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Introduction 

This document serves as the twentieth report to the Honorable Nancy G. Edmunds of the United 
States District Court for the Eastern District of Michigan in the matter of Dwayne B. v. Whitmer, 
covering Period 24 (January 1, 2023 to June 30, 2023) under the Modified Implementation, 
Sustainability and Exit Plan (MISEP). On June 27, 2019, the State of Michigan and the Michigan 
Department of Health and Human Services (DHHS) and Children’s Rights, counsel for the 
plaintiffs, jointly submitted to the court the MISEP, which establishes a path for the improvement 
of Michigan’s child welfare system. Judge Edmunds entered an order directing implementation 
of the MISEP following its submission by the parties.  

Judge Edmunds had previously approved an Initial Agreement among the parties on October 24, 
2008, a subsequent Modified Settlement Agreement on July 18, 2011, and an Implementation, 
Sustainability and Exit Plan (ISEP) on February 6, 2016. DHHS is a statewide multi-service agency 
providing cash assistance, food assistance, health services, child protection, prevention, and 
placement services on behalf of the State of Michigan. Children’s Rights is a national advocacy 
organization with experience in class action reform litigation on behalf of children in child welfare 
systems. 

In sum, the MISEP: 

• Provides the plaintiff class relief by committing to specific improvements in DHHS’ care             
for vulnerable children, with respect to their safety, permanency, and well-being;       

• Requires the implementation of a comprehensive child welfare data and tracking system, 
with the goal of improving DHHS’ ability to account for and manage its work with 
vulnerable children;  

• Establishes benchmarks and performance standards that the State committed to meet to 
address risks of harm to children’s safety, permanency, and well-being; and 

• Provides a clear path for DHHS to exit court supervision after the successful achievement 
and maintenance of Performance Standards for each commitment agreed to by the 
parties in the MISEP. 

The sections of the MISEP related to monitoring and reporting to the court remain largely 
unchanged from the parties’ prior agreement, as do the sections regarding Enforcement, Dispute 
Resolution, and Attorneys’ Fees. 

Pursuant to the MISEP, the court appointed Kevin Ryan and Eileen Crummy of Public Catalyst to 
continue to serve as the court’s Monitors, charged with reporting on DHHS’ progress in meeting 
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its commitments. The Monitors and their team are responsible for assessing the state’s 
performance under the MISEP. The parties have agreed that the Monitors shall take into account 
timeliness, appropriateness, and quality in reporting on DHHS’ performance. Specifically, the 
MISEP provides that: 

“The Monitors’ reports shall set forth the steps taken by DHHS, the 
reasonableness of these efforts, and the adequacy of support for the 
implementation of these steps; the quality of the work done by DHHS in carrying 
out those steps; and the extent to which that work is producing the intended 
effects and/or the likelihood that the work will produce the intended effects.” 

The parties jointly submitted a “Stipulated Order Amending the MISEP” to the court, which was 
approved by Judge Edmunds on January 25, 2024. The order recognizes Michigan’s significant 
and sustained progress in numerous areas and continues to stress the obligation of the state to 
ensure child safety for plaintiff class children. Judge Edmunds has directed the Monitors to  
continue to closely scrutinize child safety through ongoing case reviews. The order reduces the 
number of commitments DHHS must meet under the MISEP, with 33 provisions exiting the 
agreement and another 11 provisions moving out of active monitoring to MISEP Section 4, 
Structures and Policies. Additionally, the order amends performance measures and standards for 
six commitments.1  

This report to the Court reflects the efforts of the DHHS leadership team and the status of 
Michigan’s reform efforts as of June 30, 2023. Defined as MISEP Period 24, this report includes 
progress for the first half of 2023 and covers the first period of DHHS’ performance under the 
Stipulated Order Amending the MISEP. Additionally, it includes performance on the 
maltreatment in care (MIC) rate for federal fiscal year (FFY) 2023, which ran from October 1, 2022 
to September 30, 2023. 

Summary of Progress and Challenges 

Michigan DHHS met or exceeded required performance standards in six of 28 areas monitored 
for compliance in MISEP Period 24. Among areas where the agency achieved positive levels of 
performance are: 

• Support for Youth Transitioning to Adulthood, Permanency: During MISEP 24, 46.8 percent 
of youth aged 15 and older who exited foster care were discharged with an exit type of 
reunification, adoption, or guardianship. This represents a 1.4 percent increase from 
DHHS’s MISEP 23 performance. Per the Stipulated Order, positive trending during this 
period makes this commitment eligible for immediate exit from the MISEP. 

 
1 See Appendix A for a copy of the Stipulated Order Amending the MISEP. 
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• Adoption Caseloads: The parties agreed that adoption caseworkers shall have a caseload 
of no more than 15 children. Per the Stipulated Order, after two consecutive periods of 
positive trending this commitment will become eligible to move to Structures and 
Policies. DHHS achieved 88.1 percent in MISEP 24, representing a 2.6 percent increase 
from performance in MISEP 23 and the first period of positive trending.  

• Separation of Siblings: The parties agreed that siblings who enter placement at or near 
the same time shall be placed together unless specified exceptions are met. Per the 
Stipulated Order, after two consecutive periods of positive trending this commitment will 
become eligible to move to Structures and Policies. DHHS achieved 80.8 percent in MISEP 
24, representing a 2.4 percent increase from performance in MISEP 23 and the first period 
of positive trending.  

Although Michigan DHHS did not meet required performance standards in 22 of 28 areas 
monitored for compliance in MISEP Period 24, in three of these 22 areas, DHHS’ performance 
was within 10 percent of the performance standard. They are:  

• Assessments and Service Plans, Content: DHHS agreed that assessments and service plans 
would be of sufficient breadth and quality to usefully inform case planning and in 
accordance with the requirements of 42 U.S.C. 675(1). The designated performance 
standard is 83 percent and performance is measured through a Quality Service Review 
(QSR). Of cases reviewed during MISEP 24, 82.1 percent were rated as having acceptable 
assessments and service plans. 

• Medical and Mental Health Exams: The parties agreed that at least 85 percent of children 
shall have an initial medical and mental health exam within 30 days of the child’s entry 
into foster care and that at least 95 percent of children shall have an initial medical and 
mental health exam within 45 days of the child’s entry into foster care. DHHS achieved 
80.9 percent for exams within 30 days and 87.1 percent for exams within 45 days. 

• Sibling Visitation: The parties agreed that for children in foster care who have siblings in 
custody with whom they are not placed, DHHS shall ensure they have at least monthly 
visits with their siblings. The designated performance standard is 85 percent. DHHS 
achieved 78.2 percent. 

The 28 areas monitored for compliance in MISEP Period 24 include 17 where Michigan DHHS did 
not meet required performance standards by more than 10 percentage points, including:  

• Psychotropic Medication: The monitoring team reviewed a randomly selected and 
statistically significant sample of 66 children who were prescribed psychotropic 
medication during the period under review. The monitoring team found that the 
electronic case records for only 23 (34.8 percent) of the children included the required 
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documentation for each prescription including initial and ongoing medical monitoring. 
Additionally, DHHS data indicates that required informed consents were on file for 74.7 
percent of psychotropic medications prescribed to children during the period. DHHS did 
not meet the designated performance standard of 97 percent for either commitment.  

• Worker-Parent and Parent-Child Visitation: DHHS did not meet the designated 
performance standard of 85 percent for completion of worker-parent or parent-child 
visits due during the period. For worker-parent visitation, DHHS completed 64.4 percent 
of required visits during the first month of placement, 71.7 percent of required visits 
during subsequent months of placement, and 52.4 percent of required visits at the 
parents place of residence. For parent-child visitation, DHHS completed 66.0 percent of 
required visits. 

