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III 1982 the eyes of the nation were Oil the Oklahoma juvenile 
justice system. A highly publicized series of investigative 
newspaper articles, national TV coverage, and congressional 
hearings all uncovered the abuse al1d neglect of children ill 
institutions under the auspicfS of the Oklahoma Department of 
Human Services (DHS). It was revealed that the Department, a 
giant agency with a $1.2 billion annual budget, essentially 
answered to no one-not the govemor, the legislature, 1101' any 
oversight authority, even though it received more than half of 
the state budget. Because funding for DHS came from ear
marked sales tax revenues, the Department did not have to rely 
Oil the legislatu re or govemor for program or fiscal approval. As 
a result, there were only minimal fiscal or operational controls 
if! piace. Nor were there checks and balances by outside 
agencies, or ill temal or external monitoring for compliance with 
forms and standards. Finally, since Oklahoma did not pm·tici
pate in the federal Juvenile Justice and Delinquency Prevention 
(]fOP) Act, DHS Izaclno federallllonitors looking over its 
slloulder. 

Spurred btl this public scrutiny, the Oklahoma legislature 
passed legislation that brought far-reaching changes to its 
juvenile justice and child welfare systems, and assured that 
abuses would no longer be hidden franz Jegislative and public 
attention. One of the comerstones was the creation of the 
Oklahoma Commission on Children alld Youth, specifically to 
bring accollntability mldoversight illto the child care system. 

This Profile article takes a close look at the commissioll and 
its gt'llesis, statl/tolY authority, activities, and accomplish
ments. Its small but commUted staff has created a climate of 
responsibility and openness in govemment that is worthy of 
emulation. 

Oklalloma
Commissi1on on 

Children and ~Youth 
A Governmental Response 
to Monitoring the Ju.venile 

Justice Systenl 

An. Historical ()verview 

I n the early 1980s, three dramatic currents for change 
were surfacing in Oklahoma's juvenile justice system. 

The first, the Teny D. case (TerryD. vs. L. E. Rader, et 
al.), filed in 1978 in the U.S. District Court for the 
Western District of Oklahoma, was inching through the 
lengthy process of the federal court system. 

The second was State Representative Don McCorkell, 
Jr., Chairman of the Criminal Justice Committee. Soon 
after being elected to his second term in 1980, he en
visioned a systematic overhaul of the state's deficient and 
fragmented juvenile justice and child welfare systems. 
The third event occurred in February 1982, when report
ers from the Gannett News Service began a series of 
shocking articles exposing abuse and neglect in facilities 
operated by the Department of Human Services. With 
the coalescing of these three efforts, the climate for real 
change was right. 

The Tern) D. case was filed by Steven A. Novick from 
Legal Aid of Western Oklahoma, later joined by the 
National Center for Youth Law and the National Prison 
Project of the American Civil Liberties Union. The case 
addressed a number of issues. These included: the per
vasive use of illegal and lengthy solitary confinement and 
its consequent conditions; physical, emotional and 
psychological abuse by institutional staff; coerced drug
ging without medical authorization; interference with 
the attorney-client privilege and limited access to legal 
counsel; and the failure to provide "adequate, meaning
ful, effective and individualized educational, vocational 
and therapeutic programs and resources in the least 
restrictive environment." ---------------------e The all thor of this Profile, Joseph De/ames, has worked ill New Jersey's 
juvenile justice systl'/Il for the past 14 years. He has dl!Ue/opcd and monitored 
sitellcr programs for slatlls offenders and de/cntion programs [ordelinqllell/s, 
Condl/cted research, written/egis/aUon, dl!Ucloped policy, and has conducted 
flOP compliance /Ilonitoring. 
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e Concerning solitary confinement, the complaint 
alleged that the rooms used were-unsanitary, and not 
properly heated or ventilated; that children were denied 
daily exercise or recrea tion, education, and showers; and 
that handcuffs and leather restraints 'Nere sometimes 
used. It further noted that some children were placed in a 
small windowless broom closet known as "the hole," 
and alleged that children were subjected to a variety of 
forms of direct physical abuse by houseparents, security 
guards, social workers, teachers, and administrators. 

