of those who show him 

respect. PP’s record documents that after his caseworker experienced a family death, PP gave her 

flowers and a teddy bear to cheer her. PP reportedly responds well to clear direction and to well-

established expectations. He reportedly longs for a loving relationship with an adult. He has 

expressed that he does not want to be placed in RTCs and would rather be placed in a foster home. 

 PP was first removed from his birth home and entered foster care at the age of 10 years 

old. PP’s mother and her paramour were drug-involved and his home was reportedly in deplorable 

condition. He observed domestic violence between his caregivers and experienced general neglect. 

PP was placed with his grandmother who gained custody of him. After nearly four years living 

with his grandmother, in 2018, PP was hospitalized for aggressive behavior toward his 

grandmother. He reportedly chased and threatened her with a knife. His grandmother reported that 

she and her other family members did not feel safe living with PP, and that she could not allow PP 

to return home until his behavior improved. DFPS took custody of the child to ensure he received 

mental health treatment. PP maintains contact with his grandmother.   

While in care, PP has experienced significant placement instability, and his mental health 

has not stabilized. He often becomes physically aggressive, has a history of self-harm and suicidal 

ideation, and runs from placements.  PP has had at least 18 placements since reentering foster care 

in 2018, including seven placements in an RTC, two placements in an emergency shelter (once as 

a “temporary emergency placement”), two brief returns to his grandmother’s home, and eight 

psychiatric hospitalizations.  Of the seven RTCs where PP has been placed, one (Hector Garza 

RTC) has since closed; DFPS and the SSCCs cancelled their contracts with the operation for safety 

reasons.  Another RTC, Gulf Winds, was recently under a placement suspension by DFPS after a 

child committed suicide at the facility.17  A third RTC, Houston Serenity, was voluntarily closed 

after being placed under Heightened Monitoring due to a history of safety violations.  PP has been 

                                                           
17 Deborah Fowler and Kevin Ryan, Second Report of the Monitors, at FN 599, May 4, 2021, ECF 1079. 
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without placement four times in 2021, with the most recent period without placement beginning 

on August 2, 2021 after being discharged from a psychiatric hospital.  Altogether, he has spent 

approximately five months (to date) in a CWOP Setting in 2021.   

While PP was residing at Hector Garza, an allegation of Physical Abuse was received by 

SWI, reporting that DP and a staff member were “playing around” and PP accidentally pushed 

him. The staff member then threw PP, and PP hit his head on the side of his bed. The staff member 

was also alleged to have punched PP in the stomach, before conducting a restraint. Although DFPS 

Ruled Out Physical Abuse, DFPS wrote: “There are concerns as to the judgement of [the staff 

member] to shove [PP] into his room and perform a restraint when video viewed does not show 

[PP] harm to himself, others, or destroying property.” Further, while DFPS did not find sufficient 

evidence of Physical Abuse in this incident, DFPS determined that due to this staff member’s 

“repeated involvement in investigations concerning inappropriate restraints, safety plans and 

trainings, [the staff member] continued to exhibit a pattern of behavior with little to no regard for 

children's safety” and thereby an allegation of Neglectful Supervision was substantiated against 

the staff member.  

 

PP was also named as a victim in a DFPS investigation during his time without placement.  

A CASA volunteer reported while the child was under DFPS Supervision, PP and his DFPS 

caseworker were observed kissing and groping each other in a parking lot. DFPS Ruled Out the 

allegation of Sexual Abuse. The investigation found that the CASA worker misinterpreted her 

observation and PP and his DFPS caseworker were sitting close on a bench and in the worker’s 

vehicle while PP completed a mental health screening session.   

 

PP also has had contact with the criminal justice system as a result of an incident that 

occurred while he was housed in the CWOP Setting.  PP allegedly knocked a DFPS Supervisor 

out of the way when he was trying to fight another youth; when the police arrived, he admitted to 

having knocked the DFPS Supervisor down, and apologized.  PP was arrested and charged with 

felony assault of a public servant.18   

 

 PP’s diagnoses include Conduct Disorder; Disruptive Mood Dysregulation 

Disorder; Unspecified Mood Disorder; Other Specified Trauma and Related Stressor 

Disorder; Child Neglect, by history; Upbringing Away from parents; and Personal History of 

Self.   He is prescribed psychotropic medications.  A CANS assessment completed on July 11, 

2020, recommended the following for PP:  

• Peer Based Support Group  

• Mental Health Case Management  

• Targeted Specific Therapy  

• Tutoring  

                                                           
18 Because PP is 17 years old and considered to be an adult for purposes of criminal prosecution in Texas, PP was 

taken to the adult jail rather than a juvenile facility.  The second day that PP was in jail, his caseworker visited.  She 

documented that during the visit, PP looked “despondent, kept his head face down on his arms and cried during the 

whole visit,” and expressed not wanting to be in jail.   He told his caseworker that “time goes by so slow” and expressed 

that he “really needed to get out” of jail.  PP was in jail for a week. 
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• Alcohol/Drug Assessment   

• Pediatric follow-up with self-harm behavior, medication compliance, hyperarousal, 

depression, anxiety, and emotional/physical dysregulation.   

PP has a history of self-harming behavior and making suicidal threats. Reportedly, PP’s 

most recent self-harming incident was on July 26, 2021, while under DFPS Supervision. PP 

allegedly drank a cleaning product. The monitoring team found no evidence that this event was 

reported to SWI or investigated by DFPS.  

PP’s IMPACT record states that during the 2020-2021 school year, he attended five 

different schools, and refused to attend school for four months. As a result, he is behind on 

educational credits and will have to repeat the 9th grade during the upcoming school year. 

Reportedly, he does not know whether he would like to pursue a GED or a traditional high school 

diploma. He expressed that he does not like to attend school in-person due to his anxiety and wants 

to complete school online, or through a credit recovery program.  

 

SS 

 SS is a 17-year-old female PMC youth who entered foster care in 2019. SS’s permanency 

goal is reunification or conservatorship. SS is described as intelligent. She makes friends easily 

and is funny. She can articulate her needs and advocate for herself. SS enjoys baking and draws to 

relieve stress. She was a cheerleader at a previous high school and enjoys playing basketball. SS 

has expressed interest in becoming a marine biologist or a nurse practitioner. She would like to 

attend college after finishing high school. SS occasionally writes letters to her parents and attempts 

to visit her father in jail. During a recent visit, SS’s father did not leave his cell to visit with his 

daughter. 

 When SS was one year old, SS and her family became involved with DFPS. CPS 

investigated SS’s birth home multiple times for neglect and referred SS’s parents to family 

preservation services. Because SS’s father was often incarcerated and SS’s mother was unable to 

care for her, SS’s grandmother largely raised her. In 2018, SS’s grandmother became her legal 

guardian. However, in 2019, when SS was 15 years old, her grandmother reported that she was no 

longer able to care for SS due to her behavior. During 2019 and 2020, SS returned home twice to 

her grandmother; however, both reunifications were brief and resulted in SS coming back into 

care. Since August 2020, SS has consistently been in DFPS’ care. While SS would like to return 

to her grandmother’s home, DFPS reports that this is not currently an option. SS and her 

grandmother remain in contact and her grandmother participates in SS’s case planning.   

 SS has exhibited physical aggression and frequent running from placements. DFPS reports 

that SS struggles to manage her anger, although she is learning to employ coping mechanisms 

when triggered. SS has difficulty following rules and understanding the consequences of her 

actions. Most recently, while placed under DFPS Supervision, DFPS documents that SS exhibited 

challenging behavior and ran frequently from different CWOP locations.  

 SS has experienced extensive placement instability. Since entering care in 2019, SS has 

had at least 12 placements, including two foster homes, two RTCs, three emergency shelters, three 

brief returns to her grandmother’s care, and two stays in “unauthorized” placements, one of which 

was with her father.  DFPS has not secured SS long-term placements while in care; her record 
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shows that most of her placements have disrupted in fewer than four months. Since January 2021, 

SS has been without placement six times. She is currently placed at an emergency shelter as a 

“temporary emergency placement.”  SS also has had contact with the juvenile justice system.  

 SS’s diagnoses include Attention Deficit Hyperactivity Disorder (combined type); Conduct 

Disorder; Disruptive Mood Dysregulation Disorder; and Bipolar Disorder. She is prescribed 

psychotropic medications. SS receives counseling services. SS previously received anger 

management services. SS was briefly hospitalized in 2017 for suicidal ideation. DFPS reports that 

SS does not have a history of self-harming behavior.   

 In the fall of 2021, SS will be repeating the 11th grade due to incomplete credits. She is 

enrolled in regular classes and is educationally on target. DFPS reports that SS is determined to 

stay on track for high school graduation.  

 

TT 

 TT is a 13-year-old male PMC child who entered foster care in 2012. His permanency goal 

is unrelated adoption.  TT has been described as very intelligent and advanced for his age.  DFPS 

has also described him as “helpful, playful and polite,” “friendly and very social,” and reported 

that he “knows how to play nice and get along with others.” In the past TT repeatedly expressed 

interest in being placed with his brother, although in recent years he has vacillated among that, 

returning to family, or being adopted. 

 Prior to entering care, TT experienced significant trauma. TT’s mother burned him twice, 

once with a curling iron and once with a hot spoon. (DFPS did not substantiate Physical Abuse in 

the former instance but did substantiate Neglectful Supervision and Medical Neglect.)  TT 

witnessed significant episodes of domestic violence and routinely was left unsupervised by his 

birth family. After a prior unsubstantiated referral in which TT’s mother acknowledged domestic 

violence and that she had been arrested, and a prior substantiation of Neglectful Supervision when 

TT fell and broke his arm, DFPS became involved with TT’s family again in early 2012. Following 

an investigation, DFPS found sufficient evidence of Neglectful Supervision and Medical Neglect 

by TT’s parents and removed the child from his parent’s care. 

 DFPS returned TT to his mother in November 2012, but DFPS subsequently brought the 

child back into care in August 2013. TT’s parents’ rights were terminated, and he entered 

Permanent Managing Conservatorship in March 2016.    

 While in care, DFPS has indicated that TT can be physically and verbally aggressive. DFPS 

also reports that TT has behaved in a sexually inappropriate manner with younger children and 

that he has openly masturbated and exposed himself, raising the possibility that TT may have been 

sexually abused at some point during his childhood. Moreover, when DFPS placed TT with his 

father, the placement disrupted when his father was arrested for sexual contact with a minor and 

was subsequently deported.  

 There are two incidents in which TT is alleged to have engaged in sexual conduct with 

another child in care, the first at age 11 while in an RTC and the second at age 13 while under 

DFPS Supervision in a CWOP Setting. TT also has been known to run away from placements, 

although it appears that he ordinarily is found or returns of his own volition relatively quickly.  His 
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mother told DFPS early on that “there was something inside of [TT] that makes him bad and a 

liar,” raising the likelihood that his mother said things like that to him directly.    

 TT has had at least 29 placements since 2012, including 14 foster homes, two RTCs (he was 

placed in one of those three times), five placements with relatives, a brief return to his mother’s 

home, a placement with his father, one unauthorized placement, and three psychiatric 

hospitalizations.  Of the two RTCs where he was placed, one of them – A Fresh Start Treatment 

Center, where TT was placed three times – closed after HHSC moved to revoke its license.  

Faithworks, the CPA that placed TT in his first foster home, also closed after HHSC revoked its 

license.  Azleway Children’s Services, a CPA that placed TT in two foster homes, has been placed 

under Heightened Monitoring due to a history of safety violations. 

 During his placement at A Fresh Start, two reports were made to SWI alleging he was 

abused, neglected, or exploited by staff.  DFPS received an intake alleging that TT had reported 

that one of the employees at A Fresh Start punched him in the stomach.  The referral was ruled out 

“due to local records.”  And during a subsequent placement at the RTC, TT reported that a staff 

person had slapped him in the face three or four times and kicked him in the rear end. DFPS Ruled 

Out Physical Abuse, stating that TT recanted.  During the same placement at the RTC, DFPS 

received an intake alleging that TT and another child at A Fresh Start were engaging in sexual 

activity in their room while staff were sleeping. DFPS Ruled Out the allegations, concluding that 

although two children indicated they had been engaging in sexual conduct, the staff had not been 

asleep and, as a result, there was no neglect.     

 During his placement at the other RTC, Silver Linings, DFPS received an intake alleging 

that TT had run away from his RTC and when he returned a male staff member slammed him to 

the ground and kneed him in the back.  DFPS investigated and Ruled Out the allegation of Physical 

Abuse, concluding that it did not occur. 

 Finally, during his recent stay in a CWOP Setting, DFPS received an intake alleging that 

TT and another child had sex while under DFPS Supervision at a CPS office.  DFPS conducted an 

abbreviated investigation (completed the day after intake) and Ruled Out the allegations of 

Neglectful Supervision. DFPS concluded that DFPS staff had supervised the children 

appropriately and that TT had made up the allegation.  According to the contact notes in TT’s on-

site file, while housed in the CWOP Setting, TT obtained the security codes for the building offices 

where files were kept, and the room where the food and medications were secured. He was also 

caught vaping in the office. 

 TT has several mental health diagnoses, including Disruptive Mood Dysregulation 

Disorder; Major Depressive Disorder; Borderline Intellectual Functioning; Child Physical Abuse; 

Child Neglect; and ADHD.  TT is prescribed Oxcarbazepine, Aripiprazloe, and Trazodone.  TT 

has been recommended therapy to help him cope with his anger and oppositional issues and several 

therapists were identified in his records.  

 TT is in regular classes. He does not have any identified developmental delays and, 

according to DFPS, his learning and functioning are age appropriate and he is on target for his 

grade level. His IQ tested in the low average range, however.  He has a history of behavioral 

challenges in school including becoming verbally and physically aggressive with teachers and 

peers and oppositional behavior.  It appears that he had to repeat second grade and was required 
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to attend summer school after third grade. His academic challenges as well as the frequency and 

severity of his behaviors have increased as he has progressed through school and seem to have 

been exacerbated during virtual schooling related to COVID-19.  

 

AH 

 AH is a 16-year-old transgender PMC youth who identifies as male and prefers “he/him” 

pronouns; he reentered foster care in 2016.  AH’s August 2021 Application for Placement 

describes him as calm, social, and friendly. AH enjoys playing basketball, making arts and crafts, 

singing, and dancing. He enjoys having game nights, going out to eat, and watching movies. 