Additionally, one area of the MISEP where the Monitors assessed that Michigan DHHS did not 
achieve performance, and which does not have a numerical performance standard is: 

• Contract Evaluations: In MISEP 24, DHHS’ contract evaluations of Child Caring Institutions 
(CCIs) and private Child Placing Agencies (CPAs) providing placements and services to 
Plaintiffs continued to be inconsistent, at times ineffective, and in numerous instances 
did not ensure the safety and well-being of Plaintiffs. The monitoring team reviewed all 
licensing investigations conducted at CCIs and private CPAs along with corresponding 
Corrective Action Plans (CAPs) intended to address established violations. The monitoring 
team found that CAP implementation was often delayed, ineffective, deficient, or non-
existent; lacked specificity, clarity, and substance; and often did not remediate risk to 
children. Frequently repeat violations of a serious nature, such as physical force, improper 
restraints causing injuries, ineffective intervention for youth with suicidality, and 
improper supervision, often by the same staff persons, recurred despite the CAPs. 

Finally, there was one area of the MISEP where the Monitors could not verify Michigan DHHS’ 
reported performance: 

• Maltreatment in Foster Care: For FFY 2023, DHHS provided data indicating the State 
substantiated 459 incidents of MIC, involving 437 children in DHHS custody, for an 
observed rate of 14.50 victimizations per 100,000 days in foster care. The Monitors 
reviewed a random sample of 120 MIC investigations from FFY 2023 and assessed that 38 
(31.7 percent) of the 120 investigations reviewed were deficient. This includes 32 
investigations where there was insufficient information gathered to render a finding and 
six investigations the Monitors determined met the criteria for substantiation. As a result, 
the Monitors cannot validate that the observed rate accurately represents the prevalence 
of child maltreatment in care. 
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Methodology 

To prepare this report, the monitoring team conducted a comprehensive series of verification 
activities to evaluate the Department’s progress in achieving the commitments in the MISEP. 
These included: meetings with DHHS leadership, private agency leadership, and Plaintiffs’ 
counsel; extensive reviews of individual children’s records and other documentation; and 
participation in blended Child and Family Services Reviews (CFSR)/Quality Service Reviews (QSR). 
The monitoring team also reviewed and analyzed a wide range of aggregate and detailed data 
produced by DHHS, and reviewed policies, memos, and other internal information relevant to 
DHHS’ work during the period. To verify information produced by DHHS, the monitoring team 
conducted virtual field-based interviews, cross-data validation, and case record reviews. By 
agreement of the parties, the monitoring team assessed DHHS’ performance for four MISEP 
commitments utilizing a qualitative case review 2  process. The monitoring team reviewed 
thousands of distinct reports from DHHS including individual case records, relative foster home 
studies, Division of Child Welfare Licensing (DCWL) investigations and reports, and CPS referrals 
and investigations.  

Demographics 

DHHS produced demographic data from January 1, 2023 to June 30, 2023. DHHS data indicate 
that there were 9,138 children in custody as of June 30, 2023.3 The population reflects a steep 
decline from the 18,048 children under DHHS’ supervision (of whom 16,067 were in out‐of‐home 
care) on October 24, 2008, the beginning of Period One in this matter. Of the children and youth 
in care on June 30, 2023, 329 youth (3.6 percent) were enrolled in the Young Adult Voluntary 
Foster Care (YAVFC) program. During the reporting period, 1,869 children and youth were placed 
in foster care4 and 1,931 children and youth exited care.5 DHHS served 11,070 children during 
the period.6  

Though young children aged zero to six years made up the largest portion (4,275 or 47 percent), 
Michigan continued to have a large population of older youth in custody. Twenty-six percent 
(2,332) were 12 to 17 years of age and seven percent (629) were 18 years and over, as detailed 
in Figure 1. 

 
2 The sample sizes for the monitoring team’s case record reviews were based on a statistically significant sample of 
cases and a methodology based on a 90 percent confidence level. 
3 The monitoring team identified one child who appeared in care twice on June 30, 2023, with two unique removal 
dates. According to the information in MiSACWIS, the first episode ended prior to the end of the reporting period, 
while the second episode continued through the end of the period. 
4 The 1,869 entries include 10 children who entered care twice. 
5 The 1,931 exits include four children who exited care twice. 
6 The monitoring team identified 50 children who appeared twice in the during cohort file (0.5 percent of 11,070). 
All children appearing twice in the during cohort were served more than once during the reporting period.  
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April, June, August, October, and December. For MISEP 24, the monitoring team used caseload 
counts from February 28th, April 28th, and June 30th of 2023 to determine compliance.  

Adoption Caseloads (6.15) 

DHHS agreed that full-time staff, public and private, solely engaged in adoption work would be 
responsible for no more than 15 children each. Staff who perform adoption work as well as other 
functions are held to a pro-rated standard. The Stipulated Order Amending the MISEP indicates 
that this commitment shall become eligible to immediately move to Section 4, Structures and 
Policies, and remain subject to the Court’s jurisdiction pursuant to the terms of the MISEP, after 
two consecutive periods of positive trending in validated performance from the baseline measure 
reported in the Court Monitors’ report for MISEP 23. For MISEP 24, DHHS averaged 88.1 percent 
of staff meeting the standard. This represents a 2.6 percent increase from the MISEP 23 baseline 
performance of 85.5 percent.  

Accountability  

Outcomes 

Safety – Maltreatment in Foster Care (6.1)  

The child safety standard of maltreatment in care (MIC), focuses on keeping children in DHHS 
custody safe from abuse and neglect. DHHS committed to ensure that of all children in foster 
care during the applicable federal reporting period, DHHS will maintain an observed rate of 
victimizations per 100,000 days in foster care of less than 9.07, utilizing the CFSR Round 4 criteria 
developed by the federal government. Performance on this measure is calculated for DHHS by 
the University of Michigan based on the Adoption and Foster Care Analysis and Reporting System 
(AFCARS) and National Child Abuse and Neglect Data System (NCANDS) files produced by DHHS.  

Performance for this commitment is reported annually. The Monitors undertook a review of 
Michigan’s MIC investigations for the FFY 2023, October 1, 2022 – September 30, 2023, to assess 
the adequacy of those investigations and validate the State’s observed rate of child 
victimizations. 

For FFY 2023, DHHS provided data indicating the State substantiated 459 incidents of MIC, 
involving 437 children in DHHS custody, for an observed rate of 14.50 victimizations per 100,000 
days in foster care. The reported statewide rate of victimization per 100,000 days in foster care 
has steadily increased over the last three federal fiscal years, from 5.55 in FFY 2021 to 8.04 in FFY 
2022 to 14.50 in FFY 2023.  
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The Monitors cannot validate that the observed rate provided by DHHS accurately represents the 
prevalence of child maltreatment in care. The Monitors reviewed a random sample of 120 MIC 
investigations from FFY 2023 and determined that 82 (68.3 percent) were conducted 
appropriately and 38 (31.7 percent) of the 120 investigations reviewed were deficient. This 
includes 32 investigations in which there was insufficient information gathered to render a 
finding and six investigations that the Monitors determined met the criteria for substantiation.  

Full summaries of the 38 investigations determined to be deficient have been filed under seal 
with the Court. Each summary includes the key allegations and the Monitors’ findings. The 
Monitors provided this information to the State and considered DHHS’ responses in preparation 
of the filing.    

MIC Data Report (6.2)  

DHHS committed to generating, at least annually and in partnership with an independent entity, 
a report that analyzes MIC data to assess risk factors and/or complete root-cause analysis of MIC. 
The report will be used to inform DHHS practice, and it will continue to be generated until 
Commitment 6.1, the child safety standard of MIC, is achieved.  

DHHS partnered with the Child and Family Data Lab at the University of Michigan to produce a 
MIC analysis report, which was issued in October 2023.11 

Permanency in 12 Months (6.3)   

The Stipulated Order Amending the MISEP modified commitment 6.3 such that DHHS is required 
to develop strategy plans in select counties, covering at least 20 percent of the foster care 
population and at DHHS’ choosing from within the Big 14 counties of the State, to improve the 
rate of permanency for children within their first 12 months in foster care. The strategy plan is to 
focus on identified needs and barriers to be addressed in the respective counties to improve the 
rate of permanency for children within their first 12 months in foster care, such as court delays, 
parenting time, service array, father engagement, foster parent support, placement disruption, 
and family resources among other such factors to be identified by DHHS. The strategy plan must 
include a description of the specific strategies to be implemented to improve permanency and 
set forth implementation action steps with timelines, identify lead staff responsible for 
implementation and articulate the intended outcomes of each strategy. 