In the course of the federal suit, Dr. Robert F. Baxter, a 
child psychiatrist with expertise in the residential treat
ment of adolescents, characterized the Oklahoma system 
as 1/ exceedingly cruel and inhumane." Dr. David Fogel, 
former commissioner of the Minnesota Department of 
Corrections, was also asked to examine Oklahoma's 
institutions on behalf of the plaintiffs. His reaction to the 
conditions was "one of personal shock and outrage." 
"The conditions under which these children are incar
cerated conform to no known corrections or treatment 
standards," he said, adding that Oklahoma's system of 
juvenile institutions "in my view, constitutes cruel and 
inhumane punishment for children." 

DHS institutional inertia kept sweeping changes from 
being achieved imrnedia tely. Several motions for prelirn-

__ inary injunctions brought some relief, however, includ
ing prohibition on the use of restraints, limitation on the 
use of isolation, and institutional compliance with fire 
safety, health, and sanitation regulations. Then, in early 
1982, nearly four years after the suit was filed, the 
Gannett News Service series about the system began. 
These articles opened the situation to much needed 
public exposure. 

The newspaper articles began in February. They were 
the culmination of numerous interviews, and the review 
of hundreds of confidential DHS documents and pre
vious investigative efforts by Steven Novick and his 
associates. The series alleged that Oklahoma's institu
tionalized children had been: 

• Bound and manacled for extended periods. 
• Hospitalized with serious injuries, including 

broken bones, from attacks by adult attendants. 
• Coerced into performing homosexual acts with 

state employees. 
• Recruited to join a prostitution ring. 
e Provided with illegal drugs by supervisors. 
• Thrown into solitary confinement for weeks at a 

time. 
The Oklahoma system was characterized oy a former 

administrator of the Office ofJuvenileJustice and 
.. Delinquency Prevention as "one of the worst in the 
.. country, one of the most archaic; and one with wide

spread abusive practices. Ii 
Many of the children involved had not been adjudi

cated for criminal-type activity, since status offenders" 
such as runaways and truants, and nonoffenders made 

up about half of the institutional population. Since 
Oklahoma chose not to participate in the federal JJDP 
Act, it was under no federal requirement to deinstitu
tionalize status offenders. Also, Oklahoma was one of 
the few remaining states to house dependent and 
neglected children in large, secure institutions located in 
remote areas. 

Through 1982 the abuses were well publicized through 
high-profile newspaper coverage, statewide television 
coverage, and a segment on national TV. The U.S. 
Senate Subcommittee on Juvenile Justice held several 
hearings in Washington, D.C. solely on the abuses. 
Hearing the testimony of abused juveniles, senators 
were shocked that such maltreatment could exist in 
publicly operated facilities. 

Over the next several years, the status of Oklahoma's 
youth institutions changed dramatically. Several of the 
large training schools were closed, sharply decreasing 
bed capacity. The average daily number of institutional
ized youths decreased from 1,300 to 355. New proce
dures on reporting and investigating institutional .-:hild 
abuse were developed. At the federal level, investiga
tions were initiated by the U.S. Department of Justice, 
Federal Bureau of Investiga tion, U. S. Department of 
Health and Human Services, and Oklahoma's three 
United States Attorneys. At the state level, the 
Oklahoma Attorney General, the Oklahoma Bureau of 
Investigation, and the State Auditor and Inspector also 
began conducting parallel criminal investigations. The 
U.S. District Court in Oklahoma City ordered DHS to 
halt all abusive practices against children under its care. 

F 

A significant benefit of both the Terry 
D. case and facility monitoring by the 
comnlission has been to increase the 
public scrutiny of public and private 
children's facilities since, in his 
opinion, "if there is anyone thing that 
creates an environment where abuse can 
flourish, it's an institution that's hidden 

. from the public eye." 
• I'" ..... l '. ; .. _ ~ .... _ ~ 
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l;he "McCorkell 
Legislation" 

At the same time that Gannett was releasing its 
scathing and unrelenting series on the juvenile institu
tional system, progress continued in the Oklahoma legis
lature. After hearings and research on juvenile justice in 
Oklahoma and other states, the House Criminal Justice 
Conunittee concluded there were major deficiencies in 
the Oklahoma system with its heavy emphasis on insti
tutional care. 