The day after AH was born in 2005, he tested positive for cocaine and was removed from 

his mother’s care.  He was adopted by a foster family in 2009, with whom he lived until October 

2016.  While living with his adoptive parents, AH was admitted to a psychiatric hospital more than 

10 times between September 2013 and October 2016.  In October 2016, AH was admitted to a 

hospital after displaying aggressive behaviors in the home; his adoptive parents refused to pick 

him up and AH reentered foster care. 

 AH has been in at least 16 placements since reentering foster care in 2016, including eight 

foster homes, three emergency shelters, one RTC, and three admissions to psychiatric hospitals.  

AH had an additional psychiatric hospitalization during a stay at an emergency shelter that does 

not appear in his placement list in IMPACT.  One of the emergency shelters where AH was placed, 

Williams House, had a long history of safety violations and closed after a child’s suicide.  The 

RTC where AH was placed, Children’s Hope, also closed due to a history of safety violations.  AH 

has been without placement once since he re-entered care, and lived in a CWOP Setting for just 

over two months.  He is currently in his most recent emergency shelter placement, where he was 

placed as a “temporary emergency placement.” 

 AH’s last admission to a psychiatric hospital resulted from an attempted overdose of his 

foster father’s prescription medication, Lorazepam. CLASS documentation indicates the foster 

mother reported the foster father yelled profanity at AH and said, “Congratulations A, it’s what 

you’ve always wanted.” AH also reported his foster father yelled profanity at him. Although the 

investigation included allegations of Physical and Emotional Abuse and Neglectful Supervision, 

the CPA for the foster home was cited only for “Other Prohibited Discipline - Subjecting a child 

to abusive and profane language” and for violations of the minimum standards associated with 

storing medications in a locked container. 

 AH’s June 2021 psychological evaluation indicates a diagnosis of Major Depressive 

Disorder and Post-Traumatic Stress Disorder. AH’s November 2018 psychological evaluation, 

referred to in his July 2019 Application for Placement, indicated a diagnosis of Child Neglect and 

Child Psychological Abuse.   AH is prescribed psychotropic medications to manage anxiety and 

insomnia.  

AH has received Basic or Moderate level of care assignments since re-entering foster care 

in 2016. However, in January 2017, AH was assigned a Specialized level of care accompanied by 

an entry in IMPACT referencing a diagnosis of Bipolar Disorder, a history of severe aggression, 

and “typical perceptions of seeing monster[s], ghosts, and black shadows.”  
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In November 2017, AH was downgraded to a Basic level of care accompanied by the 

following entry in IMPACT:  

[AH] is 12 years old. [He] is diagnosed with Bipolar D/O, ADHD, and PTSD. No 

medications are noted to be prescribed. Records report that [AH] gets an attitude, 

rolls [his] eyes, and talks back. [He] is noted to have a short temper with other 

children and will raise [his] voice. [He] receives individual therapy twice a month; 

no specifics were noted on notes. [His] grade level was not noted as no treatment 

plan was provided for the review. Documentation was poor and did not support a 

higher level of need. Basic Services are authorized.  

 In this instance, the justification for reducing AH to a Basic level of care was “poor 

documentation.” As of July 2021, AH is classified as needing an Intense Level of Care.   

 AH’s education has been interrupted by frequent hospitalizations. However, according to 

AH’s Application for Placement from August 2021, he is on grade level. He participates in 

journalism, the Gay Straight Alliance Club, and Drama Club. AH has a history of enjoying school, 

making good grades, and getting along well with his peers. AH has reported that math is his 

favorite subject and English is his least favorite.  

 

AC 

AC is a 17-year-old male PMC youth who entered foster care in 2017. His permanency 

plan is to achieve alternative family unification or an unrelated adoption and has expressed a desire 

to attend college.  AC is described as “quiet and reserved at first, but does like to talk and joke 

once he is comfortable.  He also “actively participates in sports and activities,” including 

basketball, football, video games, and music.  AC is diagnosed with IDD, has severe (80%) hearing 

loss, and a speech impediment.  The monitoring team interviewed AC during an on-site visit to a 

CWOP Setting.  

Prior to coming into care, AC and his brother lived with a caregiver who had agreed to care 

for the brothers after their mother died in June 2016.  The caregiver contacted CPS in 2017 and 

expressed she could no longer care for the them due to her own disabilities and medical issues.  

Since entering foster care, AC has cycled in and out of emergency shelters and the juvenile 

justice system. AC has not had any long-term DFPS placements to date; his longest stays since re-

entering care have been in juvenile justice facilities.  His only placements since entering foster 

care in 2017 have been in emergency shelters, where he has been placed five times.  Three of the 

shelters where AC was placed had troubled histories.  One of them, Williams House, has since 

closed, following a long history of safety violations and a child’s suicide.  Another, The Children’s 

Shelter, has been under a placement hold by DFPS since April 2021, because of safety problems.  

Another emergency shelter, The Bridge, where AC has been housed twice, was recently placed 

under Heightened Monitoring due to a history of safety violations.  AC has twice been without 

placement.  The first time he was without placement, from February 5, 2021 until March 2, 2021, 

AC was housed at The Whataburger Center, which surrendered its license in January 2021 and 

where Family Tapestry was housing children without placement before DFPS and HHSC required 

children to be moved to another setting.   
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AC was a victim of Physical Abuse during his first placement in foster care, at The Bridge.  

While living at The Bridge, AC, who was 12 years old, was “being loud” and not following staff’s 

directions.  The staff member took AC outside, and “admitting to instigating” AC, who was already 

upset.  AC pushed the staff member and the staff member pushed AC back.  AC and the staff then 

struck each other.  The staff member then hit AC twice more on his head, and continued attempting 

to hit him while other staff members attempted to separate them.  AC sustained injuries to his face 

and right eye. 

During his time housed at the unlicensed Whataburger Center, AC was interviewed or 

named as a victim in two abuse, neglect, or exploitation investigations.  The first involved 

allegations of Neglectful Supervision, related to a report to SWI that two female residents were 

able to engage in sexual contact.  The allegations were Ruled Out, though during his interview, 

AC acknowledged that one of the female victims had engaged in oral sex with him.  The second 

involved the incident that led to AC’s last contact with the juvenile system. On March 10, 2021, 

SWI received an intake regarding a previously unreported incident that occurred on March 3, 2021, 

and was discovered during another investigation of allegations involving Whataburger Center.  

When staff were attempting to separate AC and a female resident from holding onto each other, 

AC struck one of the staff in the face.  In response, one of the staff slammed AC on to the floor to 

have better control, and AC hit his head on the floor hard enough for witnesses to remember 

hearing a “loud bang.” The two staff members pushed AC’s face into the floor and held him down. 

One staff member had a knee to AC’s back.  Staff called law enforcement who took AC into 

custody and to the local juvenile detention center.  When the investigation concluded, DFPS 

determined that excessive force was used by the two staff members.  The case was closed with a 

RTB issued for Physical Abuse naming both staff members. 

AC was authorized as a Basic Level of Care (LOC) when he entered care and was placed 

at Bridge Emergency Shelter. His LOC was raised to Specialized in November 2017 with the 

following notes:  

[AC] is a 13 year old male placed in a shelter (9/21/17). He is diagnosed with 

unspecified Trauma-and-Stressor related D/O, uncomplicated bereavement, 

Speech sound D/O, and Adolescent antisocial behavior. He has an FSIQ of 54 (very 

low IQ). His medication monitoring includes Clonidine, Lexapro, and pending 

consent of Concerta. According to reports, [AC] appears to be a follower, and easily 

influenced by his peers, and has emotional issues about his speech impediment. He 

challenges authority, and does not like to do what is asked of him; he engages in 

wrong doing [sic] when he is bored. He runs away and leaves his placement without 

permission for a couple of hours, and returns before the end of the day or within a 

couple of days. When he is provoked he can be aggressive. He appears to have 

some developmental and intellectual needs, and has speech issues and often reads 

lips to understand due to some hearing loss. He has a history of throwing hot liquid 

on a peer at school and he was suspended. He has made terroristic threats to peers 

and adults at school and in his placement (9/23/17) and evading arrest/detention. 

He will be authorized for specialized services. 

AC was detained in a juvenile detention facility in December 2017, where he remained 

until February 2018, when he was placed back at Bridge Emergency Shelter. His LOC was 

authorized as Basic the same day as his placement, and his service plans mention only that he was 
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“in therapy.” There is no specific information about the type of therapeutic interventions provided 

or the modality of those interventions. He was again arrested and detained 11 days later, and 

subsequently placed by the juvenile court in two post-adjudication secure juvenile programs over 

the course of the next two years.   

Upon release from the post adjudication juvenile facility in February 2020, DFPS placed 

AC at Williams House, an emergency shelter, and at the end of April 2020, he was moved to 

Divine Prosperity Home, another emergency shelter.  AC ran away at the end of June 2020. He 

remained on runaway status for eight days, and his placement record reflects he was in an 

“unauthorized placement” with a relative until December 2020.  

At the beginning of December 2020, AC was placed at The Children’s Shelter, an 

emergency shelter, where he stayed for a little over a month until mid-January 2021 when he was 

arrested for assaulting a direct care staff member.  He was again detained for about three weeks in 

a juvenile detention facility.  When released from detention in early February 2021, AC was 

without placement and housed at Whataburger Center. During his time at Whataburger Center, he 

was detained for assaulting staff, released at the end of June 2021 and once again was without 

placement, housed in a CPS office in San Antonio where he currently resides. 

AC’s most recent psychological evaluation was completed in May 2020, and reflects the 

following diagnosis: Intellectual Developmental Disorder (IDD): Moderate, Speech Sound 

Disorder, IQ 44.  AC has extensive hearing loss, but he does not like to wear his hearing aids. 

There is no indication of the source of his hearing loss in his records. He engages with people 

when they speak directly to him face-to-face. The onsite records reviewed by the monitoring team 

at the CPS office where he is currently living include no information about any medications or 

other medical needs outside of hearing loss, and IDD. 

AC’s last approved Application for Placement dated December 2020, does not mention his 

IDD diagnosis, and includes only information from a June 2018 psychological (even though he 

had a psychological exam in May 2020 that includes his IDD diagnosis).  His mental and 

behavioral health service needs are simply listed as “individual/group.” Psychological 

recommendations in his January 2021 Service Plan read, only: “Comply with services.”  

His current Application for Placement, dated August 2021, has no specific information 

related to his mental and behavioral health needs. In fact, this section of the application is largely 

blank with one sentence stating that he “needs a safe and stable environment that will allow him 

to be a normal teenager” and another listing his diagnoses: “Intellectual development disorder 

[IDD], speech impediment.”   

There is nothing in the records the Monitors reviewed to indicate that he receives any type 

of specialized care for his IDD diagnosis or speech impediment. Instead, his first three service 

plans from November 2017, September 2018, and May 2020, state that he “show[ed] signs of a 

possible intellectual disability.” In fact, despite DFPS suspecting an intellectual disability, the 

notes in his May 2020 Service Plan reference a June 2018 psychological which lists his diagnoses 

as Conduct Disorder, Cannabis Use Disorder, and Speech Sound Disorder. The first time his 

Service Plan mentions his IDD diagnosis is in June 2020, almost three years after entering foster 

care.  
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AC’s most recent Placement Application states that he has a history of marijuana and 

cocaine use, specifically that he smokes marijuana “while on the run.” There is no further 

information about the alleged cocaine use.  

 Notes from one of the juvenile justice programs that AC completed in early 2020 indicated 

that AC had done extremely well in this program and was ready for a less restrictive placement. 

Notes state that “[AC] improved in managing his emotions, school performance, and following 

rules.” The Monitors were unable to locate any records that described any services, supports, or 

treatments that DFPS or Family Tapestry planned to provide to help AC continue to improve.  

 AC’s records contain very minimal information related to his educational needs. AC’s most 

recent service plan simply states that he is not on grade level. Moreover, his first four Service Plans 

from November 2017 through June 2020, do not mention his need to be evaluated for special 

education services or 504 accommodations. One Service Plan repeats “N/A” for all education 

questions in the service plan. Another, dated June 19, 2020, stated that he was not enrolled because 

he was on runaway status, but his placement event lists his runaway date as June 22, 2020, three 

days later. His last Service Plan, dated January 31, 2021, mentions, without providing specific 

information, that he has been evaluated for special education and has an ARD and receives 

tutoring.  The only educational risk factors indicated in the most recent placement application are 

truancy and his status as below grade level.  

 Despite having a diagnosis of IDD and severe hearing loss, it does not appear that the State 

has provided any information in Placement Summaries, Service Plans, or permanency records that 

would help a potential caregiver prepare and advocate for AC’s educational future. Although AC 

is 17-years-old, the most recent Common Application does not have any information about his 

plans or needs for transitioning into adulthood. The only notes found in his most recent common 

application and service plan are that he recently completed the PAL Life Skills Training and a Life 

Skills Assessment.  

 

AF 

AF is as 16-year-old male PMC youth who entered foster care in 2017. AF’s August 2021 

Child Service Plan describes him as, “a very smart child and [he is] able to do anything he wants 

when he puts his mind to it. AF likes to play video games and hear music.” AF’s favorite subject 

at school is Physical Education. 

According to IMPACT and CLASS, both AF’s birth mother and grandmother have an 

extensive history with CPS. By the time AF entered foster care, his biological mother, who 

struggled with mental health issues, suicidal ideations, and substance abuse, had four Neglectful 

Supervision investigations that were all found Reason to Believe.  According to AF’s Child Service 

Plan, completed in August 2021, AF’s birth mother has voiced interest in regaining custody of her 

children, but has not completed requirements set by DFPS for parenting and substance abuse 

courses. AF and his younger brother lived with their maternal grandmother for 10 years before 

entering foster care. 

In 2017, just prior to entering care, AF’s five-year-old brother reported an incident of 

sexual abuse committed by AF. An investigation into the incident resulted in a charge of 
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Aggravated Sexual Assault for AF and an RTB for Neglectful Supervision. AF completed deferred 

adjudication for this charge.  

 Since entering foster care, AF has had at least 16 placements, including four emergency 

shelters, four RTCs, one GRO, one foster home, his birth mother’s care for several months, and at 

least five psychiatric hospitalizations.  One of the emergency shelters where AF was placed, Kidz 

Safe Harbor Emergency Care, closed after HHSC initiated a license revocation.  Two other 

emergency shelters, Grammy’s Home and The Bridge, have been placed under Heightened 

Monitoring due to a history of safety violations.  AF has been without placement seven times since 

2017. 

