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Illinois Office of the Auditor General 

PERFORMANCE AUDIT OF DCFS INVESTIGATIONS OF ABUSE AND NEGLECT 

 
On May 7, 2019, the Illinois Office of the Auditor General 
issued a performance audit of the Illinois Department of 
Children and Family Services (DCFS or the Department) 
Investigations of Abuse and Neglect. (Attachment A) 

The audit was conducted pursuant to House Resolution 
Number 418 which specifically required the audit to 
include a review of abuse and neglect investigations 
conducted by the Department in FY15, FY16, and FY17. 

OVERVIEW OF REPORT’S CONCLUSIONS AND 
POTENTIAL FOR SIGNIFICANT IMPACT 

When the audit began, the potential for significant impact 
was extremely high. During 2017, there were several high 
profile child abuse and neglect cases in which children 
died shortly after the Department closed investigations 
into their alleged mistreatment, as well as the case of a 
17-month-old who was found deceased in Joliet Township 
after prior Department probes into alleged mistreatment. 
There were also other news/media reports that 
Department investigators were overwhelmed by high 
caseloads and were being pressured to quickly close cases, 
even when they had not performed basic tasks such as 
contacting police and doctors. 

Background: DCFS is mandated to investigate allegations 
of child abuse or neglect. The Department receives 
reports of alleged abuse or neglect through a 24-hour 
child abuse hotline. Once assigned to an investigator, 
contact must be initiated with the alleged victim within 24 
hours. Investigations must be completed within 60 days. 
Through a consent decree, case assignments for each 
investigator are limited to no more than 12 new abuse or 
neglect investigations per month during nine months of a 
calendar year and no more than 15 in the other three 
months of the year. 

The audit reported the following: 

 The number of abuse and neglect investigations 
increased 10.8 percent from FY15 to FY17 with a 
notable 16.0 percent spike in FY16. 

 The 24-hour child abuse hotline for reporting 
allegations of abuse and neglect was unable to handle 
the volume of calls resulting in nearly 56 percent of 
calls going unanswered and requiring a call back 
during FY17. 

 The increase in investigations caused investigator 
caseloads to exceed required limits; 78.7 percent of 
investigators had at least one month during the audit 
period in which they received more than 15 new 
assignments. 

 The Department did not always follow procedures in 
conducting investigations. 

 Timeliness of investigations also declined during the 
audit with 12.4 percent of investigations not being 
completed within the required 60 days in FY17. 

 For 65.3 percent of indicated investigations sampled 
(meaning there was credible evidence that the 
allegation occurred), there was a lack of 
documentation regarding whether any services were 
received by the families involved. 

 The Department did not document that Intact Family 
Services were discussed and offered to all families 
with indicated investigation findings as is required by 
Department procedures. 

 The Department had significant issues producing 
accurate reports on child abuse and neglect 
investigations statistics during the audit period and 
while we were conducting the audit. These issues 
were caused primarily by inadequate and antiquated 
information systems. However, we also identified 
concerns with the quality of the data contained in the 
Department’s primary information system, the 
Statewide Automated Child Welfare Information 
System (SACWIS). 

 Auditors conducted an analysis of death victims to 
look for any with prior abuse/neglect investigations 
that were conducted during FY15-FY17; 102 victims 
(15.5%) had prior investigations. 

The audit report contained a total of 13 recommendations 
to the Department. 

FOCUS OF RECOMMENDATIONS ON EFFECTIVE 
AND EFFICIENT GOVERNMENT 

As directed by the Resolution, the audit examined abuse 
and neglect investigations conducted by the Department. 
As such, the audit identified specific areas where 
efficiencies could be improved including: 

 Improving the quality of the data in the child abuse 
and neglect information systems and statistical 
reports. 

 Developing written procedures for hotline call backs 
and increasing the utilization of online reporting. 

 Ensuring that critical investigations timeframes are 
completed in accordance with procedures. 

 Ensuring investigator assignments are in compliance 
with the consent decree. 

Implementing the recommendations in the report would 
lead to better overall monitoring of the investigative 
process which could ultimately save lives of abused and 
neglected children. 
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PERSUASIVENESS OF CONCLUSIONS, 
USEFULNESS, AND ACTION PRODUCED 

The persuasiveness of the audit’s conclusions, usefulness 
of the report, and actions produced can best be 
demonstrated by the impact it had on the three primary 
users of our audit reports. 

ILLINOIS GENERAL ASSEMBLY: Following the release of 
the audit, members of the legislature held hearings to 
discuss the audit, asked for further reviews, and passed 
legislation related to the findings.  

The day the audit was released, led by Representative Sara 
Feigenholtz, a group of more than a dozen members of the 
House and Senate held a press conference discussing the 
results of the audit and announcing the formation of a 
child-welfare reform caucus. (Attachment G – media clip 
#1) 

The Illinois House of Representatives’ Adoption and Child 
Welfare Committee held a hearing on May 8, 2019, the 
day after the audit was released, and directed questions 
to the Department regarding the audit. (Attachment B) 

On May 22, 2019, approximately two weeks following the 
release of the audit, auditors met with a legislative 
workgroup. The workgroup included five members of the 
House and six members of the Senate. At the meeting, 
auditors provided a presentation of the audit and 
answered member’s questions. (Attachment C) 

After the release of the audit, which highlighted issues 
with the child abuse hotline, State Senator Julie Morrison 
requested a review of the hotline. The Department 
contracted with the University of Illinois’ Children & 
Family Research Center to conduct the review. The report 
was released in November 2019 and included 11 
recommendations to the Department. 

On July 21, 2020, the Legislative Audit Commission, a 
bipartisan commission of House and Senate members, 
reviewed the audit at a public hearing. Both our Office and 
the Department appeared to answer questions from the 
legislative members. 

Two pieces of legislation were passed related to findings 
in the audit:  

 Public Act 101-0237, effective January 1, 2020, 
requires completion of a home safety checklist within 
24 hours of a child being returned home to the 
custody of his or her parents and aftercare services be 
provided for a minimum of six months after the child 
is returned home. In addition, when a report is made 
by a mandated reporter to the hotline and there is a 
prior indicated report of abuse or neglect, or there is 
a prior open service case involving any member of the 
household, the Department must, at a minimum, 
accept the report as a child welfare services referral. 

The Public Act also required a performance audit by 
our Office to commence one year following the Act’s 
effective date to assess if the new requirements are 
being met. (Attachment D) 

 Public Act 101-0528, effective August 23, 2019, 
requires a system for checking 5 percent of cases 
were allegations were not substantiated to 
determine if the investigation was conducted in 
accordance with the Department’s rules and 
procedures and that the final intended finding is 
consistent with the goal of protecting the health, 
safety, and best interests of the child in all situations. 
The Public Act also requires a review of indicated 
cases where allegations were confirmed but the 
family has declined services. (Attachment E) 

STATE AGENCY (AUDITEE): The Department generally 
agreed with the recommendations. According to updated 
responses to the audit recommendations, actions were 
taken to address all of the recommendations. The 
corrective actions taken can be found in the Legislative 
Audit Commission’s review of the audit (Attachment F). 
These actions included the following: 

 Improvements to data quality and development of a 
data dictionary. 

 Improvements to the hotline process and increased 
online reporting. 

 Development of a daily report to monitor intact 
family services. 

MEDIA AND THE PUBLIC: When the audit was first 
released, the report received extensive coverage from 
newspapers, radio, and TV from all across the State 
(Attachment G). In the initial days after release, there 
were over 25 print articles from 18 different news outlets 
covering 9 different cities along with statewide news 
organizations. In addition, there are 13 TV and radio clips 
included with our submission. 
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To the Legislative Audit Commission, the Speaker 

and Minority Leader of the House of Representatives, 

the President and Minority Leader of the Senate, the 

members of the General Assembly, and the 

Governor: 

 

 

 

 

This is our report of the Performance Audit of the Department of Children and Family 

Services Investigations of Abuse and Neglect.  

 

The audit was conducted pursuant to House Resolution Number 418.  This audit was 

conducted in accordance with generally accepted government auditing standards and the 

audit standards promulgated by the Office of the Auditor General at 74 Ill. Adm. Code 

420.310.   

 

The audit report is transmitted in conformance with Sections 3-14 and 3-15 of the Illinois 

State Auditing Act. 

 

 

 

 

 

 

 

      FRANK J. MAUTINO 

      Auditor General 

 

 

 

 

 

Springfield, Illinois 

May 2019 
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EXECUTIVE SUMMARY 

Illinois Department of Children and Family Services 

Investigations of Abuse and Neglect 

PROGRAM AUDIT 

 
Release Date: 

May 2019 

 
Audit performed in 
accordance with 

House Resolution 
Number 418 

 

House Resolution Number 418 directed the Auditor General to conduct a performance 

audit of the Department of Children and Family Services to review and assess the 

Department’s protocols for investigating reports of child abuse and neglect.  The 

resolution specifically required the audit to include a review of abuse and neglect 

investigations conducted by the Department in FY15, FY16, and FY17.   

In this audit for the three-year period FY15-FY17, we reported that: 

 The number of abuse and neglect investigations increased significantly, going from 

67,732 in FY15 to 75,037 in FY17 or 10.8 percent.  Within the three-year timeframe 

there was a notable spike in FY16 to 78,572 investigations.  The increase in 

investigations between FY15 and FY16 represents an increase of 16.0 percent.   

 The hotline is unable to take calls as they are received, resulting in call backs.  The 

number of call backs increased substantially during FY15-FY17, from 39.6 percent 

of total calls in FY15 to 55.7 percent in FY17.   

 Investigator caseloads were not in compliance with the B.H. Consent Decree.  For 

FY15-FY17, 78.7 percent of investigators (729 of 926) had at least 1 month during 

the audit period in which they received more than 15 new assignments.   

 Indication rates (the percentage of cases where there was credible evidence that the 

incident occurred) decreased during FY15-FY17, from 28.3 percent in FY15 to 24.8 

percent in FY17. 

 The Department did not always follow procedures in conducting investigations.   

 The overall timeliness of completion for investigations declined significantly over 

the three-year period FY15-FY17.  In FY15, 7.6 percent of investigations were not 

completed within 60 days.  For FY17, 12.4 percent of investigations were not 

completed within 60 days.   

 Investigators did not always accurately document that they assessed the need for 

services by completing the Level of Intervention field in the Department’s 

information system known as SACWIS.  Of indicated investigations sampled, 16 

investigations (10.7%) had no Level of Intervention listed (services recommended).  

Further, 39 indicated investigations (26.0%) had “No Service Needed” as the Level 

of Intervention.  Additionally, of the investigations sampled, for 64 (42.7%) we 

found that the Level of Intervention was inaccurate.   

 For 65.3 percent of indicated investigations sampled, there was a lack of 

documentation regarding whether any services were received by the families 
involved and the duration of those services.  The Department could not provide basic 

information for Intact Family Service cases, such as referral forms, to document that 

a formal referral for services was made.   

The audit report contains a total of 13 recommendations to the Department.     

Office of the Auditor General 
Iles Park Plaza 

740 E. Ash Street 
Springfield, IL 62703 

 
Phone: (217) 782-6046 
TTY: (888) 261-2887 

 
The full audit report is available 

on our website: 
www.auditor.illinois.gov 
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AUDIT SUMMARY AND RESULTS 

House Resolution Number 418 directed the Auditor General to conduct a 

performance audit of the Department of Children and Family Services 

(DCFS or Department) to review and assess the Department’s protocols for 

investigating reports of child abuse and neglect.  The resolution specifically 

required the audit to include a review of abuse and neglect investigations 

conducted by the Department in FY15, FY16, and FY17. 

According to data provided by the Department, for FY15-FY17 the number 

of abuse and neglect investigations increased significantly, going from 

67,732 in FY15 to 75,037 in FY17 or 10.8 percent.  Within the three-year 

timeframe, there was a notable spike in FY16 to 78,572 investigations.  The 

increase in investigations between FY15 and FY16 represents an increase of 

16.0 percent.  As is shown in Digest Exhibit 1, indication rates (the 

percentage of cases where there was credible evidence that the incident occurred) 

decreased during FY15-FY17, from 28.3 percent in FY15 to 24.8 percent in 

FY17. (pages 5-13) 

 

INVESTIGATION PROTOCOL 

The Department has established administrative rules and extensive policies 

and procedures that delineate the investigations process and protocol to be 

followed during investigations.  The protocol includes timelines to be 

followed, interviews to be conducted, forms to be completed, and 

documentation to be collected in completing investigations of child abuse 

and neglect.  However, we found that the Department did not always follow 

procedures in conducting investigations.  

For the audit period, the Department did not comply with investigator 

assignment requirements delineated in the B.H. Consent Decree.  The B.H. 

Consent Decree requires that each child protective services investigator be 

assigned no more than 12 new abuse or neglect investigations per month 

during nine months of a calendar year and during the other three months of 

the calendar year, no more than 15 new investigations per month.  Our 

analysis of primary assignments for FY15-FY17 showed that 78.7 percent of 

investigators (729 of 926) had at least 1 month during the audit period in 

which they received more than 15 new assignments.  Further, our analysis 

showed that 32 investigators averaged more than 15 case assignments per 

month for the entire three-year period.  In addition, there were 114 

investigators who did not receive assignments for all 36 months and averaged 

more than 15 assignments per month for the months worked during the 

Digest Exhibit 1 
CHILD ABUSE AND NEGLECT STATISTICS 

FY15-FY17 

 FY15 FY16 FY17 

Investigations 67,732 78,572 75,037 

Indicated Reports 19,156 18,710 18,591 

Percent Indicated 28.3% 23.8% 24.8% 

Source: OAG analysis of DCFS data as of July 27, 2018.  

The Department has 

established administrative 

rules and extensive policies 

and procedures that 

delineate the investigations 

process and protocol to be 

followed during 

investigations.   

The Department did not 

always follow procedures 

in conducting 

investigations.   

Our analysis of primary 

assignments for FY15-

FY17 showed that 78.7 

percent of investigators 

(729 of 926) had at least 1 

month during the audit 

period in which they 

received more than 15 new 

assignments. 
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period.  Digest Exhibit 2 shows that as the total number of investigators 

decreased during FY16, the higher the percent of investigators who were out 

of compliance with the B.H. Consent Decree’s maximum allowable new 

assignments of 15 new assignments.  The exhibit also shows that for 

February through April 2016 over half of all investigators were out of 

compliance.  

Digest Exhibit 2 
INVESTIGATORS WITH MORE THAN 15 NEW ASSIGNMENTS BY MONTH 

FY15-FY17 

 

      Investigators with less than 15 assignments     Investigators with more than 15 assignments 

Source: OAG analysis of DCFS data as of July 27, 2018. 

We could not document that the Department had evaluated the reliability and 

validity of the Child Endangerment Risk Assessment Protocol (CERAP) as 

required by the Children and Family Services Act (20 ILCS 505/21(e)).  The 

CERAP is a six-page safety assessment protocol designed to provide 

investigators with a mechanism for quickly assessing the potential for 

moderate to severe harm to children in the immediate or near future and for 

taking quick action to protect them.  The Department also could not provide 

specific CERAP training procedures required by statute. (pages 16-25) 

STATUS AND FINAL DETERMINATION 

Our analysis for the three-year period FY15-FY17, as of July 27, 2018, 

showed that the status for a majority of cases, 142,766 of 221,341 

investigations or 64.5 percent, was classified as expunged.  Expunged 

investigations for the period were unfounded investigations in which most 

information, including the name of the alleged perpetrator, had been hidden 

or removed from the investigation information.  An additional 78,520 

(35.5%) investigations were classified as closed.  For the remaining 55 

investigations:  

 22 were undetermined (3 cases were FY16 and 19 cases were 

FY17); 

 18 were in appeal (15 cases were FY15, 1 case was FY16, and 2 

cases were FY17); 
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 9 were purged or concealed (all were FY15 cases); 

 3 were in review (one from each fiscal year); 

 2 were in a 20-day hold (both were FY17 cases); and 

 1 was pending approval (an FY17 case). 

According to data provided by the Department, 25.5 percent of investigations 

(56,457 of 221,341) for the three-year period FY15-FY17 had a final 

determination or finding of indicated, meaning there was credible evidence 

that the allegation occurred.  For 74.5 percent of all investigations the status 

was unfounded (164,864 of 221,341 investigations).  As of July 2018, there 

were 20 investigations for FY16 and FY17 that were listed as pending. 

(pages 25-27)  

INVESTIGATION TIMEFRAMES  

We found that the Department needs to improve timeliness in several areas.  

The Department is not timely in completing intakes from callers reporting 

allegations of abuse and neglect.  The hotline is unable to take calls as they 

are received, resulting in call backs.  The hotline did not meet targets, and 

call backs increased substantially during FY15-FY17, from 39.6 percent in 

FY15 to 55.7 percent of total calls in FY17.  The Department also does not 

have written procedures regarding the process for calling back individuals 

who report allegations of abuse or neglect that do not complete the intake 

process at the time of their initial call.  Further, the Department does not 

maintain call back information electronically in its information system, 

known as SACWIS, for more than 90 days, which makes any long-term 

analysis of call back timeliness difficult.  

According to investigations data provided, the Department was timely in 

initiating investigations for approximately 99 percent of investigations.  

However, required interviews with the alleged victim and perpetrator were 

not always completed in a timely manner.  With data provided by the 

Department, we reviewed the timeliness of interviews with the alleged 

victim(s) based on whether actual contact was made and found that the 

alleged victim was not interviewed within 24 hours in 29.1 percent of cases 

for the audit period FY15-FY17.  The alleged perpetrator was not 

interviewed within 7 days in 24.5 percent of cases for the audit period. 

The overall timeliness of completion for investigations declined significantly 

over the three-year period FY15-FY17.  In FY15, 7.6 percent of 

investigations were not completed within 60 days.  For FY16, the percentage 

of investigations not completed within 60 days increased to 16.0 percent.  It 

remained elevated in FY17 at 12.4 percent of investigations not completed 

within 60 days.   

We reviewed the timeliness of submission of the completed investigation to 

the supervisor and found that for the audit period FY15-FY17, 44.2 percent 

of all reports without extensions were not submitted within 55 days.  The 

highest rate of noncompliance was for FY16, in which 51.2 percent of 

reports did not meet the 55 day requirement for submission to the supervisor, 

according to data provided by the Department.   

The Department’s difficulty in completing investigations in a timely manner 

during the audit period is further demonstrated by the number and percentage 

The hotline did not meet 

targets, and call backs 

increased substantially 

during FY15-FY17, from 

39.6 percent in FY15 to 

55.7 percent of total calls 

FY17.   

The overall timeliness of 

completion for 

investigations declined 

significantly over the 

three-year period FY15-

FY17.   
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of investigations that received a 30-day extension.  The percentage of cases 

receiving one or more extensions increased from 7.5 percent in FY15 to 16.1 

percent in FY16 and 12.7 percent in FY17.  Further, the number of 

investigations receiving multiple extensions also increased significantly.  For 

instance, the number of investigations that received three extensions (an 

additional 90 days) increased from 274 investigations in FY15 to 1,263 

investigations in FY16 and 719 investigations in FY17.  In our review of 

cases involving an extension, it was also not always clear what the cause for 

the extension was or whether it rose to the level of “good cause.” (pages 30-

40) 

SERVICES  

Conducting an analysis of all recommendations for services and services 

provided by the Department was not possible for the audit period because of 

inherent limitations in the data provided by the Department as well as other 

data reliability and consistency issues.  In order to assess the services 

recommended and services provided, we selected a sample of 150 indicated 

investigations (50 each year for FY15, FY16, and FY17) and reviewed the 

investigations for recommended services and any services received. (pages 

42-44)  

Recommendations for Services 

The Department’s policies and procedures require that during an 

investigation the need for services for the family involved in the investigation 

be assessed by the Child Protection Specialist (investigator) and the Child 

Protection Supervisor.  Our review of 150 indicated investigations found that 

investigators did not always document that they assessed the need for 

services by completing the Level of Intervention field in the Department’s 

information system (SACWIS).  Of the 150 indicated investigations sampled, 

16 investigations (10.7%) had no Level of Intervention listed.  Further, 39 

investigations (26.0%) had “No Service Needed” as the Level of 

Intervention.  For most of these cases there was no rationale regarding why 

no services were being recommended even though the case had been 

indicated.  Additionally, of the investigations sampled, for 64 (42.7%) we 

found that the Level of Intervention was inaccurate.  

For Intact Family Services (IFS) provided through the Department, 

investigators have the responsibility to discuss and offer these services if the 

final investigation finding of indicated has been recommended.  The 

Department did not document that Intact Family Services were discussed and 

offered to all families with indicated investigation findings as is required by 

Department procedures.  Only 20 of 150 (13.3%) indicated investigations 

reviewed contained documentation of a recommendation for Intact Family 

Services (IFS).  An additional 3 investigations had recommendations for 

multiple services, which included IFS; therefore, 23 of 150 indicated 

investigations had a recommendation of IFS.  For 33 of 150 investigations 

(22.0%), community services were recommended.  We could not determine 

whether any services were recommended or what the specific services were 

for 67 of 150 (44.7%) indicated investigations reviewed.  The remaining 27 

investigations included recommendations for placement, already receiving 

Investigators did not 

always document that they 

assessed the need for 

services by completing the 

Level of Intervention field 

in the Department’s 

information system. 
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services, no services needed, multiple services, Intact Family Recovery, and 

Norman Cash Assistance. (pages 44-48) 

Services Provided 

We sampled 150 indicated cases for the audit period and found that for 98 

cases (65.3%), there was a lack of documentation regarding whether any 

services were received by the families involved and the duration of those 

services.  The Department could not provide basic information for Intact 

Family Service cases, such as referral forms, to document that a formal 

referral for services was made.  The Department also could not provide 

auditors with the number of families served by each IFS contractor each year 

for the audit period.  For investigations involving the Norman Cash 

Assistance program, the Department could not provide all approval forms.  

For community services, there are no formal forms for referrals to 

community based services, and the Department is not documenting these 

services as required by procedures.  Therefore, it is difficult to determine if 

the families actually received services from community providers. (pages 48-

56) 

VICTIM DEMOGRAPHICS 

During the audit period, the number of indicated children decreased every 

year while the total number of alleged victims increased.  According to data 

provided by the Department as of July 27, 2018, for the three-year period 

FY15-FY17 there were 221,341 investigations involving a total of 358,545 

children, 96,576 of whom had at least one indicated allegation.  

Auditors could not obtain a reliable count of the number of unique victims 

because of limitations with the data provided by the Department.  Each 

person in the SACWIS system is assigned a unique PersonID.  However, 

auditors found that there were over 8,000 instances where the same child had 

been assigned multiple PersonIDs.  Therefore, auditors could not obtain a 

reliable count of the number of unique child victims over the audit period 

because of data limitations. 

For the 221,341 investigations for FY15-FY17, there were 450,483 total 

allegations, with an overall indication rate of 25.5 percent.  The most 

common allegations were “Substantial Risk of Physical Injury/Environment 

Injurious to Health and Welfare by Neglect” and “Inadequate Supervision.”  

A total of 52,502 children were the alleged victims of sexual abuse during 

FY15-FY17, and 32,439 children were the alleged victims of serious harm. 

Age 

Children under the age of one were the most frequent alleged victims of 

abuse or neglect (8.1% of all victims) and also the most likely to be indicated 

victims (13.3% of all indicated victims).  After the age of one, the number of 

indicated allegations of abuse or neglect trends downward.   

Race and Ethnicity 

For race, children who were identified as White or Black/African-American 

made up 96.4 percent of all alleged victims (62.5% White and 33.9% 

Black/African-American) and 97.1 percent of all indicated victims (62.4% 

White and 34.7% Black/African-American).  Data provided by the 

The Department could not 

provide basic information 

for Intact Family Service 

cases, such as referral 

forms, to document that a 

formal referral for services 

was made. 
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Department showed that 2.3 percent of alleged victims did not have a race 

recorded.  For ethnicity, children with a Hispanic ethnicity comprised 15.6 

percent of all alleged victims and 16.7 percent of indicated victims. 

Gender 

For gender, there was an even split between male and female victims.  Males 

accounted for 49.7 percent of all alleged victims and females were 49.6 

percent.  For indicated victims, males accounted for 49.4 percent and females 

were 50.3 percent. 

Geographic Location 

Auditors found that 25.6 percent of all investigations occurred in Cook 

County, followed by Lake County with 4.1 percent.  There were 

investigations of alleged abuse or neglect in all 102 counties in Illinois. 

(pages 58-67) 

RECOMMENDATIONS 

The audit report contains a total of 13 recommendations to the Department of 

Children and Family Services.  The Department generally agreed with the 

recommendations in the report.  Appendix H to the audit report contains the 

agency responses. 

This performance audit was conducted by staff of the Office of the Auditor 

General. 

 

 

___________________________________ 

JOE BUTCHER 

Division Director 

 

This report is transmitted in accordance with Sections 3-14 and 3-15 of the 

Illinois State Auditing Act. 

 

 

 

___________________________________ 

FRANK J. MAUTINO 

Auditor General 
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GLOSSARY OF TERMS 

ANCRA – The Abused and Neglected Child Reporting Act (325 ILCS 5) is the State statute that 

governs the reporting and investigating of child abuse and neglect.  

B.H. Consent Decree – A class action lawsuit was filed against the Department in 1988 alleging 

that it failed to provide adequate services to children in its custody.  In 1991, the parties entered 

into a consent decree known as the B.H. Consent Decree (88 C 5599 (N.D. Ill.)).  A restated 

consent decree was filed in 1997, and the Consent Decree continues to be modified as needed. 

CERAP – The Child Endangerment Risk Assessment Protocol is a six-page safety assessment 

protocol designed to provide a mechanism for quickly assessing the potential for moderate to 

severe harm to children in the immediate or near future and for taking quick action to protect 

them.   

Closed Investigation – An investigation has been completed, a decision has been rendered on 

the case, and it has been approved and closed.  

Expunged Investigation – An unfounded investigation where the records are unviewable or an 

indicated investigation in which the retention period has lapsed.  According to ANCRA, all 

information identifying the subjects of an unfounded report shall be expunged from the register, 

except as provided by statute.  

Indicated Investigation – An investigation of suspected child abuse/neglect has revealed 

credible evidence that the abuse/neglect occurred.  

Intact Family Recovery (IFR) – A program which targets families in Cook County where an 

infant has been born exposed to controlled substances and provides comprehensive services to 

families during the process of recovery from alcohol and other drug abuse.  

Intact Family Services (IFS) – A program designed to provide short term voluntary services 

intended to make reasonable efforts to stabilize, strengthen, enhance, and preserve family life by 

providing services that enable children to remain safely at home.  

Norman Cash Assistance Program – Provides assistance when cash assistance is needed to 

purchase an item to prevent a child from being placed in, or to return a child home from, DCFS 

care.  

Placement – The care of children for whom the Department is legally responsible who require a 

living arrangement away from their families due to abuse or neglect and for whom the 

Department has determined that family preservation services are not appropriate because such 

services are not in the child’s best interest or would not protect the child from imminent risk of 

harm.  

Purchase of Service (POS) Providers – Organizations contracted by DCFS to provide services.   

SACWIS – The Statewide Automated Child Welfare Information System is the DCFS computer 

system for investigative, child, and family case information.  

Unfounded Investigation – An investigation of suspected child abuse/neglect has revealed no 

credible evidence that the abuse/neglect occurred.   
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Chapter One  

INTRODUCTION AND 

BACKGROUND 

REPORT CONCLUSIONS 

House Resolution Number 418 directed the Auditor General to conduct a performance 

audit of the Department of Children and Family Services (DCFS or Department) to review and 

assess the Department’s protocols for investigating reports of child abuse and neglect.  The 

resolution specifically required the audit to include a review of abuse and neglect investigations 

conducted by the Department in FY15, FY16, and FY17.   

According to data provided by the Department, for FY15-FY17 the number of abuse and 

neglect investigations increased significantly, going from 67,732 in FY15 to 75,037 in FY17 or 

10.8 percent.  Within the three-year timeframe there was a notable spike in FY16 to 78,572 

investigations.  The increase in investigations between FY15 and FY16 represents an increase of 

16.0 percent.  Indication rates decreased during FY15-FY17, from 28.3 percent in FY15 to 24.8 

percent in FY17. 

Investigation Protocol 

The Department has established administrative rules and extensive policies and 

procedures that delineate the investigations process and protocol to be followed during 

investigations.  The protocol includes timelines to be followed, interviews to be conducted, 

forms to be completed, and documentation to be collected in completing investigations of child 

abuse and neglect.  However, we found that the Department did not always follow procedures in 

conducting investigations.   

For the audit period, the Department did not comply with investigator assignment 

requirements delineated in the B.H. Consent Decree.  The B.H. Consent Decree requires that 

each child protective services investigator be assigned no more than 12 new abuse or neglect 

investigations per month during nine months of a calendar year and during the other three 

months of the calendar year, no more than 15 new investigations per month.  Our analysis of 

primary assignments for FY15-FY17 showed that 78.7 percent of investigators (729 of 926) had 

at least 1 month during the audit period in which they received more than 15 new assignments.  

Further, our analysis showed that 32 investigators averaged more than 15 case assignments per 

month for the entire three-year period.  In addition, there were 114 investigators who did not 

receive assignments for all 36 months and averaged more than 15 assignments per month for the 

months worked during the period. 

We could not document that the Department had evaluated the reliability and validity of 

the Child Endangerment Risk Assessment Protocol (CERAP) as required by the Children and 

Family Services Act (20 ILCS 505/21(e)).  The CERAP is a six-page safety assessment protocol 

designed to provide investigators with a mechanism for quickly assessing the potential for 

moderate to severe harm to children in the immediate or near future and for taking quick action 
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to protect them.  The Department also could not provide specific CERAP training procedures 

required by statute.   

Status and Final Determination of Investigations 

Our analysis for the three-year period FY15-FY17, as of July 27, 2018, showed that the 

status for a majority of cases, 142,766 of 221,341 investigations or 64.5 percent, was classified 

as expunged.  Expunged investigations for the period were unfounded investigations in which 

most information, including the name of the alleged perpetrator, had been hidden or removed 

from the investigation information.  An additional 78,520 (35.5%) investigations were classified 

as closed.  For the remaining 55 investigations:  

 22 were undetermined (3 cases were FY16 and 19 cases were FY17) 

 18 were in appeal (15 cases were FY15, 1 case was FY16, and 2 cases were FY17); 

 9 were purged or concealed (all were FY15 cases); 

 3 were in review (one from each fiscal year); 

 2 were in a 20-day hold (both were FY17 cases); and 

 1 was pending approval (an FY17 case). 

According to data provided by the Department, 25.5 percent of investigations (56,457 of 

221,341) for the three-year period FY15-FY17 had a final determination or finding of indicated, 

meaning there was credible evidence that the allegation occurred.  For 74.5 percent of all 

investigations the status was unfounded (164,864 of 221,341 investigations).  As of July 2018, 

there were 20 investigations for FY16 and FY17 that were listed as pending. 

Timeframes for Completing and Closing Investigations 

We found that the Department needs to improve timeliness in several areas.  The 

Department is not timely in completing intakes from callers reporting allegations of abuse and 

neglect.  The hotline did not meet targets and call backs increased substantially during FY15-

FY17, from 39.6 percent to 55.7 percent of total calls.  The Department also does not have 

written procedures regarding the process for calling back individuals who report allegations of 

abuse or neglect that do not complete the intake process at the time of their initial call.  Further, 

the Department does not maintain call back information electronically in SACWIS for more than 

90 days, which makes any long-term analysis of call back timeliness difficult.   

According to investigations data provided, the Department was timely in initiating 

investigations for approximately 99 percent of investigations.  However, required interviews 

with the alleged victim and perpetrator were not always completed in a timely manner.  With 

data provided by the Department, we reviewed the timeliness of interviews with the alleged 

victim(s) based on whether actual contact was made and found that the alleged victim was not 

interviewed within 24 hours in 29.1 percent of cases for the audit period FY15-FY17.  The 

alleged perpetrator was not interviewed within 7 days in 24.5 percent of cases for the audit 

period. 

The overall timeliness of completion for investigations declined significantly over the 

three-year period FY15-FY17.  In FY15, 7.6 percent of investigations were not completed within 

60 days.  For FY16, the percentage of investigation not completed within 60 days increased to 

16.0 percent.  It remained elevated in FY17 at 12.4 percent of investigations not completed 

within 60 days.   
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We reviewed the timeliness of submission of the completed investigation to the 

supervisor and found that for the audit period FY15-FY17, 44.2 percent of all reports without 

extensions were not submitted within 55 days.  The highest rate of noncompliance was for FY16, 

in which 51.2 percent of reports did not meet the 55 day requirement for submission to the 

supervisor, according to data provided by the Department.   

The Department’s difficulty in completing investigations in a timely manner during the 

audit period is further demonstrated by the number and percentage of investigations that received 

a 30-day extension.  The percentage of cases receiving one or more extensions increased from 

7.5 percent in FY15 to 16.1 percent in FY16 and 12.7 percent in FY17.  Further, the number of 

investigations receiving multiple extensions also increased significantly.  For instance, the 

number of investigations that received three extensions (an additional 90 days) increased from 

274 investigations in FY15 to 1,263 investigations in FY16 and 719 investigations in FY17.  In 

our review of cases involving an extension, it was also not always clear what the cause for the 

extension was or whether it rose to the level of “good cause.” 

Services 

Conducting an analysis of all recommendations for services and services provided by the 

Department was not possible for the audit period because of inherent limitations in the data 

provided by the Department as well as other data reliability and consistency issues.  In order to 

assess the services recommended and services provided, we selected a sample of 150 indicated 

investigations (50 each year for FY15, FY16, and FY17) and reviewed the investigations for 

recommended services and any services received.   

Recommendations for Services 

The Department’s policies and procedures require that during an investigation the need 

for services for the family involved in the investigation be assessed by the Child Protection 

Specialist (investigator) and the Child Protection Supervisor.  Our review of 150 indicated 

investigations found that investigators did not always document that they assessed the need for 

services by completing the Level of Intervention field in the Department’s information system 

known as SACWIS.  Of the 150 indicated investigations sampled, 16 investigations (10.7%) had 

no Level of Intervention listed (services recommended).  Further, 39 investigations (26.0%) had 

“No Service Needed” as the Level of Intervention.  For most of these cases there was no 

rationale regarding why no services were being recommended even though the case had been 

indicated.  Additionally, of the investigations sampled, for 64 (42.7%) we found that the Level of 

Intervention was inaccurate.   

For Intact Family Services (IFS) provided through the Department, investigators have the 

responsibility to discuss and offer these services if the final investigation finding of indicated has 

been recommended.  The Department did not document that Intact Family Services were 

discussed and offered to all families with indicated investigation findings as is required by 

Department procedures.  Only 20 of 150 (13.3%) indicated investigations reviewed contained 

documentation of a recommendation for Intact Family Services (IFS).  An additional 3 

investigations had recommendations for multiple services, which included IFS; therefore 23 of 

150 indicated investigations had a recommendation of IFS.  For 33 of 150 investigations 

(22.0%), community services were recommended.  We could not determine whether any services 

were recommended or what the specific services were for 67 of 150 (44.7%) indicated 

investigations reviewed.  The remaining 27 investigations included recommendations for 
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placement, already receiving services, no services needed, multiple services, Intact Family 

Recovery, and Norman Cash Assistance.  

Services Provided 

We sampled 150 indicated cases for the audit period and found that for 98 cases (65.3%), 

there was a lack of documentation regarding whether any services were received by the families 

involved and the duration of those services.  The Department could not provide basic 

information for Intact Family Service cases, such as referral forms, to document that a formal 

referral for services was made.  The Department also could not provide auditors with the number 

of families served by each IFS contractor each year for the audit period.  For investigations 

involving the Norman Cash Assistance program, the Department could not provide all approval 

forms.  For community services, there are no formal forms for referrals to community based 

services and the Department is not documenting these services as required by procedures.  

Therefore, it is difficult to determine if the families actually received services from community 

providers.   

Victim Demographics 

During the audit period, the number of indicated children decreased every year while the 

total number of alleged victims increased.  According to data provided by the Department as of 

July 27, 2018, for the three-year period FY15-FY17 there were 221,341 investigations involving 

a total of 358,545 children, 96,576 of whom had at least one indicated allegation.   

Auditors could not obtain a reliable count of the number of unique victims because of 

limitations with the data provided by the Department.  Each person in the SACWIS system is 

assigned a unique PersonID.  However, auditors found that there were over 8,000 instances 

where the same child had been assigned multiple PersonIDs.  Therefore, auditors could not 

obtain a reliable count of the number of unique child victims over the audit period because of 

data limitations. 

For the 221,341 investigations for FY15-FY17, there were 450,483 total allegations, with 

an overall indication rate of 25.5 percent.  The most common allegations were “Substantial Risk 

of Physical Injury/Environment Injurious to Health and Welfare by Neglect” and “Inadequate 

Supervision.”  A total of 52,502 children were the alleged victims of sexual abuse during FY15-

FY17 and 32,439 children were the alleged victims of serious harm. 

Age 

Children under the age of one were the most frequent alleged victims of abuse or neglect 

(8.1% of all victims) and also the most likely to be indicated victims (13.3% of all indicated 

victims).  After the age of one, the number of indicated allegations of abuse or neglect trends 

downward.   

Race and Ethnicity 

For race, children who were identified as White or Black/African-American made up 

96.4 percent of all alleged victims (62.5% White and 33.9% Black/African-American) and 97.1 

percent of all indicated victims (62.4% White and 34.7% Black/African-American).  Data 

provided by the Department showed that 2.3 percent of alleged victims did not have a race 

recorded.  For ethnicity, children with a Hispanic ethnicity comprised 15.6 percent of all victims 

and 16.7 percent of indicated victims. 
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Gender 

For gender, there was an even split between male and female victims.  Males accounted 

for 49.7 percent of all alleged victims and females were 49.6 percent.  For indicated victims, 

males accounted for 49.4 percent and females were 50.3 percent. 

Geographic Location 

Auditors found that 25.6 percent of all investigations occurred in Cook County, followed 

by Lake County with 4.1 percent.  There were investigations of alleged abuse or neglect in all 

102 counties in Illinois. 

INTRODUCTION 

House Resolution Number 418, adopted June 25, 2017, directs the Auditor General to 

conduct a performance audit of the Department of Children and Family Services (Department) to 

review and assess the Department’s protocols for investigating reports of child abuse and neglect 

(see Appendix A).  The audit is to include a review of abuse and neglect investigations 

conducted by the Department in FY15, FY16, and FY17.  The audit resolution asks the Auditor 

General to determine: 

1) the status of abuse and neglect investigations;  

2) the final determination or findings made by the Department for abuse and neglect 

investigations;  

3) the time frame within which the Department completed or closed abuse and neglect 

investigations;  

4) for sampled cases, recommendations made by the Department to families who were 

the subject of an abuse or neglect investigation, including any services provided by 

the Department to the child or family; and  

5) demographic information on abuse and neglect investigations, including the age, race, 

and gender of children who were subjects of the abuse or neglect investigations, and, 

if available, the zip code and county where the abuse or neglect was alleged to have 

occurred. 

Additionally, the audit resolution asked the Auditor General to compile a detailed report 

that includes a full summary on the number of lawsuits or other legal actions filed against the 

Department within the past three fiscal years that concern an abuse or neglect investigation and 

the number of lawsuits the Department settled within the past three fiscal years that concern an 

abuse or neglect investigation.  

BACKGROUND 

The Abused and Neglected Child Reporting Act (ANCRA or the Act) charges the 

Department of Children and Family Services with the responsibility of receiving reports of child 

abuse and neglect (325 ILCS 5/2).  After a report is received, the Department is statutorily 

mandated “to protect the health, safety, and best interests of the child in all situations in which 

the child is vulnerable to child abuse or neglect, offer protective services in order to prevent any 
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further harm to the child and to other children in the same environment or family, stabilize the 

home environment, and preserve family life whenever possible” (325 ILCS 5/2).  

During 2017, there were several high profile child abuse and neglect cases in which 

children died shortly after the Department closed investigations into their alleged mistreatment, 

as well as the case of a 17-month-old who was found deceased in Joliet Township after prior 

Department probes into alleged mistreatment.  There were also other news/media reports that 

Department investigators were overwhelmed by high caseloads and were being pressured to 

quickly close cases, even when they had not performed basic tasks such as contacting police and 

doctors.  

Agency Organization 

The Department experienced a change in 

leadership during FY17.  George Sheldon, who was 

appointed the Director in February 2015, resigned on 

June 15, 2017.  The Department had seven directors or 

acting directors in the three years prior to Mr. Sheldon 

being appointed, including two acting directors between 

the beginning of June 2014 and February 2015.  On June 

23, 2017, the Governor appointed Beverly Walker as 

Acting Director.  She resigned effective February 15, 

2019.  

The Abused and Neglected Child Reporting Act 

requires that there be a central register of all cases of 

suspected child abuse or neglect reported and maintained 

by the Department under the Act.  The Division of Child 

Protection operates the State Central Register (SCR) 

including the abuse and neglect hotline and is responsible 

for conducting child abuse and neglect investigations.  

Child Protection receives reports of alleged abuse or 

neglect through the 24-hour child abuse hotline at the 

SCR.  An investigation of reported child abuse or neglect 

is generally required to be initiated within 24 hours of its receipt at the SCR.  The investigation is 

conducted for the purpose of determining whether credible evidence of child abuse or neglect 

exists and whether the family can benefit from any services.  The Deputy Director of Child 

Protection reports directly to the Senior Deputy Director of Operations.  Exhibit 1-1 shows an 

organizational overview of Child Protective Services.   

When such service needs are identified, Department staff arranges for those services to be 

initiated.  The intensity, duration, and protective character of the services recommended is 

determined by whether the report is determined to be credible and ruled indicated or determined 

to be not credible and ruled unfounded.  

  

The mission of the Department of 
Children and Family Services is 
to:  

 Protect children who are 
reported to be abused or 
neglected and to increase their 
families' capacity to safely care 
for them;  

 Provide for the well-being of 
children in DCFS care;  

 Provide appropriate, permanent 
families as quickly as possible 
for those children who cannot 
safely return home;  

 Support early intervention and 
child abuse prevention activities; 
and  

 Work in partnerships with 
communities to fulfill this 
mission.  
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Exhibit 1-1 
DCFS CHILD PROTECTIVE SERVICES ORGANIZATIONAL CHART 

 

Source: OAG analysis of DCFS organizational charts.  

Regions and Offices 

ANCRA requires the Department to establish a Child Protective Service Unit within each 

geographic region as designated by the Director of the Department (325 ILCS 5/7.2).  As is 

shown in Exhibit 1-2, there are four regions in the State (Northern, Central, Southern, and 

Cook).  The Department has field offices located throughout these regions of the State that report 

to a Regional Administrator.  Child Protection Specialists (investigators) as well as case workers 

for other areas of operations, such as permanency (placement/foster care), are located at the 

regional and field offices.  Each Regional Administrator reports directly to the Senior Deputy 

Director of Operations. 
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Exhibit 1-2 
DEPARTMENT OF CHILDREN AND FAMILY SERVICES REGIONAL AND FIELD OFFICES 

City Location/Address 

 

 

Northern Region 

Aurora 
8 East Galena Blvd. (Regional 
Office) 

DeKalb 760 Peace Road 

Elgin 595 State Street 

Freeport 1826 South West Avenue 

Glen Ellyn 800 West Roosevelt Road 

Joliet 1619 West Jefferson Street 

Kankakee 505 South Schuyler 

Rockford 200 South Wyman 

Sterling 2607 Woodlawn Avenue 

Waukegan 2133 Belvidere Road 

Woodstock 113 Newell Street 

 

Cook North Region 

Chicago 1911/1921 South Indiana 

Deerfield 1755 Lake Cook Road 

 

Cook Central Region 

Chicago 1026 South Damen 

Chicago 1240 South Damen 

Maywood 1701 South 1st Avenue 

  

Cook South Region 

Chicago 6201 South Emerald 

Harvey 15115 South Dixie Highway 

  

Central Region 

Bloomington 401 Brown Street 

Canton 1607 East Chestnut Street 

Carlinville 1022 North High Street 

Champaign 2125 South First Street 
(Regional Office) 

Charleston 825 South 18th Street 

Danville 401 North Franklin Street 

Decatur 2900 North Oakland Avenue 

Galesburg 467 East Main Street 

Jacksonville 46 North Central Park Plaza 

Jerseyville 108 South State 

Lincoln 405 North Limit 

Ottawa 1580 First Avenue 

Peoria 2001 North East Jefferson Street City Location/Address 

Peoria 5415 North University Avenue 
(Regional Office)   

Quincy 107 North 3rd Street Southern Region (Continued) 

Rock Island 500 42nd Street East St. Louis 10 Collinsville Avenue (Regional Office) 

Springfield 1124 North Walnut Street  Effingham 401 West Industrial Avenue 

Springfield 4500 South 6th Street Road 
(Regional Office) Granite City 1925 Madison Avenue 

Taylorville 115 West Bidwell Street Harrisburg 324 East Raymond 

Urbana 508 South Race Marion 2309 West Main Street (Regional Office) 

  Marion 107 Airway Drive 

Southern Region Metropolis 200 West 5th Street 

Alton 200 North Center Mt. Vernon 321 A Withers Drive 

Anna 108 Denny Industrial Drive Murphysboro 1210 Hanson Street 

Belleville 1220 Centreville Avenue Olney 1408 Martin 

Cairo 1315 Washington Sparta 202 West Jackson Street 

Carlyle 559 12th Street Wood River 1407 Vaughn Road 

Note: A field office in Pekin (Central Region) closed during the audit period, in November 2015. 
Source:  OAG analysis of DCFS data. 
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When a report of suspected child abuse or neglect is received at the SCR, it is transmitted 

to the appropriate Child Protective Service Unit.  The Child Protective Service Units are required 

to perform certain functions assigned by the Act (325 ILCS 5/).  These include: 

 Investigating reports of alleged abuse or neglect and commencing these investigations 

within 24 hours of receipt of a report, unless it’s an emergency (325 ILCS 

5/7.4(b)(2)); and  

 Providing or arranging for comprehensive emergency services to children and 

families (325 ILCS 5/7.4(b)(3)).   

CHILD ABUSE AND NEGLECT INVESTIGATIONS DATA 

House Resolution Number 418 asks the Auditor General to review the Department’s 

investigations of abuse and neglect including the status, final determination, time frames, 

services, and demographic information.  In order to conduct our review of these issues, we relied 

on data provided by the Department.  The Government Accountability Office (GAO) Yellow 

Book (section 6.66) requires that auditors should assess the sufficiency and appropriateness of 

computer-processed information regardless of whether this information is provided to auditors or 

auditors independently extract it.  Further, the Yellow Book states that the assessment of the 

sufficiency and appropriateness of computer-processed information includes considerations 

regarding the completeness and accuracy of the data for the intended purposes. 

The Department had significant issues producing accurate reports on child abuse and 

neglect investigations statistics during the audit period and while we were conducting the audit.  

These issues were caused primarily by inadequate and antiquated information systems.  

However, we also identified concerns with the quality of the data contained in the Department’s 

primary information system, the Statewide Automated Child Welfare Information System 

(SACWIS).  While recognizing the shortcomings of the data provided, in our opinion, the data 

was reliable enough to use in the general context of addressing the audit’s objectives including 

sampling services. 

On January 26, 2018, auditors met with Department of Children and Family Services and 

Department of Innovation and Technology officials and requested data to support statistics 

presented in the Department’s Executive Statistical Summary reports for the audit period (FY15-

FY17).  According to officials, in August 2017, the linkage between the system that contains the 

abuse and neglect investigations information (SACWIS) and the system used for producing the 

statistical reports (NOMAD) broke, rendering them unable to produce statistical reports. 

During the course of the audit, the Department could not produce monthly abuse and 

neglect statistical reports for at least eight months (August 2017 through March 2018).  On April 

17, 2018, the Department released a “Message From The DCFS Director Regarding Public 

Release of Data” and reissued abuse and neglect statistics for the past five years (FY13-FY17) 

that were presented in its executive statistical reports.  According to the Director’s message, the 

Department has been severely hampered by woefully out-of-date technology, half-finished 

information systems, and reporting that required multiple manual steps. 

Limitations of Provided Data 

After reviewing abuse and neglect data from SACWIS, auditors concluded that the 

Department needs to continue to work to improve the quality of its abuse and neglect data and 
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improve controls that are in place to ensure abuse and neglect data is accurate.  For example, this 

could be accomplished by limiting the amount of manual data entry by using more drop-down 

choice menus and reducing the amount of missing data by forcing more required fields in order 

to save a record.  On July 27, 2018, the Department provided auditors with a download of data 

for intakes, investigations, and victim demographics for the audit period FY15-FY17.  This data 

had several limitations and shortcomings including:  

 Inconsistent Data Entry – For example, we identified 39 different spellings for the 

City of Chicago in the data we were provided.  

 Missing Data (i.e., unknown, null, or blank fields) – As an example, the place of 

occurrence field contained 11.8 percent (26,174) of investigations listed as NULL, 

which is returned when a field is blank.  An additional 7.7 percent (17,061) of 

addresses could not be verified through the US Postal Service.   Therefore, the total 

number of investigations in which the occurrence address was unknown or unverified 

was 19.5 percent.   

 Input Errors and Incorrect Information – When an allegation is received at the 

hotline an intake is created.  When an intake is completed it is sent to a field office for 

investigation.  Data provided by the Department showed investigations that were 

begun prior to the intake being completed.  For example, there were 666 times where 

the victim contact date and time was prior to the intake end date and time and 4,554 

times where the initial Child Endangerment Risk Assessment Protocol (CERAP) date 

was prior to the intake end date and time.  In order to account for individuals on an 

unduplicated basis, they are assigned unique IDs in SACWIS (known as PersonIDs).  

We found 909 alleged victims who had the same PersonID but more than one date of 

birth and 333 alleged victims who had the same PersonID but more than one gender 

(195 victims were listed as both male and female and 138 were listed as a gender and 

unknown).  

 Individuals With Multiple PersonIDs - We found 8,061 individuals that may have 

multiple PersonIDs.  The number of IDs for any one individual ranged from 2 to 4 

different IDs.  Therefore, counts of individuals, such as those involving 

demographics, are likely inflated in some cases.  Issues with PersonIDs are 

discussed further in Chapter Five of this report. 

The Department’s reissued published statistics may still include inaccurate data.  

Although the reissued data generally matched data provided to us by the Department, there were 

some instances in which we question the accuracy of specific types of reports.  For instance, the 

Department’s statistical reports for substance exposed infants appears to include children with no 

recorded date of birth.  Our analysis showed that many of these cases may not meet the definition 

of substance exposed infant (under age one). 

In response to our follow-up, officials stated that concerns about data accuracy are largely 

a matter of the original source and the existence of several different technology systems with 

overlapping information but separate data origination practices.  According to officials, “the 

issue really is the substantial reliance on human data entry, the number of systems in use with 

different users and different purposes, and the lack of dynamic adaptation to changing practices.”  
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The Department also needs to update its SACWIS manual.  According to Department 

officials, the manual for SACWIS has not been updated since 2001.  During the audit, the 

Department could not provide auditors with a list of the field definitions for data included in 

SACWIS.  Auditors had to develop definitions for the SACWIS data fields utilized for our data 

requests and have officials review and comment on those field definitions.  Due to the lack of an 

updated SACWIS manual, the Department could not provide auditors with a list of which fields 

were required to be entered, the type of data entry for each field, or any other data entry controls. 

ANCRA requires that there shall be a central register of all cases of suspected child abuse 

or neglect reported and maintained by the Department under the Act.  Through the recording of 

initial, preliminary, and final reports, the central register shall be operated in such a manner as to 

enable the Department to: (1) immediately identify and locate prior reports of child abuse or 

neglect; (2) continuously monitor the current status of all reports of child abuse or neglect being 

provided services under the Act; and (3) regularly evaluate the effectiveness of existing laws and 

programs through the development and analysis of statistical and other information (325 ILCS 

5/7.7). 

Producing accurate data and timely reports is critical to monitoring agency performance 

and regularly evaluating the effectiveness of existing laws and programs as is required by 

ANCRA.  Further, not producing timely and accurate reports can lead to the perception that there 

is a lack of transparency with lawmakers and other stakeholder interest groups. 
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CHILD ABUSE AND NEGLECT DATA 

RECOMMENDATION 

1 
The Department of Children and Family Services should continue to 

take steps to improve the quality of the data contained in its child 

abuse and neglect information systems and statistical reports.  These 

steps should include: 

 Ensuring that proper controls are in place for SACWIS data 

entry, or any future child abuse and neglect information 

systems, in order to ensure that data is collected and is 

reliable; and 

 Maintaining updated manuals including data field 

definitions.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department agrees with the recommendation.  Steps to improve 

the quality of the Child Abuse and Neglect Data have been taken:  

Current Steps In Action: 

 Several SACWIS releases have release improvements to data 

quality. 

 Data Field definitions are being assembled into a Data 

Dictionary. 

Planned Steps: 

 Project is being sourced to execute soon to execute data 

cleanup on Child Abuse and Neglect Data. 