The Terry D. lawsuit and increasing newspaper cover
age provided a backdrop for the legislative wrangling 
over a comprehensive bill inh'oduced in 1981. Manyob
servers feel that these events contributed to its passage, 
although, according to Bob Fulton, the former director of 
DHS, "the legislation was also responding to the frag
menta tion in children's services." Wha tever the reasons, 
the result was legislation that became effective in July 
1982 and contains numerous protections for Oklahoma's 
youths involved in its juvenile justice and child welfare 
systems. Still today, the legislation is informally known 
as the "McCorkell legislation," after its author and 
primary sponsor, State Representative Don McCorkell. 
There was a time, he recalls, when the legislature con
sidered a proposed settlement between the plaintiffs and 
DHS. But it was important that it did not acquiesce to the 
crisis since the "legislation went ten times as far as the 
proposed settlement." Among its provisions, the 
legislation: 

• Created the Oklahoma Commission on Children 
and Youth. 

• Directed the Department of HUman Services to 
develop and implement a diversity of community 
services and community residential care for the 
treatment and rehabilitation of children in its 
custody. 

• Directed the Oklahoma Commission for Human 
Services to "establish standards for the certifica
tion of detention services and jl,.tvenile detention 
centers" and required accredi'.ation by the 
American Correctional Assodation. 

• Prohibited juvenile status offenders from being 
placed in DHS institution,:; maintained for 
delinquents. 

e Directed the State Fire Marshal and the 
Commissioner of Public Health to make "regular, 
periodic, not less than qualierly, unannounced 
inspections" ofDHS institutions with reports to 
appropriate state agencies and the legislature. 

• Mandated that "all child care services and facilities 
operated by the Department. shall be accredited by 
the American Correctional Association, the Joint 
Commission on Accreditation of Hospitals or the 

.' e 
Child Welfare League of America, as appropriate 
for the service or facility." (McCorkell notes that 
when the legislation was passed, Oklahoma was 
the only state that required ACA accreditation for 
all its juvenile facilities.) 

• Established the Office of Advocate Defender in 
DHS to investigate grievances of juveniles and 
staff, investigate allegations of abuse or neglect of 
juveniles in Department-operated facilities or 
juveniles who are in the custody of the 
Department and placed in private facilities, and 
work closely with the Office of Juvenile System 
Oversight. 

• Directed DHS to submit an annual report to all 
three branches of government "analyzing and 
evaluating the effectiveness of the programs and 
services being carried out." 

As is evident, much consideration was given to devel
oping checks and balances, oversight, monitoring, and 
accountability for a system that had been devoid of such 
features. 

To address the abuses brought to its attention, the 
legislature went so far as to specify institutional opera
tional policies, including such things as daily exercise, 
education, mental health services, access to an attorney .. 
upon request, and no censorship of mail. The legislation,., 
encompassed a number of changes already made by the 
Terry D. case as well as other issues raised by the case. 
indeed, Steven Novick believes that "the public debate 
of these issues would never have been sustained without 
the filing and vigorous prosecution of the lawsuit." 

Bob Fulton, former director of the Oklahoma 
Department of Human Services, says of the legislation: 
"We had to deal with problems involving the care of 
youth promptly. We had to assure that we were protect-· 
ing their rights, and we had to be accountable in our 
services in a new way. There was a definite impact." 

n 

It is a measure of the distance travelled 
that there is how talk of innovative 
leadership in youth issues. 

m « 

'i 
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e Oklahoma Commission on 
Children and Youth 

Froman oversight point of view, the cornerstone of the 
legislation was the creation of the Oklahoma 
Commission on Children and Youth. It directed that the 
commission's Office of Juvenile System Oversight 
(OJSO) "shall have the responsibility of investigating 
and reporting misferlsance and malfeasance within the 
juvenile service system, inquiring into areas of concern, 
and conducting periodic audit evaluations of the juvenile 
service system to ascertain its effectiveness and compli
ance with established responsibilities." The OJSO may 
be viewed as the heart of the commission, since this 
Office performs the inspection, investigative, and over
sight functions. 

Don McCorkell recalls that "we wanted to develop a 
separate, independent agency that had the capacity to 
monitor our system, to provide leadership on children's 
issues, and to support and help develop innovative pro
gramming in juvenile justice." 