In late 2017, AF took part in an 18-month program designed to assist with managing his 

sexualized behaviors. After about 18 months in the program, AF was discharged, and his service 

level review at the time stated the following:  

[AF] received a 30-day discharge from [the program] effective [2019] due to 

achieving therapeutic goals. He has ceased to progress in treatment and will be 

discharged for reaching maximum benefit of the program. He did not complete the 

entire program; he was in phase 3 of the 4-phase program. It is recommended he 

continue to receive sexualized behavior services through a licensed sex offender 

treatment program.  

 In September 2018, while he was completing this program, AF made an outcry that he had 

been sexually abused by an 18-year-old male. CLASS notes indicated that the allegations were 

investigated by law enforcement, and that they determined there was no evidence to support the 

outcry and apparently made no further inquiries.  

While placed at Thompsons RTC, AF assaulted another resident. AF was detained for three 

days. AF reports a preference for being placed in RTCs, “because he feels more at home there than 

in a foster home, and he appreciates the extra resources available.” AF has three brief runaway 

episodes.    

 AF’s June 2021 Application for Placement indicated that he has the following diagnosis: 

Unspecified Bipolar Disorder, Unspecified Disruptive, Impulse-Control, and Conduct Disorder, 

Cannabis Use Disorder, and Child Neglect. Also, in June 2021, AF is classified as Intense level of 

care, though explanation for this increase was not found in the authorizations for service level 

changes fields in IMPACT.  

 The monitoring team’s review of IMPACT records regarding AF’s ongoing mental and 

behavioral health needs revealed contradictions that potentially impact plans for his long-term 

care.   For example, AF’s August 2021 Service Plan (and his March 2021 Service Plan) state that 

AF has no trauma history, does not have a therapist, and will receive therapy “as needed.” This 

statement contradicts other information in the Service Plan, including the “psychological 

recommendation” from a June 23, 2021 psychological evaluation that, “Given the severity of his 

behavioral symptoms it is suggested that the sexually aggressive behaviors be specifically targeted 

with therapeutic intervention and that his [other] behavioral problems also be communicated with 

and monitored by his prescribing psychiatrist.”  

  AF was discharged from his last RTC placement in May 2021, due to hospitalization for 

suicidal ideations.  After his hospitalization, AF was without placement.  During his time without 
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placement, he had two additional hospitalizations for suicidal ideations, making the lack of 

evidence for therapy and treatment in his IMPACT documentation all the more concerning. 

Altogether, AF has been hospitalized for suicidal ideations a total of five times in 2021, with four 

of those occurring in consecutive months.   

In July 2021, following his fourth hospitalization for suicidal ideations, AF’s discharge 

documentation, reviewed by the monitoring team at his CWOP Setting, indicate he is prescribed 

several psychotropic medications, several of which are intended to treat Bipolar Disorder and 

Depression.   However, medication logs reviewed by the Monitors at AF’s CWOP Setting indicate 

he is receiving only four of the six he was prescribed, in addition to a number of over-the-counter 

medications for gastrointestinal upset and acid reflux.  

According to AF’s July 2021 application for placement, he is enrolled in high school and 

on grade-level. He is reported to be a very good student “when he wants to be.” AF receives special 

education services, but he has not been diagnosed with any educational delays. From 

documentation gathered by the monitoring team in IMPACT and at his CWOP location, no 

additional information is provided as to why AF is receiving special education services nor 

information regarding what those services entail. Further, documentation in IMPACT indicate AF 

is not diagnosed with any developmental delays. 

 

AI 

 AI is a 16-year-old female PMC youth who entered foster care in 2018. AI is described as 

family-oriented; she is very bonded with and “protective of her younger siblings.” She is a good 

student and is interested in pursuing Cosmetology as a career after high school, and “she enjoys 

reading, writing, and being outside.”  

 

AI loves her family and wants to be able to see them. She has contact with her siblings, 

grandparents, and younger siblings’ adoptive parents. Her records indicate that she does better 

emotionally when she is able to see her family.  When asked by the monitoring team at a DFPS 

office what would make the biggest difference for AI to be successful, she responded to be in a 

placement with her brother.  

 

AI came into care when she was 13-years-old as a result of Neglectful Supervision and 

being exposed to her parents’ drug use and domestic violence. Records indicate her family was 

also involved in protective services in the State of Florida prior to coming to Texas.  

 

AI has been in at least 18 placements since entering care in 2018.  She first was placed in 

an emergency shelter for 80 days, then placed in her paternal grandmother’s home.  After residing 

in the grandmother’s home for 29 days, AI was hospitalized for the first time.  After that, she 

cycled through seven psychiatric hospitalizations, four RTCs, another emergency shelter, a foster 

home, and a failed adoptive placement. Of these, two of the RTCs – Hector Garza and Children’s 

Hope – have closed following a history of safety problems.  Another RTC (Houston Serenity) 

voluntarily closed after being placed under Heightened Monitoring due to a history of safety 

violations.  One of the emergency shelters, The Bridge, is currently under Heightened Monitoring.  

AI is currently placed in an out of state psychiatric hospital.    
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AI’s initial Service Plan, dated July 2018, states that AI was struggling with “concerning 

behavior to include running away, doing drugs, and drinking.” The details in the Service Plan list 

marijuana, Xanax, Prozac, and drinking as the substances with which AI struggled. The Service 

Plan also indicates that AI (who was 13) was engaging in sexual contact with her 16-year-old 

boyfriend, and that she needed “trauma informed-therapy and drug/alcohol assessment and 

treatment to address these concerns.”  

 

From her paternal grandmother’s home, AI was next placed at Clarity Child Guidance 

Center, a psychiatric hospital in San Antonio, due to “self-harming statements.”  She was 

prescribed Abilify and Trazadone, and her level of care was raised to Intense. She remained at this 

placement for two weeks, when her placement notes indicate that she was “no longer eligible for 

acute care.” AI was then placed at Houston Serenity Place (GRO).  Her mental health diagnosis at 

this time, according to her October 2018 Service Plan, included Major Depressive Disorder, 

Bipolar, and ADHD, and she was prescribed Oxcarbazepine, Trazadone, and Aripiprazole 

(Abilify).  The Service Plans note that she was engaged in trauma-informed therapy and drug and 

alcohol treatment.  In February 2019, her level of care was decreased to Specialized; she remained 

at Serenity until she was hospitalized at the Bellaire General Hospital for “suicidal ideation with 

plan.”  

 

After three days, at Bellaire General Hospital, AI moved to West Oaks Hospital for 

“hearing voices and having visual hallucinations.” She remained at West Oaks Hospital for a little 

over three weeks where “[s]he received therapy, suicide watch, school, and medication 

adjustment.” Once reportedly stable, she was placed in a therapeutic foster home at the end of 

March 2019.  

According to her May 2019 Service Plan, AI did not begin therapy until about six weeks 

after being placed in the therapeutic foster home. Her mental health diagnoses now included PTSD, 

her level of care remained Specialized, and her medication regimen had changed to include: 

Trazadone; Wellbutrin; Depakote; and Aripiprazole (Abilify). Notes in the plan indicate that she 

wanted to “do good [sic]… and want[ed] to get better.”  She remained in the therapeutic foster 

home until September 2019, when she was hospitalized at Laurel Ridge Hospital for self-harm.  

There are no IMPACT records or notes in any Applications for Placement, Service Plans, 

or Service Level Authorizations to indicate what services AI received to meet her needs while 

placed at Laurel Ridge, or her subsequent placement at Hector Garza, from September through 

December 2019. Her Service Plan from November 2019 contains no information other than a 

sentence indicating that the caseworker was “working with Family Tapestry to find a new 

placement for [AI] because Hector Garza [was] not able to meet her emotional and mental health 

needs.” The rest of the plan reads “[s]ee external file.” 

AI was moved from Hector Garza to Legacy Youth RTC on December 20, 2019.  After 41 

days, she exited this placement and it was documented that the placement was also “unable to meet 

[AI’s] needs” because she had “not been attending class, was placed in in-school suspension, [had] 

run away from her placement, contacted her mother whose rights have been terminated, and 

attempted suicide.”   
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AI was hospitalized again on January 19, 2020. Documentation indicates AI “cut both 

forearms and her throat using a blade from an eyebrow pencil sharpener.” Upon discharge at the 

end of January 2020, AI was placed at Children’s Hope.  After slightly more than eight months 

she was discharged, having completed the program. In October 2020, AI was placed at Trels 

Emergency Shelter.  At the beginning of November 2020, while placed at Trels, AI was again 

hospitalized, “due to feeling overwhelmed and thoughts of suicide and self-harm (cutting her 

wrists) and feeling sad.” AI returned to the same emergency shelter in mid-November 2020 after 

her hospitalization.   

At the end of January 2021, she was placed in an adoptive home.  The adoptive placement 

lasted less than six months, and at the end of July 2021, AI was admitted to another psychiatric 

facility. Her placement information form simply reads: “Child was in adoptive placement and an 

incident with caregivers occurred and she was hospitalized.” Her most recent application for 

placement provides slightly more details, stating that “[t]he family put in their 30 day discharge 

due to her destroying property and threats to injure herself.”  

 According to her most recent application for placement, she is currently diagnosed with 

PTSD, Major Depressive Disorder, Generalized Anxiety Disorder, and Unspecified Bipolar and 

Related Disorder. Records reviewed by the monitoring team during the on-site visit to the CWOP 

Setting where she was living state that she is prescribed Lithium Carbonate, Latuda, Sertraline, 

and Trazadone to treat her mental health issues.  

 

 After being without placement for approximately a month and a half, on July 29, 2021, AI 

was placed in an out-of-state psychiatric hospital in Arkansas.  Her activity logs showed in the 

CWOP Setting revealed no incidents or issues, and they often stated she was pleasant and very 

cooperative.  

 

AI’s first Service Plan from July 2018 stated that she would be in eighth grade during the 

upcoming 2018-19 school year, and that she was receiving 504 IEP services “to address her mental 

health needs.” Her January 2019 Service Plan indicated that while she was placed at Houston 

Serenity RTC, at school she had “All A’s and B’s with just one… very high C” and that she was 

also part of the cheerleading squad.  Her placements in psychiatric hospitals in February and March 

2019 took a toll on her school attendance, however, and by May 2019, she had “missed quite a bit 

of school.” According to her August 2019 Service Plan, she attended summer school that session, 

and “[s]he was able to study and pass the STAAR test.”  

 

According to typical academic progress scheduling, AI should have completed tenth grade 

by June 2021, but her Service Plan states that she “will repeat sophomore year and schooling [sic] 

will be asked for accommodations to continue educational growth.” There is no indication that she 

receives special education services, but notes in her recent Common Application from August 

2021 state that she may need to be tested for Dyslexia.   

 

According to her most recent Service Plan, she completed the Life Skills Assessment, but 

her transition plan consists of the same sentence repeated throughout nine various questions related 

to her needs and goals for when she ages out of care: “[AI] will participate in curriculum pertaining 

to these topics.” Multiple documents dating back years, including Service Plans and Common 

Applications, indicate that she is interested in Cosmetology, but there is no plan in place to allow 
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her to explore that career option in any documents reviewed by the monitoring team. Instead, her 

most recent Service Plan reports that she “changes her mind on careers… [and she] needs to have 

the opportunity to explore more about different careers.”  

 

AP 

AP is a 13-year-old PMC child who entered foster care in 2019. AP’s records state that she 

is “very honest,” funny,” and has no problems talking about her feelings.” She likes to play games, 

music and basketball.  She is very social and active on social media. AP’s parents have maintained 

contact with AP since her removal from their home.   

AP’s family has an extensive history with CPS dating back to August 2012, with 20 

referrals involving drug use and neglect.  Prior to her removal from the home and due to concerns 

over child safety due to the previous history of drug use and instability in the home,  CPS provided 

the family multiple services including Family Preservation Services.   

Her records indicate that she would self-harm due to “her chaotic household,” including 

the removal of her siblings, her mother abusing drugs, her brother being arrested, being present 

when her uncle was shot, her father “acting like she doesn’t exist,” and her paternal grandfather 

being a “strict disciplinarian.” AP was also present during a federal law enforcement raid at her 

home.  

After entering care in 2019, AP had at least 11 placements, including three emergency 

shelters, one RTC, one GRO, two relative placements, and has been admitted to a psychiatric 

hospital four times.  Two of the GROs where AP was placed, George Gervin Youth Center and 

Houston Serenity Place, closed after being placed under Heightened Monitoring due to a history 

of safety violations.  She is now placed back at home with her mother by court order. 

 AP was placed with her paternal grandmother when first removed from her home in August 

2019.  No record could be located regarding what services she received while living with her 

grandmother, only a note stating that she needed “to attend trauma-based therapy in hopes that it 

will help her work through her life experiences.” AP had lived with her paternal grandmother for 

almost a year when she was hospitalized at Clarity Child Guidance Center at the end of July 2020 

for “suicidal ideations.”  

 After leaving her grandmother’s home, AP cycled in and out of emergency shelters and 

short- term hospitalizations over the course of eight months, with three hospitalizations and three 

emergency shelter placements. Documentation reflects each hospitalization was due to her having 

suicidal ideations.  

During AP’s first hospitalization, at age 12, she reported that since being removed from 

her mother’s care, she had thoughts of hurting herself with plans to hang herself.  Subsequent 

hospitalizations have reportedly been due to suicidal and homicidal ideations. AP has reported that 

she uses drugs to cope with her abuse.  AP’s current diagnoses include Disruptive Mood 

Dysregulation Disorder and Other Specified Trauma and Related Stressor-Disorder; Unspecified 

Cannabis-Related Disorder; and Child Neglect, Confirmed.  Her prescriptions currently include:  

Trileptal, Hydroxyzine, Seroquel, Sertraline and Melatonin. 
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 Documentation following her third admission to Clarity Child Guidance Center reflects a 

diagnosis of Major Depressive Disorder.  AP’s Service Plans, however, contained no 

psychological recommendations until her January 2021 Child Plan was amended to include a 

psychological evaluation from November 2020. The psychological recommendations that resulted 

from the evaluation demonstrate the absence of effective treatment planning and continuity of care 

needed to meet AP’s mental health needs: 

[AP] will benefit from continuity in psychiatric, psychotherapeutic, substance 

abuse treatment, and case management services. Although it is possible that she 

may respond favorably, over an extended period of time, to intensive (but less 

restrictive) intervention provided in an outpatient/foster home setting, long-term 

placement in a residential setting should be considered at this time as her caregivers 

have been unable to mitigate against risk of future dangerousness to self/others and 

acting out behavior. If RTC placement is pursued, it is recommended that she 

remain in a long-term, highly structured residential treatment center setting until 

adequate gains in treatment have been demonstrated. Prospective caregivers should 

be encouraged to visit him [sic] and remain involved in her care, including during 

family therapy sessions, prior to the consummation of a change in placement. Based 

on the child’s response to therapy and visitation, step-wise increases in visitation 

should be initiated prior to discharge from an RTC. 