DHHS committed to provide a copy of the strategy plan for each county to the monitoring team 
within 30 days of execution of the Stipulated Order. DHHS may thereafter modify the strategies 
contained in the plans during the 12-month implementation period, beginning January 1, 2024, 

 
11 See Appendix D for a copy of the report. 
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as it deems appropriate. DHHS agreed to provide an updated strategy plan, containing the 
elements as described above, to the monitoring team within 30 days of any modification(s). 

Then, by October 1, 2025, DHHS is to provide a Permanency within 12 Months Report to the 
monitoring team that shall include: 

• The aggregate 12-month permanency rate for the children who entered foster care within 
the first six months of the previous period (January 1, 2023 – June 30, 2023) in the 
selected counties; 

• The aggregate 12-month permanency rate for the children who entered foster care within 
the first six months of the period under review (January 1, 2024 – June 30, 2024) in the 
selected counties; and  

• A summary of DHHS’s efforts and strategies to improve permanency in the selected 
counties and data demonstrating any progress achieved.  

Based on the above DHHS report, the monitoring team shall determine if DHHS made good faith 
efforts to improve the rate of permanency within 12 months in the selected counties. Positive 
trending in the aggregate permanency rate over the 12-month period shall be deemed to show 
that DHHS has made good faith efforts to improve permanency in the selected counties. Negative 
trending in the permanency rate over the 12-month period shall not, alone, be considered to 
show a lack of good faith efforts but will be considered by the Monitors together with all relevant 
factors. If DHHS is found to have made good faith efforts, this commitment shall exit court 
jurisdiction. Failure by DHHS to achieve a finding of good faith efforts will require an additional 
implementation period as described herein. 

The monitoring team will report on the strategy plans, the aggregate 12-month permanency 
rates in the selected counties, and DHHS’ good faith efforts to improve the permanency rate in 
the selected counties in future reports.  

Contract Oversight 

Contract-Agency Evaluation (5.1) 

The MISEP requires DHHS to conduct contract evaluations of all Child Caring Institutions (CCIs) 
and private Child Placing Agencies (CPAs), including an annual inspection of each CPA, an annual 
visit to a random sample of CPA foster homes, and an annual unannounced inspection of each 
CCI. During the required visits, the Division of Child Welfare Licensing (DCWL) is expected to 
monitor compliance with rule, policy, contract, and MISEP requirements, with the primary focus 
being the safety and well-being of children.  
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DHHS reported that during this period DCWL continued to be funded for 22 child welfare licensing 
field consultants who perform monitoring activities including annual licensing inspections, 
investigations, technical assistance, and consultation. Additionally, DHHS reported that seven 
field analysts conduct visits comprised of interviews with foster families and unlicensed relative 
caregivers to assess safety and service provision within their homes. Three area managers 
supervise the field consultants and field analysts. 

DHHS reported that the rule set for foster homes, CWL-Pub-10 – Children’s Foster Home 
Licensing Rules, was approved by the Legislative Services Bureau and the Joint Committee on 
Administrative Rules of the Michigan Legislature and filed with the Office of the Great Seal on 
June 9, 2023.12 These foster home licensing rules then became effective June 16, 2023 and the 
CPA rule set became effective July 3, 2023.     

DHHS reported that in January of 2023, DCWL conducted a meeting with CCI providers to give 
updates, and to review current information and internal processes. The State reported the 
meeting focused on contract and policy auditing changes, printing of licenses, changes to central 
registry13 processes, and CPS background checks. 

Child Caring Institutions (CCIs) 

During the period, the monitoring team continued to monitor the work of DHHS relevant to those 
CCIs that the State determined posed the greatest risk to the safety of youth in care.  

The monitoring team’s review process consists of the evaluation of weekly and monthly data 
provided by DHHS related to licensing investigations, Maltreatment in Care (MIC) investigations, 
and the use of restraints. DHHS continued to employ the Risk Stratification Tool to identify the 
numerical Risk Score for each facility in the State on a weekly basis. DHHS reported that when 
certain facilities reach a threshold score of 10.0, DHHS adds them to a Weekly CCI Update 
Spreadsheet reviewed weekly by an oversight committee of DHHS staff who meet to discuss 
safety strategies and activities at these facilities. If a facility’s score increased to 15.0 or higher, 
DHHS reported that the facility was then subject to heightened oversight by, and engagement 
with, the State.  

During the period, DHHS reported weekly Risk Scores for 49 CCIs. At the beginning of the period, 
13 facilities had a score of 10.0 or higher and qualified for increased monitoring. Eight of these 

 
12 The rules had last been updated in 2019. Since then, federal law requirements changed to require model foster 
home standards and new issues emerged that required a review of the entire rule set to address issues involving 
LGBT youth, vaccinations, and variance requirements. Additionally, there were conflicts within the CCI, CPA, and 
foster family and group home rules that needed to be amended for consistency purposes.  
13 Central registry is the state’s child abuse and neglect registry which hold records of individuals confirmed as 
perpetrators of serious abuse or neglect, sexual abuse, sexual exploitation, or a case involving confirmed 
methamphetamine production.  
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facilities had a score of 15.0 or higher. At the conclusion of the period, an increased number of 
facilities (16) had a score of 10.0 or higher, including 11 facilities with a score of 15.0 or higher. 
Eight of the facilities with a score of 10.0 or higher in January continued to have a score of 10.0 
or higher in June.14 On average, there were 16 facilities each week (32.7 percent) that had a score 
of 10.0 or higher and 10 facilities each week (20.4 percent) that had a score of 15.0 or above. For 
facilities that had a score of 15.0 or higher, the Residential Collaboration Technical Assistance 
Unit (RCTAU) developed Action Plans focusing on necessary improvements including facility 
management, staff development/training, policies and procedures, supervision, programming, 
family involvement, and youth engagement. 

During the report period, DHHS monitored the use of restraints in CCIs and reported that the 
range of restraints was between 150 (March) and 194 (June) with an average of 179 restraints 
per month across all CCIs statewide. This represents an increase from the prior reporting period 
where the average was 175 reported restraints per month. 

During the report period, the monitoring team became aware of the consistently high risk posed 
to youth who resided in four facilities under the management and direction of one umbrella 
agency. At the conclusion of the last report period, the monitoring team communicated to DHHS 
growing concerns related to Facility 1, one of these four facilities. The monitoring team noted 
that this facility had a Risk Score of 37.0 at the end of the prior reporting period, which was the 
highest risk profile of any assessed facility in the state serving children in the class. As this 
reporting period unfolded, numerous incidents and investigations revealed a pattern of conduct 
showing facility staff were either slow to respond or failed to intervene in situations of physical 
aggression, assaults, and/or fights among youth placed in the facility. There were also indications 
that at times, youth were permitted to initiate or participate in physical interventions with peers 
with the approval of staff. In the prior reporting period, there were at least eight investigations 
related to this type of incident. These continued into the current reporting period and the 
monitoring team raised concerns about youth safety with the Department on several occasions.  

The Department eventually placed this facility on a provisional license. While there was an Action 
Plan developed by RCTAU, the monitoring team could not find evidence in the weekly updates 
that RCTAU was providing specific interventions or technical assistance to mitigate risk to youth 

 
14 Of the remaining five facilities with a risk score of 10.0 or higher in January, one was closed by the Department. 
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safety,15 and by the end of January 2023, the Risk Score had risen to 40.4. The monitoring team 
continued to raise concerns with the Department about this facility until late February 2023 when 
an incident occurred where two youths engaged in a physical fight and one youth reportedly 
“slammed” another youth to the floor which resulted in the youth receiving a fractured skull and 
being hospitalized. Following the assault, one youth was arrested, the facility’s contract with 
DHHS was ended, the facility’s license was summarily suspended by the Department, and the 
youth in residence were relocated. Several of the staff from Facility 1 were subsequently 
transferred to other facilities within the umbrella agency network. Risk Scores at these facilities 
began to increase and in early March 2023, the monitoring team was notified that all state youth 
were being removed from Facility 2, another one of the umbrella agency’s facilities, due to safety 
concerns at the facility. At that time, the Risk Scores for the third and fourth facilities under the 
umbrella agency were above 15 and according to the Department’s methodology should have 
been subject to engagement by the RCTAU. 