In addition to the OJSO, the commission is the um
brella agency for the following advisory committees and 
task forces that address child welfare and juvenile justice 

& concerns: 
., • Oklahoma Council on Juvenile Justice. A 50-

member advisory body that makes recommenda
tions regarding juvenile justice and child welfare 
issues. 

• Juvenile Justice and Delinquency Prevention 
Advisory Committee. Oversees Oklahoma's parti
cipation in the federalJJDP Act. 

.. Interagency Child Abuse Prevention Task Force. 
• Interagency Coordinating Council for Early 

Childhood Intervention. This council and a full
time staff member of the commission address 
Oklahoma's service delivery system for high risk 
and handicapped infants and children through 
age five. 

• Oklahoma's Permanency Planning Task Force. 
Thi,j project ensures the state's compliance with 
P.L. 96-272, the Adoption Assistance and Child 
Welfare Act of 1980, which mandates permanency 
planning for children by the federal government. 

The commission was created by the legislature in May 
1982. It has 13 members, four of whom are heads of state 
agencies - Director of the Departmen t of Human 
Sen'ices, Commissioner of Health, Commissioner of the 
Department of Mental H@~lth, and State Superintendent 

a of Public Instruction. Six of the remaining nine members 
.., are appointed by the governor, but must have had 

"active experience in services to children and youth," 
and must be recommended by various legal or youth
serving organiza tions, including the Oklahoma 
Association of Youth Services, the Oklahoma Bar 

Association, and the Oklahoma District Attorney's 
Association. 

The commission, which meets approximately ten 
times a year, is required to consider agency budget and 
personnel needs, make appointments to the Oklahoma 
Council on Juvenile Justice and the State Child Abuse 
Prevention Task Force, approve agency operating proce
dure and policy, and publish and distribute an annual 
report of its findings. Commission meetings are 
frequently used to clarify and define agency roles in 
programs where there is a multi-agency relationship: 
child abuse prevention, juvenile justice, and services to 
handicapped infants and children. Commission meet
ings are viewed as a high priority since three of the four 
state agency heads regularly attend. This not only 
engenders personal involvement ll1 problem solving, but 
facilitates interagency solutions to crises and situations 
that cross agency lines. 

The annual report, prepared with the assistance of the 
Oklahoma Council on Juvenile Justice, includes the ac
tivities of the commission, recommendations for further 
development and improvement of services, and budget 
and program needs. The statute requires distribution to 
the governor, the Speaker of the House, the president of 
the sena te, the chief justice of the Oklahoma Supreme 
Court, and the chief administrative officer of each agency 
affected by the report. 

Pursuant to the enabling legislation, the director of the 
commission "shall be a person having experience in the 
operation and administration of services to children and 
youth," who is appointed for a term of two years, and 
may be reappointed. A statutory safeguard againstpoIi
tical interference is that the director may be dismissed 
only for cause. 

Tom Kemper, appointed in 1982, has been the com
mission's only director. His background in child advo
cacy issues is evident, reflecting his involvement with 
Oklahoma's child care system for years prior to being 
appointed commission director. Considering the heavy 
negative publicity about the abuses, and the confronta
tion surrounding the legislation and the Teny D. case, 
Kemper's low-key style proved invaluable in getting the 
commission off to a good start. Don McCorkell notes tha t 
"Tom probably has the right personality for the director's 
position because he is a very competent professional but 
also very low-key in the way he talks to people. He 
doesn't come across as a threat. He's got a lot of respect." 

Given its inherent powers and the long-standing 
abuses it had to correct, it would have been easy for the 
commission to take on an aggressive attitude of con
frontation. That has not been the case. Rather, it leans in 
the direction of interagency cooperation. Although the 
press has been involved in investigations over the years, 
Kemper does not use it to enforce regulations and 
believes that heavy reliance on the press often can be 
coun terproductive. 
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Judicial Executive 

Department of 
Mentall-lealth 

Deparhnent of 
Human Services 

Department of 
Corrections 

Department of 
EduLation 

represen ts reporting 
reqllirements only 

The commission's political style of consensus building 
is reflective of Oklahoma politics in general, explains Eva 
Carter, executive director of the Oklahoma Institute for 
Child Advocacy. "The commission does things in a very 
quiet way and is able to get changes made without the 
hostility. If the commission had taken a different direc
tion and had been this hard-nosed adversarial sort of 
group, I don't think we would have seen any progress," 
she adds. 