The same evaluation provides that AP’s psychiatric treatments in the hospital have been 

ineffective: 

Medication and therapeutic interventions aimed at reducing or alleviating these 

symptoms were said to be ineffective following her last discharge from an inpatient 

psychiatric setting and ongoing behavioral issues, including suicidal 

ideation/actions, aggression, and acting out behavior, have been observed since 

[she] was discharged to a less restrictive setting. 

After this hospitalization, in November 2020 AP was placed at George Gervin Emergency 

Shelter until March 2021, when she was discharged due to her behavior.  She was without 

placement for the first time for three days.  According to her placement list, AP was placed at 

Guiding Light Residential Treatment Center in March 2021, her first RTC placement since 

entering care and since the November 2020 psychological evaluation recommendations included 

an RTC setting.  While placed at the RTC, AP was hospitalized for 13 days because “[she] was 

homicidal and suicidal.” AP refused to return to the RTC after release from the hospital.  

In May 2021, AP was placed at Houston Serenity GRO. Yet, her Service Plan, completed 

just after she was placed at Houston Serenity (which is in Houston), contained a note that she was 

“not placed in an RTC in Houston and it has been asked that [AP] participate in visits/therapy 

virtually.” The same service plan also offers insight into DFPS’ first plan for AP’s family therapy 

and visitation, after having been in care for nineteen months: 

[AP] has been offered Celebrating Families virtually with her mother on Tuesdays 

and refused to participate.  [AP] has been offered in home family therapy on 

Mondays, but kept wanting to go to the hospital instead of being in a placement and 

has been unable to attend.  [AP] has been offered bi-monthly visits at Kidshare with 
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her mother and siblings but kept wanting to go to the hospital instead of being in a 

placement and has been unable to attend. 

Houston Serenity was closed and AP’s aunt picked her up on June 2, 2021.  AP remained 

with her aunt for 15 days, until her aunt requested she be moved “due to rude and disrespectful 

behavior.”  AP was without placement and moved a CWOP Setting on June 16, 2021, and for the 

first time her level of care was raised to Intensive.  

At the time of her initial Service Plan in October 2019, AP was in fifth grade, and had 

missed school for more than two years. This Service Plan also stated that she was “receiving 

tutoring…[and] is doing very well.” As of one year and seven months later, in May 2021, her 

Service Plan virtually remained the same, with the exception of her grade being updated to 6th, 

and a list of schools she has attended while in care.  

In August 2021, after being without placement for almost two months, the state court 

ordered AP to be placed back with her birth mother against DFPS’s recommendation. According 

to AP’s Service Plan, her mother has completed many of the programs and goals set by DFPS, 

including individual counseling; random drug testing; securing stable housing and income; a drug 

assessment; a psychological evaluation; ongoing parent-child visitation; a parenting program; and 

maintained routine contact with the Department. 

 

AU 

 AU is a 17-year-old female PMC youth who reentered foster care in 2019.  AU is described 

as “a sweet young lady,” who is goal-oriented, and likes to have tangible goals to work toward. 

AU and her siblings were abandoned by their mother and left at their maternal aunt and 

uncle’s home, but the couple was unable to care for the children. She and her siblings were adopted 

by a foster parent in September 2016.  While in the adoptive home, AU and her birth sister alleged 

several instances of sexual abuse by their adoptive mother’s boyfriend.  DFPS ruled those 

allegations and an allegation of Neglectful Supervision by the adoptive mother as Unable to 

Determine (UTD).  

In 2019, the adoptive mother reported that she needed assistance managing AU’s mental 

health, that she had exhausted her resources, and relinquished her parental rights to AU. At the 

time, AU was experiencing a mental health crisis. She was placed in Clarity Child Guidance 

Center.  In December of 2019, the adoptive mother also refused to accept parental responsibility 

of AU’s four siblings and they also reentered the State’s care.  

 Since reentering foster care in 2019, AU has been in at least nine placements, including 

four RTCs, one emergency shelter, one placement with a relative, and three admissions to 

psychiatric hospitals.  One of the RTCs where AU was placed, Children’s Hope, has since closed 

for safety reasons.  Whataburger Center for Children, another GRO where AU was placed, also 

closed after a long history of safety problems.  Two RTCs, The Settlement Club Home and New 

Life RTC, have been placed under Heightened Monitoring due to a history of safety violations.  

After her last RTC discharged her on July 1, 2021, AU was without placement.  She has run away 

from her CWOP Setting several times. 
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 Upon re-entering care, AU was initially placed at Whataburger Center. She stayed at 

Whataburger Center for approximately one month until a placement was located at New Life 

Children’s Treatment Center in March 2019.  Her June 2019 Application for Placement states that 

the New Life placement was court-ordered.  It depicts AU as having “made significant 

improvement…and her behavior [was] a model at the placement.” AU’s September 2019 Service 

Plan states that she “follow[ed] the daily schedule and milieu independently and without 

prompting. [AU] follow[ed] directions and avoid[ed] conflict with peers.” Her service level was 

dropped from Intense to Basic in September 2019. She remained at New Life until January 2020. 

 At the end of January 2020, AU was placed with her maternal aunt. She stayed in this 

placement for two weeks, at which time she was placed at San Antonio Behavioral Psychiatric 

Hospital to receive “group therapy and medication management.” She remained at the hospital for 

two and a half weeks. She “achieved [her] therapeutic goals,” according to DFPS records, and was 

placed at The Settlement Home RTC at the end of February 2020. Her level of care was raised to 

Specialized a few months later in June 2020.  

 A June 2020 Service Plan describes AU’s continued problems with self-injurious 

behaviors. AU was admitted to Dell Children’s Hospital at the beginning of September 2020. She 

remained there until she “achieved [her] therapeutic goals,” and at the end of September 2020 was 

placed at Children’s Hope RTC.  AU’s September 2020 Service Plan remained unchanged from 

her June 2020 Plan, with the same note copied and pasted throughout the plans: “Child plan 

developed in collaboration with Settlement Home on June 2, 2020.  For additional Child Guide 

Topic information and Child Plan Participation, please see treatment plan attached and filed in 

external documentation.”  

 While in DFPS custody at Children’s Hope in November 2020, AU was sexually abused 

by a staff member. During the investigation, AU expressed that she wanted to leave due to other 

youth bullying her. She also stated that, when she reported what happened, “the staff and other 

children treated her like trash.” She shared that she was scared at this placement and she “was 

alone.” The State issued a Reason to Believe finding of Sexual Abuse in January 2021.  She stayed 

at Children’s Hope after it was sold to another operator in March 2021 (Fostering Hope Youth 

Ranch), and was discharged in July 2021, at which point she was without placement.  Her Level 

of Care was raised to Specialized 30 days prior to entering the CWOP Setting and has remained at 

that level.   

Even though AU came into care the second time as a “mental health relinquishment,” and her 

initial Service Plan, dated March 2019, notes that she has mental health needs, it does not include 

any description of them. The treatment objectives in the same service plan state that she was 

diagnosed with IDD, but there is no suggestion of an actual treatment plan.   

According to AU’s most recent Application for Placement, dated August 2021, she made 

six suicide attempts between January 2020 and September 2020, each time resulting in 

hospitalization.  Her attempts include “cutting and banging head, wrapping a blanket round her 

neck, consuming fruits and other substances when she knew she was allergic to, swallowing items, 

and applying citrus oil to her skin knowing she was allergic.”   

In April 2020, a psychological evaluation was conducted and her diagnosis was updated to 

include: PTSD; Other Specified Depressive Disorder; Recurrent Brief Depression with Anxious 

Distress, Severe; Borderline Intellectual Functioning; Learning disorders in reading, writing, and 
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math. According to her Service Plan, the psychological recommendations include psychiatric 

treatment and therapy to help her develop “strategies to manage and express her depression and 

anxiety appropriately,” and the one therapeutic goal listed is to “create a Trauma Timeline” with 

a therapist. The only behavioral goal listed is for her to “learn about personal space and boundaries 

of others as well as how to respect those boundaries” through therapy. Her medication listed in 

this Service Plan include: Clonidine HCL and Melatonin, Duloxetine, Hydroxyzine, and Risperdal 

for mood.  

 The records reviewed during the on-site visit to the CWOP Setting where AU was housed 

do not show that she has received any mental health treatment during her stay in the CWOP Setting. 

 AU’s initial service plan dated March 2019 states that she did not attend school during her 

three psychiatric hospitalizations between September 2018 and January 2019.  She “has an IEP 

which diagnose [sic] her with an Intellectual Disability that requires extensive services.” There is 

no further description of her educational supports or services. Later service plans indicate that she 

received support in English and Algebra. Her most recent Service Plan dated February 2021 

contains a single sentence repeated throughout every single section: “Child plan developed in 

collaboration with Children's Hope on January 19, 2021. For additional Child Guide Topic 

information and Child Plan Participation, please see treatment plan attached and filed in external 

documentation.” There is no plan in AU’s IMPACT or OneCase records for the Monitors to 

review. 

 

AX 

 AX is an 18-year-old female former PMC youth who entered care in 2017, after a long 

history of confirmed allegations of abuse and neglect by several family members.  She recently 

turned 18, but notes in IMPACT indicate that the evening before her birthday she was placed in a 

Supervised Independent Living setting. The monitoring team met AX during a visit to the CPS 

Office where she was living.  

 In AX’s Application for Placement, she is described as:  

 [A] likeable young lady [who] is very resourceful in finding ways to have 

her needs met. She is sassy and funny, with a mature fashion sense that makes her 

feel good about herself. AX is genuine and caring, but she will also be the first 

person to call you out if you misspeak or say something that she does not agree 

with. She copes by acting silly and trying to make others laugh. AX has a wonderful 

sense of humor. AX has hopes for the future and wants to be able to go to college 

so she can help other girls like herself in the … community. AX is sweet natured 

and is able to build rapport with others really fast. She does have the likeability 

factor and has been able to make friends everywhere she has gone. 

While living with their father and paternal family members, AX and her siblings were 

exposed to Physical Abuse, Sexual Abuse, Emotional Abuse, and Neglect. AX’s paternal 

grandfather sexually abused her starting at around the age of eight years old, making her and her 

siblings touch each other’s private parts and perform oral sex on one another while being filmed 

for the purpose of selling the tapes. AX also was trafficked by her grandfather to his friends for 

$20: he made her perform oral sex on his friends.   

Case 2:11-cv-00084   Document 1132-2   Filed on 09/13/21 in TXSD   Page 65 of 86



 66 

After entering care in 2017, AX had at least fourteen placements, including four foster 

homes, two RTCs, two emergency shelters, one GRO (twice), and two placements with relatives, 

one temporary emergency placement in a shelter, and a placement in a substance abuse treatment 

facility.  Of these, one RTC (Carson Parke) closed after HHSC pursued license revocation.  The 

GRO where AX was placed twice (Freedom Place) is under Heightened Monitoring due to a 

history of safety violations. 

Upon entry into care, AX was placed in an emergency shelter, and while placed there she 

ran away twice.  During her second runaway episode, AX was missing for a four-month period 

before she was recovered.  According to her Sexual Victimization History in IMPACT, during the 

four months that she was missing she was “sold” for nearly $20,000 to an out-of-state family for 

the purpose of sex and marriage. When the family was unable to make full payment, AX was 

brought back by her family members, who then prepared to sell her again at nearly double the 

price. IMPACT documentation states that the family intended to use proceeds from sale of AX to 

help the family buy a home for her siblings who were, at the time, in foster care.  

After being recovered from running away and being trafficked by her family, AX was 

placed at Freedom Place GRO, where she lived for 51 days.  According to IMPACT, AX was 

removed because the placement was not meeting her treatment needs and she had been “assaulted 

while under staff supervision.”  After leaving Freedom Place, AX cycled through at least six 

placements, one of which was a 35-day “monitored return” with her birth mother who reportedly 

left the state with no intention of returning, because “things were too hard for her.” The relative 

caregiver with whom AX was left was unable to meet her needs. 

 

AX’s first psychological conducted upon her entry into care reflects the following 

diagnosis: Child Physical and Sexual Abuse; Parent-Child Relational Problem; Academic or 

Educational Problems; High Expressed Emotion Level with Family; Sibling Relational Problem. 

Treatment recommendations were that AX work with a therapist who specializes in severe trauma; 

no medications were prescribed at that time. 

In September of 2018 AX was placed at Unity RTC where she lived until June 2019, when 

she was discharged.  Her May 13, 2019 Application for Placement indicated that AX “has made 

great progress while at her placement, but continuing to remain there has caused AX’s behaviors 

to regress.” It noted that AX had started running away, allowing others to influence her behaviors, 

and was involved in several fights.  It also stated, “AX has become complacent with the daily 

routine with no news of a potential family. She does not handle rejection well.”  AX. was not on 

any psychotropic medication, but struggled with depression. Her May 14, 2019 (updated on 

November 3, 2020) Application for Placement described AX as cycling through emotions quickly 

and exhibiting behaviors such as yelling, screaming, throwing items across the room, and hitting 

walls.  