 CCWIS program will replace current systems offering more 

advanced data validation capabilities. 

 CCWIS requires a Data Quality plan which will address data 

quality controls throughout the lifecycle of Child Abuse and 

Neglect date [sic]. 

Other Inherent Data Limitations 

In addition to the data issues discussed above, there are also practices that may result in 

duplicate data and counts.  For example, per Department Procedure 300.30(b), the Department 

will initiate multiple investigations for a single incident if there are multiple alleged perpetrators 

who do not reside in the same house or if there are multiple independent families who reside in 

the same house.  Therefore, the Department does not track or report child abuse or neglect 

incidents, but instead reports either investigations or victims.  Additionally, if an incident at a 

facility involves multiple employees, a separate report is taken for each alleged perpetrator.  This 

can lead to duplication in the data reported because there can be multiple investigations related to 

the same incident and the same victims involved with multiple investigations related to the same 

incident.  This may inflate the number of victims because the single incident is reported as 

multiple investigations.  As an example, for the audit period there were 14 instances in which 

multiple investigations were initiated for a single death.  Therefore, these 14 allegations resulted 

in 33 separate investigations.  This was because there were multiple alleged perpetrators. 
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Hotline Calls, Intakes, and 

Investigations Data 

The Department is required by 

statute to be capable of receiving reports 

of suspected child abuse or neglect 24 

hours a day, 7 days a week (325 ILCS 

5/7.4(a)).  The Department accomplishes 

this through a hotline at the SCR.  

According to the Department statistical 

reports, the total number of hotline calls 

increased significantly for the audit period going from 222,719 in FY15 to 252,568 in FY17 or 

13.4 percent (see Exhibit 1-3).  

When an allegation is received at the hotline an intake is created.  An intake is created 

depending upon the type of issue being reported to the hotline.  For example, an intake may be 

for a new abuse or neglect allegation or an ongoing case.  Intakes may also be created for issues 

such as licensing referrals.  According to data provided by the Department, the number of intakes 

decreased from 187,182 in FY15 to 172,907 in FY17 or 7.6 percent. 

Abuse and neglect investigations increased significantly between FY15 and FY17, going 

from 67,732 to 75,037 or 10.8 percent.  There is a notable spike in FY16 to 78,572 

investigations.  The increase in investigations between FY15 and FY16 represents a year over 

year increase of 16.0 percent.  

While the number of investigations 

of child abuse and neglect has increased 

over the three-year period FY15-FY17, 

the percentage indicated has decreased.  

An indicated investigation is one in which 

there is credible evidence that the incident 

occurred.  The percent of indicated 

investigations decreased for the three-year 

period from 28.3 percent in FY15 to 24.8 

percent in FY17.  Of note is the nearly 

five percent year-over-year decrease in the 

indication rate from FY15 to FY16.  For FY16, total allegations investigated spiked to a high of 

78,572, while the indicated rate sank to a low of 23.8 percent (see Exhibit 1-4).  The numbers 

presented in Exhibit 1-3 and Exhibit 1-4 match closely to the updated numbers issued by the 

Department in April 2018.  

Auditors asked Department officials for any possible causes for the drop in the indication 

rate.  Officials stated that looking at the rates for FY14 through FY18 there was a large increase 

in the indication rate between FY14 and FY15 before going back down in FY16 and the rates at 

the regional level seem to level out over the period. 

Exhibit 1-3 
HOTLINE CALLS AND INTAKES 

FY15-FY17 

 FY15 FY16 FY17 Total 

Hotline 

Calls1 

222,719 245,388 252,568 720,675 

Intakes 187,182 181,288 172,907 541,377 

1 Hotline call data is from DCFS’ Executive Statistical 

Summary for FY17 as of June 30, 2018. 

Source: OAG analysis of DCFS data as of July 27, 2018. 

Exhibit 1-4 
CHILD ABUSE AND NEGLECT STATISTICS 

FY15-FY17 

 FY15 FY16 FY17 

Investigations 67,732 78,572 75,037 

Indicated Reports1 19,156 18,710 18,591 

Percent Indicated 28.3% 23.8% 24.8% 

1 Indicated reports include those that were indicated due to 

review. 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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LAWSUITS 

House Resolution Number 418 asks the Auditor General to compile a detailed report that 

includes a full summary on the number of lawsuits or other legal actions filed against the 

Department within the past three fiscal years that concern an abuse or neglect investigation and 

the number of lawsuits the Department settled within the past three fiscal years that concern an 

abuse or neglect investigation. 

We met with Department officials, including the Chief Legal Counsel, to collect 

information regarding lawsuits and settlements.  The Department provided auditors with cases 

and information related to the lawsuits and settlements for the audit period.  Our review of 

documentation associated with lawsuits, settlements, and other legal actions for the audit period 

generally involved two types of lawsuits/settlements: 

 Those that involved an alleged violation of constitutional rights; and   

 Those related to appeals of an administrative review/decision by the Department.  

We identified 23 lawsuits involving an allegation of a violation of constitutional rights 

that were related to an abuse or neglect investigation that were either filed during FY15-FY17 or 

a settlement or ruling was issued during the period.  Of these 23 cases: 

 10 cases involved a settlement; 8 of the 10 settlements involved monetary amounts 

totaling $676,000; 7 of the 10 settlements involved a change in policy or procedure; 

 4 cases were dismissed;  

 1 case was reversed; and 

 8 cases were still pending as of April 2018; however the Department was no longer a 

party to 3 of those cases.  One of the cases still pending involves a Department 

provider which, according to the Department, it is legally responsible for defending. 

For a detailed summary of these lawsuits and settlements see Appendix C of this report.  

From information provided by the Department, we also reviewed lawsuits in which an 

appeal was filed after an investigation was completed in which the administrative decision was 

further challenged in court.  In total, we identified 276 cases in which a court challenge was filed 

or decision was made during the three-year period FY15-FY17.  Of these cases: 

 72 cases were dismissed; 

 64 cases were affirmed (meaning the Department’s decision was upheld);  

 43 cases were remanded back to the Department for further review; 

 37 cases were pending as of April 2018; 

 34 cases were reversed or overturned; and 

 26 cases were settled.  
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Chapter Two  

INVESTIGATION PROTOCOL  

CHAPTER CONCLUSIONS 

The Department has established administrative rules and extensive policies and 

procedures that delineate the investigations process and protocol to be followed during 

investigations.  The protocol includes timelines to be followed, interviews to be conducted, 

forms to be completed, and documentation to be collected in completing investigations of child 

abuse and neglect.  However, we found that the Department did not always follow procedures in 

conducting investigations.   

For the audit period, the Department did not comply with investigator assignment 

requirements delineated in the B.H. Consent Decree.  The B.H. Consent Decree requires that 

each child protective services investigator be assigned no more than 12 new abuse or neglect 

investigations per month during nine months of a calendar year and during the other three 

months of the calendar year, no more than 15 new investigations per month.  Our analysis of 

primary assignments for FY15-FY17 showed that 78.7 percent of investigators (729 of 926) had 

at least 1 month during the audit period in which they received more than 15 new assignments.  

Further, our analysis showed that 32 investigators averaged more than 15 case assignments per 

month for the entire three-year period.  In addition, there were 114 investigators who did not 

receive assignments for all 36 months and averaged more than 15 assignments per month for the 

months worked during the period. 

We could not document that the Department had evaluated the reliability and validity of 

the Child Endangerment Risk Assessment Protocol (CERAP) as required by the Children and 

Family Services Act (20 ILCS 505/21(e)).  The CERAP is a six-page safety assessment protocol 

designed to provide investigators with a mechanism for quickly assessing the potential for 

moderate to severe harm to children in the immediate or near future and for taking quick action 

to protect them.  The Department also could not provide specific CERAP training procedures 

required by statute.   

Status and Final Determination of Investigations 

Our analysis for the three-year period FY15-FY17, as of July 27, 2018, showed that the 

status for a majority of cases, 142,766 of 221,341 investigations or 64.5 percent, was classified 

as expunged.  Expunged investigations for the period were unfounded investigations in which 

most information, including the name of the alleged perpetrator, had been hidden or removed 

from the investigation information.  An additional 78,520 (35.5%) investigations were classified 

as closed.  For the remaining 55 investigations:  

 22 were undetermined (3 cases were FY16 and 19 cases were FY17) 

 18 were in appeal (15 cases were FY15, 1 case was FY16, and 2 cases were FY17); 

 9 were purged or concealed (all were FY15 cases); 

 3 were in review (one from each fiscal year); 

 2 were in a 20-day hold (both were FY17 cases); and 

 1 was pending approval (an FY17 case). 
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According to data provided by the Department, 25.5 percent of investigations (56,457 of 

221,341) for the three-year period FY15-FY17 had a final determination or finding of indicated, 

meaning there was credible evidence that the allegation occurred.  For 74.5 percent of all 

investigations the status was unfounded (164,864 of 221,341 investigations).  As of July 2018, 

there were 20 investigations for FY16 and FY17 that were listed as pending. 

INVESTIGATION PROCESS 

The Department of Children and Family Services (Department or DCFS) is mandated by 

the Abused and Neglected Child Reporting Act (ANCRA) to investigate allegations of child 

abuse or neglect (325 ILCS 5/2).  The definitions for what constitutes abuse and neglect are 

established by the Act (325 ILCS 5/3), and the specific allegation types of abuse and neglect are 

described in the Department’s Procedures 300 Appendix B.  

The Department did not always follow procedures in conducting investigations.  The 

Department has established a formal investigative protocol by promulgating administrative rules 

and developing written policies and procedures.  These processes and protocol include 

establishing timelines to be followed, interviews to be conducted, forms to be completed, and 

documentation to be collected in completing investigations of child abuse and neglect.  The 

Department’s administrative rules govern how child abuse and neglect is reported and how such 

reports are handled and investigated (89 Ill. Adm. Code 300).  Department procedures 

(Procedures 300) cover the investigation process in more detail from the point at which a report 

is received alleging a child may have been abused or neglected to the completion of the 

investigation and is more than 500 pages.  The following sections discuss the investigations 

process and protocol, including requirements and timelines.  Exhibit 2-1 shows a basic overview 

of the investigation process.  

Reporting Allegations  

Protecting children involves a strong system of screening reported allegations, a properly 

assessed “front end” investigation, effective use of investigative tools, and timely service 

delivery.  The process of investigating suspected child abuse and neglect begins at the SCR 

(State Central Register).  Call floor workers at the SCR receive calls through the Child Abuse 

Hotline.  All reports of suspected child abuse or neglect made under ANCRA are required to be 

reported immediately by telephone to the SCR’s toll-free telephone number (1-800-25-ABUSE) 

established by the Act.  Reports can also be made in person or by telephone through the nearest 

Department office (325 ILCS 5/7).  The Department is required to be capable of receiving 

reports of suspected child abuse or neglect 24 hours a day, 7 days a week (325 ILCS 5/7.4). 

 When a report of abuse or neglect is received, call floor workers at the SCR enter 

information into the Statewide Automated Child Welfare Information System (SACWIS).  

Reports are required to include, if known, information such as the name and address of the child 

and his parents or other persons having custody, the child's age, and the nature of the child's 

condition including any evidence of previous injuries or disabilities (325 ILCS 5/7). 
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Call floor workers at the SCR take 

steps to gather information and to 

determine whether the alleged abuse or 

neglect is “reportable” and the proper 

response.  To be reportable and sent on for 

investigation, three criteria must be met.  

There must be: (1) an eligible perpetrator, 

(2) an eligible victim, and (3) a specific 

incident or set of circumstances.  Victims 

must be under 18 years of age or between 

the ages of 18 and 22 if living in a 

Department licensed facility.  For abuse, 

eligible perpetrators include the victim’s 

parent, immediate family member, 

someone who resides in the same 

household, anyone who is responsible for 

the child’s welfare when the incident 

occurred, a parent’s significant other, or 

any person who knows the child through 

an official capacity or is in a position of 

trust.  For neglect allegations, perpetrators 

must be a parent or any other person who 

is responsible for the care of the child 

when the neglect occurred. 

If the call is determined to be 

reportable, it is sent to a local field office 

for investigation.  Before the report is sent 

to the field office, the call floor worker 

has to establish what type of response the 

report will receive, which determines how 

quickly an investigator will respond to the 

report.  If the call is deemed to be out of 

jurisdiction, the call is entered into 

SACWIS and is available for use as 

related information for concurrent active 

investigations or if a later call prompts an 

investigation.  These reports may also be 

referred to other agencies or law 

enforcement.  

 

 

 

 

 

Exhibit 2-1 
INVESTIGATION PROCESS OVERVIEW 

 

Source: OAG analysis of DCFS investigative process.  

HOTLINE

A call is received at the Child Abuse 
Hotline (1-800-25-ABUSE).  If a call 

floor worker is not available, a 
message is taken, and the individual 

is called back at a later time.

INTAKE

An intake is created and is 
transmitted to a local DCFS field 

office and is assigned to an 
investigator.

INVESTIGATION INITIATION 

Within 24 hours an investigation 
must be initiated by in-person 

contact with the alleged victim or 
making a good faith attempt.

INVESTIGATION STEPS 

The Investigation process includes 
interviewing individuals, gathering 

documentation, and completing the 
Child Endangerment Risk 

Assessment Protocol (CERAP).  

- Within 7 days the investigator 
must make in-person contact 
with the alleged perpetrator or 
make a good faith attempt.  

- Within 55 days the 
investigator must submit a 
completed investigation or 
request an extension.

INVESTIGATION COMPLETION 

Within 60 days the investigation is 
required to be completed unless an 

extension is approved.
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Investigator Assignments and Caseloads 

The Department should take steps to decrease the number of investigations assigned to 

each investigator in order to comply with the requirements of the B.H. Consent Decree.  

Allegations that are determined to be reportable are assigned geographically, based on the child’s 

address, to a local field office.  Once the Hotline staff determines the allegation is reportable, it 

must be sent to the local field office within one hour of receipt of the report (Procedures 

300.40(a)).  

The field offices receive the investigation assignment electronically via a local mailbox in 

SACWIS.  The investigation is assigned to an investigator (Child Protection Specialist or 

Advanced Specialist) by a supervisor at the field office.  According to Department procedures, 

the supervisor should assign reports based on rotation, with due consideration given to the 

experience, expertise, and availability of staff (Procedures 300.70(c)(1)).  Investigators given the 

primary assignment have the responsibility to complete the investigation within 60 days.  For 

case load analysis purposes, the Department tracks primary assignments lasting more than 24 

hours.  

We analyzed investigator assignment data provided by the Department for the period 

FY15-FY17 for primary assignments lasting more than 24 hours and found that total monthly 

investigator assignments increased from 5,001 in July 2014 to 6,527 in June 2017 or 30.5 

percent.  Of particular note is the dramatic increase between July 2014 and May 2016 from 5,001 

monthly assignments to 8,326 monthly assignments.  This represents a 66.5 percent increase over 

a 23 month period (see Exhibit 2-2).  During the same period the number of investigators with 

assignments dropped from 544 in July 2014 to 497 in May 2016.  

Exhibit 2-2 
TOTAL ASSIGNMENTS BY MONTH 

FY15-FY17 

 

Source: OAG analysis of DCFS data for primary assignments as of July 27, 2018. 
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Case assignments were extremely high during FY15-FY17 for certain field offices.  

Exhibit 2-3 shows the ten investigators with the most total assignments during the period.  As 

can be seen in the exhibit, the top ten investigator assignments are dominated by the Northern 

area of the State.  Specifically, they include field offices in Joliet, Rockford, and Waukegan.    

 

Exhibit 2-3 
TOP 10 INVESTIGATORS WITH THE MOST ASSIGNMENTS BY FISCAL YEAR 

FY15-FY17 

Investigator Field Office(s) Region FY15 FY16 FY17 Total 

1 Joliet/Waukegan Northern 242 364 237 843 

2 Rockford/Joliet Northern 163 433 212 808 

3 Rockford Northern 176 299 252 727 

4 Rockford/Joliet/Waukegan Northern 152 384 182 718 

5 Waukegan Northern 149 252 309 710 

6 Rockford Northern 157 275 266 698 

7 Various Central 183 251 246 680 

8 Rockford Northern 155 260 259 674 

9 Joliet Northern 163 392 108 663 

10 Joliet/Cook South Northern/Cook 187 288 176 651 

Source: OAG analysis of DCFS data for primary assignments as of July 27, 2018.  

 

B.H. Consent Decree Investigation Assignment Requirements 

The Department is not complying with investigator assignment requirements delineated 

in the B.H. Consent Decree.  In 1988, a class action lawsuit was filed against the Department 

alleging that it failed to provide adequate services to children in its custody.  In 1991, the parties 

entered into a consent decree known as the B.H. Consent Decree (88 C 5599 (N.D. Ill.)).  The 

parties filed a restated consent decree in 1997 and have continued to modify the Consent Decree 

as needed.  As part of our review of Department protocols for investigating reports of child abuse 

and neglect, we reviewed the B.H. Consent Decree.  The Consent Decree included a provision 

that states:   

By July 1, 1993, each DCFS child protective services investigator will be 

assigned no more than 12 new abuse or neglect investigations per month during 

nine months of a calendar year.  During the other three months of the calendar 

year, the investigator will be assigned no more than 15 new abuse or neglect 

investigations per month.  

Our analysis of primary assignments showed that 926 different investigators received at 

least one assignment during the period.  Of these, 729 or 78.7 percent had at least 1 month during 

the period in which they received more than 15 primary assignments.  In June 2016, an 

investigator received 113 primary assignments in a single month.  Exhibit 2-4 shows the average 

number of assignments by month for the three fiscal years.  Our analysis showed that 32 

investigators averaged more than 15 case assignments per month for the entire three-year period.  

Further, an additional 114 investigators who did not receive assignments for all 36 months 

averaged more than 15 assignments per month for the months worked during the period.  
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Exhibit 2-4 
AVERAGE NUMBER OF ASSIGNMENTS BY MONTH 

FY15-FY17 

 

Note: The B.H. Consent Decree requires that there can be no more than 12 new abuse or neglect 
investigations assigned to an investigator per month during nine months of a calendar year and during the 
other three months of the calendar year, the investigator can be assigned no more than 15 new 
investigations per month. 

Source: OAG analysis of DCFS data as of July 27, 2018.  

Using the criteria for assignments contained in the B.H. Consent Decree, a child 

protective services investigator should not receive more than 153 new assignments annually.  

Because the B.H. Consent Decree investigation assignment requirement is based on a calendar 

year, we also reviewed calendar year 2015 and calendar year 2016.  These were the only years 

for which we had complete calendar year information.  For calendar years 2015 and 2016, 36.8 

percent and 36.1 percent of investigators respectively were assigned more than 153 primary 

assignments and were therefore in violation of the B.H. Consent Decree.  

Exhibit 2-5 shows that as the total number of investigators decreased during FY16, the 

higher the percent of investigators who were out of compliance with the B.H. Consent Decree’s 

maximum allowable new assignments of 15 new assignments.  The exhibit also shows that for 

February through April 2016 over half of all investigators were out of compliance.   
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Exhibit 2-5 
INVESTIGATORS WITH MORE THAN 15 NEW ASSIGNMENTS BY MONTH 

FY15-FY17 

 

      Investigators with less than 15 assignments     Investigators with more than 15 assignments 

Source: OAG analysis of DCFS data as of July 27, 2018.  

 

Investigators who are overloaded with new assignments may be more prone to make 

mistakes and put children involved in their investigations at serious risk.  It may also lead to 

investigator burnout and high turnover.  Ensuring more reasonable caseloads would benefit the 

Department in achieving positive outcomes for children and families.  

  

INVESTIGATOR ASSIGNMENTS  

RECOMMENDATION 

2 
The Department of Children and Family Services should take steps 

to ensure investigator assignments are in compliance with the 

requirements of the B.H. Consent Decree.   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department of Children and Family Services (“Department”) has 

taken steps to ensure that investigator assignments are in compliance 

with the requirements of B.H. Consent Decree.  The Department has 

established internal monthly meetings with the Regional 

Administrators from the Operations Division and the Office of Legal 

Services to review caseloads in order to maintain compliance with the 

B.H. Consent Decree.  The Department meets with the plaintiff’s in the 

B.H. case monthly to discuss caseloads.  The Department provides a 

monthly report to the B.H. plaintiffs on caseloads.  The Department 

has created DAI positions to assure adequate staffing for 

investigations. 

Child Endangerment Risk Assessment Protocol 

Child Endangerment Risk Assessment Protocols (CERAPs) were not always completed 

by investigators and private agency staff providing services.  Further, for those cases in which 
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the CERAP was completed, it was not always completed in a timely manner.  The Department 

could not provide documentation to show that the reliability and validity of the protocol had been 

evaluated during the audit period as required by statute.  The Department also could not provide 

written procedures for training related to the CERAP as required by statute.  

The CERAP is a six-page safety assessment protocol used through all stages of 

involvement with the Department, including child protection investigations (Form CFS 1441).  

This “life-of-the case” protocol is designed to provide investigators with a mechanism for 

quickly assessing the potential for moderate to severe harm to children in the immediate or near 

future and for taking quick action to protect them.  Department employees as well as service 

providers utilize the protocol at specified milestones throughout an investigation or child welfare 

case to help them determine whether a child is safe or unsafe, and if unsafe, decide what actions 

must be taken to assure their safety.  When immediate risk to a child’s safety is identified, the 

protocol requires that action be taken, such as the implementation of a safety plan or protective 

custody.  Any child safety threats identified as the result of the CERAP must be incorporated 

into the SACWIS Family Service Plan.  

CERAPs Completed During Investigations 

Investigators are required to complete at least one CERAP for every non-facility 

investigation.  The CERAP is required to be completed: 

 Within 24 hours after the investigator first sees the child.   

 Whenever evidence or circumstances suggest that a child’s safety may be in jeopardy. 

 Every 5 working days following the determination that a child is unsafe and a safety 

plan is implemented. 

 At the conclusion of the formal investigation, unless temporary custody is granted or 

there is an open intact case or assigned caseworker.  The safety of all children in the 

home, including alleged victims and non-involved children, must be assessed. 

Any child safety threats identified as the result of the CERAP are required to be 

incorporated into a Family Service Plan.  The supervisor or designee is required to approve the 

CERAP within 24 hours after the worker has completed it, if a safety threat has been marked 

“unsafe” (Procedures 300 Appendix G).  

We reviewed investigations data provided by the Department for FY15-FY17 to 

determine if initial CERAPs were being 

completed and whether it was within the 

required timeframes.  There were 130 

investigations where a CERAP was not 

completed after contact with the victim as 

required.  The number remained steady 

for all three fiscal years, with 43 in FY15, 

45 in FY16 and 42 in FY17.     

A CERAP must be completed 

within 24 hours after the investigator first 

sees the alleged victim.  We reviewed the 

time from contact with the victim to the 

time the first CERAP was approved and found that a CERAP is not always completed in a timely 

Exhibit 2-6 
INITIAL CERAP TIMELINESS 

FY15-FY17 

 FY15 FY16 FY17 

Not Timely 13.9% 10.1% 6.4% 

Timely 79.8% 81.7% 85.1% 

Unknown/Other1 6.3% 8.2% 8.5% 

1 Unknown/Other includes investigations in which 

information needed to calculate timeliness was blank or 
returned a negative value, such as when a CERAP was not 
required. 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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manner.  However, as shown in Exhibit 2-6 CERAP timeliness of completion appeared to 

improve during the audit period from 79.8 percent in FY15 to 85.1 percent in FY17.  

As part of our sample of 150 indicated investigations we also reviewed whether the final 

CERAPs were being conducted at the completion of the investigation.  For 35 of 150 

investigations (23.3%) we determined that the investigation did not have a final CERAP 

conducted and there was no valid exception (i.e., a services case was opened or the supervisor 

waived the requirement).  

CERAP Completed During Intact Family Services 

Intact Family Services (IFS) and other services are discussed in Chapter Four.  If the case 

involves IFS, a CERAP is required to be completed by the Department or the private agency: 

 Within 5 working days after initial case assignment and upon any and all subsequent 

case transfers. 

 Every 90 calendar days from the case opening date. 

 Whenever evidence or circumstances suggest that a child’s safety may be in jeopardy. 

 Every 5 working days following the determination that a child is unsafe and a safety 

plan is implemented. 

 Within 5 working days of a supervisory approved case closure.  

As part of our sample of 150 indicated investigations, we also reviewed whether CERAPs 

were being completed at the beginning and end of services and whether it was within the 

required timeframes for applicable cases.  One IFS case did not have a required CERAP at the 

end of the services.  Three of 19 IFS cases (15.8%) did not have the initial CERAP completed 

within 5 business days of case opening, and two IFS cases (10.5%) did not have the final 

CERAP completed within 5 business days of case closing.  

The University of Illinois Children & Family Research Center prepares a report for the 

Department annually regarding the CERAP.  The FY18 CERAP Annual Evaluation utilized 

FY14-FY17 data to assess whether those providing Intact Family Services (IFS) were 

completing the CERAP as required.  Overall the report concluded that: 

 No CERAP was completed for some IFS cases.  This ranged from 16.2 percent for 

FY15 to 12 percent for FY17. 

 CERAPs were not always completed timely for IFS cases.  This ranged from 26.2 

percent for FY15 to 20 percent for FY17 that were not completed within 15 days of 

the case open date (a CERAP is required to be completed within 5 working days after 

initial assignment).   

 For IFS cases open more than 90 days, CERAPs were not always completed as 

required.  For 33.5 percent in FY15, 30.0 percent in FY16, and 37.2 percent in FY17, 

CERAPs were not completed as required. 

 For IFS cases that had a CERAP that determined the child to be unsafe, another 

CERAP was not always completed as required within 5 days.  This ranged from 36.5 

percent in FY15 to 31.2 percent in FY17. 
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Compliance With Statutory CERAP Requirements 

The Department did not comply with provisions of the Children and Family Services Act 

that require the Department to evaluate the reliability and validity of the CERAP.  The 

Department also could not provide CERAP training procedures as is required by statute. 

The Children and Family Services Act (20 ILCS 505/21(e)) requires that the Department 

shall develop and implement the following: 

(1) A standardized child endangerment risk assessment protocol. 

(2) Related training procedures. 

(3) A standardized method for demonstration of proficiency in application of the 

protocol. 

(4) An evaluation of the reliability and validity of the protocol. 

The Act also requires the Department to report to the Illinois General Assembly annually 

on the evaluation of the reliability and validity of the CERAP.  Although, the Department 

provided documentation to show it had completed and submitted CERAP annual evaluation 

reports to the General Assembly, these reports did not contain conclusions regarding the 

reliability and validity of the Protocol.   

The Department could not provide CERAP training procedures that were also required to 

be implemented by the Act.  Department officials provided auditors with CERAP training 

materials as well as general training procedures.  However, they could not provide specific 

training procedures for CERAPs.  

When auditors inquired about the annual evaluations, officials replied that the evaluation 

does assess the reliability and validity of the CERAP.  Testing to see if a CERAP has been 

completed is an aspect of the protocol’s reliability.  However, if the only way the reliability of 

the CERAP is assessed is by completion rates, there’s no measure of whether the CERAP was 

completed correctly.  Department investigators deal with heavy workloads and there could be 

pressure to make sure the CERAP is completed on time, without necessarily ensuring it was 

properly or fully completed.  

Because the Department is not evaluating the reliability and validity of the CERAP, it 

cannot ensure that the protocol is effective and ensures the safety of children.  Written training 

procedures for investigators would help ensure consistent use of the protocol. 
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CHILD ENDANGERMENT RISK ASSESSMENT PROTOCOL 

RECOMMENDATION 

3 
The Department of Children and Family Services should: 

 Ensure that CERAPs are completed for investigations and 

that they are completed in a timely manner; 

 Ensure that CERAPs are completed and that they are 

completed in a timely manner when Intact Family Services 

are provided; and 

 Evaluate the reliability and validity of the CERAP annually 

and develop written procedures related to CERAP training as 

is required by the Children and Family Services Act. 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department has management reports in place for both intact and 

investigations that identify activity regarding CERAP completion. 

Supervisors will be trained on the reports and reminded of the need to 

ensure CERAPS are completed within procedure timeframes.  This 

will be completed within the next 90 days.  The CERAP Citizen 

Advisory group will ensure their ongoing research projects address 

validity and reliability as defined by the auditors; the next project is 

due by May 2020.  Written procedures related to CERAP training will 

be enhanced to reflect the requirements of the Children and Family 

Services Act by October 2019.  A random selection of cases will be 

reviewed quarterly by the Compliance Administrator to address timely 

completion. 

STATUS OF ABUSE AND NEGLECT INVESTIGATIONS 

House Resolution Number 418 asks the Auditor General to review the status of abuse and 

neglect investigations for FY15, FY16, and FY17.  The status of abuse and neglect investigations 

may be classified as Closed, Expunged, Undetermined, In Appeal, In Review, 20-Day Hold, 

Purged/Concealed, and Pending Approval.   

The status codes used in SACWIS are generally not defined in either the statutes, 

administrative rules, or in the Department’s investigative procedures.  Therefore, auditors 

developed the definitions for each status code, and Department officials reviewed and 

commented on the descriptions.   

 Expunged - An unfounded investigation where the records are unviewable or an 

indicated investigation in which the retention period has lapsed.  According to 

ANCRA, all information identifying the subjects of an unfounded report shall be 

expunged from the register, except as provided by statute.  Examples of exceptions 

included are for an intentional false report or the death of a child. 

 Closed - An investigation has been completed, a decision has been rendered on the 

case, and it has been approved and closed. 

 Undetermined – The investigation could not be completed within the required 60 

days.  These investigations are usually waiting for additional information; the finding 

may or may not be determined based on what information is pending.  
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 In Appeal – An investigation 

that has been appealed and is 

currently going through the 

appeal process.  

 Purged or Concealed – The 

investigation retention period 

is up for a specific individual, 

but there may be more 

perpetrators listed, or the 

subjects of the report are 

involved with another 

report/case in the system; the 

person for whom the retention 

period is up will be 

purged/concealed within the 

investigation.  This is an 

automatic function set up 

within SACWIS.  

 In Review – An investigation that is awaiting a mandated reporter’s second review.  

These are performed by the Department Compliance Manager or Area 

Administrators.  

 20-Day Hold - An investigation that is waiting for a response from the mandated 

reporter.  If an investigation is unfounded the mandated reporter has the right to 

request a review.  If the mandated reporter does not respond, the investigation reverts 

to closed at the end of 20 days.   

 Pending Approval – An investigation that is currently awaiting supervisory approval 

in order to be completed.  

The Department provided auditors with investigations data for all intakes completed 

during FY15, FY16 and FY17, as of July 27, 2018.  Our analysis for the three-year period 

showed that a majority of cases (142,766 investigations or 64.5%) were classified as expunged 

(see Exhibit 2-7).  Expunged investigations for the period were unfounded investigations in 

which most information, including the name of the alleged perpetrator, had been hidden or 

removed from the investigation information.  An additional 78,520 (35.5%) investigations were 

classified as closed.  For the remaining investigations: 

 22 were undetermined (3 cases were FY16 and 19 cases were FY17); 

 18 were in appeal (15 cases were FY15, 1 case was FY16, and 2 cases were FY17); 

 9 were purged or concealed (all were FY15 cases); 

 3 were in review (one from each fiscal year); 

 2 were in a 20-day hold (both were FY17 cases); and 

 1 was pending approval (an FY17 case). 

Exhibit 2-7 
STATUS OF INVESTIGATION 

FY15-FY17 

Case Status FY15 FY16 FY17 Total 

Expunged 46,570 51,024 45,172 142,766 

Closed 21,137 27,543 29,840 78,520 

Undetermined - 3 19 22 

In Appeal 15 1 2 18 

Purged or 

Concealed 9 - - 9 

In Review 1 1 1 3 

20-Day Hold - - 2 2 

Pending  

Approval - - 1 1 

Total 67,732 78,572 75,037 221,341 

Source: OAG analysis of DCFS investigations data as of 
July 27, 2018.  
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FINAL DETERMINATIONS AND FINDINGS 

House Resolution Number 418 asks the Auditor General to review the final determination 

or finding of abuse and neglect investigations for FY15, FY16, and FY17.  A determination is 

the final Department decision about whether there was credible evidence that child abuse or 

neglect occurred.  

The final determination or finding of abuse and neglect investigations may include 

indicated, undetermined, or unfounded.   Below is a description of each type of determination.  

 Indicated – Credible evidence of abuse or neglect has been obtained pertinent to the 

allegation.   

 Unfounded – Credible evidence of abuse or neglect has not been obtained. 

 Undetermined (Pending) – Investigative staff have been unable, for good cause, to 

gather sufficient facts to support a decision within 60 days of the date the report was 

received.  Additional periods of 30 days may be permitted to complete the 

investigation, after which a determination is made. 

According to data provided by the 

Department, 25.5 percent of investigations 

(56,457 of 221,341) for the three-year 

period FY15-FY17 had a final 

determination or finding of indicated, 

meaning there was credible evidence that 

the allegation occurred.  For 74.5 percent 

of all investigations the status was 

unfounded (164,864 of 221,341 

investigations) (see Exhibit 2-8).  

As of July 2018, there were 20 

investigations for FY16 and FY17 that were listed as pending, which we interpreted to mean 

undetermined, and therefore a final determination had not been made.  Of these 20 

investigations, 2 were from FY16 and 18 were from FY17.  These investigations generally 

involved allegations of death or sexual abuse and/or an investigation in which law enforcement is 

involved.  These investigations may take a considerable amount of time because investigators 

may be waiting for medical reports from a medical examiner or coroner and may involve 

criminal prosecution.   

 

  

Exhibit 2-8 
FINAL DETERMINATION (FINDING) 

FY15-FY17 

Finding FY15 FY16 FY17 Total 

Indicated 19,156 18,710 18,591 56,457 

Unfounded 48,576 59,860 56,428 164,864 

Pending 0 2 18 20 

Total 67,732 78,572 75,037 221,341 

Source: OAG analysis of DCFS investigations data as of 
July 27, 2018.  
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Chapter Three  

INVESTIGATION TIMEFRAMES 

CHAPTER CONCLUSIONS 

We found that the Department needs to improve timeliness in several areas.  The 

Department is not timely in completing intakes from callers reporting allegations of abuse and 

neglect.  The hotline did not meet targets and call backs increased substantially during FY15-

FY17, from 39.6 percent to 55.7 percent of total calls.  The Department also does not have 

written procedures regarding the process for calling back individuals who report allegations of 

abuse or neglect that do not complete the intake process at the time of their initial call.  Further, 

the Department does not maintain call back information electronically in SACWIS for more than 

90 days, which makes any long-term analysis of call back timeliness difficult.   

According to investigations data provided, the Department was timely in initiating 

investigations for approximately 99 percent of investigations.  However, required interviews 

with the alleged victim and perpetrator were not always completed in a timely manner.  With 

data provided by the Department, we reviewed the timeliness of interviews with the alleged 

victim(s) based on whether actual contact was made and found that the alleged victim was not 

interviewed within 24 hours in 29.1 percent of cases for the audit period FY15-FY17.  The 

alleged perpetrator was not interviewed within 7 days in 24.5 percent of cases for the audit 

period. 

The overall timeliness of completion for investigations declined significantly over the 

three-year period FY15-FY17.  In FY15, 7.6 percent of investigations were not completed within 

60 days.  For FY16, the percentage of investigations not completed within 60 days increased to 

16.0 percent.  It remained elevated in FY17 at 12.4 percent of investigations not completed 

within 60 days.   

We reviewed the timeliness of submission of the completed investigation to the 

supervisor and found that for the audit period FY15-FY17, 44.2 percent of all reports without 

extensions were not submitted within 55 days.  The highest rate of noncompliance was for FY16, 

in which 51.2 percent of reports did not meet the 55 day requirement for submission to the 

supervisor, according to data provided by the Department.   

The Department’s difficulty in completing investigations in a timely manner during the 

audit period is further demonstrated by the number and percentage of investigations that received 

a 30-day extension.  The percentage of cases receiving one or more extensions increased from 

7.5 percent in FY15 to 16.1 percent in FY16 and 12.7 percent in FY17.  Further, the number of 

investigations receiving multiple extensions also increased significantly.  For instance, the 

number of investigations that received three extensions (an additional 90 days) increased from 

274 investigations in FY15 to 1,263 investigations in FY16 and 719 investigations in FY17.  In 

our review of cases involving an extension, it was also not always clear what the cause for the 

extension was or whether it rose to the level of “good cause.” 
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INVESTIGATION TIMELINESS 

We found that the Department needs to improve timeliness in several areas.  We 

reviewed the timeliness of completing intakes, initial assignment, conducting interviews with the 

alleged victim and perpetrator, and overall completion and closure of allegations that were 

investigated during FY15, FY16, and FY17. 

DCFS rules (89 Ill. Adm. Code 300.90) require that within 24 hours investigators must:  

 Begin or make a good faith attempt to begin the initial investigation.  

 Make in-person contact with the alleged victim or examine the environment for 

inadequate shelter and environmental neglect.  

 If applicable, contact the mother of an infant hospitalized with a controlled 

substance in its system. 

The investigation will begin immediately (the 

DCFS investigator has to respond within 15 minutes of 

receiving the report) if the child is in immediate danger 

or if the family may flee with the child.  A report can also 

receive an “action needed” response which means that 

the assigned investigator and supervisor have to review 

the report within 60 minutes of receiving the report and 

determine what action is necessary (Procedures 

300.50(f)). 

Hotline Timeliness and Callbacks 

The Department is not timely in completing 

intakes from callers reporting allegations of abuse and 

neglect.  For approximately half of all calls during the 

audit period an intake could not be initiated because a 

call floor worker was not available resulting in a message 

being taken.  The Department also does not have written 

procedures regarding the process for calling back 

individuals who report allegations of abuse or neglect 

that do not begin the intake process at the time of their 

initial call.  Finally, the Department does not maintain 

call back information electronically in SACWIS for more 

than 90 days, which makes any long-term analysis of 

performance and call back timeliness difficult.  

The Department is required by statute to be 

capable of receiving reports of suspected child abuse or neglect 24 hours a day, 7 days a week 

(325 ILCS 5/7.4a).  This is accomplished through a hotline at the State Central Register (SCR).  

According to Department administrative rules the time the report was received at the State 

Central Register begins the investigative process (89 Ill. Adm. Code 300.90). 

Required Timeframes 
 

 1 Hour – If the Hotline 
determines the allegation is 
reportable, it must be sent to the 
local field office within one hour 
of receipt of the call. 

 24 Hours – In-person contact 
with alleged victim or 
examination of the environment 
for inadequate shelter and 
environmental neglect. Begin or 
make a good faith effort to begin 
the initial investigation.  

 7 Days – In-person contact with 
the alleged perpetrator. Contact 
with caretaker and alleged victim 
if not completed sooner. 

 55 Days – Investigator must 
submit the completed 
investigation to supervisor. 

 60 Days – Final Investigation 
Report or the Preliminary 
Investigation Report if a 30-day 
extension is necessary. 
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During certain times at the hotline there are more 

incoming calls than there are call floor workers to take 

them.  When this occurs, a message is taken and the 

reporter is called back when a call floor worker becomes 

available.  Auditors visited the SCR Hotline and 

observed the operations on February 6, 2018.  According 

to officials, the hotline at that time had 89 call floor 

workers and 21 current vacancies.  On the day of our 

visit to the hotline we noted that there were 579 calls that 

were in the queue waiting to be returned.  According to 

the SCR Administrator at the time, when messages are 

taken the calls are triaged and called back.  Those with 

safety concerns go to the top of the list. 

The Department could not provide electronic call 

back information for the audit period.  We requested call 

back information for the audit period and were informed 

that the Department only maintains call back information 

in SACWIS for the most recent 90-day period.  After that 

the information is rolled off the system and deleted. 

Although electronic call back information was 

limited, we were able to review hardcopy summary reports at the SCR in order to gather some 

general information about FY15-FY17 hotline operations and call backs.  The SCR Hotline has 

an established target goal of answering 75 percent of all calls with no more than 25 percent call 

backs.  Auditors requested any policies or procedures for call backs; however the 

Department did not provide any.  

The SCR summary reports we 

reviewed showed that the hotline did not 

meet targets and that call backs had in fact 

increased substantially during FY15-

FY17, from 39.6 percent to 55.7 percent 

of total calls (see Exhibit 3-1).  

During the course of the audit, we 

were able to obtain a 90-Day Call Back 

report for the period April 4, 2018, to July 

2, 2018.  The report contained a total of 

43,775 messages taken.  The number of 

attempts to call back ranged from 0 to 6 

calls.  We analyzed the time from the initial call to the first attempted call back and found that on 

average it took approximately 23.3 hours to the first attempt to call back the individual reporting 

the allegation.  Call back times ranged from 0 minutes to 6 days 22 hours from the initial call.  

Of particular note is that for 35.4 percent of the call backs in the 90 day report an intake was 

never created.  

Further, we analyzed the call back information by the type of priority (Normal, Urgent, or 

Emergency) and found that it can potentially take days for DCFS to call back reporters of child 

Exhibit 3-1 
PERCENTAGE OF CALLS TAKEN AS MESSAGE  

FY15-FY17 

FY 
Call  

Volume 
Messages 

Taken Percent 

2015 222,719 88,291 39.6% 

2016 245,388 129,211 52.7% 

2017 252,568 140,773 55.7% 

Total 720,675 358,275 49.7% 

Source: OAG analysis of DCFS hardcopy hotline reports.  

Call Back Priority 

Emergency – If it’s an emergency 
child safety issue, the call back is 
labeled as Emergency and a worker 
either takes the call right then or 
calls back within 15 minutes.  
 
Urgent – An urgent call back is a 
call back that is labeled Urgent in 
order to demonstrate that there is a 
reporter who is available now but 
may not be available for long (i.e, 
getting ready to go off shift, etc.).  
 
Normal – A normal call back means 
that it is not an emergency child 
safety issue and the caller is making 
him/herself available even after their 
work shift (cell phone etc.) and can 
be called back at any time. 
 
Source: DCFS officials. 
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abuse and neglect.  Exhibit 3-2 shows that for calls with a “Normal” response code, 58.3 percent 

took more than 24 hours until the first attempt to call back the reporter with 37.4 percent taking 

more than 2 days.  Even more concerning is that approximately 35 percent of “Urgent” calls took 

more than 24 hours and 10.1 percent of “Emergency” calls took more than an hour to the first 

attempted call back.  It should be noted that our analysis is to the first attempted call back, which 

does not necessarily mean that contact was made with the reporter to complete the intake so that 

the investigation could begin.  

Exhibit 3-2 
TIME TO FIRST CALL BACK ATTEMPT BY PRIORITY 

April 4, 2018 through July 2, 2018 

Timeframe Normal % Urgent % Emergency % Total Total % 

0 to 15 minutes 466 3.4% 2,687 14.2% 6,838 65.1% 9,991 23.2% 

15 to 30 minutes 263 1.9% 1,512 8.0% 1,720 16.4% 3,495 8.1% 

30 to 60 minutes 352 2.6% 1,640 8.7% 889 8.5% 2,881 6.7% 

60 minutes to 24 
hours 4,599 33.8% 6,433 34.0% 770 7.3% 11,802 27.4% 

24 hour to 48 hours  2,852 20.9% 2,433 12.9% 145 1.4% 5,430 12.6% 

More than 48 hours 5,088 37.4% 4,188 22.2% 147 1.4% 9,423 21.9% 

Total 13,620 100% 18,893 100% 10,509 100% 43,022 100% 

Note: Totals may not add due to rounding.  The table excludes messages where an attempt was not made, and call 
backs that occurred before the message was taken. 

Source: OAG analysis of DCFS provided 90-Day Call Back Report for April 4, 2018-July 2, 2018.  

Within the data provided, there were 747 messages taken for which there was no call 

back attempt listed.  Of those 747, 237 had no call back listed and no intake created.  Of the 237, 

101 were more than 7 days old as of July 3, 2018.  The oldest was an emergency priority 

message taken on April 5th, or 89 days from the date the report was run. 

During the audit, the SCR was working to develop an online reporting system.  

According to a Department official, the online reporting system went live June 19, 2018, and it 

can be accessed through the Department’s website.  Reports are submitted through an online 

form.  Submissions are monitored by call floor supervisors and assigned to call floor workers.  A 

worker reviews the report and assesses the information to determine if there is enough 

information to make a determination regarding the intake.  If there is enough information the 

report is moved to SACWIS by the call floor worker and an email is automatically sent to the 

reporter to inform them of the disposition of the report.  If there is not enough information to 

make a determination, the call floor worker will call the reporter to obtain any needed 

information.  According to a Department official, as of February 4, 2019, the Department had 

assessed 5,792 online submissions.  Increasing the number of individuals utilizing online 

reporting may reduce the number calling the hotline and therefore the number of messages taken. 

The hotline serves a critical function in obtaining intake information about allegations of 

child abuse and neglect as well as establishing each investigation in SACWIS.  If children are in 

danger of harm, it is important to begin investigations quickly.  Seeing children as soon as 

possible is also critical because perishable evidence such as bruises may fade rapidly, or the 

willingness of the alleged victim to talk about the incident may be affected.  If the hotline does 
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not establish intakes in a timely manner, investigations are not able to be assigned and initiated 

in a timely manner.  This may leave children in dangerous situations for a longer period of time.  

Further, delays in initiating investigations could hinder an investigator’s ability to gather critical 

information and interview witnesses and may affect the final outcome of the investigation.  

HOTLINE AND INTAKE 

RECOMMENDATION 

4 
The Department of Children and Family Services should: 

 Develop formal written procedures for call backs including 

required timeframes for creating intakes;  

 Ensure that the process for completing call backs is in 

accordance with written procedures by answering and 

returning hotline calls in a timely manner; 

 Begin maintaining complete information regarding the time 

it takes to return the hotline calls of those reporting 

allegations of child abuse or neglect for an amount of time 

that would allow for long-term analysis; and  

 Continue to increase the utilization of online reporting as 

appropriate.   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department has recently developed written procedures for call 

backs and training is provided to all call floor staff during new hire 

training.  April 2019 all staff were provided an in -service training on 

managing call backs.  The intake is created through call back once the 

caller is confirmed available to talk by the hotline worker.  If the call is 

an in call the intake is created at the time the call begins. A specialized 

Call Back Attempts Response Time report is received daily and 

weekly.  The specialized report is monitored by the SCR administrator 

and Assistant SCR administrator for call back response times which 

exceed the weekly average response time.  The call backs are reviewed 

to determine the reason for longer than average response time. The 

hotline currently tracks daily, weekly, monthly and yearly the message 

taking rate and the call back response time.  The State Central Register 

implemented approximately 18 months ago shift strategies which are 

communicated to call floor staff about the managing call backs and in 

calls.  Approximately 12 months ago an additional category “Urgent”, 

was added to the call back log to assist supervisors and call floor 

worker to prioritize the call backs by “Emergency”, “Urgent” or 

“Normal” response call backs. The hotline also tracks and gathers data 

regarding individual hotline workers and overall -team performance.  

A strategy is in development to publicize and educate potential on line 

users by region on the ON LINE REPORTING option and how to 

access the on-line reporting system. 

 

 



PERFORMANCE AUDIT OF DCFS INVESTIGATIONS OF ABUSE AND NEGLECT  

 34 

Investigation Initiation  

The Department could not verify the accuracy of intake start and end times (when the 

phone call with the reporter began and ended) or the assignment start time (when the report was 

transmitted to the field office), which hinders the Department’s ability to monitor compliance 

with statutory requirements.  The Abused and Neglected Child Reporting Act (ANCRA) requires 

investigations to begin within 24 hours of receipt of the report (325 ILCS 5/7.4(b)(2)), which is 

defined by Department administrative rules as “the time the report was received at the State 

Central Register” (89 Ill. Adm. Code 300.90).  

Auditors reviewed the timeliness of reports being transmitted from the SCR to a field 

office for FY15-FY17 and found that 85,866 of 221,341 (38.8%) first assignments to field 

offices were transmitted prior to the intake end time.  Additionally, of those 85,866 assignments, 

191 were transmitted prior to the intake start time.  

Auditors followed up with agency officials on October 2, 

2018, to ensure we were using the correct fields for our 

calculations and to ask why reports would be 

transmitted prior to the end of the intake, but officials 

did not respond.  Therefore, it is not known if there are 

accuracy problems with the intake times, the assignment 

transmittal times, or both.  Because auditors are unable to 

confirm the accuracy of the intake start and end times, 

which is the start of the investigative process, the 

investigation initiation and victim contact timeliness may 

not be completely accurate.  

Because of the Department’s lack of response and 

limitations in the data provided by the Department, we 

were unable to determine whether assignments were 

timely.  There are certain types of responses that require 

investigators to initiate the investigation in less than 24 

hours.  Emergency responses require investigators to be 

responding within 15 minutes of the SCR transmitting 

the report and Action Needed responses require the 

investigator and supervisor to review the report within 60 minutes of the SCR transmitting the 

report.  For Emergency and Action Needed responses, the timeliness of assigning an investigator 

is critical to initiation and any delay in transmitting the report to the field can hinder the 

investigator’s ability to respond in a timely manner. 

Investigations are required to be initiated by in-person contact with the alleged child 

victim or victims within 24 hours of the receipt of the report, or by a good faith attempt to 

contact the alleged child victim or victims.  Based on whether there was a good faith attempt to 

contact the alleged victim, our analysis of investigation initiation data showed that the percentage 

not initiated in a timely manner was less than one percent each year (0.7% for FY15, 0.8% for 

FY16, and 0.9% for FY17) (see Exhibit 3-3).    

Good Faith Attempt 

The following constitute good faith 
attempts to begin the investigation: 

1) when investigative staff learns, 
upon proceeding to the location 
given for the children alleged to have 
been abused or neglected, that the 
children have disappeared, the 
family has fled, the address does not 
exist, no one is at the location, or not 
all of the children alleged as abused 
or neglected are at the location; or 

2) when the involved child subjects 
are not accessible; or 

3) when the adult caretaker refuses 
to let child protective service staff 
see or speak with the involved child 
subject. 
 
Source: 89 Ill. Adm. Code 300.100  
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Exhibit 3-3 
CRITICAL TIMEFRAMES ANALYSIS 

FY15-FY17 

FY15 

 Investigation 
Initiation 

(24 Hours) 

Victim  
Contact 

(24 Hours) 

Perpetrator 
Contact 
(7 Days) 

Submission to 
Supervisor 
(55 Days)  

Not Timely 0.7% 28.2% 23.5% 40.7% 

Timely 99.0% 70.9% 63.7% 59.3% 

Unknown/Other1 0.3% 0.9% 12.9% 0.0% 

Total2 100% 100% 100% 100% 

FY16 

Not Timely 0.8% 30.5% 26.2% 51.2% 

Timely 98.9% 68.3% 59.0% 48.8% 

Unknown/Other1 0.4% 1.3% 14.8% 0.0% 

Total2 100% 100% 100% 100% 

FY17 

Not Timely 0.9% 28.6% 23.6% 40.4% 

Timely 98.8% 70.3% 62.0% 59.6% 

Unknown/Other1 0.3% 1.2% 14.4% 0.0% 

Total2 100% 100% 100% 100% 

Total FY15-FY17 

Not Timely 0.8% 29.1% 24.5% 44.2% 

Timely 98.9% 69.8% 61.4% 55.8% 

Unknown/Other1 0.3% 1.1% 14.1% 0.0% 

Total2 100% 100% 100% 100% 

1 Unknown/Other includes investigations in which information needed to calculate timeliness was blank or returned 
a negative value.  
2 Totals may not add due to rounding. 

Source: OAG analysis of DCFS data as of July 27, 2018.  

Interviewing the Alleged Victim 

The Department’s administrative rules require in-person contact with the alleged victim 

be made within 24 hours (89 Ill. Adm. Code 300.90).  With data provided by the Department 

we reviewed the timeliness of interviews with the alleged victim(s) based on whether actual 

contact was made, and as seen in Exhibit 3-3, found that the alleged victim was not contacted 

within 24 hours in 28.2 percent of cases for FY15, 30.5 percent of cases in FY16, and 28.6 

percent of cases in FY17.  The alleged victim was not interviewed at all in 415 cases in FY15, 

726 cases in FY16, and 678 cases in FY17.  

If an in-person contact with the alleged victim is not made within 24 hours, according to 

the Department’s rules it must be completed within 7 days.   According to data provided, the 

percentage of alleged victims in which contact was not made within 7 days ranged from 9.2 

percent to 13.0 percent for the three years FY15-FY17.  

Interviewing the Alleged Perpetrator 

The Department’s administrative rules require that, within seven days, there must be in-

person contact with the alleged perpetrator (89 Ill. Adm. Code 300.90).  We reviewed the 
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timeliness of interviews with the alleged perpetrator and found that the alleged perpetrator was 

not contacted within 7 days in 23.5 percent of cases for FY15, 26.2 percent of cases in FY16, and 

23.6 percent of cases in FY17, as seen in Exhibit 3-3.  In addition, the alleged perpetrator was 

not interviewed at all in 8,591 cases in FY15, 11,441 cases in FY16, and 10,688 cases in FY17.  