Facility 3, another facility under the umbrella agency, had a Risk Score of 17.0 at the beginning of 
the reporting period and maintained a score above 15.0 for the entire period, rising to 19.0 at 
one point during the period. The facility was not listed among the institutions receiving heighted 
oversight or engagement by RCTAU. When the monitoring team inquired directly about why this 
facility was not receiving the level of attention that the Risk Score should have triggered, the 
Department responded that facility was a “shelter,” was not considered “a long term CCI 
provider,” and was not eligible for oversight or assistance by RCTAU. The Department noted that 
technical assistance to shelters was to be provided by DCWL.  

In mid-June 2023, the monitoring team noted that the Risk Score for Facility 4, had risen to 30.5, 
the highest score in the state. In late June, DHHS notified the monitoring team that the facility 
was being recommended for a change in licensure to a Provisional License.   

During this reporting period, the monitoring team was notified by the Department that changes 
were being proposed to the Risk Stratification Tool that would change some of the “weighting” 
given to an overall score that came from investigations and/or substantiations that were more 

 
15 In response to a draft of this report, DHHS informed the monitoring team that “RCTAU conducted extensive 
technical assistance, meeting with the agency twice weekly,” and described specific, detailed interventions and 
assistance the agency reported that it provided. At the time of the events described above, the monitoring team 
requested routine updates on the activities of RCTAU and reviewed every submission of the RCTAU Action Plan with 
respect to monitored facilities. Those reports frequently and generally identified “technical assistance being 
provided” and that the RCTAU staff received “program updates,” which led the monitoring team to express concern 
to State leaders about oversight at the facility and child safety as conditions deteriorated. During this period, the 
monitoring team requested detailed information about RCTAU’s activities, which led the State to produce to the 
monitoring team regular RCTAU Action Plan updates, none of which included at the time the detailed technical 
assistance on staff training, supervision, youth safety, policy development, and other areas described recently to the 
monitoring team. 
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“historical” and might not be reflective of more current patterns and trends. The monitoring 
team observed that these changes placed a greater emphasis on those factors that indicated a 
risk to youth safety in the previous 12 months and reduced the emphasis on events that occurred 
18-24 months prior. 

DHHS reported that during MISEP 24 DCWL conducted 17 unannounced renewal and 16 
unannounced interim inspections of CCIs, totaling 33 inspections for the period. DHHS 
determined that 25 of the CCIs required CAPs. Eight CCIs were in substantial compliance with 
appropriate statutes, administrative licensing rules, contract regulations, and MISEP 
requirements, as per DHHS’ reporting, so CAPs were not required for these agencies.  

As of the end of the period, three CCIs were recommended for a first provisional license, and a 
fourth CCI was issued a first provisional license. One CCI was recommended for licensure 
revocation, and a CCI that was recommended for licensure revocation during MISEP 23, and had 
requested a hearing, had that license revoked in July 2023. No CCIs closed during the period.  

DCWL completed 178 special investigations involving 301 allegations in 39 contracted CCIs for 
MISEP 24, according to DHHS. One hundred and three of the special investigations resulted in 
substantial compliance with no CAP required. Violations were found with 75 of the 178 special 
investigations with 133 violations established, and agencies terminated the employment of 29 
staff as a result of the special investigations. Seventy-three of the special investigations required 
CAPs approved by DCWL. Two special investigations resulted in a finding of non-compliance, but 
based on recommendations for licensure revocation, CAPs were not allowed.  

The monitoring team reviewed all 178 CCI special investigations for the period. One hundred and 
sixty-one of the special investigations were referred to Centralized Intake (CI) and 107 of these 
allegations were assigned for CPS investigation. Twenty of the 107 investigations resulted in a 
substantiated disposition of child abuse and/or neglect, while 87 of the investigations resulted in 
an unsubstantiated disposition.  
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The monitoring team assessed that an additional 27 DCWL special investigations16 during this 
period surfaced allegations that met the criteria for a CPS-MIC investigation. For 24 of the 27 
licensing investigations, the incidents were referred to CI but were not assigned for CPS-MIC 
investigation. Three other incidents were never referred to CI. The following are examples of 
incidents determined by the monitoring team to warrant assignment for a CPS-MIC investigation: 

• A school administrator reported that a child (age 10 and a permanent court ward) had 
broken eyeglasses held together with tape and string for at least three months. The 
condition of the glasses resulted in cuts on the child’s nose that required band-aids. The 
school administrator had raised the issue with the child’s group home coordinator several 
times and was repeatedly told that they were working to get the glasses fixed. 17 CI 
transferred this referral to the ongoing foster care worker and DCWL. However, a CPS-
MIC investigation was never conducted. 

• A youth (age 14 and a temporary court ward) called CI and stated that facility staff pushed 
and shoved her and did anything they could to get her out of the residence, including 
throwing all her belongings outside. She requested immediate assistance. Staff could be 
heard talking to her and laughing in the background, but they would not get on the phone. 
The youth was very upset and reported feeling unsafe and needing immediate help. She 
was advised to call 911. There was an ongoing CPS-MIC investigation regarding this youth 
at the time this referral was made to CI. The ongoing investigator was made aware of this 
referral but did not address these allegations in the ongoing investigation. DHHS did not 
conduct a CPS-MIC investigation regarding these allegations. Instead, the referral was 
transferred to the ongoing foster care worker. 

• A staff person left two youths (age 12 and a permanent state ward, and age 11 and a 
temporary court ward) unattended outdoors. During that time, one youth forced the 

 
16 Two of the 27 allegations were called into CI and were initially not assigned for investigation. The first allegation 
involved a supervisor instructing two youth (both aged 12, temporary and permanent court wards) to beat a third 
youth (age 9, a temporary court ward and the youngest child at the facility). The two youths proceeded to punch the 
third youth. The allegation was considered “hearsay” and not accepted for investigation. Twelve days later, after 
DCWL confirmed that the child was hit, punched, and kicked by the two residents at the supervisor’s directive, it was 
referred again to CI. This time it was accepted for investigation and concluded with a substantiated disposition for 
Improper Supervision and an intensive risk level. The second incident involved a 13-year-old youth and permanent 
court ward with an injured foot who often took his walking boot off, causing it to break. The foot healed and then 
was reinjured. There was a delay in taking the youth for medical treatment for the injury that ultimately required a 
new boot and wheelchair. The allegation was initially transferred, but the Placement Collaboration Unit (PCU) 
requested case assignment, which occurred five days later, as the concern was that medical care was not 
immediately and appropriately sought. 
17 Upon receipt of the draft of this report, DHHS indicated to the monitoring team that the delay in the child getting 
new glasses was because an appointment could not be secured with an optometrist during this three-month period. 
DHHS did not identify any other efforts made to ensure the child obtained the needed eyeglasses over the three-
month period. 
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other to engage in oral sex. A licensing violation was issued as the facility’s internal 
supervision policy was not followed, and both children had histories of being victims of 
sexual abuse. DCWL imposed a CAP. CI transferred this referral to law enforcement and 
DCWL. However, a CPS-MIC investigation was not conducted. 

• A youth (age 9 and a temporary court ward) was getting water from a fountain before 
dinner. A resident and a staff person observed another staff person as she put her hands 
around the child’s neck and pulled him away from the water fountain. It appeared she 
was choking him when she grabbed the child by the neck. CI transferred this referral to 
the ongoing foster care worker and DCWL. However, a CPS-MIC investigation was not 
conducted.   