 

She was moved to Carson Parke RTC in June 2019, where she reportedly did well.  After 

five months she was discharged and placed in a therapeutic foster home with her siblings.  The 

placement did not work out for AX, and DFPS documented in IMPACT that “they were not 

prepared to parent a teenager. AX being removed from home was in her best interest, as well as, 

in the best interest of the family.” 
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AX was placed in another therapeutic foster home in January 2020 and remained there for 

approximately eleven months. Her May 14, 2019 (updated on March 12, 2020), Application for 

Placement states AX’s level of care increased to Specialized.  According to her Service Plan, a 

new psychological evaluation was conducted in January 2020, and her diagnoses included:  Child 

Physical and Sexual Abuse; Unspecified Depressive Disorder; Cannabis Use Disorder; Specified 

Learning Disability, with reading, written expression and math.  Recommendations included that 

AX continue to see a specialized therapist, have a psychiatric exam and participate in special 

education classes. AX was hospitalized for attempted suicide in July 2020, when she overdosed 

on alcohol while sitting in a tub with a box cutter to cut her wrists. At this time AX was taking 

Prozac and Clonidine two times a day, and a mood stabilizer medication.  While at this placement 

AX received treatment six separate times in 10 months for sexually transmitted diseases. A 

discharge was requested in December 2020, and AX was next placed with her maternal 

grandmother for a month. 

AX had one last placement in a therapeutic foster home for four months. Though AX’s 

foster mother requested removal, her May 20, 2021 Application for Placement reflects that the 

foster mother had not been taking AX to medical appointments, and would not assist with enrolling 

AX in an accredited GED program, despite guidance from DFPS. AX had not been seeing a 

psychiatrist due to the foster mother not believing it was in her best interest, insisting she would 

not medicate a child unless absolutely necessary. Instead, AX sought to have her emotional needs 

met by her boyfriend and his family, sneaking out of the home or leaving during the day without 

communicating with the foster parent. Two months before she turned 18, AX’s psychological 

evaluation recommended she move to a different placement. On June 7, 2021, AX was moved to 

the CPS Office as a child without placement 

Approximately one month prior to her 18th birthday, AX was placed in a substance abuse 

treatment program.  IMPACT placement information shows she reached her treatment goals and 

exited the program the day before her 18th birthday, when she chose to participate in a Supervised 

Independent Living program.      

 According to her Service Plan dated June 20, 2021, AX has been diagnosed as: Pre-

diabetic, Asthmatic, having Polycystic Ovarian Syndrome (PCOS), and tested positive for STDs.  

Despite documentation indicating the need for trauma-based therapy sessions, AX was without 

consistent therapy for most of her three years in care.  

 Prior to coming into care in August of 2017, AX had never been enrolled in public school. 

AX’s family claimed they home-schooled AX and her siblings, but no evidence of such schooling 

was confirmed. In January 2018, AX began attending charter schools regularly.  IMPACT 

documents indicate that at 14, when AX entered care, she functioned at the third-grade level in 

math and a first-grade level in reading.  She struggled with letter and sound recognition and notes 

indicated early recommendations that she receive on-going educational accommodations to help 

her be successful in school. Review of her education records does not indicate that she consistently 

received those accommodations. Documentation in IMPACT indicates AX has learning 

disabilities in the areas of: basic reading, reading comprehension, written expression, math 

calculation, and math problem solving. Between September 2018 and August 2020, AX was 

enrolled in four different high schools, but never graduated.  In June 2021, AX was enrolled in the 

GED program in the county where her CWOP Setting was located.   
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AE 

 AE is a 17-year-old female PMC youth who reentered foster care in 2016.  According to 

her current Application for Placement, AE is a strong young person, able to advocate for herself, 

speak up for her peers, and uplift those around her.  

AE’s home was described as dysfunctional, exposing her to her birth mother’s extensive 

criminal history, drug use, family violence, and overall instability. Her mother’s history with CPS 

includes five cases of Neglectful Supervision with a disposition of Reason to Believe.  AE and her 

siblings first entered care after their mother was incarcerated and left the children in the care of a 

relative who was “doing drugs and not providing the medical care needed for [AE’s] sibling.” AE 

and her siblings were returned to their mother’s home after her mother was released from jail in 

November of 2011. 

In 2016, AE returned to care after expressing suicidal ideations and engaging in a physical 

altercation with her mother, resulting in her admission to a psychiatric hospital. After entering 

foster care, she was placed with a relative for less than a full day before running away for five 

months. DFPS documents no information about this period and records resume when AE returned 

to care in April 2017 and was placed at an emergency shelter. 

AE has five siblings: one sister was adopted by their grandmother, two sisters have been 

placed with their aunt, one brother has a history of incarceration, and one 18-year old sister is not 

in state care.   

Since December 2016, AE has been in CWOP Settings under DFPS Supervision six times, 

runaway nine times, had six placements with a relative or fictive kin, two RTC placements, two 

GRO placements, one psychiatric hospitalization, and three unauthorized placements.  Most of her 

placements lasted a few days and only one placement in a fictive kin home lasted five months, 

with many of AE’s runaway episodes lasting longer than her placements. AE’s placements include 

two stays at The Bridge, an emergency shelter that has been placed under Heightened Monitoring.  

Her placement history also includes two stays at Houston Serenity Place RTC and at Houston 

Serenity Place GRO, both of which closed after being placed under Heightened Monitoring.  She 

has been without placement three times; the most recent stay without placement was punctuated 

by runaway incidents.  As of September, 3, 2021 AE has been without placement and housed in a 

CWOP Setting since July 19, 2021. 

AE may be a victim of trafficking.  Statewide Intake received a report alleging AE could 

be a victim of sex trafficking and could have possibly been involved in prostitution based on an 

investigation initiated in October 2020. The case involved AE appearing on “Megapersonals,” a 

sex website. The police contacted the number on AE’s advertisement to set up a “date.” In order 

to be picked up for her “date,” AE’s listing provided the address to AE’s birth mother and maternal 

grandmother’s house – with whom AE was not supposed to have contact.  The police officer 

arrived to the identified residence and found AE ready to be picked up for the “date;” the officer 

reported she seemed “very comfortable” and he “knew it wasn’t her first time.” AE was 

interviewed by the police and she denied any allegation of exchanging money for sex, stating she 

posted the ad to get money from a man in Florida, and after she received the money, she blocked 

him. The case was ruled by CPS as Unable to Determine.  
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AE’s initial Service Level review indicated that AE was 13 at the time she re-entered care 

and that her mental health diagnosis included Disruptive Mood Dysregulation and Child Neglect 

and she was prescribed Seroquel.  Comments on the service level form report state that AE displays 

aggression toward her sister and ran away. She admitted to selling and smoking marijuana.  At the 

time she was in regular 5th grade classes but had not attended school for three years.  She was 

authorized at a Specialized service level.  AE was on a Specialized level of care until February 

2019 when her level of care was decreased to Basic.  

AE has a history of self-harming, harming others, and falling academically behind due to the 

instability in her life.  A psychological evaluation in September 2018 revealed the following 

diagnoses: Bipolar I Disorder, most recent episode Manic with mixed features, Moderate; Conduct 

Disorder, Adolescent Onset Type, Moderate; Cannabis Use Disorder, Moderate (in early 

remission); confirmed Child Neglect; suspected Child Sexual Abuse. 

However, AE’s most recent psychological evaluation performed in June 2020 resulted in the 

following diagnoses: Other Trauma Related Disorder; Unspecified Depressive Disorder; Rule Out 

Mood Disorder NOS; Rule Out Oppositional Defiant Disorder; Unspecified Neurodevelopment 

Disorder (reading, spelling); and Neglect of a Child. The only documented psychotropic 

medication found in AE’s IMPACT record was a history of being prescribed Seroquel.  The 

evaluation recommended placement in an RTC for AE, so she would receive therapy, drug 

education services, strong supervision, and on-campus school. AE’s Service Plans repeatedly 

suggest she enroll in therapy but consistently fail to show AE engaged with a therapist. AE’s most 

recent Application for Placement from July 2021 show AE is not currently in any type of therapy.  

AE has a history of truancy, according to her Applications for Placement. IMPACT records 

indicate she attended three different schools for eighth grade and four different schools for ninth 

grade. One of the schools she attended for ninth grade was the Bexar County JJAEP, and 

documents reveal while there she completed 34 credits and transferred to a regular high school. 

 

AS 

AS is an 18-year-old former PMC youth who reentered foster care for the third time in 

2018, and recently aged out of care while without placement.  AS is repeatedly described by DFPS 

as “intelligent,” “polite,” and as having “a genuine sense of humor when he's in a good mood.” AS 

“is fascinated with hair and fashion, and loves to bake.” His most recent Common Application also 

describes him as a leader who was “instrumental in developing a chore chart” while placed in 

CWOP.  

  According to DFPS, AS came “from a chaotic and unpredictable environment” as a result 

of his parents’ alcohol and drug abuse. AS first entered foster care as a newborn in 2003, after his 

birth mother tested positive for marijuana.  CPS had previously removed four children from the 

home after DFPS investigations resulted in RTBs for Neglectful Supervision, Emotional Abuse, 

and Physical Abuse.  AS’s birth father was not present at the time of AS’s birth as he was in 

violation of his parole at the time, and was reportedly evading arrest.  AS was returned to his 

mother’s home in late 2003, after she completed a rehabilitation program. 

In December 2014, the Department received a referral for Neglectful Supervision of AS 

and his younger brother by their birth mother.  AS’s mother was found to drink excessively and 
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was getting into verbal arguments with her boyfriend with the children present.  AS and his brother 

were placed for a short time in an emergency shelter, and then were placed with a maternal aunt. 

After the parents failed to successfully participate in the Family Based Service Plan required by 

DFPS, both parents relinquished their rights, and AS was adopted by his maternal aunt in March 

2017. 

In June 2018, a referral was received by SWI reporting that AS’s adoptive mother was 

refusing to accept parental responsibility for him. AS was in juvenile detention at the time of the 

referral; his adoptive mother would not allow AS back into the home after AS was arrested for 

assaulting an adult cousin. His adoptive mother reported that she feared that he would assault her, 

and she expressed fears for the safety of his younger siblings due to his behavior. Although DFPS 

investigated the adoptive mother for Refusal to Accept Parental Responsibility and made an RTB 

finding, her parental rights were not terminated.   Because the adoptive mother refused custody of 

AS, on June 25, 2018, he was released by the juvenile court from juvenile detention into the 

custody of his grandfather, with the court granting the grandfather guardianship of AS.    

After placement in his grandfather’s home, on September 9, 2018, SWI received a report 

that AS’s grandfather took AS to the DFPS office and left him there, after law enforcement alleged 

that AS stole a purse and a truck. AS’s adoptive mother again refused to accept parental 

responsibility. DFPS made RTB findings for Refusal to Accept Parental Responsibility for both 

AS’s grandfather and his adoptive mother.   

After he reentered care in 2018, AS had at least six placements, including three RTCs, two 

emergency shelters, and one psychiatric hospitalization.  AS has also had contact with the juvenile 

justice system.  Of the RTCs where AS was placed, HHSC has moved to rescind the license of one 

(Willow Bend RTC), and another (Nothing Just Happens) is under Heightened Monitoring due to 

a history of safety violations.  One of the emergency shelters (Connections Emergency Shelter) is 

also under Heightened Monitoring. 

AS’s Initial Service Plan states that his January 2018 psychological evaluation (completed 

while in juvenile detention) diagnosed him with: Unspecified Depressive Disorder; Conduct 

Disorder, Adolescent-onset; ADHD, combined type, by history; Other Personal History of 

Psychological trauma; and Parent-child Relational Problem. At the time, he was prescribed 

Concerta for ADHD. 

AS was first placed in Connections Emergency Shelter in September 2018.  Twenty-two 

days after placement in the emergency shelter, AS was hospitalized to prevent him from harming 

himself or others after he obtained a razor and made threatening statements.   He remained at the 

hospital for 20 days at which time he “achieved [his] therapeutic goals.” At the time his level of 

care was authorized as Specialized, and remained as Specialized until 10 days before AS reach his 

18th birthday, at which time his LOC was dropped to Basic.   

After discharge from the hospital, AS was moved to Athletes for Change RTC in mid-

October 2018. His February 2019 Common Application, described him as never having “adjusted” 

to the placement, refusing to comply with rules and staff direction, “conflictive…rapidly 

regressing and deteriorating…and assaultive.” He remained at this RTC until March 2019 when 

he was discharged for behavior reasons.  
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In March of 2019, AS was placed at Willow Bend Center RTC, where he lived until 

October 2019. AS’s August 2019 Service Plan describes him as follows:  

[AS] has continued to struggle with following many rules at the facility. He has 

been involved in restraints, verbal altercations, and attention seeking behaviors. 

[AS] has acknowledged that he has issues with anger, but he has not presented a 

strong desire to change this yet. He has been continually involved in inappropriate 

relationships at the facility. These are often with peers who are younger and smaller 

than him. [AS] has continued to struggle with acknowledging the importance of 

these issues. [AS] will need to learn appropriate boundaries and aspects of healthy 

relationships. He displays a lack of emotional regulation during conflicts. 

AS’s Service Plan documented a psychological evaluation conducted on May 21, 2019  

which resulted in the following diagnoses and history: Reactive-Attachment Disorder Persistent 

Depressive Disorder; Other Trauma and Stressor Related Disorder (possible prenatal and likely 

early perinatal trauma); Conduct Disorder, Unspecified Onset; Other Trauma and Stressor Related 

Disorder (attachment challenged); Sensory Processing Disorder (provisional; diagnosis not yet 

listed in DSM); Academic or Educational Problem; Encounter for Mental Health Services for 

Victim of Child Neglect by Parents (by history); Upbringing Away from Parents (in RTC).  This 

Service Plan lists his medications as Guanfacine, Trazodone, and Lexapro.  

Notes on the IMPACT Placement Information page state AS was removed from Willow 

Bend due to behavior, reflecting non-compliance with rules and guidelines: according to DFPS, 

AS manipulated and exploited situations in order to increase his chances to engage in sexual 

encounters with other residents.  His October 2019 Common Application states, “[AS] has 

systematically targeted younger and/or lower functioning residents for sexual encounters while 

placed at [Willow Bend Center].  He has caused distractions on the unit to divert staff’s focus 

elsewhere in order for him to approach the ones he targets with his inappropriate actions.”   The 

Common Application goes on to state: 

It is important and crucial for [AS’s] future success that he be placed in a 

therapeutic setting with low caregiver ratio that he may be intensively supervised 

throughout the day.  It is absolutely necessary that [AS] have his own secure 

bedroom and it’s highly recommended that in his next placement, that he have no 

access to children younger than him or lower functioning than him. 

After removal from Willow Bend Center, AS was placed at Nothing Just Happens RTC, 

where he lived for 17 months.  During his time at Nothing Just Happens, he ran away three times.  