Submission of Investigation to Supervisor 

Department policies require the Child Protection Specialist to submit the completed 

investigation and final determination to the Child Protection Supervisor within 55 days of receipt 

of the report.  If a 30-day extension to complete the investigation is necessary, the Child 

Protection Specialist is required to submit (prior to the 55th day) an extension request to the 

Child Protection Supervisor who will evaluate the request (Procedures 300.50a). 

With data provided by the Department, we reviewed the timeliness of submission of the 

completed investigation to the supervisors and found that for the audit period FY15-FY17, 44.2 

percent of all reports without extensions were not submitted within 55 days.  The highest rate of 

noncompliance was for FY16, in which 51.2 percent of reports did not meet the 55 day 

requirement for submission to the supervisor, as seen in Exhibit 3-3.  

Overall Time to Complete an Investigation 

An investigator has 14 days to make a good faith determination that the alleged abuse or 

neglect exists.  If a good faith report exists, the investigation continues.  If a good faith report 

does not exist, the investigation is terminated (Procedures 300.50(a)).  

ANCRA requires the Child Protective Service Unit to determine, within 60 days, whether 

the reported allegation is “indicated” or “unfounded” and report the finding to the SCR (325 

ILCS 5/7.12).  “Indicated” means that it was determined that the abuse or neglect is likely to 

have occurred based on heightened credible evidence.  “Unfounded” means that there was not 

enough evidence to indicate that the abuse or neglect occurred.  Once the investigator has made a 

determination, the supervisor has to review and approve the report.  In addition to supervisory 

approval, certain types of reports also require approval of the Area Administrator.  Examples of 

reports that require an Area Administrator’s approval include death investigations, serious injury 

investigations, or reports involving DCFS wards (Procedures 300.75(a)).  

With data provided by the Department, we reviewed the timeliness of completing the 

investigations and found that, with extensions, 0.3 percent of all investigations were not 

completed in a timely manner, going from 0.3 percent in FY15 to 0.4 percent in FY16 and 0.2 

percent in FY17.  Although this analysis took into account those investigations that received an 

extension, it does not accurately reflect the actual time it took to complete investigations for the 

audit period. 

The time it took to complete an investigation increased during the audit period.  We 

found that the percentage of investigations that were not completed within 60 days doubled from 

FY15 to FY16.  With investigations data provided by the Department, we reviewed the overall 

time to complete investigations from intake to supervisory approval.  As is shown in Exhibit 3-4, 

in FY15, 7.6 percent of investigations were not completed within 60 days.  For FY16, the 

percentage of investigations not completed within 60 days increased to 16.0 percent.  It remained 

elevated in FY17 at 12.4 percent of investigations not completed within 60 days.  Additionally, 

the number of investigations completed in fourteen days or less dropped from 14.0 percent in 

FY15 to 10.5 percent in FY16 before increasing to 15.1 percent in FY17.  
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Exhibit 3-4 
COMPLETED INVESTIGATION TIMEFRAMES 

FY15-FY17 

   

     0 through 14 Days          15 through 30 Days         31 through 60 Days          Over 60 Days 

Timeframe FY15 FY16 FY17 Total 

0 through 14 Days 9,463 8,236 11,319 29,018 

15 through 30 Days 9,613 7,869 10,023 27,505 

31 through 60 Days 43,487 49,902 44,356 137,745 

Over 60 Days 5,169 12,559 9,318 27,046 

Unknown1 0 6 21 27 

Total 67,732 78,572 75,037 221,341 

1 Unknown includes investigations in which information needed to calculate timeliness was blank or returned a negative 
value. 

Source: OAG analysis of DCFS data as of July 27, 2018.  

 

The purpose of investigative timeframes is to establish protocols for responding to 

allegations of abuse and neglect.  By not meeting these timeframes, not only is the Department 

not in compliance with statutes, rules, and policies, but more importantly the Department is not 

responding in the best interest of the alleged victims and providing for the protection of those 

children.  

 

14.0%

14.2%

64.2%

7.6%

FY15

10.5%

10.0%

63.5%

16.0%

FY16

15.1%

13.4%

59.1%

12.4%

FY17



PERFORMANCE AUDIT OF DCFS INVESTIGATIONS OF ABUSE AND NEGLECT  

 38 

INVESTIGATION TIMELINESS 

RECOMMENDATION 

5 
The Department of Children and Family Services should take actions 

to ensure that critical investigation timeframes are completed in 

accordance with procedures, including initiating investigations, 

contacting the alleged victim and perpetrator, submitting 

investigations for supervisory review, and completing the 

investigation.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department currently tracks for compliance with initiation and is 

at 99% compliance.  Since March 1, 2019 report completion and 

extension is now being monitored weekly through reports and staffings 

with Regional Administrators.  Supervisors have access to a worker 

activity report and will be trained on how to access and utilize this 

report.  This will be completed by September 2019.  The Compliance 

Administrator will review a random selection of cases quarterly to 

ensure staff are meeting timeframes. 

EXTENSIONS 

The Department’s struggle to complete investigations in a timely manner during the audit 

period is further demonstrated by the number and percentage of investigations that received a 30-

day extension during the audit period.  Where it is not possible to initiate or complete an 

investigation within 60 days, the report may be deemed “undetermined” provided every effort 

has been made to undertake a complete investigation.  The Department may extend the period in 

which such determinations must be made in individual cases for additional periods of up to 30 

days each for good cause (325 ILCS 5/7.12).  Both the Supervisor and Area Administrator are 

responsible for reviewing and approving extensions every 30 days after the initial 60 day 

investigative period.  

ANCRA requires that the Department shall by rule establish what shall constitute good 

cause (325 ILCS 5/7.12).  Department rules state that good cause for extending the period for 

making a determination an additional 30 days may include, but is not limited to, the following 

reasons:  

 State's attorneys or law enforcement officials have requested that the Department 

delay making a determination due to a pending criminal investigation; 

 Medical or autopsy reports needed to make a determination are still pending after the 

initial 60 day period; 

 The report involves an out-of-state investigation and the delay is beyond the 

Department's control; or 

 Multiple alleged perpetrators or victims are involved necessitating more time in 

gathering evidence and conducting interviews (89 Ill. Adm. Code 300.110 (i)(3)(D)).  
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Exhibit 3-5 
30-DAY EXTENSIONS 

FY15-FY17 

 
FY15 Investigations FY16 Investigations FY17 Investigations 

Extensions Count Percent Count Percent Count Percent 

0 62,626 92.46% 65,958 83.95% 65,474 87.26% 

1 3,626 5.35% 7,336 9.34% 6,243 8.32% 

2 925 1.37% 2,762 3.52% 1,839 2.45% 

3 274 0.40% 1,263 1.61% 719 0.96% 

4 122 0.18% 587 0.75% 320 0.43% 

5 52 0.08% 283 0.36% 175 0.23% 

6 35 0.05% 125 0.16% 79 0.11% 

7 20 0.03% 90 0.11% 62 0.08% 

8 10 0.01% 54 0.07% 38 0.05% 

9 7 0.01% 33 0.04% 26 0.03% 

10+ 35 0.05% 81 0.10% 62 0.08% 

   Total 67,732 100 % 78,572 100% 75,037 100% 

Source: OAG analysis of DCFS data as of July 27, 2018. 

We reviewed the number of investigations that received an extension and found that it 

increased significantly during the audit period as is shown in Exhibit 3-5.  The percentage of 

cases receiving at least one extension increased from 7.5 percent in FY15 to 16.1 percent in 

FY16 and 12.7 percent in FY17.  Further, the number of investigation receiving multiple 

extensions also increased significantly.  For instance, the number of investigations that received 

three extensions (an additional 90 days) increased from 274 investigations in FY15 to 1,263 

investigations in FY16 and 719 investigations in FY17.  

We reviewed a random sample of 50 investigations that received extensions to review the 

timeliness of the submission and approval of the first extension.  Department rules require that 

extensions be submitted prior to the 55th day of the investigation.  Of the 50 extensions sampled, 

only 1 (2.0%) was submitted prior to the 55th day.  This extension was submitted on the 50th day 

for a prearranged leave. 

Good Cause 

In some investigations there are legitimate reasons why there are multiple extensions.  

For instance, in one case an investigation received 33 extensions (990 days).  This case involved 

the death of a child and an ongoing criminal case.  However, in our review of cases involving an 

extension, it was not always clear what the cause for the extension was or whether it rose to the 

level of “good cause.”   

Auditors judgmentally sampled an additional 20 investigations that received a total of 99 

extensions.  These extensions were reviewed to determine the “Reason for Extension,” a uniform 

drop down option in SACWIS, and other pertinant extension data.  Of the 99 extensions, 44 had 

a Reason for Extension of “Other.”  Auditors reviewed the Worker, Supervisor, and Manager 

Explanations which summarize the rationale for the extension.  Often “Other” extensions had 

been requested and approved due to a need to finish investigative tasks such as entering notes, 

writing reports, or submitting the case for supervisor review. 
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Extensions often had identical information for the explanations for the extension.  For 

instance, for one investigation sampled that had 12 total extensions, the worker explanation for 

11 of those extensions was that it was a human trafficking case.  

Of the 99 extensions, 22 Worker Explanations were identical to the previous extension, 

17 Supervisor Explanations were identical to the previous extension, and 17 Manager 

Explanations were identical to the previous extension.  Further, 36 extensions had identical 

explanations from the worker and either the supervisor or manager.   

Auditors identified 22 extensions in which a staff member had both submitted and 

approved the extension.  For instance, one investigation which received 17 extensions had 11 

extensions where the supervisor both requested and approved these extensions on the same day.  

Further, the first extension was requested 462 days after the start of the intake (408 days after the 

extension should have been requested).  Auditors asked Department officials why this might 

occur; however Department officials did not respond. 

Department procedures require that an extension request contain four criteria:  

 the reason the investigation cannot be completed by the 55th day,  

 activities to be completed,  

 who is responsible for completing each activity, and  

 the expected date of completion.   

For the 99 extensions sampled, only six (6.1%) extensions contained all four criteria in 

the Worker Explanation. 

INVESTIGATION EXTENSIONS 

RECOMMENDATION 

6 
The Department of Children and Family Services should comply 

with rules and procedures and ensure: 

 Extensions are requested prior to the 55th day of the 

investigation;  

 That extensions are given only for good cause;  

 Extensions are requested and approved by appropriate staff; 

and 

 Extension requests contain all required information. 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department is monitoring extensions and ensuring cases are 

extended for good cause.  Since March 1, 2019 there is a weekly report 

completed by the regions to identify all teams with more than 10 cases 

over 60 days, actions needed and anticipated closure date.  Also 

instituted is a weekly staffing with all Regional Administrators 

regarding extensions more than 90 days to address the appropriateness 

of the request and actions to complete the investigation.  This process 

has already resulted in a reduction of cases over 60 days.  All staff will 

be reminded of the need to extended cases within the timeframe set 

forth in procedures. 
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Chapter Four 

SERVICES 

CHAPTER CONCLUSIONS 

Conducting an analysis of all recommendations for services and services provided by the 

Department was not possible for the audit period because of inherent limitations in the data 

provided by the Department as well as other data reliability and consistency issues.  In order to 

assess the services recommended and services provided, we selected a sample of 150 indicated 

investigations (50 each year for FY15, FY16, and FY17) and reviewed the investigations for 

recommended services and any services received.   

Recommendations for Services 

The Department’s policies and procedures require that during an investigation the need 

for services for the family involved in the investigation be assessed by the Child Protection 

Specialist (investigator) and the Child Protection Supervisor.  Our review of 150 indicated 

investigations found that investigators did not always document that they assessed the need for 

services by completing the Level of Intervention field in the Department’s information system 

known as SACWIS.  Of the 150 indicated investigations sampled, 16 investigations (10.7%) had 

no Level of Intervention listed (services recommended).  Further, 39 investigations (26.0%) had 

“No Service Needed” as the Level of Intervention.  For most of these cases there was no 

rationale regarding why no services were being recommended even though the case had been 

indicated.  Additionally, of the investigations sampled, for 64 (42.7%) we found that the Level of 

Intervention was inaccurate.   

For Intact Family Services (IFS) provided through the Department, investigators have the 

responsibility to discuss and offer these services if the final investigation finding of indicated has 

been recommended.  The Department did not document that Intact Family Services were 

discussed and offered to all families with indicated investigation findings as is required by 

Department procedures.  Only 20 of 150 (13.3%) indicated investigations reviewed contained 

documentation of a recommendation for Intact Family Services (IFS).  An additional 3 

investigations had recommendations for multiple services, which included IFS; therefore 23 of 

150 indicated investigations had a recommendation of IFS.  For 33 of 150 investigations 

(22.0%), community services were recommended.  We could not determine whether any services 

were recommended or what the specific services were for 67 of 150 (44.7%) indicated 

investigations reviewed.  The remaining 27 investigations included recommendations for 

placement, already receiving services, no services needed, multiple services, Intact Family 

Recovery, and Norman Cash Assistance. 

Services Provided 

We sampled 150 indicated cases for the audit period and found that for 98 cases (65.3%), 

there was a lack of documentation regarding whether any services were received by the families 

involved and the duration of those services.  The Department could not provide basic 

information for Intact Family Service cases, such as referral forms, to document that a formal 

referral for services was made.  The Department also could not provide auditors with the number 

of families served by each IFS contractor each year for the audit period.  For investigations 
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involving the Norman Cash Assistance program, the Department could not provide all approval 

forms.  For community services, there are no formal forms for referrals to community based 

services and the Department is not documenting these services as required by procedures.  

Therefore, it is difficult to determine if the families actually received services from community 

providers.   

SERVICES 

According to the Abused and Neglected Child Reporting Act (ANCRA), if the Child 

Protective Service Unit determines, following an investigation of child abuse or neglect, that 

there is credible evidence that a child has been abused or neglected, the Department is required 

to assess the family's need for services, and, as necessary, develop, with the family, an 

appropriate service plan for the family's voluntary acceptance or refusal (325 ILCS 5/8.2).  Even 

if there is no credible evidence that the child was abused or neglected, if it appears that the child 

or family could benefit from other social services, the Department may suggest services, for the 

family's voluntary acceptance or refusal (325 ILCS 5/8.1).  Possible services that may be 

provided to families through the Department include programs such as Intact Family Services 

(IFS), Intact Family Recovery Program (IFR), placement, or Norman Cash Assistance.  Families 

may also receive services through community based providers.  

The Department and its social service partners provide services that allow children to 

remain in their homes.  The largest of those programs is the Intact Family Services (IFS) 

program.  The Intact Family Services program is designed to work with families on a voluntary 

basis when they have come to the attention of the Department as a result of a referral from a 

child abuse or neglect investigation or involuntarily when ordered by the court to provide 

services.  Intact Family Services are meant to provide reasonable efforts to preserve families, to 

enable children to remain safely at home, and to avoid separation and/or placement of the 

children.  The requirements for the Intact Family Services program are established by 

Department Procedures 302.388.   

Norman Cash Assistance services assist families who lack food, clothing, housing or 

other basic human needs that place children’s safety at risk and would otherwise necessitate 

removal from the family or would be a barrier to reunification.  The program provides cash 

assistance to purchase needed items, assistance in locating housing, and expedited enrollment in 

Temporary Assistance for Needy Families (TANF).   

According to Department procedures, community services are appropriate when children 

have been assessed to be at low to medium risk and the family is capable of using support 

services provided through community resources without further Department intervention.  

Because the Department’s rules and procedures do not include a definition of what constitutes 

community services, we asked the Department what would be defined as community services.  

Officials responded that community services would include any services that are not provided as 

contracted services.  According to a Department official, community services may include food 

pantries, mental health service referrals, and medical and dental information.  It may also include 

providing the locations of other agency offices such as the Department of Human Services, the 

Social Security Office, or where to apply for unemployment.  Transportation information may 

also be provided.  Some communities may also have various cultural and language service 

providers.  
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Limitations of Services Data 

Conducting an analysis of all recommendations for services and services provided by the 

Department was not possible for the audit period because of inherent limitations in the data 

provided by the Department as well as other data reliability and consistency issues.  The 

Department’s information system for abuse and neglect investigations, known as SACWIS, 

contains a field entitled “Level of Intervention” which contains the recommended services for 

each investigation.  The Department provided auditors with a download of investigations for 

FY15-FY17, as of July 27, 2018, including the Level of Intervention and whether a service case 

was created for IFS, Norman Cash Assistance, or placement as a result of investigations.  We 

reviewed the recommended services and cases created (services case ID) for accuracy and found 

that: 

 Investigators did not always complete the Level of Intervention field in SACWIS.  

According to data provided by the Department, for 11,607 investigations (5.2%) the 

Level of Intervention field was blank.  This included 11,435 investigations with an 

associated service case created for Intact Family Services (IFS), IFR, placement, or 

Norman Cash Assistance (Norman).  

 The Level of Intervention field was not always accurate or there was no support in 

SACWIS for the recommended Level of Intervention.  For example, for 6,203 

investigations (2.8%) the Level of Intervention field was listed as “Referral for 

Community Based Services” but there was a Department service case associated with 

the investigation (IFS, IFR, Norman, or placement). 

 We reviewed a sample of Department service cases that were created as a result of an 

investigation, and found that for 17 of 36 (47.2%) of these investigations, the services 

information was not accurate. 

 There were service cases that were created in error.  In our sample, we identified 4 

cases, 3 placement and 1 IFS, (11.1%) that were created in error.  For example, for 

IFS cases, according to Department officials, this can happen when an IFS case is 

created in SACWIS before the possibility of receiving services is discussed with a 

family due to the investigation getting close to the 60 day deadline.  If the family 

refuses services, the case cannot be deleted from SACWIS, so “Opened in Error” is 

selected as the option for closing the case.  According to Department procedures, IFS 

cases must be created in SACWIS before the investigation is completed and closed. 

 The population of placement cases created could not be calculated accurately because 

services include a family case ID as well as a case ID for each child, artificially 

inflating the number of services cases.  

 Cases that transition from IFS to placement keep the same case ID making it difficult 

to determine the type of service case created.  According to Department officials, this 

provides continuity and allows for all the historical documentation to remain in place.   

However, in the data provided, the case type is only listed as IFS and does not show 

the transition to placement; therefore, a placement case may appear to be an IFS case.  

Further, some cases that transition to placement may not be linked to any specific 

investigation.  
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 Sometimes IFS cases are created in order to provide Norman Cash Assistance and do 

not include IFS services.  For one of the four investigations sampled in which we 

determined Norman Cash Assistance was involved, an IFS case was created only to 

provide the Norman Cash Assistance.  According to a policy guide provided by the 

Department, a new IFS case may be opened in order to make a Norman Cash 

Assistance payment.  Therefore, when reviewing the population of services, the 

number of IFS cases would be overstated while the number of Norman Cash 

Assistance cases would be understated.  

Through FY17, the Department had published statistics on services in its annual 

Executive Statistical Summaries.  However, services data was not included in these summaries 

when the Department reissued investigation statistics for the past five years in April 2018.  The 

Department does provide some services data to the federal government for inclusion in the Child 

Maltreatment reports issued by the US Department of Health & Human Services.  When asked 

about the data presented in the federal report, Department officials stated that the numbers might 

not match other data.  We requested field definitions for the federal reports but the 

Department failed to provide auditors with those definitions.  

RECOMMENDATIONS FOR SERVICES 

House Resolution Number 418 asks the Auditor General to determine for FY15, FY16, 

and FY17, for sampled cases, recommendations made by the Department to families who were 

the subject of an abuse or neglect investigation.  

Our review of 150 indicated investigations found that investigators did not always 

document that they assessed the need for services by completing the Level of Intervention field 

in SACWIS.  Further, the recommendations that were shown in SACWIS were not always 

supported by case notes.  For indicated investigations sampled in which the recommended 

services was “No Service Needed,” there was no rationale for the decision to not offer services in 

most cases.  

Assessing the Need for Services 

The Department’s policies and procedures require that during an investigation the need 

for services for the family involved in the investigation be assessed by the Child Protection 

Specialist (investigator) and the Child Protection Supervisor.  The policies specifically require 

that the Child Protection Supervisor ensure that a reported family is provided an appropriate 

service referral or that the need for preventive services is assessed, which may include, but is not 

limited to the following: 

 Educational services, including early education; 

 Substance abuse assessment and treatment; 

 Domestic violence services; 

 Housing assistance; 

 Mental Health services; 

 Nursing referrals; or 

 Other community services (e.g., Family Advocacy Center services, Safe Families, 

etc.) (Procedure 300.70 (h)).  
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SACWIS contains a field entitled “Level of Intervention” which contains the 

recommended services for each investigation.  The different levels of intervention listed in the 

data received from the Department included: Currently Open Case, No Service Needed, Open 

and Assign for Permanency Services, Open and Assign for Regular POS (Purchase of Service), 

Other Services-Facility Report, Referral for Community Based Services, and Services 

Offered/Refused.  Despite the procedural requirement to assess the need for services, the Level 

of Intervention field in SACWIS does not need to be completed in order to close an 

investigation.  

Data provided by the Department for FY15-FY17 investigations showed that over half 

(120,071 or 54.2%) of all investigations had a recommendation of no services needed.  For 

another 11,607 (5.2%), the Level of Intervention field was blank in SACWIS.   

We selected a sample of 150 

indicated investigations (50 each year for 

FY15, FY16, and FY17) and reviewed the 

recommended Level of Intervention.  Of 

the investigations sampled, for 64 

(42.7%) we found that the Level of 

Intervention was inaccurate.  For 16 

investigations there was no Level of 

Intervention listed even though the 

Department’s procedures require the 

investigator and the supervisor to assess 

the need for services (see Exhibit 4-1). 

Of the investigations sampled, 39 (26.0%) had “No Service Needed” as the recommended 

Level of Intervention.  We followed up with the Department to determine why the Level of 

Intervention for these investigations was no services.  After reviewing Department responses we 

determined that for 24 investigations there was no rationale in the SACWIS case notes regarding 

why no services were being recommended even though the cases had been indicated.  

Of the investigations sampled, 20 investigations (13.3%) had “Services Offered/Refused” 

as the Level of Intervention.  For most of these cases (15 of 20) we could not determine by 

reviewing the case notes what services were offered or that the services had been refused.  The 

Department does not complete any formal documentation when offering services or when 

services are refused.  

Because of the limited number of options available to investigators in SACWIS for Level 

of Intervention it is difficult to accurately reflect the investigator’s decision made to recommend 

services or not recommend services.  For instance, the Level of Intervention field does not have 

an option to select Intact Family Services or whether the family is already receiving community 

services.  

Assessing the need for services, including the rationale for the decision, may help ensure 

the safety and well-being of children as well as help provide stability for children and families.  

Formally documenting the offer and refusal of services can also help in the decision making 

process if there are additional allegations and investigations in the future.  

Exhibit 4-1 
LEVEL OF INTERVENTION 

For FY15-FY17 Investigations Sampled 

Level of Intervention Count Percent 

Community Based Services 57 38.0% 

No Service Needed 39 26.0% 

Services Offered/Refused 20 13.3% 

Blank – No Recommendation 16 10.7% 

Currently Open Case 15 10.0% 

Other Services – Facility Report 3 2.0% 

Total 150 100% 

Source: OAG sample of 150 indicated investigations for 
FY15-FY17.  
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ASSESSING THE NEED FOR SERVICES 

RECOMMENDATION 

7 
The Department of Children and Family Services should: 

 Make the Level of Intervention a required field in SACWIS 

and revise the Level of Intervention options to more 

accurately reflect current practices, and 

 Include a rationale for indicated investigations in which 

there is a Level of Intervention of “No Service Needed.” 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

Procedure 300 will be updated to include the expectation the 

investigator documents the reason no services are necessary.  This will 

be completed by September 2019.  Creating a special “services” note 

in the SACWIS file will be explored. 

Recommended Services 

The Department did not document that Intact 

Family Services (IFS) were discussed and offered to all 

families with indicated investigation findings as is 

required by Department procedures.  

An indicated investigation is an investigation of 

suspected child abuse/neglect that has revealed credible 

evidence that the abuse/neglect occurred.  According to 

Department procedures, the investigator has the 

responsibility to discuss and offer the family Intact 

Family Services if the final finding of indicated has been 

recommended.  The family should also be informed of 

community services (Procedures 300.130(a)(2)(A)).  The 

IFS provider contracts we reviewed stated that all families who are the subject of an indicated 

abuse/neglect investigation must be offered the opportunity to participate in Intact Family 

Services.  

We reviewed the sampled investigations to determine the actual services recommended.  

Although Intact Family Services are required to be discussed and offered to all families that are 

the subject of an indicated investigation, only 20 of 150 (13.3%) indicated investigations 

reviewed contained documentation of a recommendation for Intact Family Services.  An 

additional 3 investigations had recommendations for multiple services, which included IFS; 

therefore 23 of 150 indicated investigations had a recommendation of IFS.  

 

 

 

 

 

 

An indicated investigation is an 
investigation of suspected child 
abuse/neglect that has revealed 
credible evidence that the 
abuse/neglect occurred.  
 
According to Department 
procedures, the investigator has the 
responsibility to discuss and offer the 
family Intact Family Services if the 
final finding of indicated has been 
recommended.  
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As is shown in Exhibit 4-2, for 67 

(44.7%) indicated investigations 

reviewed, we could not determine whether 

services were recommended or what 

specific services were recommended.  For 

33 investigations (22.0%), community 

based services were recommended.  An 

additional three investigations had 

recommendations for multiple services, 

including community services.  

Department officials provided 

auditors with a memo to all child 

protection staff dated February 27, 2018 

(five weeks after the audit entrance 

conference), regarding the review of 

indicated reports with no service 

recommendations or the family refuses 

services.  The memo states:  

“Over the past several months, many cases which have resulted in poor outcomes for our 

children (death or serious harm) have had prior DCFS contact and at least one indicated 

report in which no services were recommended or the family refused services and the 

investigations were closed with no follow up action or discussion to assure the child was 

safe under those circumstances.  

Effective immediately, any indicated investigation in which services have not been 

recommended or the family has refused to participate in services, shall be staffed with the 

Area Administrator before closing.  This consultation should include a discussion around 

the family dynamics and support systems, prior reports both indicated and unfounded, 

overall family cooperation and the possible need to consult with States attorney [sic], 

screen with court, or take protective custody in an effort to ensure the safety of the 

child(ren).”  

There is also a lack of consistency in what services are recommended and ultimately 

received among similar cases.  For example, for two different indicated sexual abuse 

investigations sampled, one case had an open Intact Family Services case for counseling for the 

victim and another case had no services recommended for multiple victims abused by a family 

member.  Another example involved two indicated Environmental Neglect investigations where 

homes were deemed to pose a risk to the safety of the children.  One investigation involved piles 

of garbage, rotting food and animal feces in the home yet the recommendation was no services 

needed.  The other investigation was for a home with cleanliness issues and a cockroach 

infestation.  That investigation had an Intact Family Services case opened to clean the home.  

The Intact Family Services case was open for 6 months with a Purchase of Service (POS) 

provider. 

Making effective recommendations for services may help prevent future abuse and 

neglect.  Although the Department recognized in its February 2018 memo that not providing 

Exhibit 4-2 
SERVICES RECOMMENDED 

For FY15-FY17 Investigations Sampled 

Services Recommended Count Percent 

Could Not Determine 67 44.7% 

Community Based Services 33 22.0% 

Intact Family Services 20 13.3% 

Placement 12 8.0% 

Already Receiving Services 8 5.3% 

Multiple Services1 4 2.7% 

No Services Needed 4 2.7% 

Intact Family Recovery 1 0.7% 

Norman Cash Assistance 1 0.7% 

Total 150 100% 

1 Multiple Services includes three cases that were 
recommended for Intact Family Services. 

Source: OAG sample of 150 indicated investigations for 
FY15-FY17. 
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services for certain types of investigations can lead to bad outcomes, there is little or no guidance 

for investigators or their supervisors regarding the recommendations that should be considered.  

RECOMMENDATIONS FOR SERVICES 

RECOMMENDATION 

8 
The Department of Children and Family Services should: 

 Formally document when services are offered and whether 

those services are refused; and 

 Consider establishing guidelines or policies to assist Child 

Protection Specialists and Supervisors regarding services to 

be offered for indicated allegations. 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

Individual offices maintain a list of resources for their area.  

Procedures 300 will be enhanced to ensure the supervisor and 

investigator have a discussion regarding services available to assist 

families and document services offered and the outcome-i.e. accepted 

or refused and the reason for refusal.  The core practice model which is 

in the process of implementation also addresses identification of 

services with the family and allowing them to identify services which 

will best benefit them.  Procedures will be updated by September 2019.  

Creation of a special “services” note within SACWIS will be explored. 

SERVICES PROVIDED 

House Resolution Number 418 asks the Auditor General to determine for FY15, FY16, 

and FY17, for sampled cases, any services provided by the Department to the child or family.  

The Department could not provide basic information for Intact Family Service cases such 

as referral forms to document that a formal referral for services was made.  We sampled 150 

indicated investigations for the audit period and found that for 98 investigations (65.3%), there 

was a lack of documentation regarding whether any services were received by the families 

involved and the duration of those services.  The Department also could not provide auditors 

with the number of families served by each IFS contract each year for the audit period.  For 

investigations involving the Norman Cash Assistance program, the Department could not 

provide approval forms or documentation to show what the funds were used to purchase.  

Because of the lack of basic formal documentation for most cases, auditors could only assess the 

services provided for investigations sampled by reviewing case notes in SACWIS.  Although 

there are required forms for some services, the Department utilizes case notes in SACWIS to 

document services.  

Services Provided Testing 

We selected 150 indicated investigations from FY15, FY16, and FY17 to determine the 

services provided including the type and duration of the services.  Department procedures state 

that the Child Protection Specialist (investigator) has the responsibility to discuss and offer the 

family intact family services if the final finding of indicated has been recommended.  

Additionally the family should be informed of community services (Procedures 

300.130(a)(2)(A)).  If a family does not meet the criteria for Intact Family Services (i.e. 
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unfounded investigations) it is expected that the investigator will refer the family to appropriate 

community services as applicable to the needs of the family (Procedures 302.388(c)(1)).   

As is shown in Exhibit 4-3, there was no documentation in SACWIS or provided by the 

Department to support that 65.3 percent (98 of 150) of the indicated investigations reviewed 

received any services.  Due to the lack of documentation, it was difficult to determine why 

services were not received in most cases.  We determined that 8.7 percent (13 of 150) of the 

investigations reviewed were already receiving some form of services either through the 

Department or community based services.  

Thirteen or 8.7 percent of investigations sampled received Intact Family Services (12 

Intact Family Services and 1 Intact Family Recovery).  Families who were served by IFS 

received a variety of services, which included parenting classes, counseling, and substance abuse 

assessment among others.  

Another 8.7 percent (13 of 150) 

resulted in the Department taking the 

children into care (placement services).  

For 2.7 percent of cases reviewed (4 of 

150) multiple services were received (3 of 

the 4 involved IFS and Norman Cash 

Assistance).  Additionally there was one 

other case that received Norman funds.  

Intact Family Services (IFS) 

The Department and its social 

service partners provide services that 

allow children to remain in their homes.  

The largest of these programs is the Intact 

Family Services (IFS) program.  The 

Intact Family Services program is 

designed to work with families on a 

voluntary basis when they have come to 

the attention of the Department as a result 

of a referral from a child abuse or neglect investigation or involuntarily when ordered by the 

court to provide services.  Intact Family Services are meant to provide reasonable efforts to 

preserve families, to enable children to remain safely at home, and to avoid separation and/or 

placement of the children.   The requirements for the Intact Family Services program are 

established by Department Procedures 302.388.   

According to Department officials, beginning in 2012, the Department privatized the 

provision of most Intact Family Services.  For the audit period FY15-FY17, Intact Family 

Services were provided by private and not-for-profit Purchase of Service (POS) agencies through 

service contract agreements.  According to officials, in 2018 some cases were being shifted back 

to Department Intact caseworkers.  The Department’s goal is to achieve about 90 percent of 

Intact cases served by the private agency providers and have approximately 10 percent of Intact 

cases remain with the Department Intact caseworkers. 

Exhibit 4-3 
SERVICES RECEIVED 

For FY15-FY17 Investigations Sampled 

Services Received Count Percent 

No Service Received 98 65.3% 

Placement Services 13 8.7% 

Already Receiving Services 13 8.7% 

Intact Family Services/Recovery 13 8.7% 

Multiple Services Received1 4 2.7% 

Community Based Services 3 2.0% 

No Service Received – Withdrew 3 2.0% 

Not Applicable2 2 1.3% 

Norman Cash Assistance 1 0.7% 

Total 150 100% 

Notes: 
1 Multiple services includes three cases that involved IFS 
and Norman Cash Assistance. 
2 Not Applicable includes Facility and Foster Care cases. 

Source: OAG sample of 150 indicated investigations for 
FY15-FY17.  
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A POS agency is responsible for providing the actual intact services, either through the 

agency or through other subcontracted entities.  Examples of services that might be provided 

include mental health counseling, parenting classes, substance abuse treatment, or domestic 

violence counseling.   

When an investigation shows a need for services and the family agrees to receive 

services, a request form is sent by the Child Protection Supervisor to the Area Administrator who 

then forwards the case to the Intact Utilization Unit Supervisor for assignment to a POS agency 

or Department worker.  The child protection worker and supervisor, and the Intact worker and 

the Intact supervisor have a “hand-off” conference call to determine the needs of the family and 

schedule a transitional visit.  After the hand-off call, the case worker and Intact worker meet with 

the family at the family’s home for the transitional visit to review the plan and explain the 

process.  The Intact worker from the POS agency takes over the case services, and has five days 

to complete a Child Endangerment Risk Assessment Protocol.   

Intact services are billed to the Department by the POS agency at a per family rate.  For 

FY15-FY17, the rate was $1,206 per month for the first six months.  After six months the rate 

dropped to $639 per month for FY15-FY16 and to $671 per month for FY17.  In 2014 the 

Department instituted a tier two approach which allows for a rate of $1,106 per month after the 

first six months for some cases.  There is no limit on the length of time an IFS case may remain 

open.    

A total of 29 POS agencies provided IFS services during FY15-FY17.  Some agencies 

have multiple contracts that cover different regions of the state.  While the number of contracts 

dropped each year, the total capacity fluctuated, dropping between FY15 and FY16 before 

slightly rising in FY17.  The IFS agency capacity is the maximum number of open cases at any 

one time.  This allows for agencies to plan for the number of caseworkers needed to serve IFS 

cases.  Exhibit 4-4 shows the number of contracts, the capacity and the expenditures for IFS by 

fiscal year. 

Due to limitations in the service data 

provided by the Department, we could not 

determine the number of IFS cases for the 

audit period.  On August 1, 2018, we 

requested the number of intact family 

services cases served by POS agency 

contracts for FY15-FY17.  The Department 

could not readily provide data to show the 

number served by each IFS contract or 

agency and officials stated it would require a special data run from its systems.  Information 

regarding the number served by each IFS contract each fiscal year for the audit period was 

never provided.  According to an official, there is no database with this information in it.  

Without having IFS case data readily available it is difficult for the Department to 

conduct budgetary or strategic planning for its IFS program.  It is also unclear how the 

Department is determining the contracted capacities in the POS agency contracts without 

knowing the actual number that received services.  Further, it makes it difficult for the 

Department to know if POS caseworkers are maintaining caseloads in compliance with the B.H. 

consent decree (88 C 5599 (N.D. Ill.)), which limits the caseload to 20 families per caseworker.   

Exhibit 4-4 
INTACT FAMILY SERVICES  

CONTRACTS, CAPACITY, AND EXPENSE 
FY15-FY17 

 FY15 FY16 FY17 

Contracts 42 38 37 

Capacity 2,380 2,250 2,330 

Expense $27,895,182 $26,808,690 $30,710,472 

Source: OAG analysis of Department data.  
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INTACT FAMILY SERVICES MONITORING  

RECOMMENDATION 

9 
The Department of Children and Family Services should track the 

number of Intact Family Services cases that are opened annually 

including which POS agency provided the services.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department currently tracks Intact Family Services cases using 

payment data for both POS agency (contract) utilization and for 

budgeting purposes.  While these fiscal reports will continue, the 

Department in addition will be developing monthly production reports 

from DoIT to ensure DCFS management staff receives timely 

reporting of agency caseloads. 

Intact Family Services County Coverage 

For Intact Family Services, the Department POS 

contracts did not cover all counties in the State during the 

audit period.  During our review of IFS POS agency 

contracts, auditors found 10 counties that were not 

covered by any provider for at least one fiscal year.  

Auditors followed up with the Department and an official 

explained that the lack of coverage was due to an 

oversight on the contract.  The official stated that they 

asked the POS agencies to review the coverage section of 

the contract to ensure its accuracy and it often got overlooked.  According to the official there is 

at least one agency for every county in the State even though it may not be reflected in the 

contracts.  However, because the Department could not provide a list of those served by each 

POS contract, we could not determine whether services were provided to families in all counties 

of the State.  

Not ensuring that the contracts are accurately completed and inclusive of all counties 

increases the risk that families in the overlooked counties may not be provided needed services 

due to the lack of agencies having a contractual obligation to serve those counties.  

Counties Without Contract 
Coverage 

FY15 
Hancock 

Kane 
Kendall 
Moultrie 
Schuyler 
Shelby 

FY17 
Henderson 

Logan 
Mason 
Warren 

 
 

 



PERFORMANCE AUDIT OF DCFS INVESTIGATIONS OF ABUSE AND NEGLECT  

 52 

INTACT FAMILY SERVICES COVERAGE 

RECOMMENDATION 

10 
The Department of Children and Family Services should ensure that 

POS agency contracts are accurate and specify coverage for all 

assigned counties.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department’s Office of Contract Administration reviews all 

contracts annually, each Spring, in preparation for July 1st services.  

Beginning in FY19, the Department has included as part of that review 

process to ensure a careful review with Intact Family Services 

management staff that all counties are reported accurately for every 

contract.  While no families were denied services due to specific 

counties not being listed, the Department’s expectation is that all 

assigned counties are reflected in the POS agency contracts in a 

complete and accurate manner. 

IFS Referrals 

According to Department procedures, once a Child Protection Specialist (investigator) 

recommends that an investigation be indicated and that a family will need Intact Family 

Services, the Child Protection Supervisor is required to review the recommendations with the 

investigator during a supervisory conference.  The Child Protection Supervisor is required to 

document the decision to refer the case to Intact Family Services in a Supervisory note.  If the 

Child Protection Supervisor approves the recommendation an Intact Family Services Case 

Referral and Assignment Form (CFS 2040) is required to be completed with the investigator and 

approved by the Child Protection Supervisor.  The Child Protection Supervisor then submits the 

CFS 2040 form to the appropriate Area Administrator via Department email (Procedures 

302.388).  

We requested the CFS 2040 IFS referral forms for 25 investigations that we sampled that 

had an IFS case ID number.  The Department could only provide 1 of 25 (4.0%) requested 

referral forms.  The form that was provided did not show evidence of Department approval for 

the services.   

According to officials, because of computer modifications and folders being archived, the 

CFS 2040 forms may no longer exist.  Often these documents, which are only shared by email 

between the supervisor and Area Administrators, are no longer in their folders.  It is very likely 

most of these existed only in electronic format.  

The CFS 2040 forms show information about the investigation including family 

composition, paramours involved, CERAP information, prior abuse and neglect history, criminal 

history, case opening history, investigation history, and services already initiated all in one place.  

If maintained, these forms would allow investigators to quickly review any previous issues and 

services.  
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INTACT FAMILY  SERVICES REFERRALS 

RECOMMENDATION 

11 
The Department of Children and Family Services should complete a 

CFS 2040 form for Intact Family Service referrals as is required by 

procedures.  These forms should also be maintained in an accessible 

location.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The CFS 2040 has been used as an Intact referral document from the 

Investigation supervisors to the Area Administrators.  The document’s 

development can be tracked back to 9/09.  Until May 2015, the Area 

Administrators statewide referred to the Intact agencies directly.  May 

1, 2015 the Intact referrals began to come to the Intact Utilization Unit 

for Cook County referrals only.  The Intact PSA assigned the cases to 

the respective POS agencies, sent the assignment information back to 

the DCP AA, the assigned private agency Intact contact and the DCP 

supervisor for the handoff to be scheduled.  

The Intact Utilization PSA housed in Cook, has hard copies of 2015 

2040’s.  As of December 2017, the Intact Utilization Unit took over 

case assignment from the Area Administrators statewide.  Prior to 

December 2017 all of the Downstate referrals were managed by the 

AA’s.   

The PSA in Springfield and the PSA in Cook divide the 4 regions, each 

taking two regions, to be responsible for case assignment. 

Currently, all Intact referrals are logged and maintained electronically 

by the Intact Utilization Unit.  

The log of referrals is statewide.  Historically, regions were required to 

submit their Intact referral logs to the Chief Deputy monthly. 

This demonstrates there has been tracking of Intact referrals, and it 

continues to be refined and enhanced.  All 2040s are managed 

electronically from AA to the Intact Unit PSA and electronic folders. 

The Intact Utilization clerical’s document each referral in the 

respective Regional log. 

 

Norman Cash Assistance 

Norman Cash Assistance services assist families who lack food, clothing, housing or 

other basic human needs that place children’s safety at risk and would otherwise necessitate 

removal from the family or would be a barrier to reunification.  The program provides cash 

assistance to purchase needed items, assistance in locating housing, and expedited enrollment in 

TANF (Temporary Assistance for Needy Families).   

When cash assistance is needed to purchase an item to keep a child from being placed in, 

or to return a child home from Department care, the Child Protection Specialist (investigator) or 

permanency worker shall submit a CFS 370-5 form, Request for Cash and/or Housing 

Assistance, to the permanency supervisor.  This request for cash assistance should be made 

promptly upon the Child Protection Specialist (investigator) or permanency worker learning of 

the subsistence needs.  If other types of assistance are inappropriate or unavailable and the client 
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cannot afford to purchase the item, the worker shall apply for Norman funds. The Child 

Protection Specialist (investigator) or permanency worker shall indicate on the form the purpose 

for which cash assistance is being requested, the amount, and the type of cash assistance 

requested.  The final decision regarding the types and amounts of cash assistance rests with the 

Department supervisor or Department Norman Liaison.  

Depending on the need, an authorized Department supervisor may approve up to $800 in 

cash assistance in a 12-month period for a family who is certified as a member of the Norman 

Class. This may be provided in addition to funds from the Illinois Department of Human 

Services, other cash funds available from the Department, or other local community resources.  

There is no limit on the number of times cash assistance can be provided in a 12-month period.  

In situations where higher amounts are necessary, a Department Norman Liaison may approve 

up to $1,200.  A Department Regional Norman Liaison may approve up to $2,000.  The Norman 

Program Coordinator or designee may approve requests up to $2,400.  Any request over $2,400 

must have the approval of the Deputy Director of the Division of Service Intervention or 

designee (Procedures 302.385(g)).  We could not identify the position of Deputy Director of the 

Division of Service Intervention in any Department organizational charts that were provided.  

According to Department officials, the position of Deputy Director of the Division of Service 

Intervention no longer exists.  The policies for approving Norman Cash Assistance were last 

updated in 2005.   

Of the 150 investigations we reviewed, we identified 4 that received Norman Cash 

Assistance.  On November 16, 2018, auditors requested any documentation from the Department 

for these expenditures.  On November 19, 2018, the Department provided notes and a one page 

printout for one expenditure, but did provide any approval forms.  On April 5, 2019, after the 

exit conference was held, the Department provided approval forms for three expenditures.  

The Department could not provide an approval form for one expenditure for $1,400.   
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NORMAN CASH ASSISTANCE 

RECOMMENDATION 

12 
The Department of Children and Family Services should document 

all purchases made with Norman Cash Assistance funds.  The 

Department should also update its cash assistance request approval 

policies to reflect the current organizational structure of the agency.   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department agrees that Procedures and Organization charts should 

reflect the current process.  The Department also agrees that purchases 

made using Norman Cash Assistance Funds should not only be well 

documented but, that documents should be readily available for 

review/audit. 

 The Agency shall update their written procedures to reflect 

how Norman Cash Assistant funds are currently processed, 

including who approves assistance. 

 The Agency shall update the Organization Chart, reflecting the 

removal of the Deputy Director of the Division of Service 

Intervention position. 

 The Agency shall include in their update of written procedures 

the process of properly retaining CFS 370-5 forms to ensure 

they are readily available for review/audit. 

In completing the corrective actions above, the Department expects to 

develop a system that; (A) properly reflects the current process and 

organizational structure of the Norman Cash Assistance program and 

(B) ensures proper document retention of purchases made. 

Community Services 

The Department could not provide documentation of referrals to community services or 

whether the services were received.  Department investigators rely on contact notes in SACWIS 

to document any verbal discussions with families.  Although Department procedures require 

investigators to be actively involved in the referral/linkage process and to document this 

involvement in a contact note, our review of cases in SACWIS showed that these procedures are 

not being followed.  There are no formal forms for referrals to community based services.  

Therefore, it was difficult to document if the families actually received referrals or followed up 

with any referrals and received services from community providers. 

According to Department procedures, it is expected that a Child Protection Specialist 

(investigator) shall refer a family that does not meet the eligibility criteria for Intact Family 

Services (i.e., unfounded investigations) to appropriate community services as applicable to the 

needs of the family.  Such referrals should be documented in a case note in SACWIS 

(Procedures 302.388(c)(1)).  

Because the Department’s rules and procedures do not include a definition of what 

constitutes community services, we asked the Department what would be defined as community 

services.  Officials responded that community services would include any services that are not 

provided as contracted services.  According to a Department official, community services may 

include food pantries, mental health service referrals, and medical and dental information.  It 
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may also include providing the locations of other agency offices such as the Department of 

Human Services, the Social Security Office, or where to apply for unemployment.  

Transportation information may also be provided.  Some communities may also have various 

cultural and language service providers.  Available services may vary by community.  

According to Department procedures, community services are appropriate when children 

have been assessed to be at low to medium risk and the family is capable of using support 

services provided through community resources without further Department intervention.  The 

purpose of Department involvement is to actively link the family with those services and 

resources that effectively address their needs.  The Child Protection Specialist (investigator) 

shall actively be involved in the referral/linkage process and shall document this 

involvement in a contact note.  Referral/linkage activities include, but are not limited to: 

 Initiating contact with providers; 

 Advocating on the family’s behalf; 

 Documentation of the frequency of and duration of services recommended for the 

specific members of the family and the conditions/circumstances that the services are 

designed to mitigate; 

 Documentation of the date and time of the intake session; 

 Assistance with the family’s transportation issues; 

 Participation in the intake process when necessary; and 

 Verification that the family is following through and utilizing the services provided 

(Procedures 300.130(b)).  

We reviewed information in SACWIS for 150 investigations and requested information 

from the Department regarding 60 investigations that may have received community services.  

For 45 of 60 investigations (75.0%), the Department could not provide documentation that any 

services were received.  Further, in our review of investigation case notes in SACWIS, we found 

little documentation of the required referral/linkage activities covered in Procedure 300.130(b). 

  COMMUNITY BASED SERVICES 

RECOMMENDATION 

13 
The Department of Children and Family Services should follow 

existing Department procedures including: 

 Documenting referrals for community based services 

including the duration and frequency of the services and the 

conditions/circumstances that the services are designed to 

mitigate; and 

 Verifying whether the family is following through with the 

community services.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department will ensure staff are reminded of current procedures 

regarding community referrals, what the service mitigates, time frames 

and verification the family has linked with the service.  This will be 

completed by July 2019.  The Creation of a specific “services” note 

within SACWIS will be explored. 
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Chapter Five  

DEMOGRAPHIC INFORMATION  

CHAPTER CONCLUSIONS 

During the audit period, the number of indicated children decreased every year while the 

total number of alleged victims increased.  According to data provided by the Department as of 

July 27, 2018, for the three-year period FY15-FY17 there were 221,341 investigations involving 

a total of 358,545 children, 96,576 of whom had at least one indicated allegation.   

Auditors could not obtain a reliable count of the number of unique victims because of 

limitations with the data provided by the Department.  Each person in the SACWIS system is 

assigned a unique PersonID.  However, auditors found that there were over 8,000 instances 

where the same child had been assigned multiple PersonIDs.  Therefore, auditors could not 

obtain a reliable count of the number of unique child victims over the audit period because of 

data limitations. 

For the 221,341 investigations for FY15-FY17, there were 450,483 total allegations, with 

an overall indication rate of 25.5 percent.  The most common allegations were “Substantial Risk 

of Physical Injury/Environment Injurious to Health and Welfare by Neglect” and “Inadequate 

Supervision.”  A total of 52,502 children were the alleged victims of sexual abuse during FY15-

FY17 and 32,439 children were the alleged victims of serious harm. 

Age 

Children under the age of one were the most frequent alleged victims of abuse or neglect 

(8.1% of all victims) and also the most likely to be indicated victims (13.3% of all indicated 

victims).  After the age of one, the number of indicated allegations of abuse or neglect trends 

downward.   

Race and Ethnicity 

For race, children who were identified as White or Black/African-American made up 

96.4 percent of all alleged victims (62.5% White and 33.9% Black/African-American) and 97.1 

percent of all indicated victims (62.4% White and 34.7% Black/African-American).  Data 

provided by the Department showed that 2.3 percent of alleged victims did not have a race 

recorded.  For ethnicity, children with a Hispanic ethnicity comprised 15.6 percent of all victims 

and 16.7 percent of indicated victims. 

Gender 

For gender, there was an even split between male and female victims.  Males accounted 

for 49.7 percent of all alleged victims and females were 49.6 percent.  For indicated victims, 

males accounted for 49.4 percent and females were 50.3 percent. 
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Geographic Location 

Auditors found that 25.5 percent of all investigations occurred in Cook County, followed 

by Lake County with 4.1 percent.  There were investigations of alleged abuse or neglect in all 

102 counties in Illinois.   

ALLEGATIONS 

 The Department utilizes an allegations system.  According to Department procedures, the 

purpose of the allegations system is to identify and define specific types of moderate to severe 

harm, provide a framework for decision-making by the State Central Register (Hotline) and 

investigative staff, and provide an important investigation tracking and record-keeping function.  

Every alleged victim is assigned at least one allegation.  The allegations are categorized as either 

abuse or neglect.  All allegations coded with a number ranging from 1 to 40 are abuse and all 

allegations coded with a number between 51 and 90 are neglect allegations.  Some allegations 

can fall under both abuse and neglect.  

For example, Allegation #1 is death by 

abuse and Allegation #51 is death by 

neglect.   

 During fiscal years 2015 

through 2017 DCFS investigated a total 

of 450,483 allegations of abuse or 

neglect.  Of the 450,483 allegations, 

114,653 were indicated, for an overall 

indication rate of 25.5 percent.  Exhibit 

5-1 shows the number of allegations 

and the number of allegations that were 

indicated and unfounded by year.   

The most common alleged 

allegations were #60 - Substantial Risk 

of Physical Injury/Environment 

Injurious to Health and Welfare by 

Neglect (123,019 allegations, 27.3% of allegations) and #74 - Inadequate Supervision (74,542 

allegations, 16.5% of allegations).  The most common indicated allegations were also #60 - 

Substantial Risk of Physical Injury/Environment Injurious to Health and Welfare by Neglect 

(44,991 allegations, 39.2% of indicated allegations) and #74 - Inadequate Supervision (18,582 

allegations, 16.2% of indicated allegations).  The allegation with the highest indication rate was 

#65 - Substance Misuse by Neglect at 55.6 percent and the allegation with the lowest indication 

rate was #67 - Mental Injury by Neglect at 3.9 percent.  Appendix E provides a summary of all 

the allegations by type and fiscal year. 

Special Types of Victims 

 The Department classifies certain allegations together as special types.  These include 

death & serious harm (for example head injuries, internal injuries, burns or torture), sexual 

abuse, human trafficking, and substance exposed infants.  Substance exposed infants are defined 

as child victims under the age of one who have been reported for the allegation of substance 

Exhibit 5-1 
ALLEGATIONS OF ABUSE OR NEGLECT 

FY15-FY17 

 

 Indicated   Unfounded 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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misuse (for example, a child born with 

exposure to a controlled substance).  

Appendix E lists all the special types of 

allegations.   

Exhibit 5-2 shows the number of 

victims per year for special types of 

abuse and neglect.  The most common 

special type of victim is sexual abuse 

victims, with a total of 52,502 alleged 

victims over the course of the 3 years 

with 13,525 indicated victims.  There 

were 32,439 alleged death & serious 

harm victims and 8,135 indicated 

victims during FY15-17.  DCFS 

publishes data on death & serious harm 

reports (investigations) but for 

consistency, the numbers reported here 

are for victims.  There were 2,424 

alleged substance exposed infants with 

1,892 indicated victims.  Human 

trafficking had 614 alleged victims with 

112 indicated victims.  Appendix E 

shows a breakdown by year for 

indicated victims for all special types of 

allegations.  