Juvenile Justice Issues 

Beyond the juvenile justice issues raised by the OJSO, 
the commission has two entities under its jurisdiction 
that address juvenile justice concerns - the Oklahoma 
Council on Juvenile Justice and the administration of 
Oklahoma's JJDP program. 

The Oklahoma Council on Juvenile Justice is made up 
of 50 memb~rs whu represent every geographic region of 
the state and mostservices affecting children. By law, the 
council" shall serve as an advisory body for the planning, 
coordina tion, development and improvement of services 
to children and youth." Recommendations are made by 
the council to the Oklahoma Commission on Children 
and Youth, and the Departments of Health, HUman 
Services, Mental Health, and Education. 

1-
Interagency 

Coordinating Council _ 
for Earlv Childhood 

In te"rven lion 

The council, which meets monthly, has five standing __ 
committees - Prevention, Judicial, Mental Health, 
Education, and Legislative. In recent years the issues 
considered most important by the council have been the 
removal of juveniles from adult jails, funding issues 
regarding the operation of juvenile detention facilities 
and juvenile detention alternatives, teenage pregnancy, 
and prevention and diversion services for youths. 

Oklahoma first came under the auspices of the JJDP 
Act in October 1983. In July 1986, the program was 
transferred to the commission. The major challenge in 
complying with the JJDP Act, is the removal of juveniles 
from adult jails. In 1980 there were 7,641 juveniies held in 
adult jails and lockups in Oklahoma. By 1986, the 
number was 2,038 - a decrease of 73 percent. State 
legislation now requires the complete removal of juve
niles from Oklahoma's jails and lockups. 

In recen t years, mos t of the fed/~ral JJDP Act funds have 
been used to achieve this, though programs in 15 
different counties received JJDP funding to develop or 
maintain local or statewide projects such as alternative 
education, wilderness experiential treatment, emergency 
shelter services, youth employment opportunities, foster 
parent training, family counseling, and homebound 
detention. 



6 
~ _____ a __ rii

r 
___________ a8 _____ s

l
la ____ II_RII ___ 1l. ___ 117 __ 411 ________ _ 

)artmentof 
Health 

Other State 
Agencies 

Oklahoma Commission 
on Children & 

Youth 

", 
,; 

", 
", 

..... 
..... 

..... 
..... 

--- -

"-
Oklahoma Council 
on Juvenile Justice 

State Advisory Committee 
on Juvenile Justice 

./ 

,; 
", 

---

Early Childhood 
Intervention 
Coordinat'Jr 

Juvenile Justice 
& Delinque'lcy Prevention 

Gran t Administra tion 

Interagency Child 
Abuse Prevention 

TaskForce 

Office of Juvenile Systeln 
Oversigbtt 

An overriding issue in the revelations of abuse in 
Oklahoma's DHS institutions was the lack of account
ability for program operations. DHS did not answer to 
the governor, the legislature, any commission or advis
ory body and, least of all, the public. The legislation that 
created the commission changed all that. In fact, 
Oklahoma is generally recognized as the most scrutin
ized public youth correctional system in the United 
States. 

Much of the overSight function is vested in the Office 
of] ustice System Oversight (OJSO), which is the inspec
tion and investigative arm of the commission. The legis
la ture was unequivocalin its manda te to the OJSO - that 
it ~ad the "responsibility of investigating and reporting 
mIsfeasance and malfeasance within the juvenile justice 
system" and to ascertain the system's "effectiveness and 
compliance with established responsibilities." 

The legislature gave it some powerful tools to carry out 
these functions: 

.. The OJSO is required lito conduct regular, period
ic, but not less than quarterly, unannounced in
spections of state-operated children's institutions 
and facilities." 