He is described in his May 2020 Service Plan as continuing to have behavioral issues: 

 He at times does not like to follow rules established by teachers, and other authority 

figures and often times questions authority. He often has a tendency to be defiant 

and will engage in talking back or making derogatory comments when he is angry 

or upset. He has encountered several verbal and physical altercations with other 

residents in the home.  [AS] has problems with controlling his impulses and has 

boundary issues. There have been numerous school behavior reports in which he 

has been redirected or encountered some form of disciplinary action. [AS] has 

struggled with disciplinary actions at school and physical aggression at [Nothing 

Just Happens] which has resulted in him being arrested and staying at the juvenile 
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detention center overnight. During the month of May 2020, client was AWOL from 

the placement for a couple of days. [AS] left the facility and used substances while 

AWOL. He did make the decision to return to the facility because it [sic] thought it 

was a better option than being on the street. 

While AS’s last completed Common Application indicated AS received treatment for his 

sexual behavior problems at both Willow Bend and Nothing Just Happens, while placed at Nothing 

Just Happens, three incidents were called into SWI involving AS. No RTBs were found and no 

citations were issued in either case.   His July 2021 Common Application notes:  

[AS] began LSOTP [Licensed Sex Offender Treatment Program] upon his 

placement at Willow Bend Treatment Center in March 2019 to address sexually 

acting out behaviors (engaging in sexual behaviors with male peers). [AS] has 

admitted to engaging in giving and receiving oral sex with his peers in the past… 

[AS] was put on safety plans as a result of approximately five (5) accusations 

against him by five (5) different residents at Nothing Just Happens GRO and 

continued enrollment in LSOTP.  Interventions appear to be unsuccessful because 

[AS] continued to have accusations brought against him for unwanted sexual 

advances/behaviors by residents at the facility. [AS] was at the facility [Nothing 

Just Happens] for 17 months.    

 AS’s July 2021 Common Application includes a description of incidents at Nothing Just 

Happens that calls into question whether the operation provided the kind of close supervision that 

his October 2019 Common Application described a need for: 

[AS] was accused of being sexually inappropriate with another peer in which it is 

alleged that he is the perpetrator.  It is important to note that no charges have been 

filed and during the…investigation the youth who made the outcry admitted to 

allowing [AS] to perform and receive oral sex in order to get a mutual friend to 

unblock him on Instagram.  Youth explained there were several times [AS] 

performed unsolicited sex while he was not fully awake, and he admitted to not 

telling any of the facility staff when the occurrences took place.  [AS] 

admitted…that he performed and received oral sex from his peer for him to 

introduce peer to a female friend, but denied any unsolicited sex.  [AS] and youth 

did not share a room and [AS] complied with the safety plan that facility 

implemented upon outcry. 

Despite the incidents that occurred at Nothing Just Happens, and the evident determination 

of his need for treatment while he was placed at Willow Bend, AS’s IMPACT records do not 

include an indicator for sexual aggression.  His sexual victimization history page in IMPACT lists 

one of the incidents that occurred at Nothing Just Happens as unsubstantiated, noting that AS 

denied the allegations, but indicating that AS needed to be supervised with two of the children who 

alleged he had inappropriately touched them at Nothing Just Happens.  The same information was 

found on the sexual victimization page of only one of the other two children involved. 

AS was discharged from Nothing Just Happens and was without placement.  After 25 days 

in a CWOP Setting, AS ran away, remaining in contact with his caseworker, and returning two 

days later. After his return, he remained without placement in the CWOP Setting until mid-August 

2021, when he was placed in an emergency shelter.  
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According to his July 2021 Application for Placement, AS is in the eleventh grade, and he 

enjoys school. After he reentered care in 2018, he attended four different high schools.  His final 

Service Plan, which is still shown as “pending” in IMPACT, states that he “would benefit from 

speaking with counselor at school regarding a skills assessment to determine other possible trades 

or skills he may be interested in. [AS] would benefit from participating in a Circle of Support so 

that he can receive a refresher regarding what resources are available to him.” His Application for 

Placement indicates he did complete the PALS Life Skills Training.   

Notes in IMPACT show that AS signed the extended foster care agreement, was enrolling 

in school, and had submitted an application for Supervised Independent Living housing.  While 

the application is pending, AS has been allowed to remain at the same emergency shelter where 

he was placed just before turning 18-years-old.  

 

AB 

 AB is a 17-year-old female PMC youth who entered foster care in 2019.  AB’s permanency 

goals are family reunification or adoption by a relative.  IMPACT records for AB indicate that she 

“…functions older than her chronological age.”  She enjoys cooking and is reported by DFPS to 

be a hard worker.  She loves her sister.   

 In November 2019, AB was taken to the psychiatric hospital for suicidal ideations that she 

indicated had been ongoing throughout the preceding three weeks. AB’s birth mother came to the 

hospital and upon arrival she became hostile and ultimately discharged AB against the 

recommendations made by the medical staff. AB’s mother did not seek alternative treatment for 

her daughter.    

 Four days after AB was discharged from the psychiatric hospital, AB contacted an 

investigator to report that her mother. “…has untreated mental health disorders and cannot provide 

a stable living environment for her.”   AB told the investigator “…she felt she needed to go to 

CPS. She is tired of having to worry about things and just wants to be a kid.” A caseworker reached 

out to AB’s mother who became uncooperative which resulted in AB’s removal.   

 When AB first entered foster care, she was placed in an emergency shelter for two days.  

She was next placed in a foster home, where she stayed for approximately six months before 

running away.  She was missing for two months, and when she returned, refused to be placed in 

another foster home.  She stayed in an unauthorized “transitional living” placement for roughly 

three months, then ran away again.  After being gone for three days, AB was in another 

“unauthorized placement” with a maternal cousin for a little more than eight months.  DFPS 

approved this placement after she had been in the home for a little more than a month.  IMPACT 

records suggest her behavior improved during her time at her cousin’s home, but on June 18, 2021, 

AB’s cousin asked her to leave the home due “not following the rules.” AB evidently had someone 

over to her cousin’s house while her cousin was not home, which broke their house rules.  As a 

result, AB was without placement, where she remained for 61 days, until enrolling in a junior 

college in August of 2021.  

 AB had contact with the juvenile system prior to entering care due to charges that she 

assaulted a family member.  According to a December 12, 2019 psychological evaluation, AB has 

the current diagnoses and history: Major Depressive Disorder, recurrent episode, severe, with 
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melancholic features, with anxious distress; Severe Post Traumatic Stress Disorder, Child Physical 

Abuse, suspected, subsequent encounter (by history); Child Neglect, suspected, subsequent 

encounter (by history); Homelessness (recent history), and; Parent-Child Relational Problem 

(primarily biological mother).   

 AB’s November 2019 Common Application indicates that, at that time, AB had routine 

appointments with a psychiatrist associated with the skills development and education program in 

which she was enrolled. However, later IMPACT notes indicate AB refused treatment. Service 

level reviews completed in April 2020 indicate AB had a history of refusing her medications.    

Notes within AB’s November 2019 Common Application indicated that she “…[had] no 

known history of being physically or verbally aggressive to others.” The Common Application 

later states that, “The mother and sibling all appear to have a history with one another and 

aggressive behavior. The triggers [for AB] appear to be her family dynamic with her mother and 

sibling.” In AB’s June 2021 Common Application, DFPS indicates that she is, “easily triggered 

when she is not able to display independence,” though the references from the November 2019 

Application for Placement related to her family’s history of aggressive behavior are no longer 

included. AB has no prescription medications listed in her June 2021 Application for Placement.  

 AB’s IMPACT records document behavioral problems at school, in addition to the 

behavioral challenges she exhibited in the foster home and relative placements where she lived.  

IMPACT records, and documents that the monitoring team reviewed on-site during their visit to 

the CWOP Setting where AB was housed, indicate that AB continued to have incidents of 

emotional dysregulation and aggressive behavior during her time without placement.  Several 

incidents resulted in calls to law enforcement, including one in June 2021 when AB tried to take 

the gun of the security officer at the CWOP Setting, attempting to hit staff, then threatening self-

harm.  She was transported to the psychiatric hospital as a result.    

 AB’s November 2020 Placement Summary indicates that she had been victimized by sex 

trafficking on at least two separate occasions, though only one is detailed, and neither were 

substantiated. The November 2020 Placement Summary describes one of the incidents: 

[AB] gave a man her address because she was needing money to get a hotel in 

[unspecified location]. [AB] was going to give the man oral sex but the man wanted 

vaginal intercourse and they ended up fighting about it and the man beat her 

up…and that ... the man left before police arrived.  

 The Trafficking Section of IMPACT, includes a ‘suspected-unconfirmed’ sex trafficking 

event from September of 2020, that matches the entry described in the November 2020 Placement 

Summary. AB’s Attachment A contains no information within any fields.   

AB completed high school and, in August 2021, enrolled in a Junior College where she 

wants to pursue an associate’s degree in business management. She states she wants to have a 

program for girls like her where they can stay if they need a place and have someone to support 

them.  
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AY 

 AY is a 17-year-old male who entered foster care in 2020.  AY is described as being 

intelligent.  He likes to play video games, read, and listen to music.  He is reportedly kind, polite, 

and cooperative, and most of the time very helpful and thoughtful.  AY is currently in the twelfth 

grade, and reportedly excels in school.  He is said to have a strong desire to be successful, graduate 

from high school and either go into the military or to collage.   

 When AY was 16-years-old, he and his mother were living with his grandfather. He stole 

some of his grandfather's guns in order obtain the money to fix a tire on his mother's car, which he 

then he planned to take and travel west. AY was arrested and placed in juvenile detention. He was 

placed on probation for one year, which he successfully completed.  AY’s mother was unwilling 

to allow him to return home, and he entered into foster care. 

While in care, AY made an outcry that his older half-sister sexually abused him from the 

age of 7 until age 15.  DFPS investigated his outcry, and found a Reason to Believe for Sexual 

Abuse by the half-sister.  During the investigation AY’s mother admitted to knowing of the abuse: 

a younger sister had witnessed two of the incidents and reported it to their mother.  During the 

investigation, the mother said “at the time her sister had stage-4 cancer and she had a lot on her 

plate."  DFPS found a Reason to Believe for Neglectful Supervision by AY’s mother.  Three 

previous reports of the abuse had been reported to SWI, all of which were closed with a “Priority 

None.”  

AY has been in at least seven placements since entering foster care, including two 

therapeutic foster homes, two RTCs, and three psychiatric hospitalizations.  The RTC where AY 

was placed, Renewed Strength, has since been placed under Heightened Monitoring due to a 

history of safety violations.   

AY was first placed in a foster home on February 27, 2020, where he lived for about three 

and a half months.  While in the foster home, AY exhibited behaviors that were a manifestation of 

his mental health issues, including banging his head on the floor.  The foster parent reported AY 

appeared to be asleep at the time. AY received therapy to address thoughts of self-harm. His 

Service Plan dated August 13, 2020, documented a May 2, 2020 psychological evaluation, listing 

his diagnoses as Post-Traumatic Stress Disorder, unspecified, and Conduct Disorder, childhood-

onset type.  He was prescribed Planzapine for aggression, and Lexapro for depression.  While in 

the foster home, his Level of Care was approved as Moderate.  He was discharged from the foster 

home on May 12, 2020, due to his behavioral challenges.   

AY was admitted to a psychiatric hospital on May 12, 2020.  His Level of Care (LOC) was 

increased to Specialized, and after seven days in the hospital, on May 20, 2020, he was released 

and moved to Renewed Strength RTC.  After placement with Renewed Strength, AY’s LOC was 

authorized to be increased to Intense, according to the Authorization Form dated May 26, 2020. 

The form reflects as follows: 

Azleway submitted a discharge notice on May 12, 2020 due to increasing 

aggressive behaviors. The document reports psychotic episodes to include visual 

and auditory hallucinations. Additional behaviors include burning his homework. 

This child has a reported history of weapon use and details were not provided on 

the Application for Placement. The psychiatrist wrote that the child has PTSD 
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symptoms secondary to his history of trauma- incestuous sexual abuse. 

Additionally, he has nightmares, flashbacks, weight loss, and poor appetite. He has 

a reported history of suicidal ideation and numerous attempts. The psychiatrist 

reported that his most recent attempt was about two weeks ago where he ran in the 

kitchen and grabbed a knife and was going to stab himself in the stomach, but the 

sibling intervened (May medication review). Conduct reported in the psychiatric 

evaluation includes aggression, bullying, intimidating others, stealing, non-

compliance, and elopement. The caseworker wrote that the child has had 4 

psychiatric hospital admissions and the current is for suicidal ideations and 

hallucinations. One of the other hospital admissions was due to hallucinations and 

reports of an attempted failed hanging at the facility. 

After slightly less than two months at Renewed Strength, on July 14, 2020, AY was moved 

to New Pathways RTC, due to DFPS’s determination that this placement could better meet his 

treatment needs.  While at New Pathways RTC, AY’s Service Plan required that AY remain within 

auditory distance of an adult caregiver at all times, with visual check-ins every 15 minutes.  

Documentation reflects that during his time at Renewed Strength, AY was again admitted into a 

psychiatric hospital, at which time Trazadone was added to his list of prescribed medications.  He 

returned to New Pathways after his discharge from the hospital and remained there until his Level 

of Care was decreased.   

On October 20, 2020, AY was moved to a therapeutic foster home.  The LOC Authorization 

Form dated December 4, 2020, documented his LOC as Specialized and noted that after being 

placed in the foster home “Reportedly, [AY] slowly accustoming himself in the home, but is slowly 

demonstrative some disruptive behaviors. Records did not indicate therapy services are being 

provided, yet. Adequate supervision, recreation and other services are provided and documented.”   

 On February 5, 2021, approximately three and a half months after placement in the 

therapeutic foster home, AY was admitted into a psychiatric hospital for suicidal ideations.  

According to his Service Plan dated February 21, 2021, AY’s medication was updated to include 

Remron for mood, Zyprexa for depression, Minipress for sleep and Effexor for depression.  

According AY’s Service Plan, his hospital admission followed shortly after a visit with his mother. 

“The Department, CASA, and the court all have concerns about his relationship and anxiety around 

the relationship with his mother.” AY’s visits with his mother were ceased for the time being. He 

remained in the hospital for approximately two months and after release he was place into DPFS 

Supervision.   