  

Exhibit 5-2 
SPECIAL TYPES OF VICTIMS 

FY15-FY17 

 

 

  FY15     FY16     FY17 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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Deaths Analysis 

There were 658 victims with a death allegation (Allegation #1 or #51) during FY15-

FY17, of which 210 were indicated for death by abuse or neglect.  The indication rate for death 

victims dropped significantly during the audit period going from 44.0 percent in FY15 to 28.0 

percent in FY16 and 29.2 percent in FY17.  

Auditors conducted an analysis 

of death victims to look for any with 

prior abuse/neglect investigations that 

were conducted during FY15-FY17; 

102 victims (15.5%) had prior 

investigations.  There were 163 prior 

investigations for these 102 victims.  As 

discussed later in this chapter, because 

of issues with the PersonID, it is 

difficult to know if these are all the 

death victims with prior contact with 

DCFS.  The number of prior 

investigations ranged from one to nine. 

For the child with nine prior 

investigations during FY15-FY17, six 

were indicated and there was an open 

Intact Family Services (IFS) case when 

the child passed away.  There was also 

a victim with seven prior investigations (1 indicated) who was a DCFS youth in care when s/he 

died and a victim with four indicated prior investigations and an open IFS case at the time of the 

death.  For the prior investigations, 28 of 163 involved DCFS services (1 Intact Family 

Recovery, 18 Intact Family Services and 9 placement).  Of those 28 cases, 21 were receiving 

services when the child died.  

  

Exhibit 5-3 
DEATH VICTIMS, UNFOUNDED VS. INDICATED 

FY15-FY17 

 

 Indicated   Unfounded 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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VICTIM DEMOGRAPHICS 

House Resolution Number 418 

asks the Auditor General to review for 

FY15, FY16, and FY17 the demographic 

information on abuse and neglect 

investigations, including the age, race, 

and gender of children who were subjects 

of the abuse or neglect investigations, 

and, if available, the zip code and county 

where the abuse or neglect was alleged to 

have occurred.   

Data provided by the Department 

included the total number of alleged 

victims involved in an investigation 

during the three-year audit period.  Since 

victims can be reported multiple times 

this is not an unduplicated count.  

According to data provided by 

DCFS as of July 27, 2018, for the three- 

year period FY15-FY17 there were a total of 221,341 investigations involving a total of 358,545 

alleged victims.  Of these 358,545, 96,576 victims had at least one indicated allegation over the 

three-year period.  As shown in Exhibit 5-4, the number of alleged victims with investigations 

increased over the three-year period.  However, the number of indicated victims decreased each 

year.   

Limitations of Provided Data 

 Auditors could not obtain a reliable count of the number of unique child victims over the 

audit period because of data limitations.  Every year the federal government publishes national 

child abuse and neglect statistics that are submitted by the states.  Due to data reliability issues it 

was difficult to compare Illinois to national statistics because demographics in federal reports are 

based on a unique count of indicated victims.  Further, the data limitations could make it difficult 

for DCFS to accurately report data to the federal government.    

DCFS assigns each person in the SACWIS system a unique PersonID that follows that 

person throughout different investigations.  Auditors conducted an analysis of victim data based 

on PersonID for FY15-FY17.  For the audit period, 8,061 children were identified where there 

was an identical name, the same date of birth and the same gender but a different PersonID.  Due 

to input error, there may be inconsistencies in demographic fields.  To attempt to control for 

issues such as with the misspelling of names, auditors performed the same analysis, but limited 

the first name to the first two letters.  This identified an additional 2,570 children as possible 

duplicates because they shared the same date of birth, the same gender, the same last name and 

the same first two letters of their first name.  When asked why this might occur, DCFS officials 

stated that possible explanations are, at intake, workers create a new PersonID in error or when a 

child is adopted a new post-adoption PersonID is assigned per procedure, so the child will have a 

separate pre-adoption and post-adoption PersonID. 

Exhibit 5-4 
UNFOUNDED VICTIMS VS. INDICATED VICTIMS 

FY15-FY17 
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Source: OAG analysis of DCFS data as of July 27, 2018. 
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 Giving children multiple PersonIDs makes it difficult for the Department to search for 

prior reports on the children.  DCFS procedures require that investigators complete a person 

search for all subjects of the report.  DCFS Call Floor Workers also search SACWIS for any 

prior reports.  If a child is listed under multiple PersonIDs the Call Floor Worker and investigator 

may not be able to identify all the prior reports involving that child.  Data limitations are not 

confined to issues with PersonIDs. The limitations of data provided by the Department are 

discussed in Chapter One.  
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Age 

House Resolution Number 418 asks the Auditor General for the age of children who were 

subjects of abuse or neglect investigations during FY15-FY17.  Exhibit 5-5 shows the 

breakdown by year.  Children under one year of age were the most frequent alleged victims.  

They also were the most likely to be indicated.  While children under 1 year of age make up 8.1 

percent of all alleged victims, they are 13.3 percent of indicated victims.  Over the three fiscal 

years 44.4 percent of victims under the age of 1 were indicated, compared to 26.9 percent of all 

victims.  Appendix F shows the number of victims per age. 

 

Exhibit 5-5 
VICTIMS BY AGE 

FY15-FY17 

Alleged Victims 

 
Indicated Victims 

 

  FY15     FY16     FY17 

Note: Because of the small number of indicated victims for the categories 18 and Over and Unknown, numbers 
are not reflected in the exhibit. 

Source: OAG analysis of DCFS data as of July 27, 2018. 

 

 

0

2,000

4,000

6,000

8,000

10,000

12,000

0

1,000

2,000

3,000

4,000

5,000

Age 

Age 



PERFORMANCE AUDIT OF DCFS INVESTIGATIONS OF ABUSE AND NEGLECT  

 64 

Race and Ethnicity 

 House Resolution Number 418 asks the Auditor General for the race of children who 

were subjects of abuse or neglect investigations during FY15-FY17.  DCFS captures data by race 

and ethnicity in separate categories.  DCFS data does not record Hispanic as a race but instead 

categorizes it as an ethnicity.  Approximately 89 percent of Hispanic alleged victims are included 

in the race category of White.  Exhibits 5-6 and 5-7 show the breakdown by race and ethnicity 

for FY15-FY17 (see Appendix F for the racial and ethnic breakdowns by fiscal year). 

Exhibit 5-6 
ALLEGED VICTIMS BY RACE AND ETHNICITY 

FY15-FY17 

  

Notes:  Unknown includes the categories of Unknown, Not Reported, Could not be verified, Declined to Identify, 
and NULL.  For Race, Other includes Native American/Alaska Native and Native Hawaiian/Other Pacific Islander. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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 The largest group for ethnicity for all children was Not Hispanic at 67.3 percent followed 

by Hispanic at 15.6 percent.  The percentage for children indicated by ethnicity is similar to the 

numbers for all children.  Some 65.9 percent of children who were indicated were Not Hispanic 

children and 16.7 percent were Hispanic.   

Gender 

 House Resolution Number 418 asks the Auditor General for the gender of children who 

were the subjects of abuse or neglect investigations during FY15-FY17.  According to data 

provided by DCFS there was an even split between the number of males and the number of 

females (see Exhibit 5-8).  Overall males made up 49.7 percent of the victims while females 

were 49.6 percent of the victims.   

 For victims where the allegations were indicated, the breakdown remained evenly split. 

Males were 49.4 percent of all indicated victims and females were 50.3 percent.  Exhibit 5-8 

shows the comparison between the overall number of alleged victims and the number of 

indicated victims. 

 

 

 

 

 

Exhibit 5-7 
INDICATED VICTIMS BY RACE AND ETHNICITY  

FY15-FY17 

  

Notes: Unknown includes the categories of Unknown, Not Reported, Could not be Verified, Declined to Identify, 
and NULL.  For Race, Other includes Native American/Alaska Native and Native Hawaiian/Other Pacific Islander. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Exhibit 5-8 
VICTIMS BY GENDER, ALLEGED VS. INDICATED 

FY15-FY17 

  

Source: OAG analysis of DCFS data as of July 27, 2018. 

Zip Code and County of Occurrence 

House Resolution Number 418 asks the Auditor General for the zip code and county 

where the abuse or neglect was alleged to have occurred.  DCFS records the occurrence address, 

which includes the zip code and county.  Occurrence data is based on the number of 

investigations instead of the number of victims.  While zip code is captured, auditors found 

issues with the reliability of the data.  For incidents that took place in Illinois, over 1,000 did not 

have valid Illinois zip codes.  Additionally, even though addresses can be verified through the 

United States Postal Service, 19.5 percent of addresses were not verified or were blank.  

Therefore, only county-level data will be presented.  For county data, there were 916 

investigations in which the state is Illinois but there was no county provided. 

Exhibit 5-9 
OCCURRENCE TOP 10 COUNTIES 

FY15-FY17 

 
County 

FY15 FY16 FY17 Total 

Count Percent Count Percent Count Percent Count Percent 

Cook 18,015 26.6% 20,048 25.5% 18,479 24.6% 56,542 25.5% 

Lake 2,679 4.0% 3,290 4.2% 3,109 4.1% 9,078 4.1% 
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Peoria 1,607 2.4% 1,809 2.3% 1,629 2.2% 5,045 2.3% 

Madison 1,434 2.1% 1,581 2.0% 1,756 2.3% 4,771 2.2% 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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There were allegations of abuse or neglect in all 102 counties in Illinois, ranging from 42 

investigations in Calhoun County to 56,542 in Cook County.  Exhibit 5-9 shows the top 10 

counties with the highest number of abuse and neglect investigations.  Appendix G lists the 

number of investigations for all counties. 
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Appendix B 

Audit Scope and Methodology 
This audit was conducted in accordance with generally accepted government auditing 

standards and the audit standards promulgated by the Office of the Auditor General at 74 Ill. 

Adm. Code 420.310.  Those standards require that we plan and perform the audit to obtain 

sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions 

based on our audit objectives.  We believe that the evidence obtained provides a reasonable basis 

for our findings and conclusions based on our audit objectives.  

House Resolution Number 418, adopted June 25, 2017, directed the Auditor General to 

conduct a performance audit of the Department of Children and Family Services (DCFS) to 

review and assess the Department’s protocols for investigating reports of child abuse and 

neglect.  The resolution required the audit to include a review of abuse and neglect investigations 

conducted by DCFS in Fiscal Year 2015, Fiscal Year 2016, and Fiscal Year 2017 (see Appendix 

A).  

During the audit, we examined the DCFS organizational structure, headcount, and the 

investigation process.  We specifically examined the processes for reporting allegations of child 

abuse and neglect, assigning and conducting investigations, timeliness and documentation 

requirements, and supervisory review.  We also reviewed the investigative protocols used and 

related internal controls over the investigation process.  

As part of reviewing and assessing DCFS investigation protocol, we reviewed statutes, 

administrative rules, and agency policies and procedures related to the conduct of investigations 

and the provision of services.  Any instances of noncompliance are included in the audit report as 

recommendations.  During the audit we also assessed the risk of fraud occurring as related to the 

audit objective and discussed these risks in an audit team meeting. 

Data Limitations 

The Department of Children and Family Services had significant issues producing 

accurate child abuse and neglect investigation statistical reports during the audit period and while 

we were conducting the audit.  We also identified concerns with the quality of the data contained 

in the Department’s Statewide Automated Child Welfare Information System (SACWIS) as well 

as data provided to us for the audit.  These concerns are discussed in Chapter One.  Although the 

data is not always complete and accurate, it is the only source that exists for analyzing child 

abuse and neglect investigations.  While recognizing the shortcomings of the data provided, in 

our opinion, the data was reliable enough to use in the general context of addressing the audit’s 

objectives including sampling services.  

Investigation and Demographic Data 

On July 27, 2018, DCFS provided auditors with a download of the population of intakes 

received by DCFS for FY15, FY16, and FY17 and the investigations related to those intakes.  

With the data provided, we conducted analyses to identify trends and made comparisons between 

years for investigations of child abuse and neglect.  In accordance with the audit objectives in 

House Resolution Number 418, with the data provided by DCFS we determined: 
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 The status of abuse and neglect investigations for each year;  

 The final determination or findings for investigations;  

 The timeframes in which abuse and neglect investigations were completed or closed; 

and 

 Demographic information related to the children involved, including their age, race, 

and gender.  We also reviewed the county in which the abuse or neglect was alleged 

to have occurred.  

We assessed the sufficiency and appropriateness of investigations data provided by 

DCFS.  This included: 

 Performing walkthroughs for intakes at the State Central Registry, investigations, and 

services at DCFS in order to determine what data was collected and how it was 

utilized; 

 Developing field definitions for requested data to ensure the validity of data being 

provided; 

 Gaining access to SACWIS in order to test the reliability and validity of data 

provided; and  

 Comparing data provided to published available reports.  

Sampling of Services 

For the period FY15-FY17 there 

were a total of 221,341 investigations.  

Because of the number of unfounded 

cases that were expunged, and are 

therefore not accessible in DCFS’ 

computer system, we focused our 

sampling of services on indicated cases 

(founded).  

According to data provided by the 

Department, for the three years FY15-

FY17 there were 56,457 indicated 

investigations.  We conducted a random sample of 50 indicated investigations for each fiscal 

year for a total of 150 cases.  Because the majority of investigations were expunged and were 

therefore unviewable, they could not be included in our sample.  Testing results cannot be 

extrapolated to the overall population.  Using a data collection instrument, we gathered 

information from the investigation and case files in SACWIS related to: 

 Whether a specific recommendation for services was made by the Child Protection 

Specialist (investigator) and the types of service(s) recommended; 

 Whether the family received services from DCFS or a private Purchase of Service 

(POS) agency and the duration of those services;  

 Whether the recommended services (which are voluntary) were waived by the child’s 

family; and  

CHILD ABUSE AND NEGLECT STATISTICS 
FY15-FY17 

 FY15 FY16 FY17 Total 

Investigations 67,732 78,572 75,037 221,341 

Indicated 
Reports1 

19,156 18,710 18,591 56,457 

Percent 
Indicated 

28.3% 23.8% 24.8% 25.5% 

1 Indicated reports include those that were indicated 
due to review. 

Source: OAG analysis of DCFS data as of July 27, 
2018.  
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 Whether the services received matched the recommendation made by the Child 

Protection Specialist (investigator). 

We also reviewed these cases to determine whether they followed the investigative 

protocol for Child Endangerment Risk Assessment Protocols (CERAPs) and whether cases met 

requirements related to timeliness.   

We also conducted a judgmental sample of cases that took longer than 60 days to 

complete to review whether extensions were completed and the reason given for the extension. 

Audit Risk 

We provided the Department with exceptions from our sample of services.  However, the 

Department’s responses did not always include a response or documentation to support 

statements made in regard to audit exceptions and questions.  Because the Department was not 

always responsive to our requests, in some individual cases auditors were forced to use their best 

judgement to determine if services were provided without additional input or documentation 

from the Department.   Without full cooperation and input from the Department, there is some 

risk that auditors could reach an invalid conclusion in individual cases.  However, this would not 

affect our overall conclusions presented in the audit. 

Lawsuits, Settlements, and Other Legal Actions 

We worked with DCFS legal counsel officials to determine the number of lawsuits or 

other legal actions filed against the Department within the past three fiscal years that concern 

abuse or neglect investigations and the number of lawsuits that DCFS has settled within the past 

three fiscal years that concern an abuse or neglect investigation.  We reviewed and summarized 

the documentation provided by DCFS legal staff.  Appendix C is a summary of the lawsuits or 

other legal actions and settlements for FY15-FY17.  
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The date of the exit conference, along with principal attendees, are noted below: 

Date: April 1, 2019 

 

Agency 

Department of Children and Family Services 

 

 

 

 

 

 

Office of the Auditor General 

 

 

 

 

 

 Debra Dyer-Webster, Interim Director 

 Royce Kirkpatrick, Acting CFO 

 Kenneth Hovey, Chief Internal 

Auditor 

 Nora Harms-Pavelski, Deputy 

Director, Child Protection 

 Anne Gold, Associate Deputy 

Director, Child Protection 

 

 

 Mike Paoni, Audit Manager 

 Paul Skonberg, Audit Supervisor 

 Brian Bratton, Audit Staff 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 

Count Case Name Case Number Date Filed Court 

1 A.B. v Holliman et 
al 

14CV07897 10/9/2014 U.S. District 
Court, Northern 
District, Eastern 
Division 
 

2 A.N. et al v 
Bolanos-Ayala 

17CV1033 2/8/2017 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 

3 Allen v City of 
Chicago et al 

14CV09359 11/20/2014 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 

4 Ashley M. v DCFS 
et al 

13CH20278 9/3/2013 Circuit Court of 
Cook County, 
County 
Department, 
Chancery Division 
 
 

5 Cole v Meeks 15CV01292 7/15/2015 U.S. District 
Court, Central 
District, Peoria 
Division 
 
 
 
 
 

6 Dickman v Cook 
County State's 
Attorney 

16CV9448 10/3/2016 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 
 
 
 
 
 

7 Fountas v Oak 
Forest and DCFS 

14CV03174 3/25/2014 U.S. District 
Court, Northern 
District, Eastern 
Division 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 (Continued) 

Summary Date Disposed Final Disposition Settlement Terms 

Plaintiff alleged the Department violated 
her civil rights to unreasonable seizure, to 
substantive due process, and procedural 
due process when her children were 
removed. 

6/23/2016 Settled $75,000, amend 
policies 

Plaintiff alleged violation of the personal 
integrity, associational, and property rights 
of the mother; due process rights as to 
familial association; and deprivation of her 
liberty interest in directing medical and 
psychological care for children and herself. 

3/22/2018 Settled $100,000, amend  
policies 

Plaintiff alleged malicious prosecution, 
unlawful detention, unlawful search and 
seizure, and excessive detention by the 
Chicago Police and failure to intervene by 
DCFS investigator who looked into 
allegations made against plaintiff. 

4/5/2018 Dismissed  N/A 

Class action suit alleging DCFS violated 
the Administrative Procedure Act by using 
Allegation 60 to indicate abuse after 
Supreme Court invalidated that rule and 
before it was re-promulgated as a rule 
(between July 13, 2012, and December 31, 
2013). 

1/8/2015 Settled $50,000; expunge 
Allegation 60 
findings between 
7/13/12 and 
12/31/13 

Plaintiff alleged Department investigator 
and Peoria Police violated his civil due 
process rights by withholding exculpatory 
evidence; fabricating evidence; and failing 
to intervene to protect his civil rights, and 
alleged violation of state law including 
malicious prosecution; false imprisonment; 
conspiracy; and intentional infliction of 
emotional distress. 

 Pending but DCFS 
no longer 
defendant 

 N/A 

Plaintiffs alleged intentional infliction of 
emotional distress, invasion of privacy, 
defamation, malicious prosecution, 
conspiracy, violations of substantive and 
procedural due process rights, the Fourth 
Amendment right against unreasonable 
seizures and searches, and equal 
protection rights against a hospital, 
doctors, Cook County employees, and a 
Department employee. 
 

3/16/2018 Dismissed  N/A 

Plaintiff sued the Department and City of 
Oak Forest for wrongful death. 

 Pending but DCFS 
no longer 
defendant 
 

 N/A 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 

Count Case Name Case Number Date Filed Court 

8 Harris  v 
Association 
House of Chicago 
et al 

14L13330 12/29/2014 Circuit Court of 
Cook County, 
County 
Department, Law 
Division 

9 Hughes v Jones 
et al 

12CV09494 12/12/2012 U.S. District 
Court, Northern 
District, Eastern 
Division 

10 Juan G v Wilson 15CV02452 3/23/2015 U.S. District 
Court, Northern 
District, Eastern 
Division 
 

11 Kelly K. v DCFS 17CV04703 6/22/2017 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 
 

12 L.W. v DCFS 13CV08463 11/22/2013 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 
 
 
 

13 Manier v DCFS 14CH20237 12/18/2014 Circuit Court of 
Cook County, 
County 
Department, 
Chancery Division 
 
 

14 Oleszcak v DCFS 17CV00933 2/8/2017 U.S. District 
Court, Northern 
District, Eastern 
Division 

15 Nicole P et al v 
DCFS 

16CH12809 9/28/2016 Circuit Court of 
Cook County, 
County 
Department, 
Chancery Division 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 (Continued) 

Summary Date Disposed Final Disposition Settlement Terms 

Public Guardian sued DCFS contractor and 
relative caregiver for wrongful death and 
negligence. DCFS is legally required to 
represent providers.  
 

 Pending   

Plaintiff alleged Department deprived her of 
her liberty interest and violated both her 
substantive and procedural due process 
rights. 

9/29/2014 Settled $63,000  

Plaintiff alleged Department violated his 
protected liberty interest in chosen career 
without due process and violated due 
process rights in its investigatory and 
hearing processes. 

4/25/2017 Settled $85,000  

Plaintiff alleged Department and contractor 
violated her fundamental right to familial 
association as well as her substantive and 
procedural due process rights.  She also 
alleged violation of the A.B. v. Holliman 
settlement agreement regarding victims of 
domestic violence. 

 Pending   

Plaintiff alleged violations of the Fourth 
Amendment right not to be subject to 
unreasonable seizure, her procedural and 
substantive due process rights related to 
familial association, rights related to liberty 
interest in career opportunity, and Title II of 
the Americans with Disabilities Act for 
discrimination based on perceived 
disability. 

6/27/2016 Settled $150,000, amend 
policies 

This case challenged Allegation 74 
(inadequate supervision).  Plaintiff was 
indicated after investigation and sued for 
reversal of decision to indicate.  

8/28/2015 DCFS Decision 
Reversed - Court 
ruled Allegation 74 
was unlawful as it 
is outside the 
scope of ANCRA. 
 

 
 

Plaintiff alleged violation of liberty interests 
of custodial care and due process rights. 
 
 

 Pending   

This is a class action suit brought by 
plaintiffs who had been indicated under 
Allegation 74 (inadequate supervision), 
which had been declared void by the court 
in Manier v. DCFS on 8/28/15, that DCFS 
had not expunged its records or re-
promulgate rules for Allegation 74.   
 

6/4/2018 Settled DCFS to allow 
special reviews of 
Allegation 74 
findings indicated 
between 8/28/15 
and 5/9/17. 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 

Count Case Name Case Number Date Filed Court 

16 Jessica R and 
Claudia G v 
Department of 
Children and 
Family Services et 
al 
 
 
 

15CH4487 5/29/2015 Circuit Court of 
Cook County, 
County 
Department, 
Chancery Division 

17 Roberson v 
Village of Sauk 
Village 

14CV08174 10/17/2014 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 
 
 
 
 

18 S.B.T v Miller et al 15CV00162 2/13/2015 U.S. District 
Court, Southern 
District, East St. 
Louis Division 
 

19 Sebesta v Davis, 
et al 

12CV07834 9/28/2012 U.S. District 
Court, Northern 
District, Eastern 
Division 

20 Traharne et al v 
DCFS et al 

15CV11133 12/10/2015 U.S. District 
Court, Northern 
District, Eastern 
Division 
 

21 Tyagi et al v 
Sheldon et al 

16CV11236 12/9/2016 U.S. District 
Court, Northern 
District, Eastern 
Division 
 
 
 

22 Van Dyke v DCFS 
et al 

13CV05971 8/22/2013 U.S. District 
Court, Northern 
District, Eastern 
Division 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 (Continued) 

Summary Date Disposed Final Disposition Settlement Terms 

Case was originally Etonia C. v DCFS, but 
other plaintiffs were added. Plaintiffs 
challenged the Allegation 60 (environment 
injurious) emergency rule made 1/1/14 and 
expiring 5/31/14 claiming DCFS improperly 
invoked emergency rulemaking authority 
because there was no emergency. 
 
 

11/22/2016 Settled   DCFS agreed to 
expunge all 
persons indicated 
between January 1, 
2014, and May 31, 
2014.  

Plaintiff alleged Department and Sauk 
Village officials violated her protected 
liberty interest of chosen career, 
substantive and procedural due process 
rights, and her Fourth Amendment right to 
be free from unreasonable seizure, as well 
as malicious prosecution, intentional 
infliction of emotional distress, and 
conspiracy. 
 

3/30/2016 Dismissed N/A 

Plaintiff alleged Department violated her 
liberty interest in pursuing her career and 
rights to due process.  She also alleged 
that the allegation indicated (Allegation 60) 
was void. 

8/21/2017 Settled $60,000  

Plaintiff alleged violation of substantive due 
process, invasion of privacy, and 
intentional infliction of emotional distress. 
 

1/20/2016 Dismissed N/A 

Plaintiffs alleged violation of Fourth 
Amendment right against unlawful seizure, 
substantive due process rights to familial 
rights and association, and procedural due 
process rights for removing children.   

Pending  

Plaintiffs alleged violation of First 
Amendment rights to free exercise of 
religion, Fourth Amendment rights to 
unlawful search and seizure, and due 
process and equal protection rights 
guaranteed by the Fourteenth Amendment 
among others. 

 Pending  

Plaintiff alleged violation of First 
Amendment right to free speech, Fourth 
Amendment right to be free from unlawful 
search, and Fourteenth Amendment 
regarding due process.    

 Pending but DCFS 
defendant 
dismissed 

N/A 
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 

Count Case Name Case Number Date Filed Court 

23 W.M. v Giscombe 
et al 

15CV00305 1/13/2015 U.S. District 
Court, Northern 
District, Eastern 
Division 
 

Source: OAG analysis of information provided by DCFS legal counsel.  
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Appendix C 
LAWSUITS FILED OR SETTLED 

FY15-FY17 (Continued) 

Summary Date Disposed Final Disposition Settlement Terms 

Plaintiff alleged violation of Fourth 
Amendment right against unreasonable 
seizure, substantive due process rights 
to familial association, and procedural 
due process rights. 

6/20/2016 Settled $93,000, amend 
policies 

Source: OAG analysis of information provided by DCFS legal counsel.  
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INTACT FAMILY SERVICES 

PROVIDER CONTRACTS 
FY15-FY17 
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APPENDIX D 
INTACT FAMILY SERVICES PROVIDER CONTRACTS 

FY15 

Provider Contract Number Capacity Expenditures 

Arden Shore Child And Family Services 0015243135 60 $841,162.16 

Association House Of Chicago 0280514295 90 $913,067.19 

Aunt Marthas Youth Svc Ctr Inc. 0016673145 60 $742,627.45 

Baby Fold 0203296105 20 $137,600.26 

Bethany For Children And Families 3105102195 30 $357,099.36 

Casa Central Social Services 0039064125 140 $1,784,340.83 

Catholic Charities Diocese SPF 0039735105 85 $991,194.66 

Catholic Charities/The Arch Of Chicago 0039714315 140 $1,808,769.22 

Center For Youth & Family Solutions 5129612095 40 $586,162.70 

Center For Youth & Family Solutions 5129615015 20 $327,771.57 

Center For Youth & Family Solutions 5129616055 120 $969,752.39 

Childrens Home And Aid Soc Of Illinois 0042361055 60 $569,594.14 

Childrens Home And Aid Soc Of Illinois 0042364245 30 $370,919.40 

Childrens Home And Aid Soc Of Illinois 0042366095 20 $126,497.88 

Childrens Home And Aid Soc Of Illinois 0042367095 90 $919,308.51 

Childrens Home And Aid Soc Of Illinois 1463033025 140 $1,224,437.59 

Childrens Home Association Of Illinois 0042592165 60 $773,991.49 

Community Youth Network Inc. 0002923065 20 $247,113.42 

Evangelical Child And Family Agency 0067263035 50 $799,363.45 

Hephzibah Children's Association 0094104175 10 $215,515.27 

Kaleidoscope, Inc. 0111264255 70 $885,719.25 

Lutheran Child And Family Services IL 0129988085 50 $443,403.94 

Lutheran Social Services Of Illinois 0130051155 10 $137,633.35 

Lutheran Social Services Of Illinois 0130051165 20 $196,389.73 

Lutheran Social Services Of Illinois 0130052045 40 $531,848.68 

Lutheran Social Services Of Illinois 0130054225 80 $798,973.76 

Lutheran Social Services Of Illinois 0130058055 80 $1,025,890.79 

Omni Youth Services 0005654055 180 $2,219,473.01 

One Hope United-Hudelson Region 0100538055 70 $1,040,655.77 

One Hope United-Hudelson Region 0100535025 85 $672,723.79 

One Hope United-Northern Region 0040193155 30 $392,528.25 

One Hope United-Northern Region 0040194285 110 $1,271,658.32 

Pioneer Center 1656493095 50 $623,116.75 

Rutledge Youth Foundation, Inc. 0178229025 10 $211,736.59 

Sinnissippi Centers, Inc. 0968021175 30 $378,127.16 

Universal Family Connection Inc. 0935184165 50 $633,670.63 

Webster Cantrell Hall 0217466015 30 $578,811.14 

Youth Outreach Services Inc. 0698844225 20 $356,743.06 

Youth Service Bureau Of Illinois Valley 2808991025 10 $121,640.25 

Youth Service Bureau Of Illinois Valley 2808992235 20 $147,805.99 

Youth Service Bureau Of Illinois Valley 2808993015 30 $310,441.13 

Youth Services Network, Inc. 0775759045 20 $209,901.41 

Total  2,380 $27,895,181.69 

Note: Capacity represents the number of families that can be served, not individuals. 

Source: OAG analysis of DCFS data. 
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APPENDIX D 
INTACT FAMILY SERVICES PROVIDER CONTRACTS 

FY16 

Provider Contract Number Capacity Expenditures 

Arden Shore Child And Family Services  0015243136 70 $908,195.46 

Association House Of Chicago 0280514296 70 $808,960.72 

Aunt Marthas Youth Svc Ctr, Inc. 0016673146 60 $519,305.65 

Baby Fold 0203296106 30 $118,606.03 

Bethany For Children And Families 3105102196 30 $351,415.33 

Casa Central Social Services 0039064126 130 $1,542,923.58 

Catholic Charities Diocese SPF 0039735106 90 $1,350,569.30 

Catholic Charities/The Arch Of Chicago 0039714316 120 $1,324,850.96 

Center For Youth & Family Solutions 5129616056 160 $1,810,026.90 

Childrens Home And Aid Soc Of Illinois 0042364246 30 $330,975.30 

Childrens Home And Aid Soc Of Illinois  0042366096 10 $104,797.21 

Childrens Home And Aid Soc Of Illinois 0042367096 70 $1,093,904.74 

Childrens Home And Aid Soc Of Illinois 1463033026 150 $1,918,772.77 

Childrens Home Association Of Illinois 0042592166 60 $763,059.90 

Community Youth Network Inc. 0002923066 20 $304,507.62 

Evangelical Child And Family Agency 0067263036 50 $682,537.99 

Hephzibah Children's Association 0094104176 30 $393,329.14 

Kaleidoscope, Inc. 0111264256 60 $437,347.56 

Lutheran Child And Family Services IL 0129988086 50 $443,663.44 

Lutheran Social Services Of Illinois 0130051166 30 $320,687.93 

Lutheran Social Services Of Illinois 0130052046 40 $666,860.60 

Lutheran Social Services Of Illinois 0130054226 60 $719,232.12 

Lutheran Social Services Of Illinois 0130058056 70 $1,303,917.82 

Omni Youth Services 0005654056 170 $1,882,871.07 

One Hope United-Northern Region 0040193156 30 $520,880.94 

One Hope United-Northern Region 0040194286 90 $1,230,979.59 

One Hope United-Hudelson Region 0100535026 50 $561,070.75 

One Hope United-Hudelson Region 0100538056 90 $1,267,728.74 

Pioneer Center 1656493096 50 $466,211.05 

Rutledge Youth Foundation, Inc. 0178229026 10 $189,201.08 

Sinnissippi Centers, Inc. 0968021176 30 $501,011.79 

Universal Family Connection Inc. 0935184166 50 $555,468.37 

Webster Cantrell Hall 0217466016 20 $202,074.38 

Youth Advocate Program Inc. 0007292016 10 $39,262.85 

Youth Outreach Services Inc. 0698844226 30 $282,297.87 

Youth Service Bureau Of Illinois Valley 2808992236 20 $143,559.02 

Youth Service Bureau Of Illinois Valley 2808993016 90 $526,968.79 

Youth Services Network, Inc. 0775759046 20 $220,655.93 

Total  2,250 $26,808,690.29 

Note: Capacity represents the number of families that can be served, not individuals. 

Source: OAG analysis of DCFS data.  
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APPENDIX D 
INTACT FAMILY SERVICES PROVIDER CONTRACTS 

FY17 

Provider Contract Number Capacity Expenditures 

Arden Shore Child And Family Services  0015243137 80 $959,074.62 

Association House Of Chicago  0280514297 70 $787,228.92 

Aunt Marthas Youth Svc Ctr Inc.  0016673147 80 $881,402.67 

Baby Fold  0203296107 30 $151,989.89 

Bethany For Children And Families 3105102197 30 $388,750.45 

Casa Central Social Services 0039064127 130 $1,534,656.50 

Catholic Charities Diocese SPF 0039735107 90 $1,335,909.44 

Catholic Charities/ The Arch Of Chicago 0039714317 110 $1,408,652.00 

Center For Youth & Family Solutions 5129616057 150 $1,722,270.61 

Childrens Home And Aid Society Of Illinois 0042364247 30 $372,407.77 

Childrens Home And Aid Society Of Illinois 0042366097 30 $356,595.13 

Childrens Home And Aid Society Of Illinois 0042367097 80 $1,707,684.22 

Childrens Home And Aid Society Of Illinois 1463033027 150 $2,063,974.42 

Childrens Home Association Of Illinois 0042592167 60 $934,300.76 

Community Youth Network Inc. 0002923067 20 $388,561.95 

Evangelical Child And Family Agency 0067263037 50 $733,114.45 

Hephzibah Children's Association 0094104177 30 $399,557.00 

Kaleidoscope, Inc. 0111264257 60 $572,684.53 

Lutheran Child And Family Services IL 0129988087 50 $532,849.76 

Lutheran Social Services Of Illinois 0130051167 30 $558,717.14 

Lutheran Social Services Of Illinois 0130052047 60 $1,002,984.52 

Lutheran Social Services Of Illinois 0130054227 60 $741,028.67 

Lutheran Social Services Of Illinois 0130058057 100 $1,672,598.95 

Omni Youth Services 0005654057 160 $1,698,655.52 

One Hope United-Hudelson Region 0100535027 55 $792,764.25 

One Hope United-Hudelson Region 0100538057 105 $1,530,461.21 

One Hope United-Northern Region 0040193157 40 $491,561.82 

One Hope United-Northern Region 0040194287 90 $1,166,216.17 

Rutledge Youth Foundation, Inc. 0178229027 10 $143,892.58 

Sinnissippi Centers, Inc. 0968021177 50 $488,682.44 

Universal Family Connection Inc. 0935184167 50 $592,064.32 

Webster Cantrell Hall 0217466017 20 $322,916.56 

Youth Advocate Program Inc. 0007292017 10 $235,709.93 

Youth Outreach Services Inc. 0698844227 30 $330,411.91 

Youth Service Bureau Of Illinois Valley 2808992237 20 $187,514.03 

Youth Service Bureau Of Illinois Valley 2808993017 90 $1,257,272.46 

Youth Services Network, Inc. 0775759047 20 $265,354.48 

Total  2,330 $30,710,472.05 

Note: Capacity represents the number of families that can be served, not individuals. 

Source: OAG analysis of DCFS data.  
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Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATION CLASSIFICATIONS 

Abuse Allegations Neglect Allegations 

#1 – Death  #51 – Death  

#2 – Head Injuries #52 – Head Injuries 

#4 – Internal Injuries  #54 – Internal Injuries 

#5 – Burns  #55 – Burns 

#6 – Poison/Noxious Substances #56 – Poison/Noxious Substances 

#7 – Wounds  #57 – Wounds 

#9 – Bone Fractures #59 – Bone Fractures 

#10 – Substantial Risk of Physical 
Injury/Environment Injurious to Health and Welfare 

 10a – Incidents of Violence or Intimidation 

 10b – Medical Child Abuse (Factitious 
Disorder by Proxy or Munchausen by Proxy 
Syndrome) 

#60 – Substantial Risk of Physical 
Injury/Environment Injurious to Health and 
Welfare 

#11 – Cuts, Bruises, Welts, Abrasions and Oral 
Injuries 

#61 – Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries 

#12 – Human Bites #62 – Human Bites 

#13 – Sprains/Dislocations #63 – Sprains/Dislocations 

#14 – Tying/Close Confinement #65 – Substance Misuse 

#15 – Substance Misuse #67 – Mental and Emotional Impairment 

#16 – Torture #74 – Inadequate Supervision 

#17 – Mental and Emotional Impairment #75 – Abandonment/Desertion 

#18 – Sexually Transmitted Diseases #76 – Inadequate Food 

#19 – Sexual Penetration #77 – Inadequate Shelter 

#20 – Sexual Exploitation #78 – Inadequate Clothing 

#21 – Sexual Molestation #79 – Medical Neglect 

#22 – Substantial Risk of Sexual Injury #81 – Failure to Thrive (Non-Organic) 

 22a – Sex offender has access #82 – Environmental Neglect 

 22b – Sibling of sex abuse victim #83 – Malnutrition (Non-Organic) 

 22c – Sexualized behavior of young child #84 – Lock-out 

 22d – Child Pornography  84a – Community Location 

 22e – Suggestive Behavior  84b – Psychiatrically Hospitalized 

#40 – Human Trafficking of Children  84c – Correctional Facility 

#85 – Medical Neglect of Disabled Infants 

#86 – Neglect by Agency 

#90 – Human Trafficking of Children 

Note: Death & Serious Harm allegations are highlighted in red. 

Source: DCFS Procedures 300 Appendix B & DCFS Child Protective Services Statistics. 
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Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATIONS BY TYPE 

FY15 

 
Allegations 

 
Indicated 

 
Unfounded 

 
Total 

Percent 
Indicated 

60- Substantial Risk of Physical Injury by Neglect 14,934 20,390 35,324 42.3% 

74- Inadequate Supervision 6,497 16,814 23,311 27.9% 

10- Substantial Risk of Physical Injury by Abuse 3,962 13,577 17,539 22.6% 

11- Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries 

2,423 9,824 12,247 
19.8% 

82- Environmental Neglect 1,948 8,244 10,192 19.1% 

22b- Substantial Risk of Sexual Abuse- Sibling of 
sex abuse victim 

1,709 3,798 5,507 
31.0% 

21- Sexual Molestation 1,230 2,988 4,218 29.2% 

79- Medical Neglect 681 3,128 3,809 17.9% 

22a- Substantial Risk of Sexual Abuse- Sex offender 
has access 

1,018 2,758 3,776 
27.0% 

19- Sexual Penetration 1,172 2,108 3,280 35.7% 

77- Inadequate Shelter 469 2,173 2,642 17.8% 

76- Inadequate Food 169 2,433 2,602 6.5% 

61- Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries by Neglect 

314 1,084 1,398 
22.5% 

20- Sexual Exploitation 359 1,010 1,369 26.2% 

15- Substance Misuse 195 1,026 1,221 16.0% 

84- Lock-Out 133 1,050 1,183 11.2% 

65- Substance Misuse by Neglect 567 445 1,012 56.0% 

78- Inadequate Clothing 34 480 514 6.6% 

55- Burns by Neglect 105 392 497 21.1% 

22c- Substantial Risk of Sexual Abuse- Sexualized 
behavior of young child 

36 442 478 
7.5% 

5- Burns 55 416 471 11.7% 

9- Bone Fractures 149 278 427 34.9% 

14- Tying/Close Confinement 52 288 340 15.3% 

17- Mental and Emotional Impairment by Abuse 23 302 325 7.1% 

59- Bone Fractures by Neglect 76 182 258 29.5% 

12- Human Bites 75 179 254 29.5% 

2- Head Injuries 93 108 201 46.3% 

22d- Substantial Risk of Sexual Abuse- Child 
Pornography 

96 99 195 
49.2% 

67- Mental Injury by Neglect 6 183 189 3.2% 

52- Head Injuries by Neglect 47 123 170 27.6% 

75- Abandonment/Desertion 74 93 167 44.3% 

81- Failure to Thrive 87 59 146 59.6% 

16- Torture 27 98 125 21.6% 

40- Human Trafficking of Children 26 97 123 21.1% 

51- Death by Neglect 46 74 120 38.3% 

6- Poison/Noxious Substances 4 110 114 3.5% 

18- Sexually Transmitted Diseases 44 53 97 45.4% 

56- Poison/Noxious Substances by Neglect 18 71 89 20.2% 

62- Human Bites by Neglect 12 62 74 16.2% 

4- Internal Injuries 18 22 40 45.0% 

13- Sprains/Dislocations 9 29 38 23.7% 

1- Death 19 16 35 54.3% 
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Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATIONS BY TYPE 

FY15 (Continued) 

 
Allegations 

 
Indicated 

 
Unfounded 

 
Total 

Percent 
Indicated 

7- Wounds 16 19 35 45.7% 

83- Malnutrition 22 13 35 62.9% 

57- Wounds by Neglect 11 20 31 35.5% 

54- Internal Injuries by Neglect 9 18 27 33.3% 

90- Human Trafficking of Children by Neglect 1 22 23 4.3% 

85- Medical Neglect of Disabled Infants 4 6 10 40.0% 

63- Sprains/Dislocations by Neglect 2 4 6 33.3% 

22e- Substantial Risk of Sexual Abuse- Suggestive 
Behavior 

0 0 0 0.0% 

86- Neglect by Agency 0 0 0 0.0% 

Total 39,076 97,208 136,284 28.7% 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATIONS BY TYPE 

FY16 

 
Allegation 

 
Indicated 

 
Unfounded 

 
Total 

Percent 
Indicated 

60- Substantial Risk of Physical Injury by Neglect 14,549 28,981 43,530 33.4% 

74- Inadequate Supervision 6,249 20,402 26,651 23.4% 

10- Substantial Risk of Physical Injury by Abuse 4,233 19,509 23,742 17.8% 

11- Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries 

2,212 10,827 13,039 17.0% 

82- Environmental Neglect 1,819 9,160 10,979 16.6% 

22b- Substantial Risk of Sexual Abuse- Sibling of 
sex abuse victim 

1,600 4,474 6,074 26.3% 

21- Sexual Molestation 1,245 3,497 4,742 26.3% 

79- Medical Neglect 637 3,991 4,628 13.8% 

22a- Substantial Risk of Sexual Abuse- Sex 
offender has access 

863 3,023 3,886 22.2% 

19- Sexual Penetration 1,047 2,324 3,371 31.1% 

76- Inadequate Food 108 2,701 2,809 3.8% 

77- Inadequate Shelter 420 2,154 2,574 16.3% 

20- Sexual Exploitation 399 1,348 1,747 22.8% 

61- Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries by Neglect 

249 1,383 1,632 15.3% 

15- Substance Misuse 183 1,295 1,478 12.4% 

84- Lock-Out 125 1,181 1,306 9.6% 

65- Substance Misuse by Neglect 644 596 1,240 51.9% 

17- Mental Injury 18 861 879 2.0% 

55- Burns by Neglect 85 458 543 15.7% 

22c- Substantial Risk of Sexual Abuse- Sexualized 
behavior of young child 

19 517 536 3.5% 

78- Inadequate Clothing 33 464 497 6.6% 

14- Tying/Close Confinement 51 413 464 11.0% 

5- Burns 54 391 445 12.1% 

9- Bone Fractures 145 244 389 37.3% 

59- Bone Fractures by Neglect 42 229 271 15.5% 

12- Human Bites 66 202 268 24.6% 

22d- Substantial Risk of Sexual Abuse- Child 
Pornography 

99 164 263 37.6% 

51- Death by Neglect 50 174 224 22.3% 

2- Head Injuries 95 122 217 43.8% 

75- Abandonment/Desertion 73 143 216 33.8% 

40- Human Trafficking of Children 37 175 212 17.5% 

16- Torture 20 183 203 9.9% 

52- Head Injuries by Neglect 42 145 187 22.5% 

81- Failure to Thrive 89 97 186 47.8% 

67- Mental Injury by Neglect 10 166 176 5.7% 

  



104 
 

Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATIONS BY TYPE 

FY16 (Continued) 

 
Allegation 

 
Indicated 

 
Unfounded 

 
Total 

Percent 
Indicated 

6- Poison/Noxious Substances 24 148 172 14.0% 

22e- Substantial Risk of Sexual Abuse- Suggestive 
Behavior 

37 80 117 31.6% 

56- Poison/Noxious Substances by Neglect 12 90 102 11.8% 

18- Sexually Transmitted Diseases 33 59 92 35.9% 

62- Human Bites by Neglect 17 49 66 25.8% 

83- Malnutrition 11 48 59 18.6% 

1- Death 26 29 55 47.3% 

13- Sprains/Dislocations 5 48 53 9.4% 

7- Wounds 19 30 49 38.8% 

57- Wounds by Neglect 12 26 38 31.6% 

4- Internal Injuries 17 18 35 48.6% 

90- Human Trafficking of Children by Neglect 2 27 29 6.9% 

54- Internal Injuries by Neglect 6 14 20 30.0% 

63- Sprains/Dislocations by Neglect 2 16 18 11.1% 

86- Neglect by Agency 1 15 16 6.3% 

85- Medical Neglect of Disabled Infants 4 11 15 26.7% 

Total 37,838 122,702 160,540 23.6% 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATIONS BY TYPE 

FY17 

 
Allegation 

 
Indicated 

 
Unfounded 

 
Total 

Percent 
Indicated 

60- Substantial Risk of Physical Injury by Neglect 15,508 28,657 44,165 35.1% 

74- Inadequate Supervision 5,836 18,744 24,580 23.7% 

10- Substantial Risk of Physical Injury by Abuse 3,414 17,502 20,916 16.3% 

11- Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries 

2,213 10,277 12,490 17.7% 

82- Environmental Neglect 1,880 9,071 10,951 17.2% 

22b- Substantial Risk of Sexual Abuse- Sibling of 
sex abuse victim 

1,568 4,459 6,027 26.0% 

21- Sexual Molestation 1,220 3,345 4,565 26.7% 

79- Medical Neglect 647 3,777 4,424 14.6% 

22a- Substantial Risk of Sexual Abuse- Sex 
offender has access 

763 2,543 3,306 23.1% 

19- Sexual Penetration 998 2,112 3,110 32.1% 

76- Inadequate Food 161 2,566 2,727 5.9% 

77- Inadequate Shelter 430 1,945 2,375 18.1% 

20- Sexual Exploitation 373 1,174 1,547 24.1% 

61- Cuts, Bruises, Welts, Abrasions, and Oral 
Injuries by Neglect 

240 1,178 1,418 16.9% 

84- Lock-Out 147 1,208 1,355 10.8% 

65- Substance Misuse by Neglect 786 554 1,340 58.7% 

15- Substance Misuse 178 1,160 1,338 13.3% 

17- Mental Injury 47 899 946 5.0% 

78- Inadequate Clothing 33 488 521 6.3% 

55- Burns by Neglect 77 397 474 16.2% 

14- Tying/Close Confinement 67 404 471 14.2% 

5- Burns 47 407 454 10.4% 

22c- Substantial Risk of Sexual Abuse- Sexualized 
behavior of young child 

35 377 412 8.5% 

9- Bone Fractures 133 271 404 32.9% 

22e- Substantial Risk of Sexual Abuse- Suggestive 
Behavior 

89 302 391 22.8% 

75- Abandonment/Desertion 90 157 247 36.4% 

12- Human Bites 75 171 246 30.5% 

59- Bone Fractures by Neglect 60 176 236 25.4% 

2- Head Injuries 98 126 224 43.8% 

51- Death by Neglect 63 158 221 28.5% 

40- Human Trafficking of Children 45 171 216 20.8% 

81- Failure to Thrive 94 99 193 48.7% 

52- Head Injuries by Neglect 40 149 189 21.2% 

22d- Substantial Risk of Sexual Abuse- Child 
Pornography 

76 81 157 48.4% 

16- Torture 13 143 156 8.3% 

6- Poison/Noxious Substances 17 112 129 13.2% 
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Appendix E 
DCFS ABUSE AND NEGLECT ALLEGATIONS BY TYPE 

FY17 (Continued) 

 
Allegation 

 
Indicated 

 
Unfounded 

 
Total 

Percent 
Indicated 

67- Mental Injury by Neglect 3 114 117 2.6% 

56- Poison/Noxious Substances by Neglect 21 82 103 20.4% 

18- Sexually Transmitted Diseases 35 43 78 44.9% 

83- Malnutrition 21 47 68 30.9% 

86- Neglect by Agency 15 47 62 24.2% 

62- Human Bites by Neglect 8 50 58 13.8% 

1- Death 18 33 51 35.3% 

13- Sprains/Dislocations 9 41 50 18.0% 

7- Wounds 14 32 46 30.4% 

57- Wounds by Neglect 13 20 33 39.4% 

4- Internal Injuries 16 11 27 59.3% 

90- Human Trafficking of Children by Neglect 1 21 22 4.5% 

54- Internal Injuries by Neglect 2 8 10 20.0% 

63- Sprains/Dislocations by Neglect 1 7 8 12.5% 

85- Medical Neglect of Disabled Infants 1 4 5 20.0% 

Total 37,739 115,920 153,659 24.6% 

Source: OAG analysis of DCFS data as of July 27, 2018.  

 

Appendix E 
SPECIAL TYPES OF VICTIMS 

FY15-FY17 

Special 
Type 

FY15 FY16 FY17 Total 

All Indicated All Indicated All Indicated All Indicated 

Sexual 
Abuse 

16,805 4,779 18,442 4,473 17,255 4,273 52,502 13,525 

Death & 
Serious 
Harm 

10,202 2,810 11,492 2,702 10,745 2,623 32,439 8,135 

Substance 
Exposed 
Infants 

701 540 809 619 914 733 2,424 1,892 

Human 
Trafficking 

143 27 238 39 233 46 614 112 

Human 
Trafficking 
Involving 
Sexual 
Abuse 

32 12 50 17 43 18 125 47 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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APPENDIX F 

VICTIM DEMOGRAPHIC 

INFORMATION 
AGE, RACE, ETHNICITY, AND GENDER 

FY15-FY17 

 
 

Auditor Note:  
Data provided by the Department included the total number of alleged victims involved in an investigation 
during the three-year audit period.  Since victims can be reported multiple times, numbers presented are 
not an unduplicated count.   
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Appendix F 
ALLEGED VICTIMS BY AGE 

FY15-FY17 

 
Age 

FY15 FY16 FY17 Total 

Count Percent Count Percent Count Percent Count Percent 

0 9,032 8.20% 10,174 7.99% 9,755 8.05% 28,961 8.08% 

1 6,620 6.01% 7,640 6.00% 7,393 6.10% 21,653 6.04% 

2 6,699 6.08% 7,643 6.00% 7,204 5.95% 21,546 6.01% 

3 6,829 6.20% 7,524 5.91% 7,144 5.90% 21,497 6.00% 

4 6,910 6.27% 7,419 5.83% 7,035 5.81% 21,364 5.96% 

5 7,186 6.52% 7,999 6.28% 7,252 5.99% 22,437 6.26% 

6 7,396 6.72% 7,911 6.21% 7,460 6.16% 22,767 6.35% 

7 7,181 6.52% 8,034 6.31% 7,472 6.17% 22,687 6.33% 

8 6,518 5.92% 7,793 6.12% 7,125 5.88% 21,436 5.98% 

9 6,181 5.61% 7,189 5.65% 7,069 5.84% 20,439 5.70% 

10 5,500 4.99% 6,652 5.23% 6,575 5.43% 18,727 5.22% 

11 5,388 4.89% 6,471 5.08% 6,104 5.04% 17,963 5.01% 

12 5,301 4.81% 6,331 4.97% 5,980 4.94% 17,612 4.91% 

13 5,191 4.71% 6,067 4.77% 5,940 4.90% 17,198 4.80% 

14 5,211 4.73% 5,959 4.68% 5,966 4.93% 17,136 4.78% 

15 4,772 4.33% 6,081 4.78% 5,634 4.65% 16,487 4.60% 

16 4,315 3.92% 5,411 4.25% 5,257 4.34% 14,983 4.18% 

17 3,177 2.88% 3,992 3.14% 3,908 3.23% 11,077 3.09% 

18+ 164 0.15% 175 0.14% 160 0.13% 499 0.14% 

Unknown 565 0.51% 826 0.65% 685 0.57% 2,076 0.58% 

Total 110,136 100% 127,291 100% 121,118 100% 358,545 100% 

Note: Totals may not add to 100% due to rounding. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Appendix F 
INDICATED VICTIMS BY AGE 

FY15-FY17 

 
Age 

FY15 FY16 FY17 Total 

Count Percent Count Percent Count Percent Count Percent 

0 4,315 13.08% 4,278 13.38% 4,260 13.48% 12,853 13.31% 

1 2,600 7.88% 2,566 8.03% 2,574 8.14% 7,740 8.01% 

2 2,374 7.20% 2,430 7.60% 2,319 7.34% 7,123 7.38% 

3 2,310 7.00% 2,237 7.00% 2,204 6.97% 6,751 6.99% 

4 2,169 6.57% 2,117 6.62% 1,974 6.24% 6,260 6.48% 

5 2,124 6.44% 1,979 6.19% 1,953 6.18% 6,056 6.27% 

6 2,107 6.39% 1,922 6.01% 1,838 5.81% 5,867 6.08% 

7 2,010 6.09% 1,816 5.68% 1,804 5.71% 5,630 5.83% 

8 1,752 5.31% 1,855 5.80% 1,698 5.37% 5,305 5.49% 

9 1,777 5.39% 1,649 5.16% 1,733 5.48% 5,159 5.34% 

10 1,486 4.50% 1,498 4.69% 1,495 4.73% 4,479 4.64% 

11 1,460 4.42% 1,390 4.35% 1,408 4.45% 4,258 4.41% 

12 1,358 4.12% 1,333 4.17% 1,317 4.17% 4,008 4.15% 

13 1,262 3.82% 1,202 3.76% 1,214 3.84% 3,678 3.81% 

14 1,242 3.76% 1,110 3.47% 1,134 3.59% 3,486 3.61% 

15 1,062 3.22% 1,043 3.26% 1,128 3.57% 3,233 3.35% 

16 947 2.87% 889 2.78% 913 2.89% 2,749 2.85% 

17 604 1.83% 623 1.95% 627 1.98% 1,854 1.92% 

18+ 17 0.05% 14 0.04% 6 0.02% 37 0.04% 

Unknown 19 0.06% 20 0.06% 11 0.03% 50 0.05% 

Total 32,995 100% 31,971 100% 31,610 100% 96,576 100% 

Note: Totals may not add to 100% due to rounding. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Appendix F 
ALLEGED VICTIMS BY RACE 

FY15-FY17 

 
Race 

FY15 FY16 FY17 Total1 

Count Percent Count Percent Count Percent Count Percent 

White 67,669 61.44% 80,361 63.13% 76,050 62.79% 224,080 62.50% 

Black/African-
American 

38,113 34.61% 42,588 33.46% 40,893 33.76% 121,594 33.91% 

Asian 1,158 1.05% 1,430 1.12% 1,373 1.13% 3,961 1.10% 

Native 
American/ 
Alaska Native 

160 0.15% 185 0.15% 143 0.12% 488 0.14% 

Native 
Hawaiian/ 
Other Pacific 
Islander 

100 0.09% 96 0.08% 95 0.08% 291 0.08% 

Unknown2 2,936 2.67% 2,631 2.07% 2,564 2.12% 8,131 2.27% 

Total1 110,136 100% 127,291 100% 121,118 100% 358,545 100% 

Notes: 
1 Totals may not add to 100% due to rounding. 
2 Unknown includes the categories of Unknown, Not Reported, Could not be verified, Declined to Identify, and 
NULL. 