• The OJSO has the authority to examine all records 
and budgets in juvenile facilities and be permitted 

--- - .- - - ---

Office of 
Juvenile System 

Oversight 

Legislative 
.... --

.,. 

access for site visits and interviews with residents. 
• The OJSO may subpoena witnesses and hold 

public hearings. 
• The OJSO has the authority to issue reports to the 

governor, Speaker of the House, president of the 
senate, chief justice of the Oklahoma Supreme 
Court, any appropriate prosecutorial agency, and 
other parties. 

Although the major focus of the legislation was for the 
OJSO to monitor state-operated facilities, it is also 
empowered to inspect private youth facilities periodic
any. In all, the OJSO is responsible for overseeing more 
than 100 facilities (about 3,300 beds) including 24 state 
operated, and 90 county or privately operated. 

This ove~s.i~ht by the OJSO is not the only monitoring 
of thesE' facllIties. As noted earlier, state facilities must be 
accredited by the American Correctional Association, 
Joi~t Commission on Accreditation of Hospitals, or the 
ChIld Welfare League of America, depending on the 
type. Private facilities must comply with licensing stan
dards promulgated by DHS. Thus, the facility oversight 
by aJso represents an institutionalized system of checks 
and balances to ensure consistent facility monitoring by 
appropriate authorities. 



OJSO: 
Monitoring of Facilities 

State, county, and private facilities are monitored by a 
staff of six oversight specialists in the OJSO. State
operated facilities that are monitored include training 
schools, mental health facilities, schools for the mentally 
retarded, group homes for delinquents, group homes for 
dependent and neglected children, emergency shelters, 
and other specialized facilities for blind, deaf, or handi
capped children. In all, 24 state-operated facilities are 
inspected at least quarterly through unannounced visits 
required by statute. 

At the locililevel, five county-operated juvenile deten
tion facilities are monitored, as are 85 county and private
ly operated youth residential facilities, emergency shel
ters, and group homes. In 1987, only 10 of these 85 
facilities received site inspections, a weakness in the 
O}SO noted by Tom Kemper and several of those inter
viewed. One observer commented that because institu
tions in the private sector are as likely to have abusive 
practices as tho?e in the public sector, the commission 
should routinely monitor all private facilities. Another 
noted that the commission has been given insufficient 
resources to effectively monitor all private facilities, and 
suggested that alternative means be developed. 

Virtually every year a recommendation has been made 
to the legislature to increase the size of the OJSO staff to 
allow adequate inspections of the private Juvenile facili
ties. However, staffing has yet to be increased to accom
plish this. 

On-site inspections evaluate whether the facilities 
meet their own written policies and procedures, DHS 
licensing standards for child care facilities, or national 
standdl'ds, such as the ACA standards. Different inspec
tions might address physical plant concerns, cleanliness 
of the facility, a review of inspection reports made by the 
state fire marshal or Department of Health, supervision 
Of dli1dren, behavior management programs, grievance 
pronl:<iures, medical services, counseling programs, or 
educaLonal ~lctivities. 

A typl.(il inspection mightinclude a tour of the faCility, 
a review of staff and chilriren's files, a review of incident 
reports and medication logs, interviews with staff, and 
interviews with ·,"hildren. RevieWing personnel files 
might determine thf;: following: criminal background 
checks, documentatk),. of required training. evidence of 
a re<-]uired physical examh"'ation, and/or evidence of CPR 
and first aid training. From '2his review, compliance with 
appropriate standards can tlwn be measured. 

The staff of the O}SO has prepnred detailed and 
comprehensive protocol instruments to complete the on
site tasks and evaluate compliance. Tlw juvenile inter
view guide is noteworthy since it addresses Virtually 
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We had to deal with problems involving 
the care of youth promptly. We had to 
assure that we were protecting their 
rights, and we had to be accountable in 
our services in a new way. There was a 
definite impact. - .SF • 

every facet of the program. Questions explore the follow- e 
ing topics: physical environment, grievance procedure, 
discipline, victimization/child abuse, perceptions of 
safety, court process, individual treatment plan, coun-
seling and education programs, and health and medical 
care. 