 AY was discharged from the hospital on March 29, 2021, and was without placement. On 

May 3, 2021, while in a CWOP Setting, AY was arrested and spent one night in jail. The reason 

for AY’s arrest was not documented in IMPACT, but after release he returned to the CWOP 

Setting.  According to the most recent Application for Placement, dated July 7, 2021, an updated 

psychological was completed on June 8, 2021. The diagnoses documented included:  Major 

Depressive Disorder, Insomnia and PTSD.  List of medications include:  Mirtazapine for 

depression, Venlafaxine for Anxiety, Prozosin for Nightmares, and Olanzapine for Bipolar.  While 

in DFPS Supervision his caseworker documented the conversation, below, during her monthly 

contact with AY and while she was providing CWOP supervision:   

“I spoke with [AY] about Arkansas and explained, again, that the [CWOP Setting] 

is not a long term placement option and that he cannot just stay here and that he 
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would be going to Arkansas. He said that he had been considering it but really did 

not want to go. I told him he would not have a choice necessarily. He said he would 

protest. I explained that it would possibly lead to him going to a psych hospital. He 

asked why if he was going to protest peacefully and I explained that if he protested 

peacefully he may be transported by police to the border. I then explained that 

knowing him, this could lead to behaviors that land him in the hospital.” 

 After having spent four months in DFPS Supervision, AY was placed at an emergency 

shelter for a short period, until placement was secured in August 2021, at New Hope Youth 

Residential Treatment Center, where he is currently placed. New Hope Youth Center is currently 

under Heightened Monitoring due to a history of safety violations. 

AY will age out of care in December 2021; he plans to stay in extended care to finish his 

high school diploma. 

 

ZZ 

ZZ is a 15-year-old female PMC youth who first entered foster care in 2018 when she was 

11-years-old. At that time, she was described as having a bright smile that lights up her face. She 

enjoys watching television, hanging out with friends, and reading.  She is described as a “people 

person,” who enjoys a lot of quality time one on one. She can be emotional and immature.  She 

has close relationships with her sister, who is also in care, and her brother who is not in care.   

ZZ comes from a very chaotic home environment.  Her mother has a history of substance 

abuse, domestic violence, mental health concerns, and a failure to cooperate with DFPS.  ZZ 

moved from family member to family member during her time in her mother’s care. ZZ has been 

exposed to her mother’s drug use and could reportedly identify the different drugs used by her 

mother. 

On February 23, 2018, CPS received a referral alleging Neglectful Supervision of ZZ and 

her two sisters by their mother. The report alleged that the family was living in a hotel room, and 

that multiple adults were coming and going from the room and were using drugs. The living 

conditions were reported as cluttered and unsanitary. The investigation found her mother tested 

positive for Methamphetamines, putting ZZ at substantial risk of immediate harm.  The 

investigation was disposed with an RTB finding for Neglectful Supervision.   

 Since entering foster care in 2018, ZZ has been in at least 17 placements, including three 

foster homes, four RTCs, one GRO, one kinship placement, and has had eight psychiatric 

hospitalizations.  One of the RTCs where ZZ was placed, Prairie Harbor LLC, closed after HHSC 

initiated a license revocation.  Another, Houston Serenity RTC, closed after being placed under 

Heightened Monitoring due to a history of safety violations.  A third RTC, New Life, is currently 

under Heightened Monitoring.   

Upon entry into foster care on March 12, 2018, ZZ was placed in a foster home where she 

remained for almost three months.  Her needs were assessed during that time and it was discovered 

that she had severe hearing loss and was legally blind in one eye.  The placement discharged ZZ 

due to her behavior.  From this home, ZZ was placed in her second foster home where she remained 
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for 45 days.  She was again discharged and was placed in her third foster home on July 26, 2018, 

where she stayed until January 11, 2019.   

ZZ was then hospitalized for the first time, for homicidal and suicidal ideation: “she cut 

herself, attempted to fight a girl, [was] depressed, talked about running away, talked about wanting 

to kill herself and hurt others including her sister.”  ZZ was discharged from the hospital on 

February 15, 2019.   

Upon her discharge from the hospital, ZZ was placed in her first RTC, Houston Serenity 

RTC. According to the Application for Placement dated March 29, 2019, ZZ received group and 

individual therapy. She was reported to have “upwards of 12 incident reports ranging from physical 

aggression with staff and residents to AWOLing.” She had issues with physical and verbal 

aggression while attending school as well. She reported that she "wants to die" or "wants to go to 

the hospital because she hates everyone here.”  While in Houston Serenity RTC, ZZ was placed in 

“3 Emergency Holds as a result of her behavior and causes daily house disruptions which influence 

other residents to act out.”  One of the EBIs led to a report to SWI on March 13, 2019, regarding 

an inappropriate restraint.  The case was Ruled Out for Physical Abuse, however, the facility 

received a citation for an inappropriate restraint because the investigator determined excessive 

force was used, resulting in bruising to ZZ’s arm. 

According to her July 2021 Application for Placement ZZ left Houston Serenity and next 

entered a psychiatric hospital because of hallucinations that ZZ reported were prompting her to 

hurt herself and others.  She remained hospitalized for four days until she was placed at Prairie 

Harbor RTC on March 1, 2019.   

ZZ’s October 2020 Child Service Plan details that while she was placed at Prairie Harbor, 

a psychological evaluation was completed on May 29, 2019, resulting in the following diagnoses: 

Disruptive Mood Dysregulation Disorder, Posttraumatic Stress Disorder, Child Neglect, 

Confirmed, Child Physical Abuse, Confirmed, and Child Sexual Abuse, Confirmed. The 

psychological included the following recommendation: 

“Those involved in [ZZ’s] care should continue to monitor her closely for 

additional symptoms, such as persistent problems with auditory hallucinations, 

disorganization in thinking and behavior, or pronounced delusions beliefs that may 

indicate that a psychotic disorder is present.  As a result, it is highly recommended 

that she should continue to receive regular and well-coordinated treatment services, 

including psychiatric intervention and ongoing individual and group 

psychotherapy.  Individual therapy may help [ZZ] in exploring and venting painful 

thoughts and feelings stemming from past traumatic events.  Another therapy goal 

for [ZZ] would be accepting responsibility for her actions and learning to adhere to 

socially acceptable boundaries regarding her behavior.  [ZZ] needs to learn a variety 

of coping skills and anger reduction techniques to assist in preventing aggressive 

physical expression of unpleasant affective experiences.” 

The same psychological document disclosed that ZZ was involved in substance use in the 

past.  Her July 2021 Application for Placement indicates she was hospitalized four times while 

placed at Prairie Harbor: 
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• April 29, 2019 to May 15, 2019 for “Suicidal ideations and self-harm.  She has a 

friend…who talks to her telling her to kill others. ZZ also said she killed a girl at a 

sleep over by holding a pillow over her and suffocating her but was not arrested 

because there was not fingerprints.  Staff felt this was attention seeking behavior. 

When confronted [ZZ] denied [the friend] but said she had heard the voices of dead 

relatives.”  

• June 20, 2019 to June 27, 2019, “[ZZ] was admitted to a Behavioral hospital for 

swallowing a rock…went to ER then hospitalized.”  

• 07/25/2019 to 08/02/2019 ZZ was admitted to a behavioral hospital after she “said 

she swallowed an object.” 

• 10/16/2019 to 10/31/2019, “[ZZ] was admitted to a behavioral hospital for Suicidal 

and homicidal ideations.  Threatening to swallow objects, cutting on self, tried to 

break a glass window.” 

ZZ was discharged from Prairie Harbor on November 7, 2019, and was placed with a 

relative.  ZZ was in this home only 21 days before being admitted into a psychiatric hospital for 

suicidal ideations and cutting her arm with glass.  She remained hospitalized until she reached her 

therapeutic goals, at which time, on December 12, 2019, she was placed in Unity Girls RTC as a 

Temporary Emergency Placement. She stayed at Unity Girls RTC for a short time until a new RTC 

placement was located. On January 17, 2020, ZZ was placed at New Life RTC.  ZZ remained at 

New Life for a year and two months, her longest placement to date. 

On June 5, 2020, while ZZ was housed at New Life, another psychological evaluation was 

completed, as documented in ZZ’s July 2021 Service Plan. The evaluation resulted in the following 

Diagnoses: Unspecified Bipolar and Related Disorder, Oppositional Defiant Disorder, Attention 

Deficit/Hyperactivity Disorder, Combined Presentation, Other Specified Trauma and Related 

Stressor Disorder, Personal History of Self Harm, and Child Neglect by history. Her prescription 

medications included Intuniv for ADHD, Remeron for Insomnia, and Latuda for 

Depression/Moods. 

On March 15, 2021, ZZ was moved from New Life RTC to Aspire 2 Dream Basic Child 

Care, due to a decrease in her Service Level. On April 19, 2021, while at Aspire to Dream, ZZ was 

admitted to Baptist Behavior Center for psychiatric evaluation, after becoming upset and trying to 

harm herself. She also posted on Facebook that she would hurt self and that she was “sorry.”  When 

she was discharged from the hospital, she returned to Aspire 2 Dream.  

ZZ was discharged from Aspire 2 Dream on June 11, 2021, after being admitted into 

Baptist Hospital Fannin Pavilion Hospital. The incident leading to her hospitalization involved 

police arriving at the GRO in response to her behavior, at which point, [ZZ] tried to butt the 

policeman, take his taser, and hit him with a door.  [ZZ] said they were not going to take her to the 

hospital, but stated she was going to kill herself if he made her go back into the house. The police 

brought ZZ to the hospital.   ZZ was discharged from the hospital, and on June 30, 2021, was 

without placement.  

ZZ’s July 21, 2021 Service Plan documented a concerning incident that occurred while ZZ 

was still without placement that appeared to be a mental health crisis, and resulted in ZZ being 

detained in a juvenile detention facility:  
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On 7/12/21 The youth [ZZ] went into a convenience store and took her arm and 

cleared the entire top two shelves of glass liquor onto floor. There was major 

property damage to this store. [ZZ] then went to the back cooler of the store. Worker 

Holman went in the cooler with her trying to calm her down. That was not 

successful. She did not calm down. She threatened to hit the worker. Started 

throwing can drinks in the cooler. Worker … then allowed her to leave out the 

cooler to keep from being hurt. 911 had been called but [Law Enforcement] still 

had not arrived when [ZZ] exited the store. Worker Holman grabbed her shirt as 

she was about to run. Worker Holman and [ZZ] then had a physical altercation and 

[ZZ] still was not calm. There were two random men in the parking lot that offered 

to assist. Worker Holman could not keep [ZZ] from running. The two men assisted 

with keeping [ZZ] in place until LE arrived. They did not arrive until about 20 

minutes later. It literally took 8 officers to cuff [ZZ] by feet and hands in the parking 

lot. She was fighting all the officers. Caseworker was speaking with [ZZ] still and 

she put something in her mouth. Later she spit at Worker Holman and spit the metal 

piece of a pen out of her mouth. She would not allow worker Holman to see what 

else she had in her mouth. She was claiming to have swallowed glass. A make-up 

compact of broken up glass was found in her pocket. EMS was called and [ZZ] was 

transported to Woodland Heights Medical Center ER. [ZZ] refused most of the 

services initially and LE could not uncuff her. Caseworker remained in the ER 

Lobby with other child while caseworker was in the back with [ZZ]. We all had on 

masks as instructed by the hospital to do so as there were active Covid cases in the 

back-ER area. [ZZ] did not have on a mask. Caseworker could not get her to wear 

one. [ZZ] was given a shot to calm her behaviors in order that the medical staff 

could assist her. [ZZ] was then transported to Angelina County Juvenile Detention 

Center where charges are pending. 

According to ZZ’s Placement Log in IMPACT, ZZ was released from detention after two 

days, at which time she returned to DFPS Supervision.  On August 2, 2021, ZZ was detained a 

second time for an additional two days: documentation reflects that ZZ became belligerent and 

one of the other girls reported that ZZ had used bath salts the night before. This angered ZZ and 

she attacked the other girl.  Law enforcement was called and ZZ was taken into custody and 

detained.  Two days later, she was released from detention, and she again returned to the CWOP 

Setting until August 24, 2021, when she was placed at Miracal’s Place RTC.  

ZZ’s last reported education level was 8th grade.  She has the potential to be successful 

academically, making A’s and B’s on her last report card.  ZZ receives special education services 

due to her emotional disturbance. 

 

YY 

 YY is a transgender 17-year-old PMC youth who identifies as female and reentered foster 

care in 2018.  According to YY’s most recent Common Application, she “can be funny” and her 

“personality allows her to make friends easily.”  In school, YY enjoys English, and she would like 

to pursue cosmetology school and her dream of becoming a hairstylist. 
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YY has been in the foster care system twice: In March 2012, when she was eight-years-

old, YY and her siblings were removed from her biological mother’s home due to Neglectful 

Supervision and Physical Abuse. The court placed YY with her maternal aunt in February 2013. 

In April 2018, DFPS received a referral alleging Refusal to Accept Parental Responsibility of YY. 

The referral stated that, “[YY] was admitted to [a] Behavioral Hospital and that, upon [her] 

discharge, [YY’s mother] was not allowing [YY] to return to her home. [YY’s mother] wanted to 

relinquish her parental rights as she was afraid of [YY’s] violent behavior.  [YY’s] maternal aunt 

[aunt] was then named [her] primary managing conservator.  [In May 2018], [YY’s maternal aunt] 

stated that she would like to relinquish her rights as [YY’s] guardian.”  

 Since reentering care, YY has had at least nine placements, including two foster homes, 

two RTCs (with placement in one of them twice), one GRO, and three psychiatric hospitalizations.  

YY also has had contact with the juvenile and criminal justice systems.  Of the RTCs where YY 

was placed, New Hope, where YY was placed twice, is under Heightened Monitoring due to a 

history of safety violations.  Youth and Family Enrichment Center, the other RTC, is also under 

Heightened Monitoring.  Both CPAs that placed YY in foster homes (Benchmark and FaithWorks) 

have since closed after HHSC initiated license revocations.   

 

 In May 2018, YY was placed in a therapeutic foster home for approximately three months 

following discharge from the hospital. While in this foster home, YY allegedly grabbed a peer’s 

private part and choked another peer. YY was to attend outpatient treatment and receive prescribed 

medications once placed in this foster home. IMPACT records indicate the foster parents failed to 

follow-up either with YY’s outpatient treatment or with her medication, so DFPS removed YY 

from this home. YY moved to Youth and Family Enrichment Center in August 2018 where she 

reportedly did well, resulting in her level of care decreasing from Specialized to Moderate.  