Source: OAG analysis of DCFS data as of July 27, 2018.  

 

Appendix F 
INDICATED VICTIMS BY RACE 

FY15-FY17 

 
Race 

FY15 FY16 FY17 Total1 

Count Percent Count Percent Count Percent Count Percent 

White 20,023 60.68% 20,341 63.62% 19,864  62.84% 60,228 62.36% 

Black/African-
American 

11,795 35.75% 10,789 33.75% 10,915 34.53% 33,499 34.69% 

Asian 303 0.92% 262 0.82% 268 0.85% 833 0.86% 

Native 
American/ 
Alaska Native 

68 0.21% 40 0.13% 38 0.12% 146 0.15% 

Native 
Hawaiian/ 
Other Pacific 
Islander 

23  0.07% 21 0.07% 25 0.08% 69 0.07% 

Unknown2 783 2.37% 518 1.62% 500 1.58% 1,801 1.87% 

Total1 32,995 100% 31,971 100% 31,610 100% 96,576 100% 

Notes: 
1 Totals may not add to 100% due to rounding. 
2 Unknown includes the categories of Unknown, Not Reported, Could not be verified, Declined to Identify, and 
NULL. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Appendix F 
ALLEGED VICTIMS BY ETHNICITY 

FY15-FY17 

 
Ethnicity 

FY15 FY16 FY17 Total1 

Count Percent Count Percent Count Percent Count Percent 

Not Hispanic 66,420 60.31% 87,771 68.95% 86,959 71.80% 241,150 67.26% 

Hispanic2 16,584 15.06% 20,158 15.84% 19,321 15.95% 56,063 15.64% 

Not Reported 21,006 19.07% 9,516 7.48% 7,154 5.91% 37,676 10.51% 

Unknown3 6,126 5.56% 9,846 7.74% 7,684 6.34% 23,656 6.60% 

Total1 110,136 100% 127,291 100% 121,118 100% 358,545 100% 

Notes: 
1 Totals may not add to 100% due to rounding. 
2 DCFS divides Hispanic into Central American, Cuban, Dominican, Mexican, Other, Puerto Rican, South 
American, and Spanish Descent. 
3 Unknown includes the categories of Unknown, Could not be verified, Declined to Identify, and NULL. 

Source: OAG analysis of DCFS data as of July 27, 2018.  

 

Appendix F 
INDICATED VICTIMS BY ETHNICITY 

FY15-FY17 

 
Ethnicity 

FY15 FY16 FY17 Total1 

Count Percent Count Percent Count Percent Count Percent 

Not Hispanic 19,402 58.80% 21,601 67.56% 22,670 71.72% 63,673 65.93% 

Hispanic2 5,484 16.62% 5,462 17.08% 5,178 16.38% 16,124 16.70% 

Not Reported 6,381 19.34% 2,395 7.49% 1,856 5.87% 10,632 11.01% 

Unknown3 1,728  5.24% 2,513 7.86% 1,906 6.03% 6,147 6.36% 

Total1 32,995 100% 31,971 100% 31,610 100% 96,576 100% 

Notes: 
1 Totals may not add to 100% due to rounding. 
2 DCFS divides Hispanic into Central American, Cuban, Dominican, Mexican, Other, Puerto Rican, South 
American, and Spanish Descent. 
3 Unknown includes the categories of Unknown, Could not be verified, Declined to Identify, and NULL. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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Appendix F 
ALLEGED VICTIMS BY GENDER 

FY15-FY17 

 
Gender 

FY15 FY16 FY17 Total1 

Count Percent Count Percent Count Percent Count Percent 

Male 54,814 49.77% 63,100 49.57% 60,359 49.83% 178,273 49.72% 

Female 54,509 49.49% 63,310 49.74% 59,961 49.51% 177,780 49.58% 

Unknown2 813 0.74% 881 0.69% 798 0.66% 2,492 0.70% 

Total1 110,136 100% 127,291 100% 121,118 100% 358,545 100% 

Notes:  
1 Totals may not add to 100% due to rounding. 
2 Unknown includes the categories of Unknown and NULL. 

Source: OAG analysis of DCFS data as of July 27, 2018.  

 

Appendix F 
INDICATED VICTIMS BY GENDER 

FY15-FY17 

 
Gender 

FY15 FY16 FY17 Total1 

Count Percent Count Percent Count Percent Count Percent 

Male 16,271 49.31% 15,736 49.22% 15,660 49.54% 47,667 49.36% 

Female 16,590 50.28% 16,112 50.40% 15,832 50.09% 48,534 50.25% 

Unknown2 134 0.41% 123 0.38% 118 0.37% 375 0.39% 

Total1 32,995 100% 31,971 100% 31,610 100% 96,576 100% 

Notes:  
1 Totals may not add to 100% due to rounding. 
2 Unknown includes the categories of Unknown and NULL. 

Source: OAG analysis of DCFS data as of July 27, 2018.  
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APPENDIX G 

INVESTIGATIONS BY COUNTY 
FY15-FY17 
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Appendix G 
INVESTIGATIONS BY COUNTY 

FY15-FY17 

County Region FY15 FY16 FY17 Total 

Cook Cook 18,015 20,048 18,479 56,542 

Lake Northern 2,679 3,290 3,109 9,078 

Winnebago Northern 2,565 2,776 2,478 7,819 

Will Northern 2,351 2,794 2,486 7,631 

DuPage Northern 2,235 2,677 2,414 7,326 

Kane Northern 2,170 2,573 2,474 7,217 

Sangamon Central 1,907 2,108 1,954 5,969 

St. Clair Southern 1,750 2,008 1,980 5,738 

Peoria Central 1,607 1,809 1,629 5,045 

Madison Southern 1,434 1,581 1,756 4,771 

McHenry Northern 1,236 1,460 1,434 4,130 

Champaign Central 1,258 1,363 1,303 3,924 

Rock Island Central 1,161 1,323 1,273 3,757 

McLean Central 958 1,135 1,078 3,171 

Macon Central 966 1,119 1,051 3,136 

Vermilion Central 874 1,041 1,007 2,922 

LaSalle Central 878 1,018 938 2,834 

Tazewell Central 820 992 1,004 2,816 

Adams Central 675 761 737 2,173 

Williamson Southern 599 617 686 1,902 

Kankakee Northern 567 659 635 1,861 

DeKalb Northern 568 681 602 1,851 

Jefferson Southern 453 565 503 1,521 

Whiteside Northern 485 509 474 1,468 

Coles Central 410 506 531 1,447 

Knox Central 407 450 440 1,297 

Jackson Southern 404 454 433 1,291 

Kendall Northern 407 460 411 1,278 

Henry Central 372 456 407 1,235 

Marion Southern 394 400 413 1,207 

Macoupin Central 387 432 385 1,204 

Stephenson Northern 302 411 452 1,165 

Franklin Southern 323 389 434 1,146 

Morgan Central 271 384 360 1,015 

Ogle Northern 315 317 297 929 

Fulton Central 314 337 271 922 

Livingston Central 252 317 296 865 
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Appendix G 
INVESTIGATIONS BY COUNTY 

FY15-FY17 (Continued) 

County Region FY15 FY16 FY17 Total 

Saline Southern 251 312 265 828 

Christian Central 220 281 278 779 

Boone Northern 232 258 288 778 

Logan Central 241 287 217 745 

Lee Northern 236 254 218 708 

McDonough Central 201 266 231 698 

Grundy Northern 208 238 247 693 

Montgomery Central 196 245 230 671 

Randolph Southern 182 251 201 634 

Effingham Southern 195 248 183 626 

Bureau Central 170 214 239 623 

Edgar Central 230 184 208 622 

Iroquois Central 188 192 174 554 

Fayette Southern 162 151 177 490 

Crawford Southern 173 132 172 477 

Clinton Southern 133 168 156 457 

Pike Central 141 176 140 457 

Hancock Central 125 159 171 455 

Union Southern 134 166 149 449 

Woodford Central 133 156 160 449 

White Southern 106 172 160 438 

DeWitt Central 129 175 131 435 

Jersey Central 120 146 162 428 

Clark Central 141 132 144 417 

Richland Southern 167 143 107 417 

Mason Central 126 132 142 400 

Ford Central 139 132 124 395 

Warren Central 126 129 138 393 

Perry Southern 112 130 148 390 

Wabash Southern 122 146 121 389 

Jo Daviess Northern 123 125 135 383 

Shelby Central 127 142 108 377 

Lawrence Southern 120 135 120 375 

Massac Southern 137 133 88 358 

Wayne Southern 108 118 124 350 

Clay Southern 123 108 106 337 

Mercer Central 84 112 118 314 
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Appendix G 
INVESTIGATIONS BY COUNTY 

FY15-FY17 (Continued) 

County Region FY15 FY16 FY17 Total 

Monroe Southern 73 126 115 314 

Douglas Central 92 127 88 307 

Carroll Northern 88 102 114 304 

Cass Central 89 92 112 293 

Greene Central 93 98 97 288 

Bond Southern 91 93 100 284 

Marshall Central 84 64 100 248 

Piatt Central 95 81 70 246 

Menard Central 68 93 84 245 

Alexander Southern 77 74 77 228 

Cumberland Central 65 63 92 220 

Washington Southern 60 60 76 196 

Henderson Central 46 62 72 180 

Hamilton Southern 62 56 59 177 

Gallatin Southern 51 63 57 171 

Jasper Southern 48 47 59 154 

Johnson Southern 59 52 41 152 

Pulaski Southern 44 59 43 146 

Moultrie Central 61 41 39 141 

Edwards Southern 35 53 52 140 

Schuyler Central 31 43 46 120 

Stark Central 31 27 45 103 

Hardin Southern 26 27 34 87 

Brown Central 18 30 39 87 

Scott Central 20 22 27 69 

Putnam Central 22 20 23 65 

Pope Southern 21 19 10 50 

Calhoun Central 14 14 14 42 

NULL (Blank) N/A 7,488 9,930 10,303 27,721 

Out of State N/A 50 66 55 171 

Total 
 

67,732 78,572 75,037 221,341 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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APPENDIX H 

AGENCY RESPONSES 
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CHILD ABUSE AND NEGLECT DATA 

RECOMMENDATION 

1 
The Department of Children and Family Services should continue to 

take steps to improve the quality of the data contained in its child 

abuse and neglect information systems and statistical reports.  These 

steps should include: 

 Ensuring that proper controls are in place for SACWIS data 

entry, or any future child abuse and neglect information 

systems, in order to ensure that data is collected and is 

reliable; and 

 Maintaining updated manuals including data field 

definitions.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department – 

The Department agrees with the recommendation. Steps to improve the 

quality of the Child Abuse and Neglect Data have been taken:  

 

Current Steps In Action: 

 Several SACWIS releases have release improvements to data 

quality. 

 Data Field definitions are being assembled into a Data 

Dictionary. 

 

Planned Steps: 

 Project is being sourced to execute soon to execute data 

cleanup on Child Abuse and Neglect Data 

 CCWIS program will replace current systems offering more 

advanced data validation capabilities 

 CCWIS requires a Data Quality plan which will address data 

quality controls throughout the lifecycle of Child Abuse and 

Neglect date 
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INVESTIGATOR ASSIGNMENTS  

RECOMMENDATION 

2 
The Department of Children and Family Services should take steps 

to ensure investigator assignments are in compliance with the 

requirements of the B.H. Consent Decree.   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department  

The Department of Children and Family Services (“Department”) has 

taken steps to ensure that investigator assignments are in compliance 

with the requirements of B.H. Consent Decree.  The Department has 

established internal monthly meetings with the Regional 

Administrators from the Operations Division and the Office of Legal 

Services to review caseloads in order to maintain compliance with the 

B.H. Consent Decree.  The Department meets with the plaintiff’s in the 

B.H. case monthly to discuss caseloads.  The Department provides a 

monthly report to the B.H. plaintiffs on caseloads.  The Department 

has created DAI positions to assure adequate staffing for 

investigations. 
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CHILD ENDANGERMENT RISK ASSESSMENT PROTOCOL 

RECOMMENDATION 

3 
The Department of Children and Family Services should: 

 Ensure that CERAPs are completed for investigations and 

that they are completed in a timely manner; 

 Ensure that CERAPs are completed and that they are 

completed in a timely manner when Intact Family Services 

are provided; and 

 Evaluate the reliability and validity of the CERAP annually 

and develop written procedures related to CERAP training as 

is required by the Children and Family Services Act. 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department has management reports in place for both intact and 

investigations that identify activity regarding cerap completion. 

Supervisors will be trained on the reports and reminded of the need to 

ensure CERAPS are completed within procedure timeframes.  This 

will be completed within the next 90 days.  The Cerap Citizen 

Advisory group will ensure their ongoing research projects address 

validity and reliability as defined by the auditors; the next project is 

due by May 2020.  Written procedures related to Cerap training will be 

enhanced to reflect the requirements of the Children and Family 

Services Act by October 2019.  A random selection of cases will be 

reviewed quarterly by the Compliance Administrator to address timely 

completion 
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HOTLINE AND INTAKE 

RECOMMENDATION 

4 
The Department of Children and Family Services should: 

 Develop formal written procedures for call backs including 

required timeframes for creating intakes;  

 Ensure that the process for completing call backs is in 

accordance with written procedures by answering and 

returning hotline calls in a timely manner; 

 Begin maintaining complete information regarding the time 

it takes to return the hotline calls of those reporting 

allegations of child abuse or neglect for an amount of time 

that would allow for long-term analysis; and  

 Continue to increase the utilization of online reporting as 

appropriate.   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department has recently developed written procedures for call 

backs and training is provided to all call floor staff during new hire 

training.  April 2019 all staff were provided an in -service training on 

managing call backs.  The intake is created through call back once the 

caller is confirmed available to talk by the hotline worker.  If the call is 

an in call the intake is created at the time call begins. A specialized 

Call Back Attempts Response Time report is received daily and 

weekly.  The specialized report is monitored by the SCR administrator 

and Assistant SCR administrator for call back response times which 

exceed the weekly average response time.  The call backs are reviewed 

to determine the reason for longer than average response time. The 

hotline currently tracks daily, weekly, monthly and yearly the message 

taking rate and the call back response time.  The State Central Register 

implemented approximately 18 months ago shift strategies which are 

communicated to call floor staff about the managing call backs and in 

calls.  Approximately 12 months ago an additional category “Urgent”, 

was added to the call back log to assist supervisors and call floor 

worker to prioritize the call backs by “Emergency”, “Urgent” or 

“Normal” response call backs. The hotline also tracks and gathers data 

regarding individual hotline workers and overall -team performance.  

A strategy is in development to publicize and educate potential on line 

users by region on the ON LINE REPORTING option and how to 

access the on-line reporting system.  
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INVESTIGATION TIMELINESS 

RECOMMENDATION 

5 
The Department of Children and Family Services should take actions 

to ensure that critical investigation timeframes are completed in 

accordance with procedures, including initiating investigations, 

contacting the alleged victim and perpetrator, submitting 

investigations for supervisory review, and completing the 

investigation.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department 

The Department currently tracks for compliance with initiation and is 

at 99% compliance. Since March 1, 2019 report completion and 

extension is now being monitored weekly through reports and staffings 

with Regional Administrators.  Supervisors have access to a worker 

activity report and will be trained on how to access and utilize this 

report.  This will be completed by September 2019.  The Compliance 

Administrator will review a random selection of cases quarterly to 

ensure staff are meeting timeframes. 

 

 

 

INVESTIGATION EXTENSIONS 

RECOMMENDATION 

6 
The Department of Children and Family Services should comply 

with rules and procedures and ensure: 

 Extensions are requested prior to the 55th day of the 

investigation;  

 That extensions are given only for good cause;  

 Extensions are requested and approved by appropriate staff; 

and 

 Extension requests contain all required information. 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department 

The Department is monitoring extensions and ensuring cases are 

extended for good cause.  Since March 1, 2019 there is a weekly report 

completed by the regions to identify all teams with more than 10 cases 

over 60 days, actions needed and anticipated closure date.  Also 

instituted is a weekly staffing with all Regional Administrators 

regarding extensions more than 90 days to address the appropriateness 

of the request and actions to complete the investigation.  This process 

has already resulted in a reduction of cases over 60 days All staff will 

be reminded of the need to extended cases within the timeframe set 

forth in procedures.  
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ASSESSING THE NEED FOR SERVICES 

RECOMMENDATION 

7 
The Department of Children and Family Services should: 

 Make the Level of Intervention a required field in SACWIS 

and revise the Level of Intervention options to more 

accurately reflect current practices, and 

 Include a rationale for indicated investigations in which 

there is a Level of Intervention of “No Service Needed.” 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department 

Procedure 300 will be updated to include the expectation the 

investigator documents the reason no services are necessary.  This will 

be completed by September 2019.  Creating a special “services” note 

in the SACWIS file will be explored 

 

 

RECOMMENDATIONS FOR SERVICES 

RECOMMENDATION 

8 
The Department of Children and Family Services should: 

 Formally document when services are offered and whether 

those services are refused; and 

 Consider establishing guidelines or policies to assist Child 

Protection Specialists and Supervisors regarding services to 

be offered for indicated allegations. 

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department 

Individual offices maintain a list of resources for their area.  

Procedures 300 will be enhanced to ensure the supervisor and 

investigator have a discussion regarding services available to assist 

families and document services offered and the outcome-i.e. accepted 

or refused and the reason for refusal.  The core practice model which is 

in process of implementation also addresses identification of services 

with the family and allowing them to identify services which will best 

benefit them.  Procedures will be updated by September 2019.  

Creation of a special “services “note within SACWIS will be explored. 
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INTACT FAMILY SERVICES MONITORING  

RECOMMENDATION 

9 
The Department of Children and Family Services should track the 

number of Intact Family Services cases that are opened annually 

including which POS agency provided the services.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department  

The Department currently tracks Intact Family Services cases using 

payment data for both POS agency (contract) utilization and for 

budgeting purposes.  While these fiscal reports will continue, the 

Department in addition will be developing monthly production reports 

from DoIT to ensure DCFS management staff receives timely 

reporting of agency caseloads. 

 

 

INTACT FAMILY SERVICES COVERAGE 

RECOMMENDATION 

10 
The Department of Children and Family Services should ensure that 

POS agency contracts are accurate and specify coverage for all 

assigned counties.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department     

The Department’s Office of Contract Administration reviews all 

contracts annually, each Spring, in preparation for July 1st services.  

Beginning in FY19, the Department has included as part of that review 

process to ensure a careful review with Intact Family Services 

management staff that all counties are reported accurately for every 

contract.  While no families were denied services due to specific 

counties not being listed, the Department’s expectation is that all 

assigned counties are reflected in the POS agency contracts in a 

complete and accurate manner. 
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INTACT FAMILY  SERVICES REFERRALS 

RECOMMENDATION 

11 
The Department of Children and Family Services should complete a 

CFS 2040 form for Intact Family Service referrals as is required by 

procedures.  These forms should also be maintained in an accessible 

location.  

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department 

 

The CFS 2040 has been used as an Intact referral document from the 

Investigation supervisors to the Area Administrators. The document’s 

development can be tracked back to 9/09.  Until May 2015, the Area 

Administrators statewide referred to the Intact agencies directly.  May 

1, 2015 the Intact referrals began to come to the Intact Utilization Unit 

for Cook County referrals only.  The Intact PSA assigned the cases to 

the respective POS agencies, sent the assignment information back to 

the DCP AA, the assigned private agency Intact contact and the DCP 

supervisor for the handoff to be scheduled.  

The Intact Utilization PSA housed in Cook, has hard copies of 2015 

2040’s.  As of December 2017, the Intact Utilization Unit took over 

case assignment from the Area Administrators statewide. Prior to 

December 2017 all of the Downstate referrals were managed by the 

AA’s.   

The PSA in Springfield and the PSA in Cook divide the 4 regions, each 

taking two regions, to be responsible for case assignment. 

Currently, all Intact referrals are logged and maintained electronically 

by the Intact Utilization Unit.  

The log of referrals is statewide. Historically, regions were required to 

submit their Intact referral logs to the Chief Deputy monthly. 

This demonstrates there has been tracking of Intact referrals, and it 

continues to be refined and enhanced. All 4020’s are managed 

electronically from AA to the Intact Unit PSA and electronic folders. 

The Intact Utilization clerical’s document each referral in the 

respective Regional log. 
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NORMAN CASH ASSISTANCE 

RECOMMENDATION 

12 
The Department of Children and Family Services should document 

all purchases made with Norman Cash Assistance funds.  The 

Department should also update its cash assistance request approval 

policies to reflect the current organizational structure of the agency.   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department      

The Department agrees that Procedures and Organization charts should 

reflect the current process.  The Department also agrees that purchases 

made using Norman Cash Assistance Funds should not only be well 

documented but, that documents should be readily available for 

review/audit. 

The Agency shall update their written procedures to reflect how 

Norman Cash Assistant funds are currently processed, including 

who approves assistance. 

The Agency shall update the Organization Chart, reflecting the 

removal of the Deputy Director of the Division of Service 

Intervention position. 

The Agency shall include in their update of written procedures 

the process of properly retaining CFS 370-5 forms to ensure 

they are readily available for review/audit. 

In completing the corrective actions above, the Department expects to 

develop a system that; (A) properly reflects the current process and 

organizational structure of the Norman Cash Assistance program and 

(B) ensures proper document retention of purchases made. 
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  COMMUNITY BASED SERVICES 

RECOMMENDATION 

13 
The Department of Children and Family Services should follow 

existing Department procedures including: 

 Documenting referrals for community based services 

including the duration and frequency of the services and the 

conditions/circumstances that the services are designed to 

mitigate; and 

 Verifying whether the family is following through with the 

community services.  

   

DEPARTMENT OF 

CHILDREN AND 

FAMILY SERVICES 

RESPONSE 

The Department 

The Department will ensure staff are reminded of current procedures 

regarding community referrals, what the service mitigates, time frames 

and verification family has linked with the service.  This will be 

completed by July 2019.  The Creation of a specific “services” note 

within SACWIS will be explored. 
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Memo to file 

Purpose: To document potential points of interest amongst the legislature brought up during the 
Adoption and Child Welfare committee’s May 8th hearing. 
_____________________________________________________________________________________ 

Key points of interest: 

 Timeliness of investigations and the impact delays could have on the availability of evidence or 
witnesses; 

 The impact of hiring 126 new investigators, directly relating to BH compliance; 

 Evaluation and adequacy of CERAPS; 

 Housing of children in psychiatric hospitals, may need to be familiar with past audit to answer 
questions; 

 Timeliness of SCR call center, call backs specifically; 

 The Departments lack of communication, and how children are tracked in SACWIS; 

 Internal audit functions to ensure POS agencies are providing information, and the tracking of 
services; 

 Falsification of case notes and other documentation; 

 Recidivism of abusers, and the success of rehabilitation (IFS) services; 

 Statutes, Admin Code, policies or training that direct interviewing techniques; and 

 Death investigations broadly. 
_____________________________________________________________________________________ 

The meeting began with a discussion of Office of Inspector General (OIG) investigations and the current 
number of death investigations that the OIG has reviewed (103).  The OIG referenced the DCFS Audit 
during their remarks in relation to the timeliness of abuse and neglect investigations and the lack of 
referrals for services.  The OIG laid out their 4 points for improving investigations: 

 Improving Safety Assessments; 

The OIG addressed outdated nature of the CERAP, and discussed other states models for assessing risk. 

 Improving Training; 

The legislature encouraged the director to engage with investigators while developing training.  The 
importance of the Sim Labs were discussed. 

 Improving Supervision; and 

Supervision was discussed as a key component of ensuring effective investigations, ensuring rules are 
followed, and support structures for investigators are in place.  There was a discussion of retraining 
supervisors. 

 Maintaining manageable caseloads. 

The agency stated that 126 new investigators are being sought. The legislature stated that leadership 
needs to set a vision for the agency, and that just hiring new staff would not solve the problems. 

Representative Feigenholtz asked the OIG about bruising and welts, specifically in relation to the 
departments assessment of AJF.  Representative Feigenholtz made two points, that as time passes 
evidence can become unavailable, and that there could be great value in utilizing medical experts in 
evaluating injuries that are questionable. 



The Director stated that they would review their utilization of medical experts, and work to engage 
more partners. 

The agency (Harms) stated that the agency does engage medical experts in addition to regular hospitals. 

Representative Feigenholtz stated that she would like more information about other state programs for 
risk assessment. 

The OIG referenced models utilized in Texas and Iowa which utilize danger indicators, and an 
assessment model that can result in, “Safe, Unsafe, and Condition Safe.” The OIG went on to discuss the 
U of I evaluation of the CERAP, specifically in the limitations the University had identified in utilization 
(i.e. 67% of intact having a CERAP within 15 days). 

Representative Feigenholtz asked if 126 new investigators would make a difference. 

The agency (Royce) stated that there were currently 60 vacancies for investigators. Royce did not clarify 
if these 60 were inclusive of the 126 when asked. 

Representative Feigenholtz discussed the attrition of staff both within the agency and at POS providers. 

Representative Moeller asked if there were still programs incentivizing the rapid closure of 
investigations.  The OIG stated they did not believe any such programs were still in use. 

Representative Moeller asked if the 126 was a starting point or if that number represented the true 
number of staff needed. 

Royce stated that 126 would be a starting point to be in compliance with B.H., but that the agency will 
likely need more. 

The agency was asked what was being done to strengthen foster care systems. 

The Director stated they are actively recruiting foster parents, and utilizing public and private resources 
to help children. 

The legislature brought up the retention of children in psychiatric hospitals, and stated that the practice 
was a violation of B.H. 

Representative Feigenholtz brought up random auditing of cases internally, and proposed using the U of 
I to research alternative risk assessment protocols. 

Representative Flowers discussed that the agency needs to start following the rules it has in place to 
prevent further issues, lack of coordination between caseworkers (in reference to Semaj), lack of 
services being offered, utilizing photographic evidence to ensure caseworkers are actually seeing 
children, lack of supervisory oversight, the overwhelmed State Central Registry, and moving abused 
children into foster homes which result in more abused. 

Representative Scherer asked how she can close the loop on trying to get information from the agency. 
She stated that she receives a call from a frustrated constituent, her office calls a liaison, and she does 
not get a response. 

The agency (Dwyer-Webster) stated that as of 5/7 they have policies in place to have the advocacy 
groups respond to inquiries every Friday.  

Representative Scherer stated that she had been trying to get a meeting with Dwyer-Webster for three 
weeks but that this is the first time she has been able to speak with her. 

Representative Ramirez asked about POS accountability. Specifically she wanted to know the ratio of 
POS monitors to providers.  She further questioned the accuracy and reliability of case notes. 



The agency (Dwyer-Webster) stated DCFS is not sure what the ratio is. 

Representative Ramirez asked if DCFS ever follows up with clients to ensure POS providers are providing 
the services they claim. 

The director stated, “Audit systems are in place, monitors go to the POS provider monthly to discuss 
caseloads.” There are plans to enhance the process (no details provided). The Director went on to state 
that there are structures in place to monitor visits through SACWIS case notes. 

Representative Ramirez stated she has personally seen caseworkers falsify case reports, and asked how 
DCFS ensures the POS actually provided the services. 

The agency (Dwyer-Webster) stated DCFS is working on systems to have the worker take a picture of the 
home and the children as proof. 

Representative Mussman inquired about the training at Sim Labs 

The agency (Harms) stated that the first group of veteran investigators would begin retraining 6/1. 

Representative Mussman stated she wants data to show the outcomes of the data. 

The Director stated that he understood the legislature’s anxiety and concerns.  He went on to state that, 
“We are at our best when we are thoughtful and planful”, and that he wished there was a program they 
could implement that could resolve the Departments issues immediately.  He stated that the 
department is successful in reuniting families “very often”, and that he plans to partner with other state 
agencies to put safety first. 

Representative Moeller asked how cases with seemingly clear indicators of abuse or neglect can be 
unfounded, and how often parents who abuse their children recover and become non-abusers. 

The Director discussed potential causes of child abuse including drugs, mental health, and domestic 
violence.  He went on to discuss the process through which they reintroduce the child into the family, 
but emphasized that there is no guarantee things will get better. 

The agency was asked about interviewing children and the scope of investigative interviews. 

The agency (Harms) stated that investigators also use trusted adults and medical professionals to obtain 
information.  She did however state that human error in obtaining statements can lead to bad 
outcomes. 

Representative Mussman stated that child interviews can be inconclusive due to coaching. 

The legislature asked where in statute is there direction in how investigation are to be conducted. 

The agency (Harms) stated that there is nothing in statute or admin code, nor in policy.  Rather, 
investigators are training in the stages of childhood development. 

Representative Feigenholtz stated that they would want to discuss the training with frontlines staff and 
trainers. 

Representative Wilhour asked if there was any assurance that adding more staff would have any impact. 

The OIG stated they hoped so.  The Director stated that they must be thoughtful in their process and 
ensure individuals are held accountable. 

The OIG stated the agency needs to act with urgency, and brought up that in the past nine days nine 
children had died.  

The legislature stated they’d want to know more about death cases. 





Attachment C 
 

Legislative Workgroup 
Meeting  

05-20-19 

(Meeting Agenda and Auditor Notes) 





May 22, 2019 
9:00 AM – 10:00 AM 
Room 116 NW, Senate Suite, 1st Floor 
Capitol Building 

 
Auditor General, Mike Paoni, Presentation 

DCFS Work Group 
 
 

Agenda 
 
 

1. Auditor General Presentation 
 
 

2. Q&A With AG 
 
 

3. Work Group Next Steps 



Purpose: to document the presentation of the DCFS audit to the Legislative Workgroup on May 22, 2019 
 

  Attendance 

House Senate Office of the Auditor General 

Rep. Feigenholtz 
Rep. Moeller 
Rep. Ramirez 
Rep. Parkhurst 
Rep. Windhorst 

Sen. Hunter 
Sen. McGuire 
Sen. Morrison 
Sen. Righter 
Sen. Rose 
Sen. Syverson 
 

Mike Paoni 
Paul Skonberg 
Brian Bratton 
 

 
Also attending were staff members from each of the 4 caucuses.  
 
Representative Feigenholtz introduced the audit to the group, and Mike provided his presentation. 
 
Throughout the presentation legislators asked a variety of questions relating to: 

 The investigation process; 

 The spike in investigations during 2016; 

 Gaps in services or regions without services; 

 General questions relating to SACWIS and documentation; and 

 Hotline call backs. 
Mike addressed these questions and directed legislators to further information within the audit. 
 
The legislators discussed their next steps moving forward. 
 
Prior to the end of the meeting the legislators asked Mike if there might be any other audits that would 
be useful to review. 
 
Mike provided copies of the prior performance audits of DCFS and suggested the Auditor General 
website would be a good resource. 
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Public Act 101-0237 





AN ACT concerning courts.

Be it enacted by the People of the State of Illinois,

represented in the General Assembly:

Section 5. The Children and Family Services Act is amended

by adding Section 7.8 as follows:

(20 ILCS 505/7.8 new)

Sec. 7.8. Home safety checklist; aftercare services;

immunization checks.

(a) As used in this Section, "purchase of service agency"

means any entity that contracts with the Department to provide

services that are consistent with the purposes of this Act.

(b) Whenever a child is placed in the custody or

guardianship of the Department or a child is returned to the

custody of a parent or guardian and the court retains

jurisdiction of the case, the Department must ensure that the

child is up to date on his or her well-child visits, including

age-appropriate immunizations, or that there is a documented

religious or medical reason the child did not receive the

immunizations.

(c) Whenever a child has been placed in foster or

substitute care by court order and the court later determines

that the child can return to the custody of his or her parent

or guardian, the Department must complete, prior to the child's
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discharge from foster or substitute care, a home safety

checklist to ensure that the conditions of the child's home are

sufficient to ensure the child's safety and well-being, as

defined in Department rules and procedures. At a minimum, the

home safety checklist shall be completed within 24 hours prior

to the child's return home and completed again or recertified

in the absence of any environmental barriers or hazards within

5 working days after a child is returned home and every month

thereafter until the child's case is closed pursuant to the

Juvenile Court Act of 1987. The home safety checklist shall

include a certification that there are no environmental

barriers or hazards to prevent returning the child home.

(d) When a court determines that a child should return to

the custody or guardianship of a parent or guardian, any

aftercare services provided to the child and the child's family

by the Department or a purchase of service agency shall

commence on the date upon which the child is returned to the

custody or guardianship of his or her parent or guardian. If

children are returned to the custody of a parent at different

times, the Department or purchase of service agency shall

provide a minimum of 6 months of aftercare services to each

child commencing on the date each individual child is returned

home.

(e) One year after the effective date of this amendatory

Act of the 101st General Assembly, the Auditor General shall

commence a performance audit of the Department of Children and
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Family Services to determine whether the Department is meeting

the requirements of this Section. Within 2 years after the

audit's release, the Auditor General shall commence a follow-up

performance audit to determine whether the Department has

implemented the recommendations contained in the initial

performance audit. Upon completion of each audit, the Auditor

General shall report its findings to the General Assembly. The

Auditor General's reports shall include any issues or

deficiencies and recommendations. The audits required by this

Section shall be in accordance with and subject to the Illinois

State Auditing Act.

Section 10. The Abused and Neglected Child Reporting Act is

amended by adding Section 7.01 as follows:

(325 ILCS 5/7.01 new)

Sec. 7.01. Safety assessments for reports made by mandated

reporters.

(a) When a report is made by a mandated reporter to the

statewide toll-free telephone number established under Section

7.6 of this Act and there is a prior indicated report of abuse

or neglect, or there is a prior open service case involving any

member of the household, the Department must, at a minimum,

accept the report as a child welfare services referral. If the

family refuses to cooperate or refuses access to the home or

children, then a child protective services investigation shall
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be initiated if the facts otherwise meet the criteria to accept

a report.

As used in this Section, "child welfare services referral"

means an assessment of the family for service needs and linkage

to available local community resources for the purpose of

preventing or remedying or assisting in the solution of

problems which may result in the neglect, abuse, exploitation,

or delinquency of children, and as further defined in

Department rules and procedures.

As used in this Section, "prior open service case" means a

case in which the Department has provided services to the

family either directly or through a purchase of service agency.

(b) One year after the effective date of this amendatory

Act of the 101st General Assembly, the Auditor General shall

commence a performance audit of the Department of Children and

Family Services to determine whether the Department is meeting

the requirements of this Section. Within 2 years after the

audit's release, the Auditor General shall commence a follow-up

performance audit to determine whether the Department has

implemented the recommendations contained in the initial

performance audit. Upon completion of each audit, the Auditor

General shall report its findings to the General Assembly. The

Auditor General's reports shall include any issues or

deficiencies and recommendations. The audits required by this

Section shall be in accordance with and subject to the Illinois

State Auditing Act.
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Public Act 101-0528 





AN ACT concerning courts.

Be it enacted by the People of the State of Illinois,

represented in the General Assembly:

Section 5. The Abused and Neglected Child Reporting Act is

amended by changing Sections 7.14 and 8.2 and by adding Section

7.22a as follows:

(325 ILCS 5/7.14) (from Ch. 23, par. 2057.14)

Sec. 7.14. All reports in the central register shall be

classified in one of three categories: "indicated",

"unfounded" or "undetermined", as the case may be. Prior to

classifying the report, the Department shall determine whether

the report is subject to Department review under Section 7.22a.

If the report is subject to Department review, the report shall

not be classified as unfounded until the review is completed.

Prior to classifying the report, the person making the

classification shall determine whether the child named in the

report is the subject of an action under Article V of the

Juvenile Court Act of 1987 who is in the custody or

guardianship of the Department or who has an open intact family

services case with the Department or is the subject of an

action under Article II of the Juvenile Court Act of 1987. If

the child either is the subject of an action under Article V of

the Juvenile Court Act of 1987 and is in the custody or
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guardianship of the Department or has an open intact family

services case with the Department or is the subject of an

action under Article II of the Juvenile Court Act of 1987 and

the Department intends to classify the report as indicated, the

Department shall, within 45 days of classification of the

report, transmit a copy of the report to the attorney or

guardian ad litem appointed for the child under Section 2-17 of

the Juvenile Court Act of 1987 or to a guardian ad litem

appointed under Section 5-610 of the Juvenile Court Act of

1987. If the child either is the subject of an action under

Article V of the Juvenile Court Act of 1987 and is in the

custody or guardianship of the Department or has an open intact

family services case with the Department or is the subject of

an action under Article II of the Juvenile Court Act of 1987

and the Department intends to classify the report as unfounded,

the Department shall, within 45 days of deciding its intent to

classify the report as unfounded, transmit a copy of the report

and written notice of the Department's intent to the attorney

or guardian ad litem appointed for the child under Section 2-17

of the Juvenile Court Act of 1987, or to a guardian ad litem

appointed under Section 5-610 of the Juvenile Court Act of

1987. The Department's obligation under this Section to provide

reports to a guardian ad litem appointed under Section 5-610 of

the Juvenile Court Act of 1987 for a minor with an open intact

family services case applies only if the guardian ad litem

notified the Department in writing of the representation. All
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information identifying the subjects of an unfounded report

shall be expunged from the register forthwith, except as

provided in Section 7.7. Unfounded reports may only be made

available to the Child Protective Service Unit when

investigating a subsequent report of suspected abuse or

maltreatment involving a child named in the unfounded report;

and to the subject of the report, provided the Department has

not expunged the file in accordance with Section 7.7. The Child

Protective Service Unit shall not indicate the subsequent

report solely based upon the existence of the prior unfounded

report or reports. Notwithstanding any other provision of law

to the contrary, an unfounded report shall not be admissible in

any judicial or administrative proceeding or action except for

proceedings under Sections 2-10 and 2-21 of the Juvenile Court

Act of 1987 involving a petition filed under Section 2-13 of

the Juvenile Court Act of 1987 alleging abuse or neglect to the

same child, a sibling of the child, or the same perpetrator.

Identifying information on all other records shall be removed

from the register no later than 5 years after the report is

indicated. However, if another report is received involving the

same child, his sibling or offspring, or a child in the care of

the persons responsible for the child's welfare, or involving

the same alleged offender, the identifying information may be

maintained in the register until 5 years after the subsequent

case or report is closed.

Notwithstanding any other provision of this Section,
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identifying information in indicated reports involving serious

physical injury to a child as defined by the Department in

rules, may be retained longer than 5 years after the report is

indicated or after the subsequent case or report is closed, and

may not be removed from the register except as provided by the

Department in rules. Identifying information in indicated

reports involving sexual penetration of a child, sexual

molestation of a child, sexual exploitation of a child, torture

of a child, or the death of a child, as defined by the

Department in rules, shall be retained for a period of not less

than 50 years after the report is indicated or after the

subsequent case or report is closed.

For purposes of this Section, "child" includes an adult

resident as defined in this Act.

(Source: P.A. 99-78, eff. 7-20-15; 99-349, eff. 1-1-16;

100-158, eff. 1-1-18; 100-863, eff. 8-14-18.)

(325 ILCS 5/7.22a new)

Sec. 7.22a. Reports subject to review.

(a) Unfounded reports. Prior to classifying a report under

Section 7.14, if the Department intends to classify the report

as unfounded, the Department must first determine whether the

report is subject to review in accordance with this Section. If

the report is subject to review, the review process must be

completed prior to classifying the report. The Deputy Director

of Child Protection must oversee a review process that ensures
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the Department reviews a random sample of at least 5% of child

abuse and neglect reports in which the Department intends to be

unfounded and any subject child of the report is not of

compulsory school age as provided under Section 26-1 of the

School Code.

The review must be conducted by an area administrator

outside the supervisory chain of the investigator and

supervisor. The review shall ensure that the investigation was

conducted in accordance with the Department's rules and

procedures governing child abuse and neglect investigations

and that the final intended finding is consistent with the goal

of protecting the health, safety, and best interests of the

child in all situations in which the child is vulnerable to

child abuse or neglect. If the reviewer determines the

investigation or final recommended unfounded finding is

inconsistent with the Department's rules and procedures, the

reviewer shall document the findings in an Unfounded Review

Report and forward the Unfounded Review Report to the

investigator, supervisor, area administrator assigned to the

case, and Deputy Director of Child Protection to ensure

appropriate corrective steps are taken in the case before the

final finding is entered. The Unfounded Review Report shall be

included in the investigative file.

(b) The Deputy Director of Child Protection must oversee a

review process that ensures the Department reviews a random

sample of at least 5% of indicated reports in which any subject

SB0193 Enrolled LRB101 08510 SLF 53587 b

Public Act 101-0528



child of the report is not of compulsory school age as provided

under Section 26-1 of the School Code, the child is not a youth

in care, and the Department is not opening a case for any type

of services, including situations in which the family refuses

services. The review must be conducted by an area administrator

outside the supervisory chain of the assigned investigator

within 15 days of the final finding being entered. The review

shall ensure that the investigation was conducted in accordance

with the Department's rules and procedures governing child

abuse and neglect investigations and that the decision to not

provide services is consistent with the goal of protecting the

health, safety, and best interests of the child in all

situations in which the child is vulnerable to child abuse or

neglect. If the reviewer determines the investigation or final

finding is inconsistent with the Department's rules and

procedures, the reviewer shall document the findings in an

Indicated Review Report and forward the Indicated Review Report

to the investigator, supervisor, area administrator assigned

to the case, and Deputy Director of Child Protection to ensure

appropriate corrective steps are taken in the case. The

Indicated Review Report shall be included in the investigative

file.

(c) The Department shall document its findings in

accordance with subsections (a) and (b), including the number

of Unfounded Review Reports and Indicated Review Reports, and

the findings and recommendations detailed in the Indicated
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Review Reports and Unfounded Review Reports in reports to the

General Assembly. The reports shall describe recommendations

for systemic reforms based on the findings of the reviews and

the steps the Department will take to implement the

recommendations. The initial report shall be filed 90 days

after the effective date of this amendatory Act of the 101st

General Assembly. Subsequent reports shall be filed on December

1 and June 1 of each year.

(325 ILCS 5/8.2) (from Ch. 23, par. 2058.2)

Sec. 8.2. If the Child Protective Service Unit determines,

following an investigation made pursuant to Section 7.4 of this

Act, that there is credible evidence that the child is abused

or neglected, the Department shall assess the family's need for

services, and, as necessary, develop, with the family, an

appropriate service plan for the family's voluntary acceptance

or refusal. In any case where there is evidence that the

perpetrator of the abuse or neglect has a substance use

disorder as defined in the Substance Use Disorder Act, the

Department, when making referrals for drug or alcohol abuse

services, shall make such referrals to facilities licensed by

the Department of Human Services or the Department of Public

Health. The Department shall comply with Section 8.1 by

explaining its lack of legal authority to compel the acceptance

of services and may explain its concomitant authority to

petition the Circuit court under the Juvenile Court Act of 1987
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or refer the case to the local law enforcement authority or

State's attorney for criminal prosecution.

For purposes of this Act, the term "family preservation

services" refers to all services to help families, including

adoptive and extended families. Family preservation services

shall be offered, where safe and appropriate, to prevent the

placement of children in substitute care when the children can

be cared for at home or in the custody of the person

responsible for the children's welfare without endangering the

children's health or safety, to reunite them with their

families if so placed when reunification is an appropriate

goal, or to maintain an adoptive placement. The term

"homemaker" includes emergency caretakers, homemakers,

caretakers, housekeepers and chore services. The term

"counseling" includes individual therapy, infant stimulation

therapy, family therapy, group therapy, self-help groups, drug

and alcohol abuse counseling, vocational counseling and

post-adoptive services. The term "day care" includes

protective day care and day care to meet educational,

prevocational or vocational needs. The term "emergency

assistance and advocacy" includes coordinated services to

secure emergency cash, food, housing and medical assistance or

advocacy for other subsistence and family protective needs.

Before July 1, 2000, appropriate family preservation

services shall, subject to appropriation, be included in the

service plan if the Department has determined that those
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services will ensure the child's health and safety, are in the

child's best interests, and will not place the child in

imminent risk of harm. Beginning July 1, 2000, appropriate

family preservation services shall be uniformly available

throughout the State. The Department shall promptly notify

children and families of the Department's responsibility to

offer and provide family preservation services as identified in

the service plan. Such plans may include but are not limited

to: case management services; homemakers; counseling; parent

education; day care; emergency assistance and advocacy

assessments; respite care; in-home health care; transportation

to obtain any of the above services; and medical assistance.

Nothing in this paragraph shall be construed to create a

private right of action or claim on the part of any individual

or child welfare agency, except that when a child is the

subject of an action under Article II of the Juvenile Court Act

of 1987 and the child's service plan calls for services to

facilitate achievement of the permanency goal, the court

hearing the action under Article II of the Juvenile Court Act

of 1987 may order the Department to provide the services set

out in the plan, if those services are not provided with

reasonable promptness and if those services are available.

Each Department field office shall maintain on a local

basis directories of services available to children and

families in the local area where the Department office is

located.
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The Department shall refer children and families served

pursuant to this Section to private agencies and governmental

agencies, where available.

Incentives that discourage or reward a decision to provide

family preservation services after a report is indicated or a

decision to refer a child for the filing of a petition under

Article II of the Juvenile Court Act of 1987 are strictly

prohibited and shall not be included in any contract, quality

assurance, or performance review process. Incentives include,

but are not limited to, monetary benefits, contingencies, and

enhanced or diminished performance reviews for individuals or

agencies.

Any decision regarding whether to provide family

preservation services after an indicated report or to refer a

child for the filing of a petition under Article II of the

Juvenile Court Act of 1987 shall be based solely on the child's

health, safety, and best interests and on any applicable law.

If a difference of opinion exists between a private agency and

the Department regarding whether to refer for the filing of a

petition under Article II of the Juvenile Court Act of 1987,

the case shall be referred to the Deputy Director of Child

Protection for review and determination.

Any Department employee responsible for reviewing

contracts or program plans who is aware of a violation of this

Section shall immediately refer the matter to the Inspector

General of the Department.
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Where there are 2 equal proposals from both a

not-for-profit and a for-profit agency to provide services, the

Department shall give preference to the proposal from the

not-for-profit agency.

No service plan shall compel any child or parent to engage

in any activity or refrain from any activity which is not

reasonably related to remedying a condition or conditions that

gave rise or which could give rise to any finding of child

abuse or neglect.

(Source: P.A. 100-759, eff. 1-1-19.)

Section 99. Effective date. This Act takes effect upon

becoming law.
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Introduction 
 
House Resolution Number 418, adopted June 25, 2017, directs the Auditor General to 
conduct a performance audit of the Department of Children and Family Services 
(Department) to review and assess the Department’s protocols for investigating reports 
of child abuse and neglect. The audit was to include a review of abuse and neglect 
investigations conducted by the Department in FY15, FY16, and FY17. The audit 
resolution asks the Auditor General to determine: 

1) the status of abuse and neglect investigations; 
2) the final determination or findings made by the Department for abuse and 

neglect investigations; 
3) the time frame within which the Department completed or closed abuse and 

neglect investigations; 
4) for sampled cases, recommendations made by the Department to families who 

were the subject of an abuse or neglect investigation, including any services 
provided by the Department to the child or family; and 

5) demographic information on abuse and neglect investigations, including the 
age, race, and gender of children who were subjects of the abuse or neglect 
investigations, and, if available, the zip code and county where the abuse or 
neglect was alleged to have occurred. 

 

Additionally, the audit resolution asked the Auditor General to compile a detailed report 
that includes a full summary on the number of lawsuits or other legal actions filed against 
the Department within the past three fiscal years that concern an abuse or neglect 
investigation and the number of lawsuits the Department settled within the past three 
fiscal years that concern an abuse or neglect investigation. (See Appendix C in the audit 
report.) 

 
 

Background 
 
The Abused and Neglected Child Reporting Act (ANCRA or the Act) charges the 
Department of Children and Family Services with the responsibility of receiving reports of 
child abuse and neglect (325 ILCS 5/2). After a report is received, the Department is 
statutorily mandated “to protect the health, safety, and best interests of the child in all 
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situations in which the child is vulnerable to child abuse or neglect, offer protective 
services in order to prevent any further harm to the child and to other children in the same 
environment or family, stabilize the home environment, and preserve family life whenever 
possible” (325 ILCS 5/2). 

 
During 2017, there were several high profile child abuse and neglect cases in which 
children died shortly after the Department closed investigations into their alleged 
mistreatment, as well as the case of a 17-month-old who was found deceased in Joliet 
Township after prior Department probes into alleged mistreatment. There were also other 
news/media reports that Department investigators were overwhelmed by high caseloads 
and were being pressured to quickly close cases, even when they had not performed 
basic tasks such as contacting police and doctors. 

 
 

Agency Organization 
 

The Department experienced a change in leadership during FY17. George Sheldon, who 
was appointed the Director in February 2015, resigned on June 15, 2017. The Department 
had seven directors or acting directors in the three years prior to Mr. Sheldon being 
appointed, including two acting directors between the beginning of June 2014 and 
February 2015. On June 23, 2017, the Governor appointed Beverly Walker as Acting 
Director. She resigned effective February 15, 2019. Mr. Mark D. Smith was then 
appointed on April 15, 2019 and presently remains in that role. Prior to his appointment, 
Mr. Smith served as the Executive Vice President of Foster Care and Intact Services at 
Aunt Martha’s Health & Wellness, Illinois’ largest provider of services to families in crisis, 
since 2009. Additionally, Mr. Smith worked for more than two decades as a social worker, 
trainer, and leader in child welfare. 

 
The Abused and Neglected Child Reporting Act (ANCRA) requires that there be a central 
register of all cases of suspected child abuse or neglect reported and maintained by the 
Department under the Act. The Division of Child Protection operates the State Central 
Register (SCR) including the abuse and neglect hotline and is responsible for conducting 
child abuse and neglect investigations. Child Protection receives reports of alleged abuse 
or neglect through the 24-hour child abuse hotline at the SCR. An investigation of reported 
child abuse or neglect is generally required to be initiated within 24 hours of its receipt at 
the SCR. The investigation is conducted for the purpose of determining whether credible 
evidence of child abuse or neglect exists and whether the family can benefit from any 
services. The Deputy Director of Child Protection reports directly to the Senior Deputy 
Director of Operations. Exhibit 1-1 shows an organizational overview of Child Protective 
Services. 

 
When such service needs are identified, Department staff arranges for those services to 
be initiated. The intensity, duration, and protective character of the services 
recommended is determined by whether the report is determined to be credible and ruled 
indicated or determined to be not credible and ruled unfounded. 
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Exhibit 1-1 
DCFS CHILD PROTECTIVE SERVICES ORGANIZATIONAL CHART 

 

Source: OAG analysis of DCFS organizational charts. 