• A child (age unknown) was refusing to come out of the bathroom while being antagonized 
verbally by a staff person. When the youth did exit the bathroom, the staff person pushed 
the youth. Video footage established that the staff person pushed the youth three times, 
with one of the pushes resulting in the youth falling to the ground. DCWL established a 
licensing violation and imposed a CAP. These allegations were not referred to CI and a 
CPS-MIC investigation was not conducted. 

• A staff person witnessed another staff person arguing, cursing at, and threatening to beat 
a youth (age 16 and a temporary court ward). This staff person had to be physically held 
back from the youth and removed from the unit. The staff person later admitted that she 
had threatened to put her hands on the youth and was terminated from employment.   

In addition to the 178 special investigations, corresponding CPS referrals, and CPS-MIC 
investigations, the monitoring team also reviewed CAPs and CAP follow-up documentation 
provided by DHHS relevant to the investigations where licensing violations were established. As 
with the last several periods of reported CCI monitoring by DHHS, during this period the 
monitoring team continued to find that CAP content and follow-up were often inadequate. CAP 
implementation was often delayed, ineffective, deficient or non-existent; lacked specificity, 
clarity, and substance; and did not remediate risk to children. Frequently repeat violations of a 
serious nature, such as physical force, improper restraints causing injuries, ineffective 
intervention for youth with suicidality, and improper supervision, often by the same staff 
persons, recurred despite the CAPs. In numerous instances, there was no evidence that previous 
CAPs for repeat child safety violations were analyzed and revamped, even after identified risks 
to children’s safety persisted. Often CAP verification only consisted of staff interviews, rather 
than documentation review to ensure that CAP provisions actually were implemented. 
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Examples of issues with CAPs include:  

• The confirmed violations related to a special investigation included: staff allowing youth 
to beat up another youth; a lack of staff supervision, qualification, and response to 
violence against a child; and failure to engage in mandated reporting of abuse and 
neglect. The complaint was received on March 3, 2023. The licensing violation letter was 
dated May 30, 2023, and the CAP was not submitted until August 2, 2023. During an on-
site visit on October 11, 2023, the consultant found that the vast majority of the CAP had 
not been implemented, despite the facility being recommended for a first provisional 
license in June 2023.18   

• DHHS established violations at a restraint-free facility in February and March regarding 
staff restraining youth. A staff person used a restraint on a youth 12 days after signing 
acknowledgements of the facility's hands-free policy and crisis intervention/de-escalation 
policy, as a result of CAPs for the previous violations. There was no documentation of 
employee discipline for the failure to comply with the policies he acknowledged less than 
two weeks before the incident.  

• A staff person threw a youth to the ground and pushed him after he was back on his feet. 
Evidence also showed that the youth was restrained in a prone position that was 
prohibited since 2021. This facility had four prior violations for using prone restraints. The 
CAP generally identified providing more opportunities for staff engagement in the 
practice of proper floor restraint protocol. The CAP lacked a concrete and effective plan 
for preventing the repetitive prone restraints. The CAP also lacked documentation of any 
disciplinary measures and specific follow-up with the staff person who threw the youth 
to the ground.  

• A CCI staff person was terminated from employment for failing to provide proper care 
and supervision. This involved transporting a youth to a store when this was not the plan, 
failing to supervise the youth adequately in the store, and not conducting a pocket check 
of the youth upon return to the facility. These failures resulted in the youth stealing and 
consuming alcohol and bringing it back to the facility. The required CAP follow-up was to 
include verification that the staff person was terminated. Additional CAP components 
included: a change to the shift checklist; an updated protocol for pocket check 
expectations that were to be included in the program manual; and verified staff training 
on the changes. However, CAP follow-up documentation did not include any of these 

 
18  Upon receipt of the draft of this report, DHHS indicated to the monitoring team that DCWL confirmed 
implementation of the CAP on December 12, 2023, nine months after the allegations were referred to DCWL. The 
Department indicated that DHHS policy allows for six months to implement a CAP after it has been approved. 
However, the approved CAP indicates that all uncompleted tasks had an implementation date of August 15, 2023.  
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additional components of the CAP. The CAP also did not include any action related to 
refresher training on supervision expectations when staff were off-site with youth.19 

Child Placing Agencies (CPAs) 

DHHS reported that during MISEP 24 there were 45 CPA inspections, which included 19 interim 
and 26 biennial renewal inspections. Two contracted agencies were in substantial compliance 
with applicable statutes, licensing rules, contract regulations, and MISEP requirements, while 43 
agencies required CAPs due to a total of 288 established violations. One CPA was issued a first 
provisional license. There were no CPA closings during the period.  

As indicated above, DCWL field analysts conduct annual home visits to assess safety and service 
provision within licensed foster homes, as well as unlicensed relative homes supervised by 
agencies with interim and renewal inspections. According to DHHS, DCWL field analysts visited a 
random sample of licensed foster homes and unlicensed relatives associated with 38 of the 45 
contracted CPAs scheduled for a renewal or interim inspection during MISEP 24. Seven of the 
agencies did not supervise any foster or unlicensed relative homes. 

DCWL field analyst reports indicate that 117 foster homes and 99 unlicensed relative homes were 
visited during MISEP 24 for a total of 216 home visits. DCWL issued 35 safety alerts20 for urgent 
or critical concerns in 20 unlicensed relative homes and 15 regular foster homes. Safety issues 
included: inoperable smoke or carbon monoxide detectors; standing water in a basement; 
bedbug infestation; individuals sleeping in basements without proper egress; caregivers 
admitting to using corporal punishment; a caregiver and baby sleeping in a utility room; 
unsecured gun ammunition; the refusal of visits/walkthroughs by both licensed foster parents 
and unlicensed relatives; dog feces in a bedroom and basement; and a roof and ceiling in 
disrepair. Follow-up to the safety alerts was noted on the safety alert forms and in the annual 
agency inspection reports.  

The MISEP requires that the field analysts visit a certain number of each CPA’s foster homes, 
relative to the total number of homes supervised by the agency. CPAs with fewer than 50 homes 
are required to have at least three licensed foster homes visited, and those agencies with 50 or 
more licensed homes are required to have five percent of those foster homes visited. Reports 
provided by DHHS indicated that one agency with fewer than 50 homes had only one home 

 
19  Upon receipt of the draft of this report, DHHS indicated to the monitoring team that DCWL fully verified 
implementation of the CAP. However, the documentation provided to the monitoring team only indicates that DCWL 
verified termination of the employee and not implementation of the other CAP provisions. 
20 DHHS reported that 32 safety alerts were issued during the period, but the monitoring team found that 35 safety 
alerts were issued.  
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visited by the analyst rather than the required three homes. Therefore, DHHS did not meet the 
requirement for this commitment during this period.   

DHHS reported that during MISEP 24 licensing consultants conducted 49 special investigations 
involving 31 contracted CPAs. The investigations involved 72 allegations of non-compliance 
related to rule, policy, contract, and MISEP requirements. DHHS determined in 27 (55.1 percent) 
of the special investigations that CPAs were in substantial compliance, and therefore a CAP was 
not required. Twenty-two (44.9 percent) of the 49 special investigations resulted in non-
compliance findings that required CAPs, with 31 (43.1 percent) of the 72 allegations resulting in 
established violations. The monitoring team reviewed all 49 CPA special investigations.21  

DHHS reported that during MISEP 24 private agencies conducted 372 foster home special 
evaluations. These are investigations conducted by the supervising agency when an allegation is 
made regarding a foster home in their network. The monitoring team reviewed 96 of these 
special evaluations. Thirty-eight of the 96 special evaluations were referred and accepted for MIC 
investigations. Twenty-eight MIC investigations resulted in an unsubstantiated disposition, and 
ten investigations resulted in a substantiated disposition. Forty-one of the 96 special evaluations 
resulted in established licensing violations. Twenty-eight of the 41 Special Evaluations with 
violations required CAPs. Thirteen of the Special Evaluations were not required or allowed to 
have CAPs due to the voluntary closure of four homes and nine licensure revocation 
recommendations. Concerns regarding licensed foster homes noted by the monitoring team in 
reviewing the special evaluations included the following:  

• A foster parent bit a child (age 13) after the child was upset, tried to run away from the 
foster home, and had bitten the foster parent. The child was treated at the emergency 
room and was found to have bite marks on her neck. The child stated that the caregiver 
held her down until she could barely breathe. She bit the foster parent to get her off of 
her and the foster parent responded by biting her back. The CPS investigation 
substantiated the caregiver for physical abuse, but the home has an active license through 
October 3, 2026.   