 

IMPACT records indicate that in her July 2019 Placement, Journey to Dream, a GRO, YY 

struggled with following rules, bullied her peers, and communicated with strangers on social 

media, “dancing provocatively.” YY frequently left the facility campus without permission and 

would call law enforcement and report maltreatment. After approximately two months in this 

placement, the GRO requested a 14-day discharge; the day before removal, YY exhibited suicidal 

ideation and was admitted to a psychiatric hospital.  

 

In September 2019, YY moved to New Hope Youth Center.  YY’s October 2020 IMPACT 

records indicate that during her time at this RTC she “[used] sexual[ly] inappropriate language 

about males, [used] profanity toward staff, horse play[ed] in unassigned area, and [did] not 

compl[y] with rules.” In October 2020, YY moved to a therapeutic foster home noted for accepting 

LGBTQ youth, but she was discharged for having nude photos and videos on her phone as well as 

for lying about her age to others on messaging platforms. In March 2021, YY returned to New 

Hope, where she stayed until being discharged for behavioral issues in June 2021, at which point 

she was without placement.    

 

 In her most recent Service Plan dated July 2021 YY’s diagnoses are listed as: Unspecified 

Bipolar, ADHD, and Major Depressive Disorder.  In her August 2021 Common Application, YY’s 

health summary includes the following diagnoses: Unspecified Depressive Disorder, Oppositional 

Defiant Disorder, Other Specified Bipolar and Related Disorder, Hypomanic Episodes with 

Insufficient Symptoms and Major Depressive Episodes (by history), and Unspecified Attention-
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Deficit/Hyperactivity Disorder (by history). YY is prescribed Oxcarbazepine for Mood Disorder, 

Atomoxetine for Concentration, and Trazadone for Sleep as indicated in her list of medications 

within the August 2021 Application for Placement.  

 

 YY’s July 2021 Service Plan indicates her grades are fair. YY receives 504 

accommodations, and has an Individualized Education Program (IEP) that provides access to 

content mastery, a copy of class notes, extra time on assignments, oral administration of tests, 

preferential seating and small group administration of tests. These accommodations apply to 

English, math, science, social studies, and electives. YY is not on track to graduate from high 

school on time. 

 

 YY reports that she would like to be placed in another foster home where she is able to 

work and save money to become independent to prepare for adult living. She expresses the desire 

to exit foster care at the age of 18, obtain a G.E.D., and later attend college for Cosmetology. YY 

completed her Preparation for Adult Living classes in May 2021.  

 

 

AT 

AT is a 14-year-old male PMC youth whose most recent Application for Placement dated 

July 15, 2019, reflects that he can be very sweet and helpful when he wants to be, and that he wants 

to feel like he belongs. AT also likes to eat, play video games, and likes to be outside, play 

basketball and make people laugh.   

AT was first removed from his home on March 2, 2012, due to Neglectful Supervision, 

Physical Abuse and Physical Neglect.  He was returned home on January 3, 2013, with DFPS 

responsibility terminating on May 16, 2013.  AT entered care a second time for Neglectful 

Supervision on December 9, 2013, and again returned to his mother’s home on March 10, 2015, 

while still in the State’s Temporary Managing Conservatorship (TMC). On November 18, 2015, 

AT was again removed from his mother’s home and his status changed to Permanent Managing 

Conservatorship (PMC) on April 9, 2015.  On January 5, 2017, his birth mother’s rights were 

terminated.   

As reflected by his history of contact with the foster care system, AT comes from an 

extremely chaotic home with a long history of DFPS involvement.  Investigations have resulted in 

RTBs for Neglectful Supervision, Medical Neglect, and Physical Abuse. AT’s mother and her 

paramour have extensive drug-use issues.  Engagement of his mother in Family Based Services 

was unsuccessful and ultimately led to termination of her parental rights.   

When AT entered care the second time, DFPS was notified that AT was in foster care in 

Louisiana because his mother had sent him to live with his father, and his father had been arrested 

for allegations of Sexual Abuse of a child.  AT’s mother sent him to live with his father because 

DFPS had recently received an intake regarding her drug use and the living conditions in the home. 

During the investigation, AT’s mother admitted to using cocaine, marijuana, and Xanax, and 

confirmed the home did not have running water. AT was returned to Texas, placed in TMC for 

seven months and then was again returned to his mother’s home.  DFPS continued involvement 

with the family.  
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AT was removed from his home a third time in March 2015, after his mother tested positive 

for cocaine. DFPS also discovered that the children were not attending school, and AT was not 

receiving his psychotropic medications.   Over the course of his three stays in foster care, AT has 

had at least nine placements, including five foster homes, one group home, two stays in an 

emergency shelter, and one RTC. 

AT was two-years-old in March of 2012, when he was first removed from his mother’s 

home.  AT was placed in four separate foster homes over the course of nine months.  According 

to his case plans during this period, AT was described as a very active boy.  He was demonstrating 

behavioral issues and reportedly did not follow directions or like having his behaviors redirected. 

His documented behaviors included:  biting, hitting, and kicking other children in the home.  AT 

was diagnosed with ADHD and was taking Intuniv and Vyvanse.  

After his first foster home placement, AT was separated from his siblings due to his 

aggressive behavior.  In August 2012, he was placed in a therapeutic foster home that was “fully 

trained in how to care for children with aggressive behavior issues.”  He remained in this foster 

home until he was returned to his mother’s home in January 2013; the State terminated AT’s TMC 

status and closed the case on May 16, 2013.  

AT returned to care seven months later on December 9, 2013. He had only one placement 

in a therapeutic foster home before he was returned to his mother’s home 16 months later.  

According to his Service Plan, his behavior issues included being defiant and refusing to follow 

rules.   On March 12, 2014, after a psychological exam, AT was diagnosed with ADHD, Neglect 

of a Child, and Adjustment Disorder with Mixed Disturbance of Emotions and Conduct.  He was 

prescribed Intuniv, Vyvanse and Clonidine.  AT was returned to his mother’s home on April 4, 

2015, and remained as TMC with services offered to the family. 

Upon entering care for the third time on November 18, 2015, at the age of eight, AT was 

again placed in a therapeutic foster home where he lived for just over two years.  AT’s Child Plan, 

dated June 29, 2016, documents that AT had a psychological evaluation on March 21, 2016, and 

was diagnosed with ADHD; Oppositional Defiance; Conduct Disorder childhood onset, severe, 

and adjustment disorder with mixed disturbance of emotions and conduct, home environment.   His 

prescription medications were updated to include Guanfacine, Mirtazapine, and Vyvanse.  It was 

also reported AT was seeing a psychiatrist “on a regular basis.”  Records reflect he was also 

struggling in school and had been suspended due to fighting. AT was removed from the foster 

home due to an allegation that he sexually abused his brother, who was also in the home, which 

was not confirmed.   

On January 2, 2018, AT was placed in the Respectful Zone Emergency Shelter.  According 

to his Application for Placement, dated April 14, 2018, during his stay at the emergency shelter, 

AT was hospitalized for making a statement that he wanted to kill himself and for banging his head 

on his desk while at school.   A psychological evaluation was completed on February 2, 2018, and 

included diagnoses of Disruptive Mood Dysregulation Disorder, and ADHD.  It was determined 

the emergency shelter could not meet AT’s needs and he was subsequently placed in a foster home 

on April 16, 2018.  AT seemingly adjusted well to his new foster placement, according to his Child 

Plan dated March 6, 2019. He was attending school and was having some behavioral issues at 

school but not in the home.  The school placed him on a behavior plan. The same Service Plan that 

documents the school behavioral plan states, “There are no major concerns at this time.”   
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Sixteen months after being placed in the foster home, when AT was 12-years-old, he was 

arrested and placed in detention for sexually abusing his five-year-old neighbor.  Upon release 

from juvenile detention on August 7, 2019, AT was placed by DFPS at Sheltering Harbor 

Residential Treatment Center.  The juvenile court released AT with the agreement that he be placed 

in an RTC and receive therapy and classes to address his sexually aggressive behavior. Upon 

placement at Sheltering Harbor his level of care was approved at the Intensive level. The comments 

documented that his history includes self-harm, and two hospitalizations.  His level of care was 

decreased to Specialized four months after his placement.  

AT was discharged from Sheltering Harbor in July 2021, and was without placement.  As 

of September 8, 2021, AT was still without placement and housed in a CWOP Setting. 

 

AG 

AG is a 15-year-old male PMC youth who reentered foster care in 2018.  AG’s August 

2021 Common Application describes him as “friendly, charismatic, and easy-going.”  DFPS 

reports that he is polite and respectful, and interacts well with others.  AG likes anime, cartoons, 

the Call of Duty video game, scary stories, football, basketball, soccer, animals and drawing.   

AG first entered foster care in 2007, but returned to his birth mother’s home in June 2008.  

He was removed again, one month later, after another investigation by DFPS resulted in newly 

substantiated Neglectful Supervision.  AG’s April 2020 Common Application describes the 

reasons for his first two entries into foster care: “[AG] was placed in care at the age of 3 years old.  

[AG] was placed in CPS care because his biological mom suffocated his younger sister’s twin.  

Mom was able to get [AG] and his siblings back, then [AG] and his brother [were] found in the 

road alone.”  Other notes in IMPACT clarify that AG’s mother fell asleep on the couch with the 

child who died, and woke to find the baby had suffocated.  His birth mother’s parental rights were 

terminated in 2008.  In 2011, AG and two of his siblings were adopted by their foster parents.  

However, in October 2018, AG’s adoptive parents refused to pick him up when he was released 

from juvenile detention.  AG was placed in detention after AG hit his adoptive mother when she 

was upset with him for not meeting his curfew, and she slapped him back.   

AG’s 2021 Attachment A, which details a child’s history of sexual victimization or sexual 

aggression, reads, “[AG’s younger sister] made an outcry that her brother, [AG], has touched and 

kissed her bottom both under and over the clothes. [AG] used a knife to gain access to her locked 

room.” AG’s August 2021 Common Application also references the incident with his younger 

sister and suggests that the incident led to his adoptive parents’ refusal to allow him to return 

home.19 

Since reentering foster care, AG has been in seven placements, including one GRO (as a 

TEP), two RTCs and has been admitted to four psychiatric hospitals.  AG’s longest placement, A 

                                                           
19 A review of IMPACT and CLASS records suggests AG’s sexual behavior issues may pre-date his adoption.  In 

2009, when AG was four-years-old and described as “barely verbal,” the parent of a child who attended daycare with 

him reported that her son made an outcry that AG took the child’s underwear off and put his finger in the other child’s 

bottom.  The child made the outcry when the parent was undressing her child to bathe him, and noticed his underwear 

was missing.  The child reported to his mother that this had happened more than once.  After a cursory investigation, 

RCCL appears to have administratively closed the case. 
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Fresh Start Treatment Center, where he lived for a little more than a year, closed after HHSC 

initiated a license revocation due to safety reasons.  Since then, AG has cycled between a CWOP 

Setting and psychiatric hospitals.  AG was first without placement on May 28, 2021, and as of 

September 7, 2021 was still housed in a CWOP Setting. 

In addition to his sexual behavior problem, AG has struggled with other mental health 

issues.  When he reentered care, he was diagnosed with PTSD and ADHD; however, his adoptive 

mother indicated he was not on any medication or obtaining any treatment.  Since returning to 

care, AG has had a number of self-harming incidents, leading to psychiatric hospitalizations.  In 

January of 2019, AG, who by that time had engaged in brief runaway episodes from the GRO 

where he was first placed, was found by law enforcement “cutting his legs” and was transported 

directly to a psychiatric hospital.  

AG’s April 2020 Common Application describes a pattern of self-harm, aggression, and 

depression. AG was discharged from the first RTC where he was placed after his January 2019 

hospitalization because he threatened to hurt himself and staff members, and was again 

hospitalized.  When he was discharged from the hospital, a staff person from the GRO picked up 

AG; on the way back to the facility, AG jumped out of the car and walked into traffic.  Law 

enforcement was called and planned to transport him back to the placement, but AG threatened to 

cut himself.  He was immediately re-hospitalized.  AG, who had not been on medications nor in 

treatment prior to care, was by April 2020 prescribed five medications: Seroquel (Mood and 

Insomnia), Depakote (Mood), Visteral (Anxiety), Prozac (Depression), and Melatonin (Sleep).  

AG’s April 2020 Common Application also notes, “For his next placement [DFPS] would 

like [AG] to complete his sexual issues classes, receive intensive individual therapy, address his 

sexualized behaviors.”  The document noted that AG’s therapist stated that, “[AG] is a high risk 

to reoffend,” adding that if AG is to be moved from the psychiatric hospital where he was being 

treated, “He should go to the [a treatment program], not into the community.”  AG was next placed 

in A Fresh Start Treatment Center; the RTC was closed while AG was still in the placement. 

In April of 2021, a judge requested that DFPS look for a specialized foster home for AG. 

Any reference to AG being enrolled in a program to work with him on sexualized behaviors was 

removed from his May 2021 Application for Placement.  AG is still taking psychotropic 

medications, with little change since the April 2020 prescriptions. 

In May 2021, AG began what would be his first 65 days in CWOP; on July 31, 2021, notes 

in IMPACT indicate that AG was again hospitalized due to self-harming behaviors.  AG was taken 

to the emergency room for punching a wall, breaking objects, cutting his arm, and expressing 

suicidal ideation. Following his visit to an emergency room, he was admitted to a psychiatric 

hospital.  He was returned to the CWOP Setting on August 5, 2021, and remained in that setting 

as of September 8, 2021. 

 Medically, AG has a heart condition that requires care by a cardiologist. He has a hole in 

his heart and has experienced heart murmurs. His last visit with a cardiologist was August 2020, 

and he was due for another visit to the cardiologist in August 2021, according to his service plans. 

AG is enrolled in a general education setting, but according to his November 2020 Child 

Service Plan, he receives 504 modifications, which include receiving extra time to complete 

assignments, oral administration of test questions and answer choice, a list of frequently misspelled 
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words, and a calculator for performing math computations.  AG excels in math and favors science 

classes, and has a history of making A’s and B’s in his classes. AG is on grade-level, but he 

participates in credit recovery because he repeatedly skipped class during the 2020-2021 school 

year.  

AG has expressed interest in graduating from college, specifically pursuing training to 

work with animals. Additionally, he might be interested in a career in engineering.     
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