 
 

Regions and Offices 
 
ANCRA requires the Department to establish a Child Protective Service (CPS) Unit within 
each geographic region as designated by the Director of the Department (325 ILCS 5/7.2). 
There are four regions in the State (Northern, Central, Southern, and Cook). The 
Department has field offices located throughout these regions of the State that report to 
a Regional Administrator. Child Protection Specialists (investigators) as well as case 
workers for other areas of operations, such as permanency (placement/foster care), are 
located at the regional and field offices. Each Regional Administrator reports directly to 
the Senior Deputy Director of Operations. 
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When a report of suspected child abuse or neglect is received at the SCR, it is transmitted 
to the appropriate Child Protective Service Unit. The Child Protective Service Units are 
required to perform certain functions assigned by the Act (325 ILCS 5/). These include: 

• Investigating reports of alleged abuse or neglect and commencing these 
investigations within 24 hours of receipt of a report, unless it’s an emergency 
(325 ILCS 5/7.4(b)(2)); and 

• Providing or arranging for comprehensive emergency services to children and 
families (325 ILCS 5/7.4(b)(3)). 

 
 

Report Conclusions 
 
In this audit for the three-year period FY15-FY17, auditors reported that: 

• The number of abuse and neglect investigations increased significantly, going from 
67,732 in FY15 to 75,037 in FY17, or 10.8%. Within the three-year timeframe there 
was a notable spike in FY16 to 78,572 investigations. The increase in investigations 
between FY15 and FY16 represents an increase of 16.0%. 

• The hotline is unable to take calls as they are received, resulting in call backs. The 
number of call backs increased substantially during FY15-FY17, from 39.6% of total 
calls in FY15 to 55.7% in FY17. 

• Investigator caseloads were not in compliance with the B.H. Consent Decree. For 
FY15-FY17, 78.7% of investigators (729 of 926) had at least one month during the audit 
period in which they received more than 15 new assignments. 

• Indication rates (the percentage of cases where there was credible evidence that the 
incident occurred) decreased during FY15-FY17, from 28.3% in FY15 to 24.8% in 
FY17. 

• The Department did not always follow procedures in conducting investigations. 

• The overall timeliness of completion for investigations declined significantly over the 
three-year period FY15-FY17. In FY15, 7.6% of investigations were not completed 
within 60 days. For FY17, 12.4% of investigations were not completed within 60 days. 

• Investigators did not always accurately document that they assessed the need for 
services by completing the Level of Intervention field in the Department’s information 
system known as SACWIS. Of indicated investigations sampled, 16 investigations 
(10.7%) had no Level of Intervention listed (services recommended). Further, 39 
indicated investigations (26.0%) had “No Service Needed” as the Level of Intervention. 
Additionally, of the investigations sampled, for 64 (42.7%) we found that the Level of 
Intervention was inaccurate. 

• For 65.3% of indicated investigations sampled, there was a lack of documentation 
regarding whether any services were received by the families involved and the duration 
of those services. The Department could not provide basic information for Intact 
Family Service cases, such as referral forms, to document that a formal referral for 
services was made. 



Performance Audit of the 
Department of Children and Family Services 

Investigations of Child Abuse or Neglect 

5 

 

 

 

The audit report contains a total of 13 recommendations to the Department. According to 
updated responses the Department has accepted and partially implemented 10 
recommendations and implemented three recommendations. 

 
 

Recommendations 
 
1. The Department of Children and Family Services should continue to take steps 

to improve the quality of the data contained in its child abuse and neglect 
information systems and statistical reports. These steps should include: 

• Ensuring that proper controls are in place for SACWIS data entry, or any 
future child abuse and neglect information systems, in order to ensure 
that data is collected and is reliable; and 

• Maintaining updated manuals including data field definitions. 
 

Finding:  The Department had significant issues producing accurate reports on child 
abuse and neglect investigations statistics during the audit period and while auditors were 
conducting the audit. These issues were caused primarily by inadequate and antiquated 
information systems. However, auditors also identified concerns with the quality of the 
data contained in the Department’s primary information system, the Statewide Automated 
Child Welfare Information System (SACWIS). While recognizing the shortcomings of the 
data provided, in the auditors’ opinion, the data was reliable enough to use in the general 
context of addressing the audit’s objectives including sampling services. 

 
On January 26, 2018, auditors met with Department of Children and Family Services and 
Department of Innovation and Technology officials and requested data to support 
statistics presented in the Department’s Executive Statistical Summary reports for the 
audit period (FY15-FY17). According to officials, in August 2017, the linkage between the 
system that contains the abuse and neglect investigations information (SACWIS) and the 
system used for producing the statistical reports (NOMAD) broke, rendering them unable 
to produce statistical reports. 

 
During the course of the audit, the Department could not produce monthly abuse and 
neglect statistical reports for at least eight months (August 2017 through March 2018). 
On April 17, 2018, the Department released a “Message from the DCFS Director 
Regarding Public Release of Data” and reissued abuse and neglect statistics for the past 
five years (FY13-FY17) that were presented in its executive statistical reports. According 
to the Director’s message, the Department has been severely hampered by woefully out- 
of-date technology, half-finished information systems, and reporting that required multiple 
manual steps. 

 
After reviewing abuse and neglect data from SACWIS, auditors concluded that the 
Department needs to continue to work to improve the quality of its abuse and neglect data 
and improve controls that are in place to ensure abuse and neglect data is accurate. For 
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example, this could be accomplished by limiting the amount of manual data entry by using 
more drop-down choice menus and reducing the amount of missing data by forcing more 
required fields in order to save a record. On July 27, 2018, the Department provided 
auditors with a download of data for intakes, investigations, and victim demographics for 
the audit period FY15-FY17. This data had several limitations and shortcomings including 
missing data, input errors and incorrect information, and individuals with multiple 
PersonIDs. 

 
In response to follow-up, officials stated that concerns about data accuracy are largely a 
matter of the original source and the existence of several different technology systems 
with overlapping information but separate data origination practices. According to officials, 
“the issue really is the substantial reliance on human data entry, the number of systems 
in use with different users and different purposes, and the lack of dynamic adaptation to 
changing practices.” 

 
The Department also needs to update its SACWIS manual. According to Department 
officials, the manual for SACWIS has not been updated since 2001. During the audit, the 
Department could not provide auditors with a list of the field definitions for data included 
in SACWIS. Auditors had to develop definitions for the SACWIS data fields utilized for 
auditors’ data requests and have officials review and comment on those field definitions. 
Due to the lack of an updated SACWIS manual, the Department could not provide 
auditors with a list of which fields were required to be entered, the type of data entry for 
each field, or any other data entry controls. 

 
Producing accurate data and timely reports is critical to monitoring agency performance 
and regularly evaluating the effectiveness of existing laws and programs as is required 
by ANCRA. Further, not producing timely and accurate reports can lead to the perception 
that there is a lack of transparency with lawmakers and other stakeholder interest groups. 

 
Updated Response:  Accepted and Partially Implemented. 

 

Corrective Action Plan: 
The Department agrees with the recommendation. Steps to improve the quality of the 
child Abuse and Neglect Data have been taken: 

 
Current Steps In Action: 

• Several SACWIS releases have release improvements to data quality. 

• Data Field definitions are being assembled into a Data Dictionary. 
 

Planned Steps: 

• (Original Response) Project is being sourced to execute soon to execute 
data cleanup on Child Abuse and Neglect Data. 

• (Updated Response) Project to execute data cleanup was unable to be 
staffed appropriately and was cancelled. 
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• (Original Response) CCWIS program will replace current systems offering 
more advanced data validation capabilities. 

• (Updated Response) Data cleanup will remain part of the CCWIS effort. 

• (Original Response) CCWIS requires a Data Quality plan which will 
address data quality controls throughout the lifecycle of Child Abuse and 
Neglect data. 

• (Updated Response) The Data Quality Plan will be developed during 
February 2020. 

 
 

2. The Department of Children and Family Services should take steps to ensure 
investigator assignments are in compliance with the requirements of the B.H. 
Consent Decree. 

 

Finding:  The Department is not complying with investigator assignment requirements 
delineated in the B.H. Consent Decree. In 1988, a class action lawsuit was filed against 
the Department alleging that it failed to provide adequate services to children in its 
custody. In 1991, the parties entered into a consent decree known as the B.H. Consent 
Decree (88 C 5599 (N.D. Ill.)). The parties filed a restated consent decree in 1997 and 
have continued to modify the Consent Decree as needed. As part of the review of 
Department protocols for investigating reports of child abuse and neglect, auditors 
reviewed the B.H. Consent Decree. The Consent Decree included a provision that states: 

 
By July 1, 1993, each DCFS child protective services investigator 
will be assigned no more than 12 new abuse or neglect 
investigations per month during nine months of a calendar year. 
During the other three months of the calendar year, the 
investigator will be assigned no more than 15 new abuse or 
neglect investigations per month. 

 
The Department should take steps to decrease the number of investigations assigned to 
each investigator in order to comply with the requirements of the B.H. Consent Decree. 
Auditors analyzed investigator assignment data provided by the Department for the period 
FY15-FY17 for primary assignments lasting more than 24 hours and found that total 
monthly investigator assignments increased from 5,001 in July 2014 to 6,527 in June 
2017, or 30.5%. Of particular note is the dramatic increase between July 2014 and 
May 2016 from 5,001 monthly assignments to 8,326 monthly assignments. This 
represents a 66.5% increase over a 23-month period (see Exhibit 2-2). During the same 
period the number of investigators with assignments dropped from 544 in July 2014 to 
497 in May 2016. 
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Exhibit 2-2 

TOTAL ASSIGNMENTS BY MONTH 
FY15-FY17 

9,000 
8,500 
8,000 
7,500 
7,000 
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6,000 
5,500 
5,000 
4,500 
4,000 

 

       

Source: OAG analysis of DCFS data for primary assignments as of July 27, 2018. 

 

Our analysis of primary assignments showed that 926 different investigators received at 
least one assignment during the period. Of these, 729 or 78.7% had at least 1 month 
during the period in which they received more than 15 primary assignments. In June 2016, 
an investigator received 113 primary assignments in a single month. 

 
Exhibit 2-4 shows the average number of assignments by month for the three fiscal 
years. Auditors’ analysis showed that 32 investigators averaged more than 15 case 
assignments per month for the entire three-year period. Further, an additional 114 
investigators who did not receive assignments for all 36 months averaged more than 15 
assignments per month for the months worked during the period. 

 
Exhibit 2-4 

AVERAGE NUMBER OF ASSIGNMENTS BY MONTH 
FY15-FY17 

18 
17 
16 
15 
14 
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9 
8 

 

        
 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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Using the criteria for assignments contained in the B.H. Consent Decree, a child 
protective services investigator should not receive more than 153 new assignments 
annually. For calendar years 2015 and 2016, 36.8% and 36.1% of investigators 
respectively were assigned more than 153 primary assignments and were therefore 
in violation of the B.H. Consent Decree. 

 
Exhibit 2-5 shows that as the total number of investigators decreased during FY16, the 
higher the percent of investigators who were out of compliance with the B.H. Consent 
Decree’s maximum allowable new assignments of 15 new assignments. The exhibit also 
shows that for February through April 2016 over half of all investigators were out 
of compliance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Investigators who are overloaded with new assignments may be more prone to make 
mistakes and put children involved in their investigations at serious risk. It may also lead 
to investigator burnout and high turnover. Ensuring more reasonable caseloads would 
benefit the Department in achieving positive outcomes for children and families. 

 
Response:  The Department of Children and Family Services (“Department”) has taken 
steps to ensure that investigator assignments are in compliance with the requirements of 
B.H. Consent Decree. The Department has established internal monthly meetings with 
the Regional Administrators from the Operations Division and the Office of Legal Services 
to review caseloads in order to maintain compliance with the B.H. Consent Decree. The 
Department meets with the plaintiff’s in the B.H. case monthly to discuss caseloads. The 

Source: OAG analysis of DCFS data as of July 27, 2018. 
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Exhibit 2-5 
INVESTIGATORS WITH MORE THAN 15 NEW ASSIGNMENTS BY MONTH 
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Department provides a monthly report to the B.H. plaintiffs on caseloads. The Department 
has created DAI positions to assure adequate staffing for investigations. 

 
Updated Response:  Accepted and Partially Implemented. The parties in the B.H. case 
are currently developing an Implementation Plan to address child protection investigator 
caseloads with the assistance of the B.H. Special Master, Geraldine Soat Brown. It is 
anticipated that the Implementation Plan will be approved by the Court, which will monitor 
compliance with the terms of the Implementation Plan. 

 
The Department continues to take steps to streamline the hiring process for child 
protection staff. The Department began the hiring of Deferred Assignment Investigators 
(“DAI”) in 2017 after negotiating agreements with the union. The goal of the DAI staff is 
to have trained and working child protection investigators available to move into 
permanent positions and to be immediately available to handle investigative assignments. 
In 2017, the Department had agreements to hire 17 DAIs in Cook County and 30 DAIs in 
the Northern, Central, and Southern regions. 

 
The Department has recently re-negotiated the agreements related to the DAIs and 
expanded the number of DAIs that it can hire. Under the most recent agreements, the 
Department can hire 60 DAIs in Cook County and 76 DAIs in the Northern, Central, and 
Southern regions. The current agreement provides for specific numbers of DAIs in each 
sub-region for the Northern, Central, and Southern regions: Aurora Sub-Region 31 DAIs, 
Rockford Sub-Region 5 DAIs, Peoria Sub-Region 10 DAIs, Champaign Sub-Region 10 
DAIs, Springfield Sub-Region 10 DAIs, East St. Louis Sub-Region 5 DAIs, and Marion 
Sub-Region 5 DAIs. The Department continues to meet with the union on a quarterly 
basis to review the DAI agreements and make recommendations for changes. 

 
In December 2019, the Department, with the agreement of Central Management Services 
(“CMS”), received approval to establish a temporary hiring process to expedite hiring for 
Child Protection Specialist positions. This new process allows the Department to make 
conditional offers of employment to individuals off the Open/Competitive list (for external 
hires) without conducting formal Rutan interviews if the individual has received a 
qualifying grade from the CMS Division of Examining and Counseling and passes the 
Department’s background check process. This change will drastically streamline the 
hiring process for external candidates. The Department will continue to monitor this 
temporary hiring process. 

 
The Department continues to remove the monthly caseload reports and address issues 
in specific offices as needed in accordance with the collective bargaining agreement and 
state law. In September 2019, nine Child Protection Specialists were detailed to the 
Woodstock, DeKalb, and Sterling field offices for six weeks. Six child protection 
investigators were detailed to the Woodstock field office, two child protection investigators 
were detailed to the Sterling field office, and one child protection investigator was detailed 
to the DeKalb field office. The Department is seeking volunteers for a detail in the 
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Woodstock field office to begin in early February 2020. The request is seeking 10 child 
protection investigators and two child protection supervisors. 

 
DCFS is refining the monthly meeting process to improve efforts to address caseload 
assignment. Caseload assignment is now addressed as a standing agenda item in the 
daily Deputy of Child Protection call with the Regional Administrators, the weekly call with 
the Deputy and the Area Administrators, and the quarterly DCP Supervisor statewide 
meeting. A model of availability tracking and assignment system has been shared 
statewide, and the Regional Administrators are developing plans to utilize this statewide. 

 
 

3. The Department of Children and Family Services should: 

• Ensure that Child Endangerment Risk Assessment Protocols (CERAPs) are 
completed for investigations and that they are completed in a timely 
manner; 

• Ensure that CERAPs are completed and that they are completed in a timely 
manner when Intact Family Services are provided; and 

• Evaluate the reliability and validity of the CERAP annually and develop 
written procedures related to CERAP training as is required by the Children 
and Family Services Act. 

 

Finding:  Child Endangerment Risk Assessment Protocols (CERAPs)—a six-page safety 
assessment protocol used through all stages of involvement with the Department, 
including child protection investigations (Form CFS 1441), were not always completed by 
investigators and private agency staff providing services. Further, for those cases in which 
the CERAP was completed, it was not always completed in a timely manner. The 
Department could not provide documentation to show that the reliability and validity of the 
protocol had been evaluated during the audit period as required by statute. The 
Department also could not provide written procedures for training related to the CERAP 
as required by statute. 

 
Auditors reviewed investigations data provided by the Department for FY15-FY17 to 
determine if initial CERAPs were being 
completed and whether it was within 
the required timeframes.   There  were 
130 investigations where a CERAP 
was not completed after contact with 
the victim as required. The number 
remained steady for all three fiscal 
years, with 43 in FY15, 45 in FY16 and 
42 in FY17. 

 
 

A CERAP must be completed within 24 hours after the investigator first sees the alleged 
victim. Auditors reviewed the time from contact with the victim to the time the first CERAP 

Exhibit 2-6 
INITIAL CERAP TIMELINESS 

FY15-FY17 
 FY15 FY16 FY17 

Not Timely 13.9% 10.1% 6.4% 

Timely 79.8% 81.7% 85.1% 

Unknown/Other1 6.3% 8.2% 8.5% 
1 Unknown/Other includes investigations in which information needed 
to calculate timeliness was blank or returned a negative value, such 
as when a CERAP was not required. 
Source: OAG analysis of DCFS data as of July 27, 2018. 
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was approved and found that a CERAP is not always completed in a timely manner. 
However, as shown in Exhibit 2-6 CERAP timeliness of completion appeared to improve 
during the audit period from 79.8% in FY15 to 85.1% in FY17. 

 
As part of the sample of 150 indicated investigations auditors also reviewed whether the 
final CERAPs were being conducted at the completion of the investigation. For 35 of 150 
investigations (23.3%) auditors determined that the investigation did not have a final 
CERAP conducted and there was no valid exception. 

 
The Department did not comply with provisions of the Children and Family Services Act 
that require the Department to evaluate the reliability and validity of the CERAP. The Act 
also requires the Department to report to the Illinois General Assembly annually on the 
evaluation of the reliability and validity of the CERAP. Although, the Department provided 
documentation to show it had completed and submitted CERAP annual evaluation reports 
to the General Assembly, these reports did not contain conclusions regarding the 
reliability and validity of the Protocol. 

 
The Department could not provide CERAP training procedures that were also required to 
be implemented by the Act. Department officials provided auditors with CERAP training 
materials as well as general training procedures. However, they could not provide specific 
training procedures for CERAPs. 

 
When auditors inquired about the annual evaluations, officials replied that the evaluation 
does assess the reliability and validity of the CERAP. Testing to see if a CERAP has been 
completed is an aspect of the protocol’s reliability. However, if the only way the 
reliability of the CERAP is assessed is by completion rates, there’s no measure of 
whether the CERAP was completed correctly. Department investigators deal with 
heavy workloads and there could be pressure to make sure the CERAP is completed on 
time, without necessarily ensuring it was properly or fully completed. Because the 
Department is not evaluating the reliability and validity of the CERAP, it cannot ensure 
that the protocol is effective and ensures the safety of children. Written training 
procedures for investigators would help ensure consistent use of the protocol. 

 
Response:  The Department has management reports in place for both intact and 
investigations that identify activity regarding CERAP completion. Supervisors will be 
trained on the reports and reminded of the need to ensure CERAPS are completed within 
procedure timeframes. This will be completed within the next 90 days. The CERAP Citizen 
Advisory group will ensure their ongoing research projects address validity and reliability 
as defined by the auditors; the next project is due by May 2020. Written procedures 
related to CERAP training will be enhanced to reflect the requirements of the Children and 
Family Services Act by October 2019. A random selection of cases will be reviewed 
quarterly by the Compliance Administrator to address timely completion. 
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Updated Response:  Accepted and Partially Implemented. The agency underwent a 
statewide Safety Reboot training on safety decision making and the requirements of the 
CERAP document beginning in June 2019. 

 
Compliance Review Audit of timely and accurate completion of critical components of 
the CERAP began in June 2019 and continues monthly. Areas with non-compliance 
are addressed by the involved Regional and Area Administrators. 

 
The CERAP Citizen Advisory Group is working with OCFP presently on their validity 
and reliability research with a completion date of May 2020. 

 
 

4. The Department of Children and Family Services should: 

• Develop formal written procedures for call backs including required 
timeframes for creating intakes; 

• Ensure that the process for completing call backs is in accordance with 
written procedures by answering and returning hotline calls in a timely 
manner; 

• Begin maintaining complete information regarding the time it takes to return 
the hotline calls of those reporting allegations of child abuse or neglect for 
an amount of time that would allow for long-term analysis; and 

• Continue to increase the utilization of online reporting as appropriate. 

Finding:  The Department is not timely in completing intakes from callers reporting 
allegations of abuse and neglect. For approximately half of all calls during the audit 
period an intake could not be initiated because a call floor worker was not available 
resulting in a message being taken. The Department also does not have written 
procedures regarding the process for calling back individuals who report allegations of 
abuse or neglect that do not begin the intake process at the time of their initial call. Finally, 
the Department does not maintain call back information electronically in SACWIS for more 
than 90 days, which makes any long-term analysis of performance and call back 
timeliness difficult. 

 

During certain times at the hotline there are more incoming calls than there are call floor 
workers to take them. When this occurs, a message is taken and the reporter is called 
back when a call floor worker becomes available. Auditors visited the SCR hotline and 
observed the operations on February 6, 2018. According to officials, the hotline at that 
time had 89 call floor workers and 21 current vacancies. On the day of the visit to the 
hotline auditors noted that there were 579 calls that were in the queue waiting to be 
returned. According to the SCR Administrator at the time, when messages are taken the 
calls are triaged and called back. Those with safety concerns go to the top of the list. 

 
Although electronic call back information was limited, auditors were able to review 
hardcopy summary reports at the SCR in order to gather some general information about 
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FY15-FY17 hotline operations and call backs. The SCR Hotline has an established target 
goal of answering 75% of all calls with no more than 25% call backs. 

 
The SCR summary reports auditors 
reviewed showed that the hotline did not 
meet targets and that call backs had in 
fact increased substantially during 
FY15-FY17, from 39.6% to 55.7% of 
total calls (see Exhibit 3-1). 

 
During the course of the audit, auditors 
were able to obtain a 90-Day Call Back 
report for the period April 4, 2018, to July 
2, 2018. The report contained a total of 43,775 messages taken. The number of attempts 
to call back ranged from 0 to 6 calls. Auditors analyzed the time from the initial call to the 
first attempted call back and found that on average it took approximately 23.3 hours to 
the first attempt to call back the individual reporting the allegation. Call back times ranged 
from 0 minutes to 6 days, 22 hours from the initial call. Of particular note is that for 35.4% 
of the call backs in the 90-day report an intake was never created. 

 
Further, auditors analyzed the call back information by the type of priority (Normal, 
Urgent, or Emergency) and found that it can potentially take days for DCFS to call back 
reporters of child abuse and neglect. Exhibit 3-2 shows that for calls with a “Normal” 
response code, 58.3% took more than 24 hours until the first attempt to call back the 
reporter with 37.4% taking more than 2 days. Approximately 35% of “Urgent” calls took 
more than 24 hours and 10.1% of “Emergency” calls took more than an hour to the first 
attempted call back. It should be noted that contact was not always made at the first 
attempted call back. 

 
Exhibit 3-2 

TIME TO FIRST CALL BACK ATTEMPT BY PRIORITY 
April 4, 2018 through July 2, 2018 

Timeframe Normal % Urgent % Emergency % Total Total % 

0 to 15 minutes 466 3.4% 2,687 14.2% 6,838 65.1% 9,991 23.2% 

15 to 30 minutes 263 1.9% 1,512 8.0% 1,720 16.4% 3,495 8.1% 

30 to 60 minutes 352 2.6% 1,640 8.7% 889 8.5% 2,881 6.7% 

60 minutes to 24 
hours 

 
4,599 

 
33.8% 

 
6,433 

 
34.0% 

 
770 

 
7.3% 

 
11,802 

 
27.4% 

24 hour to 48 hours 2,852 20.9% 2,433 12.9% 145 1.4% 5,430 12.6% 

More than 48 hours 5,088 37.4% 4,188 22.2% 147 1.4% 9,423 21.9% 

Total 13,620 100% 18,893 100% 10,509 100% 43,022 100% 

Note: Totals may not add due to rounding. The table excludes messages where an attempt was not made, and call backs that 
occurred before the message was taken. 
Source: OAG analysis of DCFS provided 90-Day Call Back Report for April 4, 2018-July 2, 2018. 

 

Within the data provided, there were 747 messages taken for which there was no call 
back attempt listed. Of those 747, 237 had no call back listed and no intake created. Of 

Exhibit 3-1 
PERCENTAGE OF CALLS TAKEN AS MESSAGE 

FY15-FY17 

 
FY 

Call 
Volume 

Messages 
Taken 

 
Percent 

2015 222,719 88,291 39.6% 

2016 245,388 129,211 52.7% 

2017 252,568 140,773 55.7% 

Total 720,675 358,275 49.7% 

Source: OAG analysis of DCFS hardcopy hotline 
reports. 
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the 237, 101 were more than 7 days old as of July 3, 2018. The oldest was an emergency 
priority message taken on April 5th, or 89 days from the date the report was run. 

 
During the audit, the SCR was working to develop an online reporting system. According 
to a Department official, the online reporting system went live June 19, 2018, and it can 
be accessed through the Department’s website. According to a Department official, as of 
February 4, 2019, the Department had assessed 5,792 online submissions. Increasing 
the number of individuals utilizing online reporting may reduce the number calling 
the hotline and therefore the number of messages taken. 

 
The hotline serves a critical function in obtaining intake information about allegations of 
child abuse and neglect as well as establishing each investigation in SACWIS. If children 
are in danger of harm, it is important to begin investigations quickly because perishable 
evidence such as bruises may fade rapidly, or the willingness of the alleged victim to talk 
about the incident may be affected. 

 
Response:  The Department has recently developed written procedures for call backs 
and training is provided to all call floor staff during new hire training. April 2019 all staff 
were provided an in-service training on managing call backs. The intake is created 
through call back once the caller is confirmed available to talk by the hotline worker. If the 
call is an in call the intake is created at the time the call begins. A specialized Call Back 
Attempts Response Time report is received daily and weekly. The specialized report is 
monitored by the SCR administrator and Assistant SCR administrator for call back 
response times which exceed the weekly average response time. The call backs are 
reviewed to determine the reason for longer than average response time. The hotline 
currently tracks daily, weekly, monthly, and yearly the message taking rate and the call 
back response time. The State Central Register implemented approximately 18 months 
ago shift strategies which are communicated to call floor staff about the managing call 
backs and in calls. Approximately 12 months ago an additional category “Urgent”, was 
added to the call back log to assist supervisors and call floor worker to prioritize the call 
backs by “Emergency”, “Urgent” or “Normal” response call backs. The hotline also tracks 
and gathers data regarding individual hotline workers and overall -team performance. 

 
A strategy is in development to publicize and educate potential on line users by region on 
the ON LINE REPORTING option and how to access the on-line reporting system. 

 
Updated Response:  Accepted and Partially Implemented. 

 

The online reporting is under development to move from Sharepoint to a web-based 
platform. The public education and marketing of the online reporting will await that change 
of platform. 

 
Rapid Results is nearing completion at the hotline with the stated goal of reducing call- 
back’s to zero. The mapping of the future state is to be completed by 2/2019. 
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5. The Department of Children and Family Services should take actions to 
ensure that critical investigation timeframes are completed in accordance 
with procedures, including initiating investigations, contacting the alleged 
victim and perpetrator, submitting investigations for supervisory review, and 
completing the investigation. 

 
Finding:  The Department could not verify the accuracy of intake start and end times or 
the assignment start time which hinders the Department’s ability to monitor compliance 
with statutory requirements. 

 
Investigations are required to be initiated by in-person contact with the alleged child victim 
or victims within 24 hours of the receipt of the report, or by a good faith attempt to contact 
the alleged child victim or victims. Analysis of investigation initiation data showed that the 
percentage not initiated in a timely manner was less than one percent each year (0.7% 
for FY15, 0.8% for FY16, and 0.9% for FY17) (see Exhibit 3-3). 

 
Exhibit 3-3 

CRITICAL TIMEFRAMES ANALYSIS 
FY15-FY17 

FY15 

 Investigation 
Initiation 

(24 Hours) 

Victim 
Contact 

(24 Hours) 

 

Perpetrator Contact 
(7 Days) 

Submission to 
Supervisor 
(55 Days) 

Not Timely 0.7% 28.2% 23.5% 40.7% 

Timely 99.0% 70.9% 63.7% 59.3% 

Unknown/Other1
 0.3% 0.9% 12.9% 0.0% 

Total2 100% 100% 100% 100% 

FY16 

Not Timely 0.8% 30.5% 26.2% 51.2% 

Timely 98.9% 68.3% 59.0% 48.8% 

Unknown/Other1
 0.4% 1.3% 14.8% 0.0% 

Total2 100% 100% 100% 100% 

FY17 

Not Timely 0.9% 28.6% 23.6% 40.4% 

Timely 98.8% 70.3% 62.0% 59.6% 

Unknown/Other1
 0.3% 1.2% 14.4% 0.0% 

Total2 100% 100% 100% 100% 

Total FY15-FY17 

Not Timely 0.8% 29.1% 24.5% 44.2% 

Timely 98.9% 69.8% 61.4% 55.8% 

Unknown/Other1
 0.3% 1.1% 14.1% 0.0% 

Total2 100% 100% 100% 100% 
1 Unknown/Other includes investigations in which information needed to calculate timeliness was blank or returned a negative 
value. 
2 Totals may not add due to rounding. 
Source: OAG analysis of DCFS data as of July 27, 2018. 

 

With data provided by the Department, auditors reviewed the timeliness of interviews with 
the alleged victim(s) based on whether actual contact was made, and as seen in Exhibit 
3-3, found that the alleged victim was not contacted within 24 hours in 28.2% of cases for 
FY15, 30.5% of cases in FY16, and 28.6% of cases in FY17. The alleged victim was 
not interviewed at all in 415 cases in FY15, 726 cases in FY16, and 678 cases in 
FY17. 
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If an in-person contact with the alleged victim is not made within 24 hours, according to 
the Department’s rules it must be completed within 7 days. According to data provided, 
the percentage of alleged victims in which contact was not made within 7 days ranged 
from 9.2% to 13.0% for the three years FY15-FY17. 

 
Auditors reviewed the timeliness of interviews with the alleged perpetrator and found that 
the alleged perpetrator was not contacted within 7 days in 23.5% of cases for FY15, 
26.2% of cases in FY16, and 23.6% of cases in FY17, as seen in Exhibit 3-3. In addition, 
the alleged perpetrator was not interviewed at all in 8,591 cases in FY15, 11,441 
cases in FY16, and 10,688 cases in FY17. 

 
With data provided by the Department, auditors reviewed the timeliness of submission of 
the completed investigation to the supervisors and found that for the audit period FY15- 
FY17, 44.2% of all reports without extensions were not submitted within 55 days. The 
highest rate of noncompliance was for FY16, in which 51.2% of reports did not meet the 
55-day requirement for submission to the supervisor, as seen in Exhibit 3-3. 

 
With data provided by the Department, auditors reviewed the timeliness of completing the 
investigations and found that, with extensions, 0.3% of all investigations were not 
completed in a timely manner, going from 0.3% in FY15 to 0.4% in FY16 and 0.2% in 
FY17. Although this analysis took into account those investigations that received an 
extension, it does not accurately reflect the actual time it took to complete investigations 
for the audit period. 

 
The time it took to complete an investigation increased during the audit period. Auditors 
found that the percentage of investigations that were not completed within 60 days 
doubled from FY15 to FY16. As is shown in Exhibit 3-4, the number of investigations 
completed in fourteen days or less dropped from 14.0% in FY15 to 10.5% in FY16 before 
increasing to 15.1% in FY17. 

 

Exhibit 3-4 
COMPLETED INVESTIGATION TIMEFRAMES 

FY15-FY17 

Timeframe FY15 FY16 FY17 Total 

0 through 14 Days 9,463 8,236 11,319 29,018 

15 through 30 Days 9,613 7,869 10,023 27,505 

31 through 60 Days 43,487 49,902 44,356 137,745 

Over 60 Days 5,169 12,559 9,318 27,046 

Unknown1 0 6 21 27 

Total 67,732 78,572 75,037 221,341 
1 Unknown includes investigations in which information needed to calculate timeliness was blank or 
returned a negative value. 
Source: OAG analysis of DCFS data as of July 27, 2018. 

 

The purpose of investigative timeframes is to establish protocols for responding to 
allegations of abuse and neglect. By not meeting these timeframes, not only is the 
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Department not in compliance with statutes, rules, and policies, but more importantly the 
Department is not responding in the best interest of the alleged victims and providing for 
the protection of those children. 

 
Response:  The Department currently tracks for compliance with initiation and is at 99% 
compliance. Since March 1, 2019 report completion and extension is now being monitored 
weekly through reports and staffings with Regional Administrators. Supervisors have 
access to a worker activity report and will be trained on how to access and utilize this 
report. This will be completed by September 2019. The Compliance Administrator will 
review a random selection of cases quarterly to ensure staff are meeting timeframes. 

 
Updated Response:  Accepted and Partially Implemented.  The Department selected 
to review a random selection of cases in a way not involving the Compliance 
Administrator. The Division of Child Protection conducts monthly Compliance Reviews of 
1000 cases on 5 key performance indicators of safety: Initial Supervision, Initial CERAP, 
Note Assessing Safety, 5-day Reassessment of Safety on UNSAFE CERAPs, and Note 
reflecting all the children have been seen. The PSAs set a goal is to achieve 90% 
Compliance statewide by June 30, 2020. 

 
The RAs for the Division of Child Protection have identified several critical investigative 
timeframes are completed and 2/3/2020 began tracking and reporting weekly to the 
Deputy on: 

 
Undetermined reports:  Each RA committed to a 10% reduction in undetermined reports 
per month until they reach their region-specific goal what they have determined is an 
acceptable number of Undetermined reports to expect under the statute. 
AA review of victims 3 and under; 
The 5 day re-assessment of safety 3 
week limit to Safety Plans 

 
 

6. The Department of Children and Family Services should comply with rules 
and procedures and ensure: 

• Extensions are requested prior to the 55th day of the investigation; 

• That extensions are given only for good cause; 

• Extensions are requested and approved by appropriate staff; and 

• Extension requests contain all required information. 
 

Finding: The Department’s struggle to complete investigations in a timely manner during 
the audit period is further demonstrated by the number and percentage of investigations 
that received a 30-day extension during the audit period. Both the Supervisor and Area 
Administrator are responsible for reviewing and approving extensions every 30 days after 
the initial 60-day investigative period. 
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Auditors reviewed the number of investigations that received an extension and found that 
it increased significantly during the audit period. The percentage of cases receiving at 
least one extension increased from 7.5% in FY15 to 16.1% in FY16 and 12.7% in FY17 
Further, the number of investigations receiving multiple extensions also increased 
significantly. 

 
In some investigations there are legitimate reasons why there are multiple extensions. 
For instance, in one case an investigation received 33 extensions (990 days). This case 
involved the death of a child and an ongoing criminal case. However, in review of cases 
involving an extension, it was not always clear what the cause for the extension was or 
whether it rose to the level of “good cause.” 

 
Auditors identified 22 extensions in which a staff member had both submitted and 
approved the extension. Auditors asked Department officials why this might occur; 
however, Department officials did not respond. 

 

Response:  The Department is monitoring extensions and ensuring cases are extended 
for good cause. Since March 1, 2019 there is a weekly report completed by the regions 
to identify all teams with more than 10 cases over 60 days, actions needed and 
anticipated closure date. Also instituted is a weekly staffing with all Regional 
Administrators regarding extensions more than 90 days to address the appropriateness 
of the request and actions to complete the investigation. This process has already 
resulted in a reduction of cases over 60 days. All staff will be reminded of the need to 
extended cases within the timeframe set forth in procedures. 

 
Updated Response:  Accepted and Partially Implemented.  DCFS is refining the 
weekly report process to continue to improve efforts to undetermined reports/extended 
investigations. Undetermined report efforts are now addressed as a standing agenda item 
in the daily Deputy of Child Protection call with the Regional Administrators, the weekly 
call with the Deputy and the Area Administrators, and as a standing agenda item in the 
quarterly DCP Supervisor statewide meeting. On 11/4/2019 a practice memo was issued 
statewide regarding the requirements and expectations on all requests for extension. 

 
 

7. The Department of Children and Family Services should: 

• Make the Level of Intervention a required field in SACWIS and revise the 
Level of Intervention options to more accurately reflect current practices, 
and 

• Include a rationale for indicated investigations in which there is a Level 
of Intervention of “No Service Needed.” 

 

Finding: Conducting an analysis of all recommendations for services and services 
provided by the Department was not possible for the audit period because of inherent 
limitations in the data provided by the Department as well as other data reliability and 
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consistency issues. The Department provided auditors with a download of investigations 
for FY15-FY17, as of July 27, 2018, including the Level of Intervention and whether a 
service case was created for IFS, Norman Cash Assistance, or placement as a result of 
investigations. Auditors reviewed the recommended services and cases created (services 
case ID) for accuracy and found that: 

• Investigators did not always complete the Level of Intervention field in SACWIS. 
According to data provided by the Department, for 11,607 investigations (5.2%) 
the Level of Intervention field was blank. 

• The Level of Intervention field was not always accurate or there was no support 
in SACWIS for the recommended Level of Intervention. For example, for 6,203 
investigations (2.8%) the Level of Intervention field was listed as “Referral for 
Community Based Services” but there was a Department service case 
associated with the investigation (IFS, IFR, Norman, or placement). 

• Auditors reviewed a sample of Department service cases that were created as 
a result of an investigation, and found that for 17 of 36 (47.2%) of these 
investigations, the services information was not accurate. 

 

Additionally, the auditors’ review of 150 indicated investigations found that investigators 
did not always document that they assessed the need for services by completing the 
Level of Intervention field in SACWIS. Further, the recommendations that were shown in 
SACWIS were not always supported by case notes. For indicated investigations 
sampled in which the recommended services was “No Service Needed,” there was 
no rationale for the decision to not offer services in most cases. 

 
The different levels of intervention listed in the “Level of Intervention” field in the data 
received from the Department included: Currently Open Case, No Service Needed, Open 
and Assign for Permanency Services, Open and Assign for Regular POS (Purchase of 
Service), Other Services-Facility Report, Referral for Community Based Services, and 
Services Offered/Refused.  Despite the procedural requirement to assess the need 
for services, the Level of Intervention field in SACWIS does not need to be 
completed in order to close an investigation. 

 
Because of the limited number of 
options available to investigators in 
SACWIS for Level of Intervention it is 
difficult to accurately reflect the 
investigator’s decision made to 
recommend services or not 
recommend services. For instance, the 
Level of Intervention field does not 
have an option to select Intact Family 
Services or whether the family is 
already receiving community services. 

Exhibit 4-1 
LEVEL OF INTERVENTION 

For FY15-FY17 Investigations Sampled 
Level of Intervention Count Percent 

Community Based Services 57 38.0% 

No Service Needed 39 26.0% 

Services Offered/Refused 20 13.3% 

Blank – No Recommendation 16 10.7% 

Currently Open Case 15 10.0% 

Other Services – Facility Report 3 2.0% 

Total 150 100% 

Source: OAG sample of 150 indicated investigations 
for FY15-FY17. 
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Assessing the need for services, including the rationale for the decision, may help ensure 
the safety and well-being of children as well as help provide stability for children and 
families. Formally documenting the offer and refusal of services can also help in the 
decision making process if there are additional allegations and investigations in the future. 

 
Response:  Procedure 300 will be updated to include the expectation the investigator 
documents the reason no services are necessary. This will be completed by September 
2019. Creating a special “services” note in the SACWIS file will be explored. 

 
Updated Response:  Accepted and Partially Implemented. The Department noted that 
verification of SACWIS entry field is needed from DCP. Procedures 300.130(b)(1) last 
updated June 11, 2019 includes seven criteria to identify why no service is needed on 
indicated reports. OCFP has SACWIS swapper access, and was able to verify there is a 
form field for level of intervention, but was not able to verify why a specific intervention 
was chosen. 

 
 

8. The Department of Children and Family Services should: 

• Formally document when services are offered and whether those 
services are refused; and 

• Consider establishing guidelines or policies to assist Child Protection 
Specialists and Supervisors regarding services to be offered for indicated 
allegations. 

 
Finding: The Department did not document that Intact Family Services (IFS) were 
discussed and offered to all families with indicated investigation findings as is required by 
Department procedures. 

 
Auditors reviewed the sampled 
investigations to determine the actual 
services recommended. Although 
Intact Family Services are required 
to be discussed and offered to all 
families that are the subject of an 
indicated investigation, only 20 of 
150 (13.3%) indicated investigations 
reviewed contained documentation 
of a recommendation for Intact 
Family Services. An additional 3 
investigations had recommendations 
for multiple services, which included 
IFS; therefore, 23 of 150 indicated 
investigations had a recommendation 
of IFS. 

Exhibit 4-2 
SERVICES RECOMMENDED 

For FY15-FY17 Investigations Sampled 
Services Recommended Count Percent 

Could Not Determine 67 44.7% 

Community Based Services 33 22.0% 

Intact Family Services 20 13.3% 

Placement 12 8.0% 

Already Receiving Services 8 5.3% 

Multiple Services1 4 2.7% 

No Services Needed 4 2.7% 

Intact Family Recovery 1 0.7% 

Norman Cash Assistance 1 0.7% 
   
Total 150 100% 
1 Multiple Services includes three cases that were recommended for 
Intact Family Services. 
Source: OAG sample of 150 indicated investigations for FY15-FY17. 
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As is shown in Exhibit 4-2, for 67 (44.7%) indicated investigations reviewed, auditors 
could not determine whether services were recommended or what specific services were 
recommended. For 33 investigations (22.0%), community based services were 
recommended. An additional three investigations had recommendations for multiple 
services, including community services. 

 
Department officials provided auditors with a memo to all child protection staff dated 
February 27, 2018 (five weeks after the audit entrance conference), regarding the review 
of indicated reports with no service recommendations or that the family refuses services. 

 
The memo states: “Over the past several months, many cases which 
have resulted in poor outcomes for our children (death or serious harm) 
have had prior DCFS contact and at least one indicated report in which 
no services were recommended or the family refused services and the 
investigations were closed with no follow up action or discussion to 
assure the child was safe under those circumstances. 

 
Effective immediately, any indicated investigation in which services 
have not been recommended or the family has refused to participate in 
services, shall be staffed with the Area Administrator before closing. 
This consultation should include a discussion around the family 
dynamics and support systems, prior reports both indicated and 
unfounded, overall family cooperation and the possible need to consult 
with States attorney [sic], screen with court, or take protective custody 
in an effort to ensure the safety of the child(ren).” 

 
There is also a lack of consistency in what services are recommended and ultimately 
received among similar cases. For example, for two different indicated sexual abuse 
investigations sampled, one case had an open Intact Family Services case for counseling 
for the victim and another case had no services recommended for multiple victims 
abused by a family member. Another example involved two indicated Environmental 
Neglect investigations where homes were deemed to pose a risk to the safety of the 
children. 

 
Making effective recommendations for services may help prevent future abuse and 
neglect. Although the Department recognized in its February 2018 memo that not 
providing services for certain types of investigations can lead to bad outcomes, there is 
little or no guidance for investigators or their supervisors regarding the recommendations 
that should be considered. 

 
Response:  Individual offices maintain a list of resources for their area. Procedures 300 
will be enhanced to ensure the supervisor and investigator have a discussion regarding 
services available to assist families and document services offered and the outcome-i.e. 
accepted or refused and the reason for refusal. The core practice model which is in the 
process of implementation also addresses identification of services with the family and 
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allowing them to identify services which will best benefit them. Procedures will be updated 
by September 2019. Creation of a special “services” note within SACWIS will be explored. 

 
Updated Response:  Accepted and Partially Implemented. OCFP is not in receipt of 
draft procedures to incorporate the core practice model; however Policy Guide 2018.09 
implemented this model and 2019 saw the implementation of the mandatory Safety 
Reboot training. Currently these recommendations are within the scope of Family First 
Prevention Services Act that is addressing child welfare and child protection practices to 
be child and family centered with prevention services at the core of the upcoming 
changes. The FFPSA Steering Committee continues to meet bi-weekly and is currently 
in the process of drafting procedures to address this finding. 

 
 

9. The Department of Children and Family Services should track the number of 
Intact Family Services (IFS) cases that are opened annually including which 
Purchase of Service agency provided the services. 

 

Finding:  The Department could not provide basic information for Intact Family Service 
(IFS) cases such as referral forms to document that a formal referral for services was 
made. Auditors sampled 150 indicated investigations for the audit period and found that 
for 98 investigations (65.3%), there was a lack of documentation regarding whether any 
services were received by the families involved and the duration of those services. The 
Department also could not provide auditors with the number of families served by each 
IFS contract each year for the audit period. For investigations involving the Norman Cash 
Assistance program, the Department could not provide approval forms or documentation 
to show what the funds were used to purchase. Because of the lack of basic formal 
documentation for most cases, auditors could only assess the services provided for 
investigations sampled by reviewing case notes in SACWIS. 

 
Further, a total of 29 POS agencies 
provided IFS services during FY15- 
FY17. Some agencies have multiple 
contracts that cover different regions of 
the state. While the number of contracts 
dropped each year, the total capacity 
fluctuated, dropping between FY15 and 
FY16 before slightly rising in FY17. The 
IFS agency capacity is the maximum 
number of open cases at any one time. 
This allows for agencies to plan for the 
number of caseworkers needed to serve 
IFS cases. Exhibit 4-4 shows the 
number of contracts, the capacity and 
the expenditures for IFS by fiscal year. 

Exhibit 4-3 
SERVICES RECEIVED 

For FY15-FY17 Investigations Sampled 

Services Received Count Percent 

No Service Received 98 65.3% 

Placement Services 13 8.7% 

Already Receiving Services 13 8.7% 

Intact Family Services/Recovery 13 8.7% 

Multiple Services Received1
 4 2.7% 

Community Based Services 3 2.0% 

No Service Received – Withdrew 3 2.0% 

Not Applicable 2 2 1.3% 

Norman Cash Assistance 1 0.7% 

Total 150 100% 
Notes: 
1 Multiple services includes three cases that involved IFS and 
Norman Cash Assistance. 
2 Not Applicable includes Facility and Foster Care cases. 
Source: OAG sample of 150 indicated investigations for FY15-FY17. 
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Due to limitations in the service data 
provided by the Department, auditors 
could not determine the number of IFS 
cases for the audit period. On August 1, 
2018, auditors requested the number of 
intact family services cases served by 
POS agency contracts for FY15-FY17. 
The Department could not readily 
provide data to show the number 
served by each IFS contract or agency 
and officials stated it would require a special data run from its systems. Information 
regarding the number served by each IFS contract each fiscal year for the audit 
period was never provided. According to an official, there is no database with this 
information in it. 

 
Without having IFS case data readily available it is difficult for the Department to conduct 
budgetary or strategic planning for its IFS program. It is also unclear how the 
Department is determining the contracted capacities in the POS agency contracts 
without knowing the actual number that received services. Further, it makes it difficult 
for the Department to know if POS caseworkers are maintaining caseloads in compliance 
with the B.H. consent decree (88 C 5599 (N.D. Ill.)), which limits the caseload to 20 families 
per caseworker. 

 
Response:  The Department currently tracks Intact Family Services cases using payment 
data for both POS agency (contract) utilization and for budgeting purposes. While these 
fiscal reports will continue, the Department in addition will be developing monthly 
production reports from DoIT to ensure DCFS management staff receives timely reporting 
of agency caseloads. 

 
Updated Response: Implemented. A daily intact report is produced by DCFS 
Department of Innovation and Technology providing detailed information on intact family 
tracking. It is reported to have been instituted on October 13, 2017. 

 
 

10. The Department of Children and Family Services should ensure that 
Purchase of Service (POS) agency contracts are accurate and specify 
coverage for all assigned counties. 

 
Finding:  For Intact Family Services, the Department POS contracts did not cover all 
counties in the State during the audit period. During the review of IFS POS agency 
contracts, auditors found 10 counties that were not covered by any provider for at least 
one fiscal year. Auditors followed up with the Department and an official explained that 
the lack of coverage was due to an oversight on the contract. The official stated that they 
asked the POS agencies to review the coverage section of the contract to ensure its 
accuracy and it often got overlooked. According to the official there is at least one agency 

Exhibit 4-4 
INTACT FAMILY SERVICES 

CONTRACTS, CAPACITY, AND EXPENSE 

FY15-FY17 

 FY15 FY16 FY17 

Contracts 42 38 37 

Capacity 2,380 2,250 2,330 

Expense $27,895,182 $26,808,690 $30,710,472 

Source: OAG analysis of Department data. 
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for every county in the State even though it may not be reflected in the contracts. 
However, because the Department could not provide a list of those served by each POS 
contract, auditors could not determine whether services were provided to families in all 
counties of the State. 

 
Not ensuring that the contracts are accurately completed and inclusive of all counties 
increases the risk that families in the overlooked counties may not be provided needed 
services due to the lack of agencies having a contractual obligation to serve those 
counties. 

 
Response:  The Department’s Office of Contract Administration reviews all contracts 

annually, each Spring, in preparation for July 1st services. Beginning in FY19, the 
Department has included as part of that review process to ensure a careful review with 
Intact Family Services management staff that all counties are reported accurately for 
every contract. While no families were denied services due to specific counties not being 
listed, the Department’s expectation is that all assigned counties are reflected in the POS 
agency contracts in a complete and accurate manner. 

 

Updated Response:  Implemented. The identified matter was corrected within the 
Department’s contract’s database (ACCESS). 

 
Also, the audit finding and subsequent outcome was addressed with the Department’s 
newly created Statewide Intact Family Services Administrator in preparation for FY21 
program planning. 

 
 

11. The Department of Children and Family Services (CFS) should complete a 
CFS 2040 form for Intact Family Service referrals as is required by 
procedures. These forms should also be maintained in an accessible 
location. 

 
Finding:  Auditors requested the CFS 2040 IFS referral forms for 25 investigations that 
auditors sampled that had an IFS case ID number. The Department could only provide  1 
of 25 (4.0%) requested referral forms. The form that was provided did not show evidence 
of Department approval for the services. 

 

According to officials, because of computer modifications and folders being archived, the 
CFS 2040 forms may no longer exist. Often these documents, which are only shared by 
email between the supervisor and Area Administrators, are no longer in their folders. It is 
very likely most of these existed only in electronic format. 

 
The CFS 2040 forms show information about the investigation including family 
composition, paramours involved, CERAP information, prior abuse and neglect history, 
criminal history, case opening history, investigation history, and services already initiated 
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all in one place. If maintained, these forms would allow investigators to quickly review any 
previous issues and services. 

 
Updated Response:  Implemented. The CFS 2040 is the appropriate form and the OIFS 
unit handles all case assignment and maintains copies of all referrals. 

 
 

12. The Department of Children and Family Services should document all 
purchases made with Norman Cash Assistance funds. The Department 
should also update its cash assistance request approval policies to reflect 
the current organizational structure of the agency. 

 
Finding: Norman Cash Assistance services assist families who lack food, clothing, 
housing or other basic human needs that place children’s safety at risk and would 
otherwise necessitate removal from the family or would be a barrier to reunification. The 
program provides cash assistance to purchase needed items, assistance in locating 
housing, and expedited enrollment in TANF (Temporary Assistance for Needy Families). 

 

Auditors could not identify the position of Deputy Director of the Division of Service 
Intervention in any Department organizational charts that were provided. According to 
Department officials, the position of Deputy Director of the Division of Service Intervention 
no longer exists. The policies for approving Norman Cash Assistance were last updated 
in 2005. 

 
Of the 150 investigations auditors reviewed, auditors identified four that received Norman 
Cash Assistance. On November 16, 2018, auditors requested any documentation from 
the Department for these expenditures. On November 19, 2018, the Department provided 
notes and a one-page printout for one expenditure, but did provide any approval forms. On 
April 5, 2019, after the exit conference was held, the Department provided approval forms 
for three expenditures. The Department could not provide an approval form for one 
expenditure for $1,400. 

 
Response:  The Department agrees that Procedures and Organization charts should 
reflect the current process. The Department also agrees that purchases made using 
Norman Cash Assistance Funds should not only be well documented but, that documents 
should be readily available for review/audit. 

• The Agency shall update their written procedures to reflect how Norman Cash 
Assistant funds are currently processed, including who approves assistance. 

• The Agency shall update the Organization Chart, reflecting the removal of the 
Deputy Director of the Division of Service Intervention position. 

• The Agency shall include in their update of written procedures the process of 
properly retaining CFS 370-5 forms to ensure they are readily available for 
review/audit. 
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In completing the corrective actions above, the Department expects to develop a system 
that; (A) properly reflects the current process and organizational structure of the Norman 
Cash Assistance program and (B) ensures proper document retention of purchases 
made. 

 
Updated Response:  Accepted and Partially Implemented.  Expected implementation 
date is 12/31/2020. 

 
The Department’s Procedures already reflect how Norman Cash Assistance funds are 
currently processed, including who approves assistance. This information was included 
on page 54 of the May 2019 Office of Auditor General Report on IDCFS’ Investigations 
of Abuse and Neglect and is stated in DCFS Procedure 302.385 g) 1). 