• The foster home was alleged to be filthy with flies and trash everywhere, food left out all 
day, and broken glass and a knife in the backyard accessible to the children. Upon 
investigation, the home was observed to be in disarray. The house smelled of cat urine, 

 
21 Examples of established violations from these 49 licensing investigations include: an agency left five children for 
three months in a home that lacked electricity, had broken windows, bug infestation, insufficient beds, no carbon 
monoxide detectors, and water leaks; an agency did not provide for the necessary medical and nutritional needs of 
a youth with diabetes resulting in the youth being hospitalized and agency staff were substantiated for medical 
neglect; a lack of required supervision allowed youth in an independent living facility to drink alcohol and become 
intoxicated; and an agency delayed reporting for eight days a potential sexual abuse incident to CI.  
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there was broken glass and broken furniture on the back porch, and the inside of the 
home was "not maintained in a manner appropriate or in compliance with the Licensing 
Rule." This was a repeat violation, and a first provisional license was issued. This home 
had 17 special evaluations between 2016 and 2023. A child placed in 2017 remained in 
this home as of May 13, 2024. 

• A two-year-old child with developmental delays was allegedly being left in her crib for 
hours at a time without physical stimulation. She was previously pulling herself up but 
had regressed. When the home was visited, the child was observed to have delays, but 
the foster parent stated that she was getting services to help her reach her potential, 
although she admitted missing a few Early On medical appointments. When a review of 
appointment compliance occurred, it was found that in service year 2021-2022, 15 out of 
33 appointment hours were missed, and 12 out of 19 appointment hours were missed 
during service year 2022-2023. The foster mother was issued a CAP requiring her to watch 
a video on the importance of Early On services and then to discuss it with the caseworker. 

• A child (age 13) with hyperthyroidism had not received her medication for more than six 
months. She was experiencing hair loss and having trouble swallowing, precipitating a 
visit to the emergency room. The foster mother had not taken the child for her last two 
endocrinologist appointments. The CPS investigation substantiated the foster mother for 
medical neglect, however she was not placed on Central Registry. The child remained in 
the home with a CAP, including requiring the foster mother to keep medication logs and 
participate in three hours of training.  

• The foster parent gave a child (age 13) a backup cell phone, despite signing numerous 
agency safety plans stating that the child was not to have one. The foster mother also 
took the child to a tattoo parlor to buy a needle for piercing her nose and belly button 
and bought her vapes. Additionally, she took the child to a family celebration, in violation 
of the safety plan. The foster parent admitted to buying the child a needle to pierce her 
belly button and nose, and stated she was unaware she needed agency permission. The 
child’s safety plan included that sharp objects were to be locked. The foster parent stated 
the child was given vapes and a blunt at the unauthorized family gathering she attended. 
She admitted to buying vapes for the child, saying they were non-nicotine and that her 
goal was to trade them for the nicotine vape the child was given by her biological family. 
The CAP required the foster parent to complete training on parenting teens and those 
with trauma. The CPS investigation substantiated the foster parent for improper 
supervision, but she was not placed on Central Registry. The child was removed from the 
home, but as of May 13, 2024, the home was listed in the CWLM as active through 
December 21, 2024. 
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Quality Service Reviews 

DHHS continues to implement the QSR process to provide a probative review of case practice in 
a selection of cases, surfacing strengths as well as opportunities for improvement in how children 
and their families benefit from services. Each review focuses on an identified county or counties 
and includes in-depth case reviews, as well as focus groups and surveys.  

The parties agreed that performance for two commitments would be measured through QSR 
case reviews. The first commitment is Assessments and Service Plans, Content (6.19). The 
performance standard for this commitment is 83 percent.22 The second commitment is Provision 
of Services (6.20). The performance standard for this commitment is 83 percent. 

During MISEP 24, DHHS conducted blended CFSR/QSR reviews in Business Service Centers (BSC) 
1, 2, and 3. The monitoring team participated in the blended reviews in BSC 1 in April 2023, 
participating in case reviews, panel discussions, and case scoring. 

DHHS chose a randomly selected sample of open cases for review during each CFSR/QSR. Cases 
were graded on 21 indicators covering different areas of case practice and the status of the child 
and family. Information was obtained through in-depth interviews with case participants 
including the child, parents or legal guardians, current caregiver, caseworker, teacher, therapist, 
service providers, and others with a significant role in the child’s or family’s life. A six-point rating 
scale was used to determine whether performance on a given indicator was acceptable. Any 
indicator scored at four or higher was determined acceptable, while any indicator scored at three 
or lower was determined to be unacceptable.  

Assessments, Service Plans, and Provision of Services (6.19, 6.20) 

DHHS agreed to develop a comprehensive written assessment of a family’s strengths and needs, 
designed to inform decision-making about services and permanency planning. The plans must be 
signed by the child’s caseworker, the caseworker’s supervisor, the parents, and the child, if age 
appropriate. If a parent or child is unavailable or declines to sign the service plan, DHHS must 
identify steps to secure their participation in accepting services.  

The written service plan must include: 

• A child’s assigned permanency goal; 

 
22 On September 6, 2022, a Stipulated Order was issued which amends the Designated Performance Standard for 
Section 6.19 from 90 percent to 83 percent and the Floor Performance Standard from 85 percent to 80 percent. 
These amended performance standards are retroactive to June 27, 2019, the day the MISEP was filed. 
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• Steps that DHHS, CPAs when applicable, other service providers, parents, and foster 
parents will take together to address the issues that led to the child’s placement in foster 
care and that must be resolved to achieve permanency; 

• Services that will be provided to children, parents, and foster parents, including who will 
provide the services and when they will be initiated; 

• Actions that caseworkers will take to help children, parents, and foster parents connect 
to, engage with, and make good use of services; and 

• Objectives that are attainable and measurable, with expected timeframes for 
achievement. 

DHHS reviewed 10 children’s cases, with 28 applicable items relevant to this commitment during 
MISEP 24. Of the 28 applicable items, DHHS reported that 23 (82.1 percent) were rated as having 
acceptable assessments and service plans, just missing the performance standard of 83 percent 
for this commitment. 

Furthermore, DHHS agreed that the services identified in service plans will be made available in 
a timely and appropriate manner and to monitor services to ensure that they have the intended 
effect. DHHS also agreed to identify appropriate, accessible, and individually compatible services; 
assist with transportation; and identify and resolve barriers that may impede children, parents, 
and foster parents from making effective use of services. Finally, DHHS committed to amending 
service plans when services are not provided or do not appear to be effective. 

DHHS reviewed 10 children’s cases, with 28 applicable items relevant to this commitment during 
MISEP 24. Of the 28 applicable items, DHHS reported that 17 (60.7 percent) were rated as 
acceptable for provision of services, below the 83 percent performance standard for this 
commitment. 

Permanency 

Developing Placement Resources for Children 

Foster Home Array (6.4) 

In the MISEP, DHHS committed to maintain a sufficient number and array of homes capable of 
serving the needs of the foster care population, including a sufficient number of available 
licensed placements within the child’s home community for adolescents, sibling groups, and 
children with disabilities. DHHS agreed to develop for each county and statewide an annual 
recruitment and retention plan, in consultation with the Monitors and experts in the field, which 
is subject to approval by the Monitors. DHHS committed to implement the plan, with interim 
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timelines, benchmarks, and final targets, to be measured by the Monitors based on DHHS’ good 
faith efforts to meet the final targets set forth in the plan. 