 
The Department has requested changes to DCFS Procedures 302.385 g) 1) to replace 
the “Deputy Director of Service or designee” to “Deputy Director, or designee, over the 
Norman Services Program.” 

 

The Department has requested changes to DCFS Procedures 302.385 stating that 
workers will keep information on all Norman Service requests (Including form CFS370-5) 
in the case file. The Department already has a record retention schedule for DCFS cases. 

 
The Department has removed the title/position of Deputy Director of the Division of 
Service Intervention from its organizational chart 

 
 

13. The Department of Children and Family Services should follow existing 
Department procedures including: 

• Documenting referrals for community based services including the 
duration and frequency of the services and the 
conditions/circumstances that the services are designed to mitigate; 
and 

• Verifying whether the family is following through with the community 
services. 

 

Finding:  The Department could not provide documentation of referrals to community 
services or whether the services were received. Department investigators rely on contact 
notes in SACWIS to document any verbal discussions with families. Although Department 
procedures require investigators to be actively involved in the referral/linkage process and 
to document this involvement in a contact note, the review of cases in SACWIS showed 
that these procedures are not being followed. There are no formal forms for referrals to 
community based services. Therefore, it was difficult to document if the families actually 
received referrals or followed up with any referrals and received services from community 
providers. 



Performance Audit of the 
Department of Children and Family Services 

Investigations of Child Abuse or Neglect 

28 

 

 

 

Because the Department’s rules and procedures do not include a definition of what 
constitutes community services, auditors asked the Department what would be defined 
as community services. Officials responded that community services would include any 
services that are not provided as contracted services. According to a Department official, 
community services may include food pantries, mental health service referrals, and 
medical and dental information. It may also include providing the locations of other agency 
offices such as the Department of Human Services, the Social Security Office, or where 
to apply for unemployment. Transportation information may also be provided. Some 
communities may also have various cultural and language service providers. Available 
services may vary by community. 

 
Auditors reviewed information in SACWIS for 150 investigations and requested 
information from the Department regarding 60 investigations that may have received 
community services. For 45 of 60 investigations (75.0%), the Department could not 
provide documentation that any services were received. Further, in the review of 
investigation case notes in SACWIS, auditors found little documentation of the required 
referral/linkage activities covered in Procedure 300.130(b). 

 
Updated Response:  Accepted and Partially Implemented. The Department will 
ensure staff are reminded of current procedures regarding community referrals, what the 
service mitigates, time frames and efforts to verify that a family has linked with the service. 
This will be completed by 2019. 

 
The creation of a specific “services” note within SACWIS will be explored. A specific 
services note is in the SACWIS Small Changes queue. It will be included in an upcoming 
release. 

 
Reminders of current procedures regarding community referrals occurs routinely at the 
RA/AA/PSA level during weekly AA teleconference, monthly AA meetings, and quarterly 
statewide all Supervisor meetings. 

 
 

Demographic Information 
 
During the audit period, the number of indicated children decreased every year while the 
total number of alleged victims increased. According to data provided by the Department 
as of July 27, 2018, for the three-year period FY15-FY17 there were 221,341 
investigations involving a total of 358,545 children, 96,576 of whom had at least one 
indicated allegation. 

 
Auditors could not obtain a reliable count of the number of unique victims because of 
limitations with the data provided by the Department. Each person in the SACWIS system 
is assigned a unique PersonID. However, auditors found that there were over 8,000 
instances where the same child had been assigned multiple PersonIDs. Therefore, 
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auditors could not obtain a reliable count of the number of unique child victims over the 
audit period because of data limitations. 

 
For the 221,341 investigations for FY15-FY17, there were 450,483 total allegations, with 
an overall indication rate of 25.5%. The most common allegations were “Substantial Risk 
of Physical Injury/Environment Injurious to Health and Welfare by Neglect” and 
“Inadequate Supervision.” A total of 52,502 children were the alleged victims of sexual 
abuse during FY15-FY17, and 32,439 children were the alleged victims of serious harm. 

 
Age 

 
Children under the age of one were the most frequent alleged victims of abuse or neglect 
(8.1% of all victims) and also the most likely to be indicated victims (13.3% of all indicated 
victims). After the age of one, the number of indicated allegations of abuse or neglect 
trends downward. 

 

Race and Ethnicity 
 
For race, children who were identified as White or Black/African-American made up 96.4% 
of all alleged victims (62.5% White and 33.9% Black/African-American) and 97.1% of all 
indicated victims (62.4% White and 34.7% Black/African-American). Data provided by the 
Department showed that 2.3% of alleged victims did not have a race recorded. For 
ethnicity, children with a Hispanic ethnicity comprised 15.6% of all alleged victims and 
16.7% of indicated victims. 

 
Gender 

 
For gender, there was an even split between male and female victims. Males accounted 
for 49.7% of all alleged victims and females were 49.6%. For indicated victims, males 
accounted for 49.4 percent and females were 50.3%. 

 
Geographic Location 

 
Auditors found that 25.6% of all investigations occurred in Cook County, followed by Lake 
County with 4.1%. There were investigations of alleged abuse or neglect in all 102 
counties in Illinois. 
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Illinois child-welfare agency falters while abuse claims jump 
An audit finds that there was an 11% increase in child abuse and -neglect investigations from 2015 to 2017. 

 
Springfield 

Author: WQAD Digital Team 

Published: 2:30 PM CDT May 7, 2019 

Updated: 6:48 AM CDT May 8, 2019 

SPRINGFIELD, Ill. (AP) — An audit finds that there was an 11% increase in child abuse and -neglect 

investigations from 2015 to 2017 while the state's timeliness in responding to complaints and in completing 

investigations slowed and investigators' caseloads violated a federal consent decree. 

The review of the Department of Children and Family Services released Tuesday by Auditor General Frank Mautino 

made 13 recommendations for improvement. It covered the period from 2015 to 2017 but DCFS is again facing 

withering criticism for its role in the deaths of three children since January. 

Lawmakers ordered the audit after the May 2017 death of 16-month-old Semaj Crosby of Joliet and after media 

reports of abuse in foster care suffered by Laquan McDonald. A Chicago police officer fatally shot the unarmed 

black teen in fall 2014. 

A bipartisan group of Illinois lawmakers is aiming at failures in Illinois' child-welfare agency beginning with 

legislation to improve oversight of its most sensitive cases. 

Rep. Sara Feigenholtz and more than a dozen other House and Senate members convened Tuesday, May 7, to 

announce a child-welfare reform caucus after a string of deaths of children under the watch of the Department of 

Children and Family Services. The latest came with the April 24 discovery of the body of 5-year-old Andrew "AJ" 

Freund in a shallow grave in suburban Chicago. AJ had multiple contacts with DCFS. His parents have been 

charged with murder and other crimes. 

Feigenholtz's legislation would require an ongoing internal audit of 5% of all DCFS cases in which there was not 

enough evidence to sustain allegations of abuse or neglect. It requires review to see that all procedures were 

followed. 

A state audit released Tuesday found that during 2015-2017, DCFS was slow to respond to allegations , slow to 

close cases, and did not always document it had followed all procedures in abuse investigations.  

https://www.auditor.illinois.gov/Audit-Reports/Performance-Special-Multi/Performance-Audits/2019_Releases/19-DCFS-Abuse-Investigations-Prgm-Full.pdf
http://www.ilga.gov/legislation/fulltext.asp?DocName=10100SB0193ham001&GA=101&SessionId=108&DocTypeId=SB&LegID=116037&DocNum=193&GAID=15&Session=
https://www.auditor.illinois.gov/Audit-Reports/Performance-Special-Multi/Performance-Audits/2019_Releases/19-DCFS-Abuse-Investigations-Prgm-Digest.pdf


2 

Report: DCFS faulted for high caseloads, violating policies for child abuse 

and neglect investigations 

ELYSSA CHERNEY Chicago Tribune May 7, 2019 

SPRINGFIELD — A new report from the Illinois auditor general slammed the state's troubled child welfare agency 

for failing to follow its own policies when investigating cases of abuse and neglect, finding a hotline used to report 

allegations cannot handle the call volume and caseloads for staff are too high. 

The long-awaited audit was released Tuesday morning, hours before a group of state lawmakers plan to announce a 

new caucus aimed at reforming the state Department of Children and Family Services as it faces intense scrutiny 

after several young children under its watch have died in recent months. 

Auditor General Frank Mautino's report concludes that "the Department needs to improve timeliness in several 

areas" for cases reviewed between 2015 and 2017. One of those areas, Mautino wrote, is making contact with 

alleged victims or perpetrators. The audit found that an alleged victim was not interviewed within 24 hours in 29 

percent of cases. The alleged perpetrator was not interviewed within a week in nearly a quarter of all cases. 

DCFS has protocols that require "timelines to be followed, interviews to be conducted, forms to be completed and 

documentations to be collected in completing investigations of child abuse and neglect," the summary report said. 

"However, we found that the Department did not always follow procedures in conducting investigations." 

A spokesman for DCFS did not immediately want to comment on the findings. The report said the department 

"generally agreed" with 13 recommendations made by the auditor general. 

The audit also found that the number of investigations handled by the department has spiked in recent years, from 

67,732 in fiscal year 2015 to 75,037 in 2017. During that period, caseloads for investigators were too high, violating 

a decades-old consent decree that says child protective services investigators cannot be assigned more than 12 new 

cases per month for most of the year. The auditor found that nearly 80 percent of investigators were assigned more 

than 15 new cases in at least a one month of the time reviewed. 

The audit is the latest blow to the beleaguered agency, which is reeling after the high-profile death of 5-year-old 

Andrew "AJ" Freund of Crystal Lake last month. AJ, whose parents had been involved with DCFS since he was 

born with opiates in his system, was fatally beaten and buried in a shallow grave near Woodstock, authorities said. 

AJ's parents have been charged in connection with his death, and both pleaded not guilty. 

The audit, however, has origins long before AJ's case. The investigation was ordered by the Illinois House of 

Representatives in June 2017 following another shocking death -- that of 17-month-old Semaj Crosby, who was 

reported missing hours after a caseworker visited the squalid Joliet Township home where, days later, the girl was 

found dead under a couch. 

The resolution calling for the audit also cites Laquan McDonald, the teenager fatally shot 16 times by a Chicago 

police officer in 2014 and who was a longtime state ward before his death. That case, the resolution said, shed light 

on inefficiencies plaguing the DCFS foster care program, revealing "the instability and abuse Laquan McDonald 

experienced through his youth as he moved through the foster care system." 

As part of the resolution, lawmakers directed the audit to examine abuse or neglect investigations conducted by the 

department in fiscal years 2015, 2016 and 2017. They said they wanted the audit to examine how long it took 

investigators to close the cases, final determinations that investigators made and demographic information about the 

children who were possible victims of abuse and neglect. 

In his report, Mautino found that children under the age of 1 were the most frequent alleged and substantiated 

victims of abuse or neglect. During the three-year period, there were 221,341 investigations involving a total of 

358,545 children. More than 96,500 children were confirmed to be victims of abuse and neglect. 

 



3 

In the wake of AJ's death and the audit report, a group of lawmakers on Tuesday announced the creation of a new 

caucus to reform DCFS and improve the safety of children under its care. 

State Rep. Sara Feigenholtz, a Chicago Democrat who chairs the Senate's adoption and child welfare committee, is 

helping spearhead the movement. Feigenholtz said the caucus will consist of bipartisan members from both 

chambers, but did not offer a full list, saying the process is still ongoing. 

"This is an issue touching the state in every corner geographically, and it is not a partisan issue," she said. "I have 

people that are calling me from all over the state about cases that have come to their attention that they are very, 

very concerned about." 

On Monday, Feigenholtz filed legislation to establish a review process for cases involving abuse or neglect. The 

measure, which was filed as an amendment to an existing bill sitting in Feigenholtz's committee, would require the 

deputy director of child protection to create a system for checking 5 percent of cases where allegations were not 

substantiated and the child is younger than school age, meaning they may not have come into contact with teachers, 

social workers or other mandated reporters. 

The legislation also requires the review of cases where allegations were confirmed for older children, but the family 

has declined services or there are other reasons why the department is not taking protective custody. Moreover, the 

department would have to file semi-annual reports with the General Assembly summarizing the cases reviewed and 

providing recommendations for systemic reforms. 

"It builds a review process that ensures that the administrative level of the department is aware and accountable for 

what's going on in the field," Feigenholtz said. 

Additionally, the measure bans incentives, monetary or otherwise, from being offered to child investigators or 

private contractors deciding which services to offer a family or whether to close a case. 

In 2017, the Tribune reported that DCFS employees were pushed to speed up their work, including child protection 

investigations. Under an initiative called "Blue Star," workers were offered overtime pay if they closed cases in two 

weeks instead of the 60 days allotted by state law. The Tribune also found that a Joliet office administrator created a 

contest for workers who closed the most abuse and neglect cases, offering $100 and $50 gift cards. 
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Audit: Over half of DCFS investigators were not compliant 

WAND TV May 7, 2019 

SPRINGFIELD, Ill. (WAND) - An audit of the Department of Children and Family Services looking into reports of 

child abuse and neglect over a three year period has been released.  

House Resolution Number 418 audited and reviewed abuse and neglect investigations that were conducted by the 

department from 2015, 16 and 17.  

According to the audit, the number of cases from 2015 to 2017 increased by 10 percent. During the 2015 67,732 

cases were investigated state wide and in 2016 78,572 cases were investigated. In 2017 DCFS investigated 75,037 

cases.  

The audit also showed that workers case loads were not compliant. During the three year period it showed that 

investigators with DCFS were assigned 15 new cases a month. From February to April 2016 over half of all 

investigators were out of compliance with the Child Endangerment Risk Assessment Protocol (CERAP).  

The department was also cited for not always following procedures during investigations, according to the report.  

However, it showed that the completion for investigations declined over the three year time frame. But investigators 

were reportedly not always documenting needs during investigations.  

In 65 percent of cases there was a lack of documentation regarding whether any services were received by the 

families and the duration of services  

The audit has a total of 13 recommendations to DCFS. 
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The Latest: Bill would require follow-up on child welfare 

by Associated Press Tuesday, May 7th 2019 

SPRINGFIELD, Ill. (AP) -- The Latest on problems in Illinois child-protection system and efforts to fix it (all times 

local): 

A bipartisan group of Illinois lawmakers is aiming at failures in Illinois' child-welfare agency beginning with 

legislation to improve oversight of its most sensitive cases. 

Rep. Sara Feigenholtz and more than a dozen other House and Senate members convened Tuesday to announce a 

child-welfare reform caucus after a string of deaths of children under the watch of the Department of Children and 

Family Services. The latest came with the April 24 discovery of the body of 5-year-old Andrew "AJ" Freund in a 

shallow grave in suburban Chicago. AJ had multiple contacts with DCFS. His parents have been charged with 

murder and other crimes. 

Feigenholtz's legislation, Bill SB193, would require an ongoing internal audit of 5% of all DCFS cases in which 

there was not enough evidence to sustain allegations of abuse or neglect. It requires review to see that all procedures 

were followed. 

A state audit released Tuesday found that during 2015-2017, DCFS was slow to respond to allegations , slow to 

close cases, and did not always document it had followed all procedures in abuse investigations. 

An audit finds that there was an 11% increase in child-abuse and -neglect investigations from 2015 to 2017 while 

the state's timeliness in responding to complaints and in completing investigations slowed and investigators' 

caseloads violated a federal consent decree. 

The review of the Department of Children and Family Services released Tuesday by Auditor General Frank Mautino 

made 13 recommendations for improvement. It covered the period from 2015 to 2017 but DCFS is again facing 

withering criticism for its role in the deaths of three children since January. 

Lawmakers ordered the audit after the May 2017 death of 16-month-old Semaj Crosby of Joliet and after media 

reports of abuse in foster care suffered by Laquan McDonald. A Chicago police officer fatally shot the unarmed 

black teen in fall 2014. 
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102 dead children had prior Illinois DCFS contact, audit finds 

ABC 7 Chicago 

By Chuck Goudie and Barb Markoff, Christine Tressel and Ross Weidner 

Wednesday, May 8, 2019 

CHICAGO (WLS) -- A stunning new three-year performance audit of the Illinois Department of Children and 

Family Services found that the system designed to protect the state's vulnerable children had prior contact with 102 

children who died during 2015 to 2017. 

In a new Performance Audit of DCFS Investigations of Abuse and Neglect released Tuesday, state auditors found 

that 15.5% of children whose deaths were investigated by DCFS had prior contact with the department through 

abuse or neglect investigations. The report found that there were 163 prior investigations for these 102 victims, with 

one victim even investigated nine times before their death. In addition, because of an issue with the system DCFS 

uses to track its cases, auditors wrote that "it is difficult to know if these are all the death victims with prior contact 

with DCFS." 

The ABC7 I-team looked at the stunning new three year performance audit of the Illinois Department of Children 

and Family Services. 

In the three years from 2015 to 2017, auditors found that DCFS investigated 450,483 allegations of abuse or neglect. 

About a quarter of those investigations, 114,653, were found to be bona fide by the department. In the report, 

auditors highlight the welfare agency's failure to follow procedures for conducting investigations, including the 

ability to have them completed in a timely manner. According to the report, in the latest year studied, more than 

12% of investigations were not completed within 60 days. The audit found "required interviews with the alleged 

victim and perpetrator were not always completed in a timely manner" and that department data showed that "the 

alleged victim was not interviewed within 24 hours in more than 29 percent of cases" and the "alleged perpetrator 

was not interviewed within 7 days in 24.5 percent of cases." 

 

The ABC7 I-team looked at the stunning new three year performance audit of the Illinois 

Department of Children and Family Services. 
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The audit also found that the hotline for reporting abuse was unable to handle the amount of calls coming in, 

"resulting in call backs." The report found a sharp increase in those call backs as well - nearly 40% of calls in 2015 

to the emergency hotline resulted in a callback. By 2017, that number of unanswered calls spiked to nearly 56% 

needing call back. 

The investigation cited caseloads that were too high for staff to handle based on amounts allowed under a consent 

decree. More than 78% of DCFS investigators had at least one month in the studied timeframe "in which they 

received more than 15 new assignments." DCFS investigators are supposed to only be assigned a max of 12 new 

cases for nine months of a calendar year and up to 15 for the remaining three months. The audit found that 32 

department investigators "averaged more than 15 case assignments per month for the entire three-year period" and 

114 investigators averaged more than 15 assignments per month even though they didn't receive any new cases 

during that timeframe. 

The audit found investigations of "alleged abuse or neglect" in all of Illinois' counties, with Cook County accounting 

for more than 25% of the cases. Lake County had the second most cases studied, 4%. 

DCFS Acting Director Marc Smith released this statement in response to the audit: 

"Under this administration and leadership team, DCFS welcomes the Auditor General's findings and is fully 

committed to making substantial changes in how our agency serves vulnerable children and families. That is why we 

have already begun moving forward on these recommendations. Nothing is more important than getting this work 

right, and the findings show serious lapses and problems. While the report covers the period from 2015 to 2017, we 

believe that the problems plaguing DCFS are deep-seated and have existed for years. Our missions is to take all the 

necessary steps to overhaul longstanding policies and procedures that have failed Illinois' children, and these 

recommendations are an important element of our path forward. We welcome partnerships and input from 

stakeholders as we move forward with that critical work." 

Governor JB Pritzker's spokeswoman released this statement: 

"The Auditor General's report is a disturbing illustration of both the short and long term damage from hollowing out 

state government and DCFS' longstanding problems serving our most vulnerable. The governor is committed to 

doing better for our families and our children across this state. Among the governor's first steps to address these 

problems, he has permanently added another 126 caseworkers, requested an independent review of DCFS' intact 

family services and appointed a new director with deep knowledge and experience both within DCFS and with 

private agencies. The administration is working together with leaders in the agency, lawmakers and stakeholders to 

identify problems and overhaul functions at DCFS. There is nothing more important than getting this right and 

protecting our most vulnerable children." 
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Audit Finds Numerous Problems At DCFS; Lawmakers Taking Hard Look 

At 'Intact Families' Policy 

By BRIAN MACKEY • MAY 7, 2019 

State Rep. Anna Moeller, at podium, said she was born with opioids in her system. She considers herself lucky the state took her 
away from her mother. 

Originally published on May 7, 2019 6:26 pm 

An audit released Tuesday paints a damning picture of Illinois’ child-welfare agency. 

The audit follows several high-profile deaths of kids the Department of Children and Family Services had been 

monitoring. 

There are a lot of bad statistics: Between 2014 and 2017, the agency's annual abuse and neglect caseload went up by 

thousands. At the same time, the child abuse hotline was so busy that more than half of callers had to leave a 

message. 

James McIntyre, head of the Illinois Chapter of the Foster Care Alumni of America, focused on the 26 percent of 

sampled cases where abuse or neglect was indicated, but there was no referral to community services. 

“Now what that says in normal people talk is: We left families alone. We left families stranded,” McIntyre said. 

“We let that kid know that their voice does not matter, and that although, yes, abuse is wrong, we as a state said, 

‘It’s OK, we don’t need to offer services, we don't need to offer support.’” 

Hours after the audit was released, a group of Democratic state representatives held a news conference at which they 

pledged to address the agency‘s problems. 

Some lawmakers said it’s time to reassess DCFS’ priorities, including its focus on keeping families intact. 

State Rep. Anna Moeller, a Democrat from Elgin, said she was exposed to opiates in the womb. She counts herself 

as lucky since the state took her away from her birth mother, allowing her to be raised by her grandparents. 

“A.J. (Freund) was left in the custody of his birth parents, who apparently had similar drug problems (to Moeller’s 

mother), who now are accused of beating him to death,” Moeller said. 

“It’s clear that the state failed A.J. and it’s clear that we must make changes and fix our child protective care system. 

Our main priority must be what is best for the child, even if that means removing him or her from their parents,” she 

said.  
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Audit Finds DCFS Understaffed, Out of Compliance 

By Cole Lauterbach - Illinois Radio Network 

Amid scrutiny after the death of a 5-year-old Crystal Lake boy, a report released Tuesday found Illinois Department 

of Children and Family Services investigators took on more cases than allowed as the number of cases spiked, a 

situation that often led to other lapses. 

The Auditor General’s report showed investigations spiked, causing the hotline and caseworkers to be overloaded 

beyond what a court-order required. The department conducted more than 75,000 investigations of child abuse or 

neglect in fiscal year 2017, according to audit findings. 

The audit found that more than half of the hotline calls that came into the department (55.7 percent) were not 

immediately fielded and required a callback. In the same year, more than 12 percent of investigations were not 

completed within 60 days. 

The report was ordered by lawmakers in 2017 after the high-profile death of a Joliet child under the supervision of 

DCFS. 

The department responded to the findings Tuesday afternoon. 

 “Under this administration and leadership team, DCFS welcomes the Auditor General's findings and is fully 

committed to making substantial changes in how our agency serves vulnerable children and families,” Acting 

Director Marc Smith said in a statement. “That is why we have already begun moving forward on these 

recommendations. Nothing is more important than getting this work right, and the findings show serious lapses and 

problems. While the report covers the period from 2015 to 2017, we believe that the problems plaguing DCFS are 

deep-seated and have existed for years.” 

Department officials said they have added additional hotline employees and refined procedures to more efficiently 

handle cases. 

Lawmakers announced new legislation Tuesday that sponsor Rep. Sara Feigenholtz, D-Chicago, said will require 

more accountability and oversight for DCFS cases. 

“We want to make sure that there are other sets of eyes on these cases that are so difficult,” she said. 

The bill would require internal reviews on certain cases to ensure that the findings are sound and would prohibit 

incentives in decision-making for families, meaning agencies will not be metered by cases being referred to a court. 

Feigenholtz said that the existing organizational structure of DCFS requires all problem reporting to go to the 

director of operations, a position that’s been vacant for what she said was “a very long time.” 

State Sen. Robert Peters, a Chicago Democrat who grew up in a foster family while his mother struggled with drug 

addiction, said fixing the problems at the agency will take more than a year. 

“I want to see an Illinois where we don’t have these stories anymore so I’m not seen as an exception because I’m not 

exceptional,” he said. 

The lawmakers said more money would be needed to help the understaffed department and were confident they 

would come to an agreement in the budget process to find what’s needed. 

The report and calls for change come after 5-year-old Crystal Lake boy Andrew “A.J.” Freund Jr. was found in a 

shallow grave despite DCFS making dozens of contacts with the boy's parents and receiving several warnings about 

abuse. Prosecutors have charged the parents with murder. 
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Illinois lawmakers vow to fix lapses in child welfare system 

JOHN O'CONNOR AP Political Writer May 8, 2019 

Illinois Rep. Sara Feigenholtz, center, speaks at a news conference with more than a dozen other House and Senate 

members of a newly formed child-welfare reform caucus with legislation to bolster checks and balances in the 

Department of Children and Family Services on Tuesday in Springfield. Lawmakers are taking aim at failures in the 

state's child-welfare agency, haunted for decades by deaths wrought of abuse and neglect that state officials too 

often are too poorly resourced or too poorly managed to prevent. 

SPRINGFIELD — Illinois lawmakers on Tuesday took aim at the state's Department of Children and Family 

Services, which has been haunted for decades by deaths wrought of abuse and neglect and is in the spotlight again 

following the beating death of a 5-year-old suburban Chicago boy with a long history of contact with the agency. 

The agency also this year has drawn scrutiny for its involvement with two other children who died, including a 2-

year-old Decatur girl who police say died of starvation and neglect.  

Rep. Sara Feigenholtz stood with more than a dozen House and Senate members of a new child welfare reform 

caucus to propose legislation that would bolster checks and balances in the child welfare agency. 

Also Tuesday, Auditor General Frank Mautino issued a review of the agency's investigative practices from 2015 to 

2017. It found that while abuse and neglect complaints jumped 11%, the DCFS hotline put callers into voicemail 

more than half the time, caseloads of investigators regularly exceeded limits set by a federal consent decree, and in 

more than three of five cases in which a child stayed with a family after an investigation, documentation did not 

exist to show proper social services were provided. 

DCFS has requested funding for 126 new hires in the budget year that begins July 1. 

Feigenholtz's measure would set up a review of allegations of neglect or abuse in which DCFS investigators 

concluded there was insufficient evidence to sustain the claim, to make sure all the boxes were checked. 
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"We want to make sure that there are other sets of eyes on these cases that are so difficult," said Feigenholtz, a 

Chicago Democrat. 

It was a key missed piece in the case of Andrew "AJ" Freund of Crystal Lake. 

Records in AJ's case show he confided to an emergency room doctor in December that he had been beaten with a 

belt, but a DCFS administrator conceded last week that the information was missed when the agency ascribed AJ's 

bruising to a playful family dog and closed the complaint in January. 

The 5-year-old's body was found April 24 wrapped in plastic in a shallow grave near Woodstock, and his parents 

have been charged with murder. 

"Our mission is to take all the necessary steps to overhaul longstanding policies and procedures that have failed 

Illinois' children and these recommendations are an important element of our path forward," DCFS Director Marc 

Smith said in a prepared statement. 

Even before AJ's death, Gov. J.B. Pritzker ordered a review of the agency to recommend improvements following 

the high-profile deaths of two toddlers. The first was Ta’Naja Barnes, 2, who died in a Decatur home Feb. 11. The 

state agency had taken Ta’Naja and her younger brother into foster care before returning them to her mother and 

mother’s boyfriend, who are charged with murder and have pleaded not guilty in the case.  

DCFS had contracted with a Decatur nonprofit, Webster-Cantrell Hall, to provide foster care and services in 

Ta'Naja's case. Webster-Cantrell has referred requests for comment to DCFS. 

In Chicago, an autopsy in March found a 2-year-old boy had bruises and old rib fractures but records show DCFS 

workers never reported injuries despite numerous visits. Pritzker said that "gross mistakes" were made. 

DCFS has for years emphasized keeping biological families intact when possible, but given the recent record, a 

change of focus might be in order, said Rep. Anna Moeller. Like AJ, the 47-year-old Elgin Democrat was born with 

opiates in her system. Moeller was taken from her biological mother and reared by her grandparents. 

"Our main priority must be what is best for the child, even if that means removing him or her from their parents," 

Moeller said. "We need to support and improve our foster care system and our adoption care programs. We need to 

provide appropriate resources so DCFS can do its job." 

The audit, ordered by the House in June 2017, suggests DCFS has repeatedly failed to provide the necessary social 

services to help troubled families with problems such as drug addiction, joblessness or a lack of parenting skills. 

There was no listing for services recommended in 11% of cases and in 26% the listing was "No Service Needed," a 

statistic which James McIntyre, co-founder and board president of the Illinois chapter of Foster Care Alumni of 

America, said is telling. 

"What that says in normal-people talk is we left families alone, we left families stranded," McIntyre said. "We let 

that kid know that their voice does not matter and that although, yes, abuse is wrong, we as a state said, 'OK, we 

don't need to offer services. We don't need to offer support.'" 

Feigenholtz's bill is SB193. 
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Disturbing’ DCFS audit shows spike in child abuse cases, swamped 

caseworkers 

By Tina Sfondeles  May 7, 2019, 8:13pm CDT, Chicago Sun Times 

The director of the Illinois Department of Children and Family Services Marc D. Smith, center, listens as he testifies before the 
House Appropriations-Human Services Committee last month. Legislators asked him about DCFS action in the case of Andrew "AJ" 
Freund. The 5-year-old boy's body was found in a shallow grave in McHenry County. File Photo. (AP Photo/Kiichiro Sato) 

In the latest blow to the state’s embattled Department of Children and Family Services, an audit released on Tuesday 

found the number of abuse and neglect investigations has increased “significantly” within a three-year span — 

leaving investigators overwhelmed with caseloads. 

Gov. J.B. Pritzker’s office called the report a “disturbing illustration,” while the newly appointed head of DCFS said 

it showed “serious lapses and problems.” And state Rep. Sara Feigenholtz, D-Chicago, along with House and Senate 

colleagues on Tuesday announced the formation of a child-welfare reform caucus to help keep the agency in check. 

The agency is still reeling in the tragic aftermath of the death of 5-year-old Andrew “AJ” Freund, the Crystal Lake 

boy who was allegedly killed by his parents. Two workers who had been monitoring the family prior to the tragedy 

have been removed from casework. And DCFS is reviewing all cases handled by the two employees. 
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Signs and ribbons line the street in front of the Davenport 
Family Funeral Home, where the visitation of 5-year-old AJ 
Freund of Crystal Lake was held last week in Crystal Lake. | 
Mark Black/For the Sun-Times 

The report released Tuesday did not deal with AJ or any individual cases. 

Auditor General Frank Mautino’s 152-page report — requested by the Illinois House in 2017 — found the number 

of abuse and neglect investigations rose from 67,732 to 75,037 — a 10.8 percent spike — from 2015 to 2017. 

The report reviewed and assessed the department’s protocols for investigating reports of child abuse and neglect 

over a three-year period beginning in 2015. In total, there were 221,341 investigations involving 358,545 children. 

Of those, 96,576 were confirmed victims. 

For the 221,341 investigations, there were 450,483 total allegations. The most common allegations were of risk of 

physical injury and inadequate supervision. A total of 52,502 children were the alleged victims of sexual abuse and 

32,439 children were the alleged victims of serious harm, the report said. Children under one were the “most 

frequent alleged victims of abuse or neglect” and the most likely to have had founded cases. 

In this May 15, 2014 file photo, current Illinois Auditor 
General Frank Mautino then an Illinois state Representative, 
speaks at the state Capitol in Springfield.(AP Photo/Seth 
Perlman, File) 

Auditors found that 25.6 percent of all investigations happened in Cook County, followed by Lake County with 4.1 

percent. But there were investigations of alleged abuse or neglect in all 102 Illinois counties. 

The audit also found that investigator caseloads were not in compliance with a consent decree that has been in place 

for decades. For the three years covered in the audit, 78.7 percent of investigators had at least one month during the 

audit period in which they received more than 15 new assignments, the report found. The consent decree requires 

that each investigator be assigned no more than 12 new abuse or neglect investigations per month during nine 
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months of a calendar and during the other three months of the calendar year, no more than 15 investigations per 

month. 

The audit found 32 investigators averaged more than 15 case assignments per month for the three-year period. 

Newly appointed DCFS director Marc Smith said in a statement his agency is already moving forward with 

recommendations and is “fully committed to making substantial changes in how our agency serves vulnerable 

children and families.” 

Department of Children and Family Services director Marc 
D. Smith testifies before the House Appropriations-Human 
Services Committee in April. (AP Photo/Kiichiro Sato) 

“While the report covers the period from 2015 to 2017, we believe that the problems plaguing DCFS are deep-seated 

and have existed for years,” Smith said. “Our mission is to take all the necessary steps to overhaul longstanding 

policies and procedures that have failed Illinois’ children, and these recommendations are an important element of 

our path forward. We welcome partnerships and input from stakeholders as we move forward with that critical 

work.” 

The governor’s office called the report a “disturbing illustration of both the short and long term damage from 

hollowing out state government and DCFS’ longstanding problems serving our most vulnerable.” 

Pritzker spokeswoman Jordan Abudayyeh said the governor is already taking steps to address the problems, 

including adding another 126 caseworkers, requesting an independent review and appointing Smith as the new 

director. 

“The administration is working together with leaders in the agency, lawmakers and stakeholders to identify 

problems and overhaul functions at DCFS,” the statement said. “There is nothing more important than getting this 

right and protecting our most vulnerable children.” 

  

https://chicago.suntimes.com/news/pritzker-orders-independent-review-of-dcfs-names-new-director/
https://chicago.suntimes.com/news/pritzker-orders-independent-review-of-dcfs-names-new-director/
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Audit: DCFS reports spell "City of Chicago" 39 different ways, 

finds several inaccuracies 

by Rachel Droze Tuesday, May 7th 2019 

SPRINGFIELD, Ill. (WICS/WRSP) — The Illinois Auditor General's Office analyzed three years of Department of 

Children and Family Services investigations into reports of abuse and neglect. 

Tuesday, they released a 152-page report, which made more than a dozen suggestions on how the department can 

improve its investigations. 

The audit found, "the Department did not always follow procedures in conducting investigations." 

This report shows a lot of DCFS investigators are getting overloaded with new cases, which is actually illegal. 

Under existing law, investigators can only get assigned 12 new abuse or neglect cases per month for nine months. 

The other three months, they can get up to 15 new investigations per month. 

That means caseworkers can't get more than 153 new cases in a single year. 

But according to the Illinois Auditor General's report, in 2015 and 2016, more than a third of investigators were 

assigned more than 153 new cases. 

During the three years looked at in the report, 78.7% of investigators had at least one month in which they received 

more than 15 new assignments. 

One of those investigators actually got 113 new assignments in a one month span. 

The audit makes 13 specific recommendations to DCFS throughout the audit. 

One of those suggests that DCFS reduce investigator caseloads. 

They said investigators that are overloaded with new assignments are prone to make mistakes, which could lead to 

children being put at serious risk. 

They also said keeping assignments reasonable could help reduce turnover at the department. 

DCFS told the auditors that they've taken steps to make sure investigators don't get assigned too many cases. 

They've also established monthly meetings to review caseloads. 

The Auditor General's report also discussed the amount of inaccurate information. 

"The Department had significant issues producing accurate reports," the report said. 

The report listed four specific issues when it comes to inaccuracies. 

Inconsistent Data Entry 

Auditors found DCFS spelled the City of Chicago 39 different ways. 

Missing Data 
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Investigators are leaving parts of their reports blank. 

For example, 12 percent of all reports in their system didn't list where the incident occurred. 

Input Errors and Incorrect Information 

909 alleged victims had more than one date of birth on file. 

Multiple Person IDs 

Each person is given a unique ID code in the state's system, but the audit found more than 8,000 people had multiple 

IDs on file. Some had up to four different ones. 

NewsChannel 20 actually found two errors in the information that we were provided by DCFS. 

In March, they misspelled Rica Rountree's last name in a statement they sent us. They spelled her last name 

"Roundtree". 

Later that same month, they misspelled Byron Casanova's name in a timeline they released. They spelled his last 

name "Cassanova". 

Both children, who died this year, had connections to DCFS. 
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As new DCFS report highlights failures, Cook County guardian says 'inept' 

child welfare agency is ‘not doing its job ... at every level’ 

By ELYSSA CHERNEY 

CHICAGO TRIBUNE | 

MAY 07, 2019 AT 6:55 PM 

Semaj Crosby, 17 months, was reported missing hours after a DCFS caseworker visited the family's Joliet Township home in 

2017 and was found dead days later. (Will County sheriff's office) 

A new report from the Illinois auditor general slammed the state’s troubled child welfare agency for failing to follow 

its own policies when investigating cases of abuse and neglect, finding a hotline used to report allegations cannot 

handle the call volume and caseloads for staff are too high. 

The long-awaited audit was released Tuesday morning, hours before a group of state lawmakers announced plans to 

create a new caucus aimed at reforming the state Department of Children and Family Services as it faces intense 

scrutiny after several young children under its watch have died in recent months. 

Auditor General Frank Mautino’s report concludes that timeliness for completing investigations declined 

significantly between 2015 and 2017, the years examined by the audit. Though investigators are supposed to 

complete their probes within 60 days, the audit found 16 percent of cases in 2016 remained open after that deadline. 

The report also found that, during those three years, 102 children died who had been the subjects of previous 

investigations of abuse or neglect. In one case, DCFS had conducted nine investigations before the child died, and 

the child’s family was receiving services from the agency at the time of the death. 

Investigators were also slow to make contact with alleged victims and perpetrators. The audit found that an alleged 

victim was not interviewed within 24 hours in 29 percent of cases — even though DCFS investigators must make a 

"good faith attempt" to see a child within that time frame. Alleged perpetrators were not interviewed within a week 

in nearly a quarter of all cases. 

The audit is the latest blow to the beleaguered agency, which is reeling after the high-profile death of 5-year-old 

Andrew “AJ” Freund of Crystal Lake last month. AJ, whose parents had been involved with DCFS since he was 
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born with opiates in his system, was fatally beaten and buried in a shallow grave near Woodstock, authorities said. 

AJ’s parents have been charged with murder in their son’s death. 

DCFS has struggled after years of budget cuts and a rotating door of directors for more than a decade. Marc D. 

Smith, the current acting director, was appointed by Gov. J.B. Pritzker in March after a national search. 

In a statement released later Tuesday, Smith said the agency has already started to implement the report’s 

recommendations. 

 “Nothing is more important than getting this work right, and the findings show serious lapses and problems,” Smith 

said. “While the report covers the period from 2015 to 2017, we believe that the problems plaguing DCFS are deep-

seated and have existed for years.” 

Specifically, Smith said, the agency has provided more training to hotline staff and implemented new procedures for 

hotline callbacks and time frames. The department is also developing a model to track which services are 

recommended to families, and if the families complete them. 

Though the report faulted DCFS for being sluggish to close cases, Smith noted that it also found that 99 percent of 

cases were initiated in a timely fashion. 

Reacting to Tuesday’s audit, Cook County Public Guardian Charles Golbert said the report confirms what many 

who work with the agency already know: “The investigations and intact family services program is inept, and not 

doing its job at every stage of a case and at every level.” 

Intact family services is a program that provides short-term services to families, aiming to allow children to remain 

in their homes safely. 

Golbert also pointed to problems with the 24-hour child abuse hotline, where calls “increased significantly,” 

according to the report, from 222,719 in 2015 to 252,568 in 2017. 

“The hotline is unable to take calls as they are received, resulting in call backs,” the report stated. That resulted in 

the number of callbacks increasing “substantially,” from nearly 40 percent in 2015 to 56 percent in 2017. The audit 

could not assess the timeliness for callbacks because of a lack of data kept by DCFS. 

“That’s not much of a hotline — that’s at best a lukewarm line or even a cold line,” Golbert said. “If the hotline was 

truly a hotline, when you call it, somebody would actually talk to you right then and there.” 

During the three years the auditor general’s office looked at, there were 221,341 investigations involving a total of 

358,545 children. More than 96,500 children were confirmed to be victims of abuse and neglect. 

The most common age of children who were the subject of an abuse or neglect allegation was younger than 1, 

accounting for 8 percent of all investigations, the report found. Such investigations were also the most likely to 

result in a finding that abuse or neglect did occur. 

James McIntyre, a co-founder of Foster Care Alumni of America’s Illinois chapter, attributed the rise in hotline calls 

to cuts to mental health services, drug and addiction placements and child care by then-Gov. Bruce Rauner during 

the state’s budget impasse. 

The audit also found that the number of investigations handled by the department has spiked in recent years, from 

67,732 in fiscal year 2015 to 75,037 in 2017. During that period, caseloads for investigators were too high, violating 

a decades-old consent decree that says child protective services investigators cannot be assigned more than 12 new 

cases per month for most of the year. The auditor found that nearly 80 percent of investigators were assigned more 

than 15 new cases in at least one month of the time reviewed. 
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Heidi Dalenberg, general counsel for the American Civil Liberties Union of Illinois, said that investigative caseloads 

have fluctuated since a 1998 federal consent decree initiated by the ACLU set the required levels. 

 “The noncompliance periods tend to track a lack of money,” Dalenberg said. “When the department is not getting a 

lot of funding, that’s when they start shrinking things back.” 

Despite the increased calls to the hotline, the number of child protective investigators dropped in 2016, the report 

found. 

The audit’s origins date back long before the AJ Freund case. The investigation was ordered by the Illinois House in 

June 2017 following another shocking death — that of 17-month-old Semaj Crosby, who was reported missing 

hours after a caseworker visited the squalid Joliet Township home where, days later, the girl was found dead under a 

couch. 

The resolution calling for the audit also cites Laquan McDonald, the teenager fatally shot 16 times by a Chicago 

police officer in 2014 and who was a longtime state ward before his death. That case, the resolution said, shed light 

on inefficiencies plaguing the DCFS foster care program, revealing “the instability and abuse Laquan McDonald 

experienced through his youth as he moved through the foster care system.” 

As part of the resolution, lawmakers directed the audit to examine abuse or neglect investigations conducted by the 

department in fiscal years 2015, 2016 and 2017. They said they wanted the audit to examine how long it took 

investigators to close the cases, final determinations that investigators made and demographic information about the 

children who were possible victims of abuse and neglect. 

In the wake of AJ’s death and the audit report, a group of lawmakers on Tuesday announced the creation of a new 

caucus to reform DCFS and improve the safety of children under its care. 

State Rep. Sara Feigenholtz, a Chicago Democrat who chairs the House’s Adoption & Child Welfare Committee, is 

helping spearhead the movement. Feigenholtz said the caucus will consist of bipartisan members from both 

chambers, but did not offer a full list, saying the process is still ongoing. 

“This is an issue touching the state in every corner geographically, and it is not a partisan issue,” she said. “I have 

people that are calling me from all over the state about cases that have come to their attention that they are very, 

very concerned about.” 

On Monday, Feigenholtz filed legislation to establish a review process for cases involving abuse or neglect. The 

measure, which was filed as an amendment to an existing bill sitting in Feigenholtz’s committee, would require the 

deputy director of child protection to create a system for checking 5 percent of cases where allegations were not 

substantiated and the child is younger than school age, meaning they may not have come into contact with teachers, 

social workers or other mandated reporters. 

The legislation also requires the review of cases where allegations were confirmed for older children, but the family 

has declined services or there are other reasons why the department is not taking protective custody. Moreover, the 

department would have to file semiannual reports with the General Assembly summarizing the cases reviewed and 

providing recommendations for systemic reforms. 

“It builds a review process that ensures that the administrative level of the department is aware and accountable for 

what’s going on in the field,” Feigenholtz said. 

In 2017, the Tribune reported that DCFS employees were pushed to speed up their work, including child protection 

investigations. Under an initiative called “Blue Star,” workers were offered overtime pay if they closed cases in two 

weeks instead of the 60 days allotted by state law. The Tribune also found that a Joliet office administrator created a 

contest for workers who closed the most abuse and neglect cases, offering $100 and $50 gift cards. 
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Report On DCFS: Overburdened Case Workers, Unresponsive Hotline 

May 7, 2019 at 5:54 pm Derrick Blakley 

CHICAGO (CBS) — Overburdened case workers and an unresponsive hotline — those are just two findings of an 

alarming audit of the Illinois Department of Family Services. CBS 2 has reported 98 children who had prior contact 

with DCFS died just last year. 

CBS 2 political reporter Derrick Blakley spent the day going through the 150 page report. 

The Illinois Auditor General’s investigation was ordered after the shocking death of 17-month old Semaj Crosby, 

found dead days after a DCFS worker visited the family’s Joliet home. The report covers the years 2015 through 

2017 and points to an agency understaffed and overwhelmed. 

For example, the agency’s hotline, is slow to respond. 

“Fifty percent of the hotline calls go into voicemail and need a callback. So for emergency cases where children are 

really in trouble, that’s a huge problem,” said Illinois State Representative Sara Feigenholtz (D-Chicago.) 

Shockingly, crucial interviews came slowly too. In 29% of cases, alleged victims weren’t interviewed within 24 

hours. Even more troubling, in 24% of cases, alleged perpetrators weren’t interviewed within seven days. 

“Our system has to be more nimble and innovative and accountable to ensure the best outcome each time,” said 

Illinois State Representative Anna Moeller (D-Elgin.) 

Federal court oversight limits new cases for investigators, but DCFS wasn’t following the rules. Seventy-eight 

percent of investigators were given more than 15 new assignments in a month, a violation. And in 26% of sampled 

investigations where abuse was confirmed, no services were recommended with no reasons given. 

“What that says in normal people talk is we left families alone. We left families stranded. We let that kid know that 

their voice does not matter, and that, although yes, abuse is wrong, we as a state said it’s OK. We don’t need to offer 

services. We don’t need to offer support,” said James McIntyre of the Foster Care Alumni of America. 

In response, DCFS said it welcomes the Illinois Auditor General’s findings. The agency said it’s already developed 

new timelines and training for hotline callbacks and it’s developing a new model to identify the best services for 

families. 

Another grim statistic from the audit: Children under age 1 were the most frequent targets of confirmed abuse. 

That’s 13% of all victims. 
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Audit faults Illinois child welfare agency’s abuse and neglect investigations 

PETER HANCOCK Capitol News Illinois May 7, 2019 Updated Oct 18, 2020 

SPRINGFIELD — The Illinois Auditor General’s office said Tuesday that understaffing at the state’s child welfare 

agency led to a massive backlog of cases of suspected child abuse or neglect during the administration of former 

Republican Gov. Bruce Rauner. It also said the agency often failed to follow its own protocols for investigating 

cases and filing timely reports. 

The audit report paints a picture of the Department of Children and Family Services as an agency overwhelmed by a 

growing volume of cases with investigators under pressure to close cases quickly, “even when they had not 

performed basic tasks such as contacting police and doctors.” 

“There is every indication here that there are problems,” Rep. Sara Feigenholtz, a Chicago Democrat who chairs the 

House Adoption and Child Welfare Committee, said during a news conference shortly after the report was released. 

The Illinois House ordered the audit in June 2017 when it passed a resolution that cited a number of concerns about 

how the agency was being managed. 

The resolution specifically mentioned the 2014 shooting death of 17-year-old Laquan McDonald by a Chicago 

police officer – a case that “shed light on the inefficiencies that plague the DCFS foster care system” – as well as the 

death in May 2017 of 16-month-old Semaj Crosby, who was found dead in her Joliet home a day and a half after 

DCFS workers had visited the home to investigate a report of suspected child neglect. 

In recent months, there have been even more reports of children dying in families that had previously been 

investigated for suspected abuse and neglect. The most recent of those involved 5-year-old AJ Freund, who was 

found dead in the Chicago suburb of Crystal Lake in April, less than a year after DCFS closed an investigation into 

suspected child neglect after finding that the allegation was “unfounded.” 

The audit examined activity at DCFS between July 2014 and June 2017. That included the two-year period when the 

state government operated without a budget amid a stalemate between the Rauner administration and the 

Democratic-controlled General Assembly. 

According to the auditor’s report, DCFS saw a 10.8-percent spike in the number of cases it was called on to 

investigate during that time. 

During that time, however, there was also a sharp decrease in the percentage of cases where investigators said they 

found credible evidence of abuse or neglect. And in nearly two-thirds of the cases where credible evidence was 

found, auditors could find no documentation about whether those families had received or even been informed about 

available services to help them. 

Meanwhile, the report indicated, the agency was unable to handle the volume of calls coming into its hotline, and in 

some cases it took the agency a week or more to return messages that were left on an answering machine. 

Investigators were also routinely assigned more new cases in a month than is allowed under a federal consent 

decree. 

The report spells out 13 specific recommendations for DCFS to improve its handling of abuse and neglect cases, 

ranging from improving data collection and reporting requirements to ensuring that critical investigations are 

completed within the required 60 days, and that extensions on that time limit are granted only for good cause. 

DCFS Acting Director Marc Smith said in a statement that the agency is committed to following the 

recommendations. 

“Under this administration and leadership team, DCFS welcomes the auditor general's findings and is fully 

committed to making substantial changes in how our agency serves vulnerable children and families,” Smith said. 
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“That is why we have already begun moving forward on these recommendations. Nothing is more important than 

getting this work right, and the findings show serious lapses and problems.” 

“While the report covers the period from (fiscal years) 2015 to 2017, we believe that the problems plaguing DCFS 

are deep-seated and have existed for years,” Smith continued. “Our mission is to take all the necessary steps to 

overhaul longstanding policies and procedures that have failed Illinois’ children, and these recommendations are an 

important element of our path forward. We welcome partnerships and input from stakeholders as we move forward 

with that critical work." 
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Audit: Illinois DCFS did not follow proper procedures 

May 8, 201901086 

By Cassie Buchman, The State Journal-Register 

The Illinois Department of Children and Family Services did not always follow proper procedures and lacked 

timeliness in conducting abuse and neglect investigations from 2015 to 2017, according to a state auditor general’s 

report. 

During the timeframe covered in the audit released Tuesday, the number of abuse and neglect investigations 

increased by almost 11 percent, going from 67,732 to 75,037. 

Also increasing was the number of times the DCFS child abuse hotline was unable to accept calls and required an 

employee to call back the complainant. The auditor general’s report states DCFS did not have written procedures 

regarding their callback process for abuse and neglect reports. 

The amount of callbacks accounted for 39.6 percent of total calls in fiscal year 2015 and grew to 55.7 percent in 

FY17. 

Rep. Sara Feigenholtz, D-Chicago, said the amount of hotline calls that go to voicemail is “a huge problem.” 

Other points in the auditor general’s report show there are other issues, too, she said. 

“There’s every indication here that there are problems,” said Feigenholtz, who announced the formation of a new 

legislative caucus for DCFS child welfare reform 

Feigenholtz said the new caucus is going to look at the auditor general’s recommendations, which include 

developing written procedures for callbacks, improving the quality of the agency’s data and making sure critical 

investigations timeframes are completed according to procedures. 

In a statement, DCFS director Marc Smith said the agency welcomes the auditor general’s findings and has started 

moving forward with the recommendations, including hotline callback procedures and implementing new training 

and procedures to efficiently initiate and close cases. 

“Nothing is more important than getting this work right, and the findings show serious lapses and problems,” he 

said. “While the report covers the period from 2015 to 2017, we believe that the problems plaguing DCFS are deep-

seated and have existed for years. Our mission is to take all the necessary steps to overhaul long standing policies 

and procedures that have failed Illinois’ children, and these recommendations are an important element of our path 

forward.” 

Of the investigations sampled in the audit, 64 percent inaccurately assessed the needs for services. In a review of 

150 cases where abuse or neglect was indicated, 26 percent of cases were classified as not needing services. 

James McIntyre, co-founder of the Illinois Chapter of the Foster Alumni of America, said the number of cases not 

referred to any community resources meant families were left alone. 

″(That says) … we left families stranded, we let that kid know their voice does not matter, and that although, yes, 

abuse is wrong, we as a state said, ‘It’s OK, we don’t need to offer services. We don’t need to offer support,’” he 

said. 

The report also found the agency was assigning too many cases to investigators. Nearly 79 percent of investigators 

had at least one month where they received more than 15 assignments, the audit reported. 

That violates a federal decree prohibiting investigators from being assigned more than 12 new abuse or neglect 

investigations per month for nine months. During the other three months of the year, no more than 15 new 

investigations per month are allowed. 
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Recently, DCFS has come under fire for the deaths of several children who had connections with the agency, 

including 2-year-old Ta’Naja Barnes of Decatur, and AJ Freund, 5, of Crystal Lake. 

Rep. Anna Moeller, D-Elgin, said the state can’t let one more child suffer the way they did. 

“Our main priority must be what is best for the child, even if that means removing him or her from their parents,” 

she said. “We need to support and improve our foster care system and our adoption care programs. We need to 

provide appropriate resources so DCFS can do its job.” 
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About 100 children die each year despite DCFS involvement, promises for 

reform 

Lexi Cortes Belleville News-Democrat May 8, 2019 

BELLEVILLE — An average of 100 children die each year despite Illinois Department of Children and Family 

Services involvement with their families, even after pledges to make improvements in the aftermath of tragedies. 

"This consistent number of child deaths shows that the State of Illinois is failing to improve and ensure the 

protection of children, even when it knows they are at risk," Meryl Paniak, the acting inspector general of DCFS, 

wrote last week to state officials. 