DHHS’ Adoption and Foster Home Recruitment and Retention plans cover the state fiscal year 
(SFY) running from October 1st to September 30th each year. This report covers DHHS’ 
recruitment efforts for the first nine months of the SFY 2023 recruitment cycle, from October 1, 
2022, to June 30, 2023. DHHS’ efforts to achieve the final targets for SFY 2023 will be evaluated 
at the end of the fiscal year. 

For SFY 2023 DHHS agreed to license 902 new non-relative homes. During the first nine months 
of SFY 2023, DHHS licensed 538 new unrelated homes, 60 percent of the SFY 2023 non-relative 
licensing goal. During that same period, 887 unrelated foster homes were closed, for a net loss 
of 349 homes, although the population of children in custody remained relatively stable during 
this period. On December 31, 2022, the child custody population was 9,195 and on June 30, 2023, 
the child custody population was 9,138. 

For the special populations of children, DHHS agreed to license 641 foster homes willing to accept 
adolescent placements. DHHS licensed 195 adolescent homes during the first nine months of SFY 
2023, 30 percent of the target for the year. The SFY 2023 target for siblings was 563 new homes 
and DHHS licensed 303 sibling homes, 54 percent of the target. Finally, DHHS committed to 
license 110 homes for children with disabilities. DHHS licensed 385 homes exceeding the target 
in the first nine months of SFY 2023. DHHS was unable to provide home closures data for the 
special populations from November 2022 to March 2023, following the agency’s conversion to 
the Child Welfare Licensing Module (CWLM) in October 2022. Therefore, the monitoring team 
was unable to determine the net gains or losses for the special populations during the period.  

When assessing the adequacy of DHHS’ array of foster home available to accept placements, the 
Monitors take into consideration as indicators of foster home sufficiency, the agency’s 
performance regarding other MISEP commitments.  

To understand the reasons for the net loss of foster homes, DHHS reported that it surveyed 
families who closed their foster homes during SFY 2023. Two hundred eighty-two families 
responded to the survey answering questions regarding the general reasons for home closure, 
challenges experienced during fostering, and needed supports that would have been beneficial 
prior to home closure. The survey results have provided useful information for DHHS to consider 
as it implements strategies to begin to mitigate the loss of homes the agency continues to need. 
As examples, the survey results identify the top three reasons for home closure as adoption of a 
child, burnout/frustration, and stress. Families identified the primary challenges to fostering 
children as challenging child behaviors, court challenges, and visitation. The three needed 
supports most identified were assistance with children’s behaviors, assistance and better 
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communication from the agency/agency worker, and respite services. The Monitors will report 
on DHHS’ efforts to utilize this information as it implements targeted and systemic retention 
strategies in SFY 2023 and into SFY 2024.  

Relative Foster Parents (6.10.a) 

When children are placed in out-of-home care, preference must be given to placement with a 
relative. DHHS committed to ensuring that safety assessments, safety planning (when 
appropriate), and background checks occur for all non-licensed homes. The MISEP relative 
commitments are particularly important to child safety as 50 percent of children in DHHS custody 
were living with relatives at the conclusion of MISEP 24. In the MISEP, DHHS committed to ensure 
that: 

• Prior to a child’s placement, DHHS will visit with relatives to determine if it is safe; 

• Law enforcement and Central Registry background checks for all adults living in the home 
will be completed within 72 hours of placement; and 

• A home study will be completed within 30 days of placement to determine whether the 
placement is safe and appropriate.  

The parties agreed the Monitors will conduct an independent qualitative review each period to 
measure DHHS’ performance for this commitment. The designated performance standard is 95 
percent.  

For MISEP 24, the monitoring team reviewed a random sample of 64 unlicensed relative homes. 
The monitoring team determined the performance was achieved overall in 46 cases (71.9 
percent) and was not achieved in 18 cases (28.1 percent). For two of the 18 cases, there was 
insufficient evidence to validate the timely completion of background checks. For each of the 
individual safety requirements, DHHS’ performance was as follows: 

• An initial home safety visit prior to placement was completed for 62 homes (96.9 percent). 

• Law enforcement checks were completed for caregivers within 72 hours of placement for 
60 homes (93.7 percent). 

• Central Registry checks were completed for caregivers within 72 hours of placement for 
59 homes (92.2 percent). 

• Twenty homes had additional adult household members. Law enforcement background 
checks were completed timely for 19 homes (95.0 percent) and Central Registry checks 
were completed timely for 18 homes (90.0 percent).  
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• Michigan policy requires that all caregivers and adult household members must have their 
names and addresses searched on the Michigan Public Sex Offender Registry. The 
monitoring team was able to find evidence that this background check was completed for 
58 (90.6 percent) of the homes.  

• A home study was completed within 30 days for 53 relative placements (82.8 percent). 

DHHS did not meet the designated standard of 95 percent. Additional reasons why cases did not 
meet the standard include: 

• In three cases background checks were completed late, more than 72 hours after the 
initial placement.  

• Two homes did not meet the performance requirements due to improper weapon 
storage. 

• Two cases required a Placement Exception Request (PER) approval, which was not 
completed.23 When a PER is required, the DHHS caseworker must complete the PER and 
route it to the supervisor for review, who is then expected to route it to the DHHS county 
director for review and approval.  

o A PER was required due to more than five children living in the home. A sixth child 
was placed on February 1, 2023, and the PER still reads “in progress” as of March 
18, 2024.  

o A PER was required due to more than three foster children living in the home. Four 
children were placed on March 2, 2023, and the PER still reads “in progress” as of 
March 18, 2024. The children were removed on December 21, 2023. 

Relative Foster Parents (6.10.b) 

The MISEP requires that a relative placement home study, including all clearances, must be 
completed, and approved annually24 for unlicensed caregivers to ensure the safety of children 
placed in relative homes. An approved relative home study is valid for one year. This commitment 
is measured through an independent qualitative review conducted by the Monitors with a 
designated performance standard of 95 percent.  

For this commitment, the monitoring team reviewed a random sample of 64 unlicensed relative 
homes due for a renewal home study. The monitoring team found that 40 homes (62.5 percent) 

 
23 In these two cases neither a timely verbal nor written approval was documented in MiSACWIS. DHHS Policy FOM 
722-03E requires a minimum of a verbal approval prior to placement with documentation and approval within the 
electronic case management record completed within 30 calendar days from the date of verbal approval.  
24 Annually is defined as within 365 days of the last relative home study. The supervisor must review and approve 
the DHS-3130A within 14 calendar days after the date it was completed. 
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notwithstanding efforts to place the group together. The Stipulated Order Amending the MISEP 
specifies that this commitment shall become eligible to immediately exit the MISEP and the 
Court’s jurisdiction after two consecutive periods of positive trending in validated performance 
from the baseline measure reported in the Court Monitors’ report for MISEP Period 23. DHHS 
provided data to the monitoring team indicating there were 396 sibling groups whose members 
entered foster care within 30 days of each other during MISEP 24. Of these 396 sibling groups, 
320 (80.8 percent) were either placed together or had a timely approval for an allowable 
exception. This represents a 2.4 percent increase from the MISEP 23 baseline performance of 
78.4 percent. 

The commitment also requires that when siblings are separated at any time except for any of the 
aforementioned reasons, the case manager shall make immediate efforts to locate or recruit a 
family in whose home the siblings can be reunited. Efforts to place siblings together are to be 
documented and maintained in the case file and reassessed quarterly. The parties agreed that 
the monitoring team would conduct an independent qualitative review to measure performance 
for this commitment.  

For MISEP 24, the monitoring team reviewed 32 children’s case records subject to this provision 
and found that DHHS met the terms of the commitment in 20 cases (62.5 percent), below the 
designated performance standard of 90 percent.  

Emergency or Temporary Facilities, Length of Stay (6.8) 

DHHS is required to ensure children shall not remain in emergency or temporary facilities, 
including shelter care, for a period lasting more than 30 days unless exceptional circumstances 
exist. DHHS committed that no child shall remain in an emergency or temporary facility for a 
period lasting more than 60 days with no exceptions. The agreed-upon performance standard for 
this commitment is 95 percent. DHHS served 11,070 children during MISEP 24, and 68 (0.6 
percent) were placed in emergency or temporary facilities. Of these 68 children, 48 (70.6 percent) 
were placed within the length of stay parameters. DHHS did not meet the performance standard 
during MISEP 24.  

Emergency or Temporary Facilities, Repeated Placement (6.9) 

The MISEP requires that no child be placed in an emergency or temporary facility more than one 
time in a 12-month period unless exceptional circumstances exist. Children under 15 years of age 
experiencing a subsequent emergency or temporary facility placement within a 12-month period 
may not remain in such a placement for more than seven days. Children 15 years of age or older 
experiencing a subsequent emergency or temporary facility placement within a 12-month period 
may not remain in such a placement for more than 30 days. During the reporting period, 29 
children experienced subsequent stays in shelter care, of which six placement episodes (20.7 
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Parent-Child Visitation (6.23) 

When reunification is a child’s permanency goal, parents and children will visit at least twice each 
month. Exceptions to this requirement are made if a court orders less frequent visits, the parents 
are not attending visits despite DHHS taking adequate steps to ensure the parents’ ability to visit, 
one or both parents cannot attend the visits due to exigent circumstances such as hospitalization 
or incarceration, or the child is above the age of 16 and refuses such visits. The designated 
performance standard is 85 percent. 

Of the 28,374 parent-child visits required during MISEP 24, DHHS completed 18,716 (66.0 
percent) timely. DHHS did not meet the designated performance standard during the period.  

Sibling Visitation (6.24) 

For children in foster care who have siblings in custody with whom they are not placed, DHHS 
shall ensure they have at least monthly visits with their siblings. Exceptions to this requirement 
can be made if the visit may be harmful to one or more of the siblings, the sibling is placed out 
of state in compliance with the Interstate Compact on Placement of Children, the distance 
between the child’s placements is more than 50 miles and the child is placed with a relative, or 
one of the siblings is above the age of 16 and refuses to visit. The designated performance 
standard is 85 percent. 

Of the 13,569 sibling visits required during MISEP 24, DHHS completed 10,612 (78.2 percent) 
timely. DHHS did not meet the designated performance standard during the period.  

Child Well-Being 

Health and Mental Health  

Medical and Mental Health Examinations for Children (6.25) 

DHHS committed in the MISEP that at least 85 percent of children shall have an initial medical 
and mental health examination within 30 days of the child’s entry into foster care and that at 
least 95 percent of children shall have an initial medical and mental health examination within 
45 days of the child’s entry into foster care. 

During MISEP 24, DHHS completed 1,492 (80.9 percent) of 1,845 required initial medical and 
mental health exams within 30 days of a child’s entry into care. Additionally, DHHS completed 
1,604 (87.1 percent) of 1,841 required initial medical and mental health exams within 45 days of 
a child’s entry into care. DHHS did not meet the performance standard for this commitment.  
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Dental Care for Children (6.26) 

DHHS committed in the MISEP that at least 90 percent of children shall have an initial dental 
examination within 90 days of the child’s entry into care unless the child had an exam within six 
months prior to placement or the child is less than four years of age.  

During the period under review, 744 (72.4 percent) of 1,027 required initial dental exams were 
completed timely for children in DHHS custody. DHHS did not meet the performance standard of 
90 percent for this commitment.  

Ongoing Healthcare for Children (6.29) 

DHHS committed in the MISEP that following an initial medical, dental, or mental health 
examination, at least 95 percent of children shall receive periodic and ongoing medical, dental, 
and mental health examinations and screenings, according to the guidelines set forth by the AAP. 
Performance for this commitment was calculated for each medical type: medical well-child visits 
for children aged three and younger, annual physicals for children older than three, and semi-
annual dental exams.  

During MISEP 24, DHHS completed 2,557 (69.4 percent) of 3,687 medical well-child visits timely, 
3,630 (85.0 percent) of 4,273 annual physicals timely, and 5,096 (75.0 percent) of 6,795 
semiannual dental exams timely. DHHS did not meet the performance standard of 95 percent for 
any component of this commitment. 

Child Case File, Medical and Psychological (6.30) 

The MISEP requires that DHHS will ensure that: 

• Children’s health records are up to date and included in the case file. Health records 
include the names and addresses of the child’s health care providers, a record of the 
child’s immunizations, the child’s known medical problems, the child’s medications, and 
any other relevant health information; 

• The case plan addresses the issue of health and dental care needs; and 

• Foster parents or foster care providers are provided with the child’s health care records. 

The Stipulated Order Amending the MISEP specifies that the designated performance standard 
for this commitment shall be reduced to 90 percent and the provisions shall become eligible to 
immediately exit the MISEP and the Court’s jurisdiction after two consecutive periods of 
compliance with the modified designated performance standard. DHHS’ MISEP 24 performance 
on each of the three components of the child’s medical and psychological case files is charted 
below. To measure performance, DHHS reviewed 32 foster care cases utilizing CSFR Item 17 
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Psychotropic Medication, Documentation (6.34) 

Under the MISEP, DHHS must ensure that: 

• A child is seen regularly by a physician to monitor the effectiveness of the medication, 
assess any side effects and/or health implications, consider any changes needed to 
dosage or medication type and determine whether medication is still necessary and/or 
whether other treatment options would be more appropriate;  

• DHHS shall regularly follow up with foster parents/caregivers about administering 
medications appropriately and about the child’s experience with the medication(s), 
including any side effects; and 

• DHHS shall follow any additional state protocols that may be in place and related to the 
appropriate use and monitoring of medications.  

Evidence of these actions should be documented in the child’s case record. The parties agreed 
that performance for this commitment would be measured through an independent qualitative 
review conducted by the monitoring team.  

The population for review was comprised of children in DHHS custody who were prescribed 
psychotropic medication during the period under review. Consistent with the parameters the 
parties approved, the monitoring team reviewed a random sample of cases, stratified by county, 
to determine performance. The designated performance standard for this commitment is 97 
percent. 

For MISEP 24, the monitoring team randomly selected a sample of 66 cases from a total 
population of 2,209 children. The monitoring team found 23 cases (34.8 percent) met the terms 
of this commitment and 43 cases (65.2 percent) did not meet the terms of this commitment. 
DHHS did not meet the designated performance standard of 97 percent for the period. 

Youth Transitioning to Adulthood 

Achieving Permanency  

Support for Youth Transitioning to Adulthood, Permanency (6.37) 

The MISEP requires DHHS to continue to implement policies and provide services to support the 
rate of older youth achieving permanency. The parties agreed that this commitment would be 
measured by examining the outcomes of all older youth who exit foster care during the 
monitoring period and comparing rates of exits to permanency and rates of exits to 
emancipation. For purposes of this commitment, older youth is defined as youth aged 15 or older 

Case 2:06-cv-13548-NGE-DAS   ECF No. 358, PageID.9957   Filed 06/27/24   Page 43 of 76



 

42 
 

with a permanency goal of reunification, guardianship, adoption, or APPLA. The Stipulated Order 
Amending the MISEP specifies that this commitment shall become eligible to immediately exit 
the MISEP and the Court’s jurisdiction after one period of positive trending in validated 
performance from the baseline measure reported in the Court Monitors’ report for MISEP Period 
23.  

During the period, 400 youth who were 15 years and older exited foster care. Of those, 187 (46.8 
percent) were discharged with an exit type of reunification, adoption, or guardianship. This 
represents a 1.4 percent increase in performance from the MISEP 23 baseline performance of 
45.4 percent. Per the Stipulated Order, positive trending during this period makes this 
commitment eligible for immediate exit.  
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Appendix A. Stipulated Order Amending the Modified Implementation, Sustainability and Exit 
Plan (MISEP) 
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Appendix D. MIC Data Report, October 2023 
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