Lawmakers had asked Paniak's opinion as they look for solutions to the problems within DCFS -- again. 

They had already called for changes to the agency, which can guide parents to drug and alcohol treatment or take 

children out of their home if it isn't safe. And DCFS already promised reforms. 

They made that promise in 2017, the same year that 2-month-old Matthew Elkins died on a mattress he shared with 

eight siblings and his parents in their New Douglas home, where the rooms were filled with hundreds of bags of 

garbage. 

Then, 2-year-old Kane Friess-Wylie died in Belleville. 

Then, 6-year-old Liam Roberts in Jerseyville. 

Their families had all been reported to DCFS for suspected abuse or neglect before the boys were suffocated, beaten 

and starved in 2017. 

DCFS officials have been saying for years that the agency needs increased staffing to take care of Illinois' most 

vulnerable kids. Now, the request for the budget year that starts in July includes the largest increase the agency has 

seen in 20 years and a plan to add 126 employees. 

Marc Smith, DCFS' new director, said it will give investigators smaller caseloads and better oversight with more 

supervisors. 

But some lawmakers and child advocates think the state should be investing in the foster care and adoption systems. 

They recently questioned caseworkers' judgments to keep children like Liam, Kane, Matthew and, most recently, AJ 

Freund with their parents when there were multiple reports of abuse in some cases. 

Authorities believe AJ, of Crystal Lake, was beaten to death April 15, months after DCFS decided the last abuse 

allegation against his parents was unfounded. 

There also is the case of 2-year-old Ta’Naja Barnes, the Decatur girl police say was allowed to starve and freeze to 

death by her mother and mother's boyfriend in February.  

DCFS interim director Debra Dyer-Webster at the time said the agency was “devastated” and working with law 

enforcement to investigate. “We have a responsibility to the children and families we serve to provide the best 

possible care,” she said, “and we are committed to understanding where we come up short and striving to do better.” 

The agency said Ta’Naja had been removed from the care of both her mother and father at different times because of 

abuse allegations. DCFS involvement began in December 2017, and a judge ordered the case closed in October, 

after the girl had been returned to her mother. 

Why kids aren't removed from home 
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For years, Illinois has taken the least amount of children into state care nationally, Danielle Gomez told legislators at 

a hearing last month. 

"I don't know that it's always a good thing," said Gomez, an attorney at the Cook County Public Guardian, 

representing mostly children in DCFS care. "I think we need to look at where it is that we're setting that bar for 

when children need more protection and need to be in care." 

The front-line staff understand that the cases with the highest risk to children are the ones where they stay with their 

parents while the agency continues to check in on them, according to Anne Gold, DCFS' associate deputy for child 

protection. 

The investigators have to try to decide whether there is an "urgent and immediate necessity" to take children out of 

their homes, she said. They have to demonstrate "reasonable efforts" were made to keep the family together. 

"That's the expectation that we have to meet when we come into a courtroom," she said under questioning at the 

hearing. "And if the court does not feel that we've met those standards, those children will be returned home in spite 

of the fact that we initially removed them." 

One of the legislators supporting more resources for state care options, state Rep. Anna Moeller, D-Elgin, said she 

saw herself in 5-year-old AJ Freund's story. 

Both were born exposed to opiates because their mothers used drugs while they were pregnant. Both were taken into 

protective custody by DCFS. But only AJ returned to his mother -- after he was born with the drugs in his system 

and again, years later, after he told a doctor, "Maybe someone hit me with a belt. Maybe mommy didn't mean to hurt 

me." 

"We need to understand how the system failed this child so that we can make the appropriate changes," Moeller said 

during the recent legislative hearing. "... No one wants to be in the situation where we're hearing about another child 

being murdered by their parents because DCFS felt that that was the most appropriate place for them to be." 

Demanding accountability 

Gold, the associate deputy for child protection at DCFS, acknowledged last month that what AJ told the doctor 

about being hit with a belt was a red flag and a "missed opportunity" to ask more questions. Before confiding in the 

nurse, AJ told the caseworker the family's dog gave him a bruise on his hip. 

On Tuesday, Moeller and state Rep. Sara Feigenholtz, D-Chicago, announced a new caucus on child welfare reform 

and filed a piece of legislation to add more accountability for caseworkers who make those calls. The bill would 

require DCFS administrators to review about 5% of unfounded cases involving children who are 5 years old or 

younger, which means they aren't in school where teachers might be able to spot signs of neglect. 

DCFS has been investigating its faults in cases like AJ's and making recommendations to do better each year for two 

decades, since the General Assembly created the Office of the Inspector General. 

Still, children are dying. 

Before AJ, Liam, Kane or Matthew, it was 4-year-old Emily Rose Perrin in Dupo, whose family called her Princess. 

DCFS had received 10 reports of suspected abuse by the time Emily died April 10, 2016, a day before her 5th 

birthday. Her mother was accused of smothering her. 

An internal report about the case that was released to the Belleville News-Democrat through a public records request 

in 2017 criticized the caseworker for encouraging "a consistent medication and therapy regimen for family 

members" instead of taking more serious steps like obtaining a court order or custody. 
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In budget year 2018, the latest studied by the Inspector General, 98 children died after their families had contact 

with DCFS. Their cases were scrutinized for possible errors by DCFS out of the agency's 81,278 total investigations 

of families in that time. 

So far this year, there have been 103 deaths of children following DCFS involvement, according to numbers 

provided by acting Inspector General Paniak. 

The strain on DCFS 

In her May 3 memo to state officials, Paniak stated that the recommendations from the Office of the Inspector 

General have not always been accepted by DCFS directors. 

Media attention and analysis of DCFS' work, excessive caseloads and unrealistic expectations for investigators have 

made the job overwhelming, she added. 

During the state budget impasse, most investigators' caseloads violated a federal rule that limits the number of 

investigations they can take on each month, according to an audit released Tuesday by the Illinois Auditor General's 

office. For nine months of the year, they can't have more than 12 assignments. For the other three months, the limit 

is 15. 

Gold said the average caseload today is 12 investigations, but some staff are up to 15. "And those are the areas 

where DCFS is looking at hiring staff," she said. 

When the state went nearly two years without a budget and the number of DCFS investigators declined, about 79 

percent of them had more than 15 new assignments in at least one month they worked, according to the audit. The 

agency monitors caseloads across the state on a monthly basis now, Gold said. 

DCFS has also seen 12 directors come and go over the last 10 years. Smith has only had the title since April 15. 

"This committee has heard the words 'new director' far too often," he told legislators last month. "You have heard 

year after year that this department is facing significant challenges. 

"I take on this role with humility to learn from the past but also with determination and belief that we can and must 

do better." 

The Auditor General gave DCFS 13 recommendations to improve. More guidance is coming; the experts from 

Chicago's Chapin Hall Center For Children, who Gov. J.B. Pritzker asked to review DCFS, have until May to give 

their advice on the changes it needs. 

  



28 

Gov. Pritzker, you can end the excuses at DCFS 

By THE EDITORIAL BOARD 

EDITORIALS REFLECT THE OPINION OF THE EDITORIAL BOARD, AS DETERMINED BY THE 

MEMBERS OF THE BOARD, THE EDITORIAL PAGE EDITOR AND THE PUBLISHER. | 

MAY 08, 2019 AT 2:30 PM 

Wednesday’s Chicago Tribune included a front-page story by reporter Elyssa Cherney that began this way: “A new 

report from the Illinois auditor general slammed the state’s troubled child welfare agency for failing to follow its 

own policies when investigating cases of abuse and neglect, finding a hotline used to report allegations cannot 

handle the call volume and caseloads for staff are too high.” 

New report. Same old conclusions. The Department of Children and Family Services’ record of overloading its 

workers and investigators is not only an epic failure of state government’s elected officials and administrators. It 

also continues to risk the lives of children, some of whom wind up dead. Illinois’ “too many caseloads” problem 

needs fixing. Now. 

DCFS doesn’t need more mandates signed into law. It doesn’t need another task force. It doesn’t need another audit. 

The problems permeating this agency are maddeningly consistent and well-documented. High caseloads drew the 

intervention of the federal courts in 1991 and again in 1998, and caseloads have been cited since then, over and over, 

as a crisis within the agency. 

One veteran caseworker interviewed by the Tribune seven years ago described his job tracking 40 troubled families 

as a stressful game of “roulette.” You never know which child might fall through the cracks. That’s how it feels to 

work within an agency that, despite a budget of more than $1 billion a year, can’t get more eyes and ears to the front 

lines, either by relocating employees from behind desks or through more efficient hiring. 

This is an all-hands-on-deck moment, from the agency and its new director, Marc Smith, to Gov. J.B. Pritzker, to the 

unionized workforce within DCFS, and to sister agencies that provide services. No one gets a pass until this is fixed. 

The report released this week by Illinois Auditor General Frank Mautino cited numerous flaws within the agency 

during the review period from 2015 to 2017.Victims were not interviewed quickly enough, policies were not 

followed and investigator caseloads were too high. Despite a long-standing federal consent decree that is in place 

due to violations of caseload quantity, the audit found that nearly 80 percent of investigators were assigned more 

than 15 new cases in at least one month of the time reviewed. The Illinois House had ordered the audit following the 

death of Semaj Crosby of Joliet Township, who was reported missing hours after a caseworker left her trash-strewn 

home. She was later found dead under a couch. It should not take fatalities of children under state scrutiny to force 

competency into state government. 

Dr. Jill Glick of Comer Children’s Hospital, with a group of doctors statewide, wrote a recent letter to the Tribune 

recommending that DCFS install a full-time medical director and establish a network of physicians to work 

specifically with allegations of abuse. She called for on-the-spot sharing of medical records between hospitals and 

DCFS. No more waiting weeks for caseworkers to be brought up to speed on a child who shows up at an emergency 

room with suspicious injuries. 

Retired Cook County Judge Wayne Meyer, known for his expertise with child abuse cases, also wrote to the Tribune 

with suggestions, including separating investigatory duties from caseworker duties. Caseworkers are there to provide 

support and services to families. They don’t necessarily have an eye for potentially criminal behavior. Meyer also 

wrote that DCFS should stop using the term “unfounded” in cases of suspected abuse that couldn’t be proved. That 

word lets too many abusers off the hook. 

The fixes for this agency are out there. They have been written about and researched. The studies are on the shelves. 
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What is needed is implementation from steady, focused leadership that includes Gov. Pritzker. DCFS is not a lost 

cause. But if reform doesn’t come quickly, the agency will continue to be a culpable party in the violent and 

preventable deaths of children. 

Of course the agency wouldn’t be alone in its culpability. So are people who hurt children. And so are the public 

officials and the citizens who don’t demand an end to the excuses. 
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Audit finds DCFS overwhelmed, underperforming as lawmakers promise to 

fix it 

by: Patrick Elwood WGN TV 

Posted: May 7, 2019 / 06:52 PM CDT / Updated: May 7, 2019 / 06:52 PM CDT 

CHICAGO — A scathing audit of the Illinois Department of Children and Family Services released by the state’s 

Auditor General Tuesday found the agency’s operations were overwhelmed and underperforming, as a bipartisan 

group of state lawmakers is promising to help fix it. 

The state audit was triggered two years ago, after 17-month-old Semaj Crosby was found dead under the couch of 

her Joliet home while her mother was under DCFS supervision. Crosby’s death remains unsolved, but the 

investigation of DCFS’s procedures and practices at the time of her death was just released Tuesday. 

The Illinois Auditor General reviewed data available for 2017, which included 75,037 reports of abuse or neglect 

investigated by DCFS. The agency found there was credible evidence in 25 percent of those cases. 

However, the audit found DCFS workers and third party contractors were often overloaded with cases, despite a 

federal consent decree which placed limits on caseloads. It also found problems with communication and 

documentation, to the detriment of the kids. 

The audit is being released as a bipartisan group of state lawmakers is promising a top-to-bottom review of DCFS, 

with the end goal of never repeating past tragedies like the case of Semaj Crosby, and more recently, AJ Freund. 

State Representative Anna Moeller (D-43rd District) said she was born to a drug abusing mother like AJ, but she 

was placed with her grandparents. She’s convinced that saved her from a lifetime of misery or even death. 

“It’s clear that the state failed AJ, it’s clear we must make changes to the state’s child protective care system,” Rep. 

Moeller said. 

AJ’s death is by no means the only tragedy to come from a broken DCFS system, and Moeller is one of a bipartisan 

group of lawmakers forming a new caucus dedicated to reforming DCFS and improving the safety of Illinois 

children. 

Another member of the newly-formed caucus in Springfield, Representative Mary Flowers (D-31st District) says the 

agency needs a complete makeover and state lawmakers must be held accountable, too. 

A spokesman for Governor Pritzker says part of the problem is DCFS has been financially gutted for years, and he 

has taken steps to improve the agency including adding 126 caseworkers, requesting an “independent review” of 

DCFS, and appointing a new director. 
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Editorial | Another black eye for DCFS 

By The Editorial Board May 9, 2019 The News Gazette 

Already knee deep in bad publicity over its shortcomings, a prominent state agency is the target of more legitimate 

criticism. 

The state's auditor general recently completed an examination of the Illinois' Department of Children and Family 

Services and came up with the least surprising conclusion in state history — the agency is a mess. 

It found that caseworkers are assigned too much work, that the department's hot line can't handle its volume of calls 

and investigations get started too late and last too long. 

Credit new DCFS Director Marc Smith for candor in his response to the auditor general's findings. 

"While the report covers the period from 2015 to 2017, we believe that the problems plaguing DCFS are deep-seated 

and have existed for years," he said. 

The report comes in the wake of the tragic, avoidable deaths of three young children from Decatur, Chicago and 

Crystal Lake. In each case, DCFS failed in its mission to protect these defenseless youngsters either from family 

members or friends of family members. 

Considering those facts, DCFS makes an extremely easy and inviting target, and legislators have rushed to publicly 

and vehemently criticize. 

Among those vying for attention is state Rep. Sara Feigenholtz, D-Chicago, who is forming a special legislative 

caucus to lead reform efforts. 

The public can expect them to make the usual suggestions — more caseworkers, lower caseloads and better 

management. 

But if DCFS is ever to meet the standards some people expect, it needs a better class of people in its client base. The 

department currently deals with those on the fringe of society — the poorly educated, drug addicts, the mentally ill 

and poverty stricken. 

DCFS has never been a state department that garnered much respect. It's a bureaucratic morass whose directors 

change like the seasons because the job is impossible. 

It can upgrade its hot line, improve training for its caseworkers, promptly respond to complaints and work with 

dispatch to complete investigations. But as long as it's held to a standard of perfection, it will be a failure. 

Why? Because when DCFS fails, children die. 

Here's a statistic that will gall even the most cold-hearted among us. 

"Children under the age of 1 were the most frequent alleged victims of abuse or neglect (8.1 percent of all victims) 

and also the most likely to be indicated victims (13.3 percent of all indicated victims)," the auditor general report 

states. 

In other words, the most innocent and defenseless of the young are the most frequent victims of abuse and/or 

neglect. 

So should these infants be removed from the home and placed in the troubled foster care program? Or should 

investigators focus on keeping the family — or what passes for a family — together? 
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One need not be a fervent defender of DCFS to recognize the people problems that its employees confront on a daily 

basis. 

That's why it's important not to get too carried away by legislators' rhetoric. The people of Illinois have seen all this 

sturm und drang before, and DCFS tragedies just keep happening 

Gov. J.B. Pritzker and state officials should do their best to see that DCFS has the means to do its best. But DCFS's 

performance — which will remain uneven at best — will never be good enough. 
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Lawmakers grill DCFS officials about agency’s troubles 

By Cassie Buchman, Staff Writer 

Posted May 8, 2019 at 8:37 PM 

In the wake of an Illinois auditor general report detailing deficiencies in the state’s Department of Children and 

Family Services and the news of more child deaths, lawmakers on Wednesday grilled DCFS officials on their plan 

to improve the agency. 

As of April 29, there had been 103 deaths since July 1 of children who were connected with DCFS. 

Meryl Paniak, inspector general for the department, told the House Adoption and Child Welfare committee that 

between April 29 and May 8, that number rose to 112, meaning there had been nine more deaths in nine days. 

The auditor general’s report on DCFS, released Tuesday, found that proper procedures were not being followed 

during the time surveyed, fiscal years 2015 through 2017 and that investigators were taking on too many cases. 

“If you have staff that are overburdened, you’re going to have errors,” Paniak said. “Our child protection staff will 

tell you in certain areas, they have received too many cases and they can’t manage them.” 

“We all know that workforce problems will negatively affect outcomes,” she said. 

At the same time, Paniak told committee members, the department cannot just “add more staff” to solve problems. 

“We can all agree that DCFS cannot do things the same way and expect better outcomes,” she said. 

Four places the department can start fixing are safety assessment, training, supervision and making sure 

investigators have manageable caseloads, Paniak said. 

DCFS director Marc Smith said the agency launched a review of over 1,200 pending investigations on Monday, and 

changes are coming in training, such as working on a new schedule. 

“This is not a one-time fix,” he said. “We are going to require all child welfare workers to participate in trainings 

and updates on a regular interval going forward.” 

Several lawmakers asked if the 126 additional case workers included in the governor’s budget is going to be enough. 

“I realize it’s always going to be a challenging environment, ... but what is it going to take to get to a point where 

we’re stabilized? Where we’re not in a crisis, and we’re not at risk of having (112) children die who are under DCFS 

care?” asked Rep. Anna Moeller, D-Elgin. 

Royce Kirkpatrick, chief financial officer for DCFS, confirmed the 126 is “really just the first step,” meant to make 

the agency more compliant with a federal consent decree dictating the amount of cases investigators are allowed. 

Two lawmakers told DCFS officials that community providers have told them they’re reluctant in many instances to 

report to the agency; they fear it could actually be more dangerous for the child. 

Rep. Michelle Mussman, D-Schaumburg, said providers are concerned about the chaos in the department, including 

the rotation of case managers and falsifying of records. 

“When people report and don’t see action being taken, it undermines the idea that there is value in reporting,” she 

said. “We need to work on that culture of trust and believability.” 

Rep. Sara Feigenholtz, D-Chicago, said communities do not think DCFS is helping families. 

“Many of them think that DCFS (is) killing our kids,” she said. “That is a problem. That has to change.” 
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Smith said he understands the feelings of anxiety and concern. 

“There is no one answer. I wish there was,” he said. “We see the tragedies because they’re horrific, but we can build 

on our strengths, we can build on our skills that a lot of our veteran (employees) have.” 
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50% of Child Abuse Hotline callers had to leave messages 

by Rachel Droze Wednesday, May 8th 2019 

SPRINGFIELD, Ill. (WICS) — Half of the people that called the Department of Family Services Child Abuse 

Hotline had to leave messages during Fiscal Years 2015-2017, according to an Illinois Auditor General's report. 

There were also hundreds of messages that were never returned. 

 FY2015: 39.6% of callers had to leave messages 

 FY2016: 52.7% of callers had to leave messages 

 FY2017: 55.7% of callers had to leave messages 

The Auditor General's office could only analyze 90 days worth of calls because DCFS did not maintain callback 

information electronically in their data system for more than 90 days. Auditors were able to find summary reports to 

gather general information about hotline operations and callbacks. 

DCFS provided them with electronic callback data from April 4, 2018-July 2, 2018. 

When someone calls into the hotline, one of two things will happen. 

Either they'll make their full report or leave a message with someone and wait to get called back. 

Here's how callbacks were handled at the time of the audit, and this is according to DCFS officials cited in the audit 

because there weren't written callback policies. 

Hotline workers taking messages would classify calls in three ways: emergency, urgent and normal. 

Available workers would then follow up with people that left messages in order of priority. 

"If its an emergency our expectation is that we return that call within 30 minutes or less," DCFS Child Abuse 

Hotline Administrator Gayle Hopper said at a House committee hearing on April 26. 

But it turns out that wasn't always happening. 

DCFS gave the Auditor General's office data showing they took longer than 30 minutes to attempt to call back 

emergency callers 18.6% of the time. 

The "30 minutes or less" policy also appeared to be new because the audit cites DCFS officials claiming emergency 

callbacks should be made within 15 minutes. 

Using that criteria, 30% of emergency callbacks took longer than 15 minutes to make. 

The audit pointed out that they only analyzed the first attempted callback made by DCFS, "which does not 

necessarily mean that contact was made with the reporter to complete the intake so the investigation could begin". 

Of the 90 days worth of data provided by DCFS, 747 messages didn't have any callback attempts on record. 

The oldest message was classified as 'emergency'. In 89 days, DCFS didn't make a single attempt to callback the 

person reporting the alleged case of abuse or neglect. And remember, DCFS only kept electronic records of 

messages for 90 days. 

The Auditor General's office made the following recommendations to DCFS in relation to callbacks: 
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 Develop formal written procedures for callbacks, including required timeframes for creating intakes 

 Ensure that the process for completing callbacks is in accordance with written procedures by answering and 

returning hotline calls in a timely manner 

 Begin maintaining complete information regarding the time it takes to return the hotline calls of those 

reporting allegations of child abuse or neglect for an amount of time that would allow for long-term 

analysis 

 Continue to increase the utilization of online reporting 

This is the response from DCFS: 

The Department has recently developed written procedures for call backs and training is provided to all call floor 

staff during new hire training. April 2019 all staff were provided an in -service training on managing call backs. 

The intake is created through call back once the caller is confirmed available to talk by the hotline worker. If the 

call is an in call the intake is created at the time call begins. A specialized Call Back Attempts Response Time report 

is received daily and weekly. The specialized report is monitored by the SCR administrator and Assistant SCR 

administrator for call back response times which exceed the weekly average response time. The call backs are 

reviewed to determine the reason for longer than average response time. The hotline currently tracks daily, weekly, 

monthly and yearly the message taking rate and the call back response time. The State Central Register 

implemented approximately 18 months ago shift strategies which are communicated to call floor staff about the 

managing call backs and in calls. Approximately 12 months ago an additional category “Urgent”, was added to the 

call back log to assist supervisors and call floor worker to prioritize the call backs by “Emergency”, “Urgent” or 

“Normal” response call backs. The hotline also tracks and gathers data regarding individual hotline workers and 

overall -team performance. A strategy is in development to publicize and educate potential on line users by region 

on the ON LINE REPORTING option and how to access the on-line reporting system. 
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AJ Freund’s DCFS investigators were overloaded with cases before boy was 

killed 

By Elyssa Cherney / Chicago Tribune 

Posted May 10, 2019 at 1:27 PM 

Updated May 10, 2019 at 8:48 PM 

CHICAGO — Investigators assigned to look into the well-being of Andrew “AJ” Freund before the Crystal Lake 

boy was beaten to death were overloaded with other cases of alleged child abuse and neglect, attorneys told a federal 

judge this week. 

Two different investigators from the Illinois Department of Children and Family Service’s Woodstock office made 

contact with 5-year-old AJ over the year before his death on April 15. Both investigators were juggling caseloads 

significantly higher than limits set forth in a federal consent decree the child welfare agency has been working under 

for years, said Heidi Dalenberg, an attorney for the American Civil Liberties Union of Illinois, which oversees the 

court-ordered agreement. 

One of the investigators exceeded the limit of cases for nine of 12 months in 2018, Dalenberg told U.S. District 

Court Judge Jorge Alonso. In some of those months, the investigator was assigned anywhere from three to nine 

cases over the limit, Dalenberg said. 

The disclosure came Wednesday during a previously scheduled hearing for the long-running consent decree, which 

was initiated by the ACLU in 1988. The legal agreement effectively mandates that investigators should not be 

assigned more than 153 new cases per year, with limits of 12 to 15 per month. 

Illinois’ child welfare agency has long struggled to control caseloads. The vast majority of investigators had 

caseloads that exceeded the limits for at least one month between 2015 and 2017, a new audit has confirmed. 

AJ’s death has rattled the agency, which had repeated contact with his family starting before he was born with 

opiates in his system in 2013, authorities have said. His parents have been charged with murder, accused of fatally 

beating him and burying his body in a shallow grave near Woodstock. AJ’s death follows several other high-profile 

cases across the state in which children died because of abuse or neglect despite previous monitoring by DCFS. 

AJ is among at least 112 children who died since July who had involvement with DCFS in the preceding 12 months, 

said Meryl Paniak, the agency’s inspector general, during a hearing in Springfield on Wednesday. The figure doesn’t 

indicate the deaths themselves involved neglect or abuse. 

Caseloads must be reasonable and manageable so that workers can complete child abuse and neglect investigations 

in a timely and thorough manner, Paniak told the House committee for adoption and child welfare. Yet simply 

adding staff won’t solve all the problems, she warned. 

“Leaders need to set a vision and drive change for staff. Staff will drive change for families,” she said. 

In the year before AJ’s death, investigators from the agency’s Woodstock office conducted two investigations of his 

family. In March 2018, one hotline call said that AJ had “odd” bruising on his face, but an investigator was not able 

to see the boy for more than a month, and when she did, he did not show any signs of maltreatment. 

In December, after a police officer saw a large bruise on AJ’s hip, the boy told a doctor that “maybe Mommy didn’t 

mean to hurt me.” A different investigator looked into the allegation but closed the case without finding evidence of 

harm. The agency has since placed the investigator and supervisor involved in the December case on administrative 

duty as it conducts an internal investigation. 

Before the same committee on Wednesday, DCFS Acting Director Marc Smith told lawmakers the agency is 

reviewing 1,200 pending investigations, including allegations of abuse and neglect of young children, for safety and 

compliance checks. 
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“In recent months, we have seen far too many crises,” Smith said. “Our mission is to protect children and keep them 

safe. The loss of innocent lives is heartbreaking. And when the child was involved with DCFS and dies, we are 

failing our mission.” 

Jassen Strokosch, a spokesman for DCFS, said Thursday afternoon the review was complete. A group of 20 people 

worked through the cases. 

“We formed an entire team to do it, and made it their top priority,” he said. 

Illinois Assistant Attorney General Barbara Greenspan, who represented the department in federal court on 

Wednesday, called the Woodstock office a “hot spot” and said hiring challenges have prevented the agency from 

employing enough investigators. There are not enough people who want to apply for the job, she said. 

Greenspan also identified the Waukegan office as having inadequate staffing levels. DCFS has more than 60 

regional and field offices spread across the state. 

DCFS has long struggled to comply with the caseload requirements set by the consent decree approved by a federal 

court in 1991. The ACLU went back to court in 2012 to force the department back into compliance for caseloads. 

The agency also drew criticism over caseloads in 2017 when then 17-month-old Semaj Crosby was found dead 

under a couch in her decrepit Joliet home — despite 10 previous reports to DCFS that she and more than a dozen 

other children were suffering mistreatment at the residence over the two previous years. 

When Semaj died of asphyxia in April 2017, investigators in the Joliet office were sometimes assigned 30 or more 

new cases per month, the Chicago Tribune has reported. In 2015, about a dozen workers in the Joliet office were 

handling more than 220 cases for the calendar year. 
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Murdered 8-year-old Normal girl was afraid to go home, watchdog says 

May 10, 2019 1:37 pm 

Tim Shelley 

SPRINGFIELD, Ill. (WEEK) — An 8-year-old girl from Normal who was allegedly killed by her stepmother said 

she was afraid to go home after coming to school with a broken tooth and marks on her face. 

Inspector General’s memo adds to breadcrumb trail of abuse allegations 

In a memo written to the House Human Services Committee after an appropriations hearing last month, acting 

Illinois Department of Children and Family Services Inspector General Meryl Paniak said Rica Rountree came to 

school nine months before her death with marks on her face and neck and a broken tooth. She told the school she 

was afraid to go home. 

The school reported the injuries, but the report was declared unfounded after the child said she hit her face on a 

medicine cabinet. 

One month before her death, Rountree came to school with two black eyes in different stages of healing, Paniak 

wrote. Rountree said she fell on toys. McLean County prosecutors said DCFS had ordered Baker to take Rountree to 

a doctor. 

Baker reportedly took Rountree to a doctor in Pontiac who was not her primary doctor. Prosecutors said Baker 

claimed the child was “just clumsy,” and later refused to take her for X-rays because her medical card was expired 

and she was too busy caring for her other kids. 

DCFS deemed the abuse claim unfounded after Rountree’s father and stepmother gave the same story about falling 

on toys to explain her black eyes, Paniak wrote. 

Baker then reportedly moved both Rountree and her own daughter to another school. 

In July 2017, there was an unfounded investigation by DCFS alleging that Rountree was beaten with a belt. There 

were a total of 12 child abuse or neglect investigations conducted by the agency involving Rountree’s divorced 

parents and their significant others. Eight of them were declared unfounded by the agency. 

Paniak said the parents had a history of domestic violence and drug use. In a divorce settlement, Rica’s father was 

awarded custody and was sent to live with him in late 2016. 

At the time of Rountree’s death on January 26, Baker and the child’s father said the girl had been vomiting for two 

days before she collapsed and stopped breathing. She was taken to a hospital in Normal and life-flighted to Peoria, 

where she died. 

Prosecutors said Baker kicked Rountree in the stomach so hard she suffered peritonitis due to intestinal perforation 

by blunt force trauma.  

In a statement originally issued by an DCFS spokesperson in March, the agency acknowledged a pending 

investigation into Rountree’s death and said “we are committed to understanding exactly what happened in this case 

and being fully transparent with the public.” 

The spokesperson also said the agency is working with the Pritzker administration to review its practices, policies 

and procedures. 

Baker is due in court again for a status hearing on May 17. Her bond is set at $1 million. 

Problems continue with child welfare agency; solutions in sight 
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The Rountree case in Normal is one of 103 child deaths in cases involving DCFS reported in the first nine months of 

fiscal year 2019. Eleven of those deaths were declared homicides. In fiscal year 2018, 98 children involved with 

DCFS died.  

Paniak said in order to cut down on errors, management at DCFS must give investigators the resources they need to 

do their jobs. 

“Investigative shortcuts occur when investigators are overburdened. Each shortcut has the potential of producing a 

lethal error, or what the error reduction literature calls a ‘near miss’ of a tragedy,” she wrote. 

Paniak recommended DCFS management start with asking staff what they need to do their jobs effectively, then 

work to develop “robust training” for child protection investigators, intact caseworkers and supervisors. She also 

recommended the agency revisit recommendations made by her office in the past, such as moving from generic 

intact services to a more specialized approach, and making caseloads more manageable. 

To that end, Gov. J.B. Pritzker has included funding for 126 additional caseworkers in his fiscal year 2020 budget. 

Pritzker also commissioned the University of Chicago’s Chapin Hall to provide recommendations for reform to his 

new DCFS director, Marc D. Smith, within six weeks of his March 27 appointment. The agency has seen high 

turnover rates in the head office. 

In the agency’s budget request. DCFS said it is beginning efforts to address quality and quantity concerns facing its 

private agency partners, and is offering longevity payments to long-time employees. DCFS said it is also looking to 

build a university-to-workforce career pipeline strategy. 

Illinois Auditor General Frank Mautino released his office’s performance audit of DCFS earlier this week. Mautino 

found the agency violated the 1991 B.H. Consent Decree, which requires that each DCFS investigator be assigned 

no more than 12 new abuse or neglect investigations per month during nine months of each calendar year. During 

the other three months, the investigator cannot take on more than 15 new cases. 

The auditor general found that 78.7 percent of caseworkers had at least one month where they received more than 15 

primary assignments. 

 
Credit: Illinois Auditor General’s Office 

The agency receives an estimated 5,300 calls a week on its hotline. About 30 percent of them are referred for 

investigations. Mautino found the hotline is unable to take calls as they are received, resulting in a high rate of 

callbacks to people reporting child abuse or neglect. 55.7 percent of total calls received resulted in a callback in 

fiscal year 2017, Mautino reported. The department also does not maintain any records of callback information 

electronically for more than 90 days, making long-term analysis of callback data difficult, he said. 
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Mautino also found the department did not always follow procedures when conducting investigations. Mautino said 

investigators inaccurately rated the level of intervention needed in 42.7 percent of the 64 cases his office sampled 

from fiscal years 2015-17. In 65.3 percent of investigations sampled, there was a lack of documentation regarding 

whether any services were received by families, and how long those services lasted. 

The agency’s timeliness for completing investigation suffered during the state’s two-year budget impasse, Mautino 

found, increasing from 7.6 percent of investigations still incomplete within 60 days in fiscal year 2015 to 12.4 

percent by fiscal year 2017. 

Mautino issued a list of 13 reform recommendations, including improving data recording, adhering to the B.H 

Consent Decree on worker caseloads, and working to more closely follow its own procedures. The department 

agreed with many of Mautino’s recommendations, and set self-imposed deadlines to meet some of them. 

A group of lawmakers newly organized under the banner of the DCFS Child Welfare Reform Caucus announced a 

set of reforms earlier this week.  

 
The newly formed DCFS Child Welfare Reform Caucus 

“Too many children face unspeakable circumstances simply because the state cannot figure out how to better care 

for and protect them,” said state Rep. Sara Feigenholtz (D-Chicago), who leads the House Adoption and Child 

Welfare Committee. “The lives of many General Assembly members have been touched by our system of adoption, 

foster care and child welfare. All of us are sad and angry to see this string of tragedies. We must act.” 

Senate Bill 193 seeks to demand higher-level reviews of cases involving non-school age children, and also bans 

incentives encouraging caseworkers to reunite families, even if doing so places the child at risk. 

The agency has faced severe scrutiny following the death of Andrew “AJ” Freund of Crystal Lake. His body was 

found in a shallow grave nine days after police said he was beaten to death, and a week after his parents reported 

him missing. 

His parents, Andrew Freund, Sr. and JoAnn Cunningham, pleaded not guilty to murdering their son on Friday. 

DCFS was involved with AJ since his birth, when he was born with opioids in his system. 
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EDITORIAL: And now it’s your turn, Governor, to do more to save Illinois 

children 

By CST Editorial Board  May 12, 2019, 4:30pm CDT 

The evidence is damning again this month. Illinois’ child welfare system, dysfunctional for decades, continues to 

fail. 

Governor after governor has vowed to reform the troubled Illinois Department of Children and Family Services. 

With each new story of children found hungry and alone in a filthy home, or beaten to death by an angry relative, 

agency officials have largely blamed understaffing and pleaded for more money and caseworkers. 

Let’s tune out the noise of history for a minute, though, and hammer home this basic premise: No child ought to go 

without food, get beaten up or, worst of all, end up dead, just because they were born to bad parents. 

We can do better by our children, and that challenge starts at the top. 

Gov. J.B. Pritzker is the latest chief executive to promise change for the better. Hold him to it. Demand that he and 

the new acting director of DCFS, Marc D. Smith, follow through on that promise. 

If our state can find money to fix crumbling bridges and roads, then surely we can do the same to shore up 

crumbling families and keep kids safe, whatever it takes. 

We owe it to the memory of 5-year-old AJ Freund, allegedly beaten to death by his parents last month, then wrapped 

in plastic and tossed in a shallow grave. We owe it to the memory of 17-month-old Semaj Crosby, found dead of 

asphyxiation under a couch in her family’s home two years ago. 

We owe it to all the thousands of children, alive or dead, who have suffered abuse or neglect at the hands of adults 

because DCFS didn’t do its job. 

Last week, more evidence emerged that DCFS continues to fail. 

The public learned that investigators assigned to AJ’s family were overloaded with cases in the months before he 

died. Their caseloads were “well beyond limits” set in a court-ordered consent decree that DCFS has been subject to 

since 1988, according to American Civil Liberties Union of Illinois lawyer Heidi Dalenberg. 

Then there was the alarming report, released last week, from Illinois Auditor General Frank Mautino. It is filled with 

disturbing statistics. 

 The number of abuse and neglect investigations spiked sharply between 2015 and 2017, increasing by 11%, 

from 67,732 to 75,037. 

 Calls to the agency’s 24-hour abuse hotline also spiked, from 222,719 in 2015 to 252,568 in 2017. 

 Investigators confirmed that more than 96,500 children were victims of abuse or neglect. 

 Children under the age of 1 were the most frequent subjects of abuse and neglect allegations. 

 Between 2015 and 2017, 102 children who had been subjects of abuse and neglect investigations died. 

We see those numbers, and we’re anxious for every vulnerable child out there. Like that newborn boy who was 

found abandoned in a Hermosa alley last week. Once he’s out of the hospital, he will be placed in a foster family, by 

DCFS. 
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In the wake of the recent audit, legislators in this last week made a welcome move that will put more pressure on the 

agency. A bipartisan group of more than a dozen House and Senate members announced the formation of a child 

welfare reform caucus that will focus on legislation to improve DCFS — and hold the agency to greater account. 

Legislators should also move swiftly to pass a measure proposed by state Rep. Sara Feigenholtz, D-Chicago, that 

would require reviews even in some cases where abuse and neglect allegations are not substantiated, or where the 

family turns down an offer of social services. 

As Feigenholtz said, “We want to make sure that there are other sets of eyes on these cases that are so difficult.” 

We ask DCFS to do an extremely difficult job. And, ultimately, that job is impossible. We will never, as a society, 

save every child in need of saving. 

But we ought to do our best, which we have never done. 
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Audit: DCFS never interviewed hundreds of alleged victims 

by Rachel Droze Thursday, May 9th 2019 

SPRINGFIELD, Ill. (WICS) — A report released by the Illinois Auditor General showed in almost a third of all 

investigations conducted during Fiscal Years 2015-2017, investigators didn't make in-person contact with the 

alleged victim within the first 24 hours. 

In 99% of alleged abuse and neglect cases, DCFS started investigating within 24 hours, which is required by law. 

But DCFS policy also requires in-person contact be made with alleged victims within 24 hours. 

When looking at data between FY15-17, 29% of the cases didn't have in-person contact with alleged victims in the 

first 24 hours. 

During that timespan, the audit showed 1,819 alleged victims were never interviewed at all. 

According to the audit, by not meeting these timeframes, is DCFS breaking laws, rules and policies, and "more 

importantly the Department is not responding in the best interest of the alleged victims and providing for the 

protection of those children." 

During the audit period, DCFS investigated an average of 150,161 abuse and neglect cases a year. 

Here's a look at some of the different types of allegations that were made: 

 Substantial risk of physical injury (abuse or neglect): 61,739 

 Cuts, bruises, welts, abrasions and oral injuries (abuse or neglect): 14,541 

 Sexual molestation: 4,508 

 Death: 47 

 Death by neglect: 188 

 Human trafficking of children: 184 

 Human trafficking of children by neglect: 25 

In all three years looked at in the audit, substantial risk of physical injury by neglect was the top allegation made. 
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Ta'Naja Barnes' foster mother reacts to DCFS audit 

Deron Molen May 7, 2019 Updated May 7, 2019 

DECATUR, Ill. (WAND) — Iisha Dean has seen kids come and go from her home for more than 13 years. 

They all hold a place in her heart — but Ta'Naja Barnes stood out. 

"She was always laughing, playing — just a normal two-year-old," Dean said. 

Ta'Naja died in her biological mother's care in February. 

"Her house didn't just get dirty like that," Dean said. "That had to be something that had to be happening." 

A new report from the Auditor General shows the cracks Ta'Naja fell through aren't uncommon. According to the 

report, 78.7 percent of caseworkers added more than the legal limit of 15 in a month at least once between FY 2015 

and FY 2017. 

"One caseworker can only do so many things at one point in time," Dean said. "They have all of these cases; they 

need to have help too." 

The audit also showed the department often did not follow protocols in its investigations and its hotline was unable 

to handle the calls that were coming in. 

"Their staff needs to be trained and be supervised and watched while they're training," Dean said. "Everyone has to 

be in for one accord and that's the safety of the child." 

As lawmakers work to reform the department and put new regulations in place, Dean has a suggestion of her own — 

so other kids don't suffer Ta'Naja's fate. 

"They definitely need to be checked — I say twice, maybe even three times a week once that child goes home," she 

said. 
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Audits show rise in child abuse cases in Illinois DCFS 

By Taylor Clark | May 9, 2019 at 5:24 PM CDT - Updated May 9 at 5:24 PM 

CARBONDALE, IL (KFVS) - Several Illinois lawmakers are taking a stand against new findings from the 

Department of Children and Family Services that show rising rates of child abuse and neglect. 

According to the audit, between 2015 and 2017, there was an 11 percent increase in investigations for these kinds of 

cases. One of the most recent findings was the body of a 5-year-old in a Chicago suburb on April, 24. 

Governor J.B. Pritzker said in an interview with Heartland News that he’s seen this as one of the major problems the 

state is facing and has already said he wants to change it. 

“These are the youngest, most at risk children in our state. It is our fundamental responsibility to protect them,” he 

said. 

Pritzker doesn’t blame case workers for these problems however. Instead, he blames heavy work load. 

“These case workers - I’m talking the vast majority, 99 percent of them - are doing everything they possibly can to 

protect these children,” he said, “there’s nothing more they can do, so we’ve gotta make sure we make changes 

within the agency.” 

Pritzker said he wants to add 126 new case workers to the system to help alleviate workload. 

Dr. Sarah Buila, graduate program director for the school of social work at Southern Illinois University Carbondale, 

said she knows exactly what he means. 

“I think the problem is we don’t have crystal balls,” she said, “it’s so hard to be able to predict which situation, 

which foster family,, which family, which child is going to be the next one.” 

Dr. Buila said her students shadow social workers, some in the actual DCFS, for their final projects. What they and 

her colleagues tell her all match up together. 

“I heard this over and over again,” she said, “I heard it from my friend who worked there. I heard from my director. 

I heard it from my students. They need more staff.” 

One change some state lawmakers are suggesting is new legislation proposing continuing audits of 5 percent of 

cases where not enough evidence was found to prove neglect. 

Dr. Buila said it sounds like a good idea, although it would require more money, time and staff. 

Governor Pritzker told Heartland News that he’s asked the University of Chicago’s Chapin Hall and Marc Smith, his 

newly appointed head of the DCFS, to come forth with recommendations to fix the system. 

He said those findings would be public next week. 
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New caucus as auditor whacks DCFS 

WTAX News Radio 

We’ll never know how close State Rep. Anna Moeller (D-Elgin) came to being another Semaj Crosby, A.J. Freund, 

or Ta’naja Barnes. 

“I was exposed to opiates in the womb from my birth mother,” Moeller told a Statehouse news conference. “The 

state took me away and placed me in the care of my loving grandparents.” 

Moeller is now a co-chair of the newly-formed Illinois House Child Welfare Reform Caucus. The bipartisan group 

of representatives hopes to finally get the Illinois Department of Children and Family Services turned around. 

State Rep. Mary Flowers (D-Chicago), a lawmaker of more than thirty years’ tenure, says it’s only gotten worse 

over those years. 

“We are the cause that a lot of families are split up,” she said. “We are the cause that a lot of families are on alcohol 

and drugs. We are the cause that a lot of families have to work three part-time jobs and then still come home and 

take care of their children.” 

And a man who says he is a survivor of abuse, James McIntyre, said, “We left families alone. We left families 

stranded. We let that kid know that his voice does not matter.” McIntyre is co-founder of the Illinois chapter of the 

Foster Care Alumni Association of America. 

McIntyre added that abuse and neglect crosses all racial, income, and religious lines. 

The new caucus was announced the same day as an auditor general’s report which said calls to the DCFS hotline 

went to voicemail and were not returned for a week; and that caseworkers are overloaded to illegal levels. 
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McDermed: DCFS audit report findings are 'unacceptable' 

By Alex Ortiz 

May 19, 2019 at 10:30 pm CDT 

State Rep. Margo McDermed, R-Mokena, called the findings of an audit of Illinois Department of Children and 

Family Services investigations “unacceptable” in her weekly newsletter to constituents. 

The General Assembly passed a resolution ordering an audit after the 2017 death of Joliet Township toddler Sema’j 

Crosby about investigations between fiscal 2015 and 2017. The report found that during those three years, the 

number of abuse and neglect investigations increased significantly, going from 67,732 from fiscal 2015 to 75,037 in 

fiscal 2017, a 10.8% increase. 

“The report is a damning display of how overloaded DCFS investigators are and includes troubling statistics,” 

McDermed said in the newsletter. 

She specifically pointed to one finding in which for 65.3% of indicated investigations sampled, there was a lack of 

documentation regarding whether any services were received by the families involved and the duration of those 

services. 

McDermed said she hopes that the 13 recommendations for improvements within DCFS made by the auditor general 

will be implemented as soon as possible. 

She also noted that legislation was filed last week to require the deputy director of child protection to create a 

system for checking 5% of cases where allegations were not substantiated and the child is younger than school age, 

meaning they may not have come into contact with teachers, social workers or other mandated reporters. The 

measure also bans incentives, monetary or otherwise, from being offered to child investigators or private 

contractors. 
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Fixing Illinois’ troubled child abuse hotline must be a top priority at DCFS, 

new report says 

ELYSSA CHERNEY Chicago Tribune Nov 21, 2019 

CHICAGO — A long-awaited review of the state’s troubled child abuse hotline has found the 24-hour call center 

needs to hire more staff, revamp its online reporting system and overhaul other procedures so people trying to report 

maltreatment of a minor don’t have to leave a message and wait for a callback. 

The report, released Thursday by the state Department of Children and Family Services, examined hotlines in seven 

other states and found that Illinois had the only one that could not handle its call volume. During busy periods, 

callers to the Illinois hotline must leave a message with a worker, and it can take hours, and in some cases days, to 

receive a response from DCFS. 

In the new report, researchers from the University of Illinois’ School of Social Work concluded that “inefficient 

processes and insufficient technology have limited the ability of Hotline staff to handle the high volume of calls that 

they receive. … Given the critical importance of the Hotline in protecting the safety of children in Illinois, fixing the 

identified problems must be considered a high priority and the Department should be given adequate resources to 

implement potential solutions.” 

DCFS and state Sen. Julie Morrison, who chairs the Senate Human Services Committee, requested the recent review 

after a state audit in May highlighted significant problems at the hotline. The audit found that between 2015 and 

2017, nearly half of all first-time hotline callers had to leave messages and waited several days for a callback. The 

hotline is staffed by licensed social workers, who speak with callers when taking the message and organize the 

messages by urgency. Only a few people at a time are assigned to return the messages. 

Morrison said she met with DCFS Acting Director Marc Smith on Wednesday to go over the report. While she 

called the discussion productive and noted that Smith recognized the need to improve the hotline, she also said the 

department should be more transparent about its challenges and needs. 

“DCFS needs to have a guardian angel watching to make sure they actually follow through with this and don’t get 

sidetracked with another issue," she said. 

Smith said the agency will adopt all 11 recommendations made in the report, focusing on improving staffing, 

technology and overall efficiency. Some of the reforms, such as revamping the online reporting system, have already 

begun, he said. 

“This roadmap will help us continue to make impactful improvements to better serve the state’s most vulnerable 

children after years of disinvestment and neglect,” Smith said in a statement Thursday. 

The hotline, which is based in Springfield, is considered the “front door" of DCFS because it’s where all child abuse 

and neglect investigations begin -- with call takers who receive the initial report, assess the allegation and send the 

information to a local field office for follow-up. During peak times, the hotline receives more than 100 calls an hour 

and it handled a total of 268,406 calls in the last fiscal year. With call volume rising in recent years, hotline staff has 

resorted to taking more messages and is struggling to promptly respond to all reports. 

Though messages are supposed to be prioritized by urgency, some reports can fall through the cracks. In August, the 

Tribune detailed a case in which a suburban police officer waited nearly three days for a hotline worker to call him 

back. When the call finally came, it was 1:30 a.m. and the officer didn’t pick up his phone. 

In May 2018, the number of messages requiring a callback exceeded 1,200 and it took weeks for workers to get the 

number below 1,000, according to the report. 

While the report was clear the hotline needs to add more staff, it did not estimate the number of workers needed to 

bring call volume under control. DCFS has asked researchers to do additional work and make a determination, 

spokesman Jassen Strokosch said. 
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As of September, the hotline employed 106 workers to answer calls and nine supervisors, who assist in determining 

whether an allegation meets the legal criteria for an investigation, the report said. The ratio of staff to supervisors 

was higher in Illinois than in any of the other states examined by the researchers. Those states were Alaska, Arizona, 

Connecticut, Indiana, Missouri, Tennessee and Texas. 

Another major problem in Illinois was the use of mandatory overtime, the report said. Call takers said they were 

regularly required to work four to five overtime shifts a month, with each shift lasting about four hours, according to 

the report. The call takers told researchers that mandatory overtime negatively affected their productivity and mental 

health. 

“Many of the call floor workers work hundreds of hours of overtime per year, either voluntarily or because they are 

mandated, in a mentally demanding job that can take a heavy toll on their personal life,” the report said. “The 

improvements that need to be made at the Hotline cannot be leveraged on the backs of the current staff by 

mandating additional overtime.” 

Though DCFS received funding in the 2020 budget to hire 20 more hotline workers, none has started yet. DCFS has 

posted the jobs and identified a pool of candidates but is still in the process of hiring, Strokosch said. 

“We have worked very collaboratively with (the public employees’ union) to allow us to hire for these positions 

much more quickly than normal,” Strokosch said. 

The report also recommended a number of changes to the state’s nascent online reporting system, which was 

launched in June 2018. Though the system is supposed to help workers process reports more quickly, the clunky 

format and technological limitations make it frustrating and time-consuming, the report said. When people using the 

online forms did not provide enough information on the forms, workers had to call and ask additional questions. 

Since September 2018, more than 12,500 reports have been received through the online system. But in July and 

August, it was taken offline for about two weeks due to technological problems. 

The report recommends that DCFS develop a new online reporting system to replace the current version, which 

reporters described as “awkward" and “not user-friendly.” 

States with more advanced online reporting options were able to process four to nine submissions every hour. The 

rate in Illinois is not clear. Call takers are expected to process about two phone reports by hour, but most workers 

said they did not meet that benchmark. Workers interviewed by the researchers said the productivity expectations 

were “unrealistic.” 

  



51 

Questions remain after DCFS audit hearing 

by Jordan Elder  

Wednesday, July 22nd 2020 

SPRINGFIELD, Ill. (WICS/WRSP) — The Department of Children and Family Services (DCFS) has been through 

three audits in the last five years, with another one coming in 2021. 

DCFS directors faced two hours of questioning at the Capitol on Tuesday about the audit completed from fiscal 

years 2015 to 2017, presented in May 2019. 

The legislative audit commission cited lack of record keeping, slow response time, and data issues as just some of 

the issues in the most recent audit. 

"On multiple occasions, the agency did not respond at all," Auditor General Frank J. Mautino said. 

When introducing Mike Paoni, the man tasked with completing the 2021 audit, Mautino paused to say "I'm sorry." 

Acting Director Marc Smith defended the agency. He told the commission there were underlying issues when he 

took the job. 

Smith is the sixth director since 2014. 

"DCFS has been under resourced, understaffed and has been overworked for years," Smith said. "And across the 

board, social services have been hollowed out." 

Some of the audit findings included: 

 78.7% of case investigators had at least one month with more than 15 new cases assigned to them. The goal is 

12 per month. 

 35 out of 150 of the investigations had no final safety assessment. 

 42.7% of cases had an inaccurate level of intervention and 16 cases had no record of intervention listed at all. 

 65.3% of reviewed investigations lacked documentation. 

 Between 2015 and 2017, there were 221,000 investigations of abuse for 358,000 children. 

The department said they've made a lot of changes in the years since the audit. 

Smith said the COVID-19 pandemic has given DCFS more time to make adjustments to their hotline due to a 

decrease in calls. 

All hotline employees are currently working from home, which Smith said gives them more availability to answer. 

However, lawmakers worry that fewer calls means more cases of abuse are going unreported. 

Mandatory reporters at places like schools haven't seen their students, meaning they wouldn't see the signs of abuse 

or neglect as they normally would during a regular school year. 

"Even though we had fewer calls, the calls that were coming in were clearly from our most urgent providers," Smith 

said, citing police departments and hospitals as frequent callers. 

DCFS said their call numbers started increasing in June, and unlike in the past, every call gets answered. 
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The most recent audit revealed that more than 35% of hotline calls were never returned. 

People would call to report abuse or neglect and wait hours or days for a call back, if they got one. 

Division of Child Protection Director Tierney Stutz said changes have already been made to the hotline process. 

"We are operating at about a 1% of people who call us that we have to triage," Stutz said, explaining the rest are 

handled immediately. "So that's literally like a 99% decrease in message taking." 

Smith said the department's new focus is stopping problems before they start. 

"The more we focus on community based services, before things get bad, the less you'll have an impact of safety, 

abuse, neglect, and needing me to take custody of people's kids," Smith said. 

Smith also announced another hotline revamp is coming in the next few months, as well as a new app for children to 

use to communicate with their case workers. 
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List of Media Files: 

1. Child Welfare Reform Caucus Press Conference 05-07-19 

2. ABC 7 Chicago 

3. WGN TV Chicago 

4. WICS TV Springfield 

5. ABC 7 Chicago part 2 

6. ABC 7 Chicago part 3 

7. WGN Radio Chicago 

8. CBS 2 Chicago 

9. NPR Radio 

10. WICS TV Springfield part 2 

11. WICS TV Springfield part 3 

12. NPR Radio 

13. WBEZ Radio 
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