After an on -site program assessment is completed, a 
report that delineates the findings coupled with rec
ommendations is prepared and released. An important 
function of O}SO is to identify problems and recommend 
corrective action before improper practices become 
ingrained. Most observers interviewed feel that 
conditions have improved and that institutional over
sight has made the difference. Steven Novick, the lead 
attorney on the Tern) D. case, notes th(J "investigations 
and monitoring have led to the cleaning up or closure of 
facilities that were abusive to kids, particularly in an area 
that is very difficult to bring to public scrutiny - the 
private facilities." He f.,:els that a significant benefit of 
both the Tern) D. case and facility monitoring by the 
commission has been to increase the public scrutiny of 
public and private children's facilities since, in his 
opinion, "if there is anyone thing that creates an 
environment where abuse can flourish, it's an institution 
that's hidden from the public eye." 

These accomplishments have been made without the 
use or threa t of sanctions because the commission has no e 
enforcement authority, but must rely on recommenda
tions. If, however, violations of criminal statutes are un
covered, the commission may work closely with appro
priate prosecutorial authorities. 
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The Children's Sllelter 

A striking example of the commission's ability to un
cover criminal misconduct and work with law enforce
ment authorities came in an audit of the Children's 
Shelter. Issued in 1982, it was a "blistering report" (as 
one newspaper called it) on a facility that provided long
term residential services for the severely retarded. 
Summarizing a three-month investigation, it revealed 
that some children were "skin and bones," others had 
not had their teeth brushed in years, and most had not 
eaten solid food for years. Further, no education was 
provided, physical therapy was nonexistent, and social 
services were severely lacking. 
. The facility was eventually closed due to the investiga

tion: But an equally important victory, in retrospect, was 
flexmg the muscle of the commission's independent 
watchdog status. The report accused three state agencies 
- Department of Health, Department of Human 
Serv~ces, and Department of Education - of giving 
speCIal treatment and protection to the shelter. Examples 
of this treatment included allegations that the 
Department of He;,tlth knowingly accepted false infonna-

.. tion from shelter officials, and waiver of sta te regulations 

.., by both DHS and the Department of Education. 
The commission successfully weathered this first test 

of its independent status. Although it prefers to address 
problems in a nonadversarial process, in retrospect it was 
important that the inherent independence and integrity 
of the agency were established. 

: ,,~. . '';. . 
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OJSO: 
Responding to Complaints 

and Grievances 

The Department of Human Services is required bv 
statute to provide a grievance process to all youths ~ its 
custody. Copies of grievances that DHS does not resolve 
to the satisfaction of the complainanbJ are forwarded to 
the Office of Juvenile System Oversight. In the r.Host 
recent fiscal year the OJSO received 27 unresolved 
grievances from DHS. The majority concerned place
ment decisions, while others concerned institutional 
policy and loss of personal property. After review, the 
OJSO agrees with the DHS resolution in 25 of the 27 
grievances. 

Another function of the O}SO is to investigate any 
com~lain~ it receives regarding improper personnel 
practices m the system. These investigations focus on 
violatio~s ofIaw, policy, or procedure. During 1987, 37 
complamts (20 from private citizens and 15 from 
professional staff) were lodged against the public and 
priva te facility staffs, and staffs of the Department of 
HUman Services' state office, Court Related and 
Community Services, and Division of Child Welfare. 

The O}SO found that nine of the complaints could be 
substantiated. Three complaints concerned unsatisfac
tory conditions at juvenile facilities (two private, one 
public), and one alleged an inadequate inspection of a 
juvenile facility by a DHS licenSing worker. The remain
ing five involved violation of procedures by DHS county 
child welfare workers. 
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An example of a substantiated complaint concerned 
aHegations against a shelter facility where resident.., were 
routinelyA WOL and there were a number of assaults on 
residents by other residents. In its finding OJSO noted: 
"We do not believe the Department ofHu.man Services is 
fulfilling its mandate to provide appropriate care and 
treatment for children in its custody ... legal liability 
dictat~ )a safe and constructive environment that 
requires a redefinition of Ithe shelter's role with a budget 
to enact change." 

In another case, a complaint alleged that a 12-year-old 
in the custody ofDHS was not being allowed to visit with 
his adoptive mother. After investigation it was deter
mined that policy was not followed, and that visits 
should not have been denied. The report also delineated 
s~veral recommendations to address resolution of this 
case, and ensure that policy will be followed in similar 
cases. 

OJSO: System Issues 

Two of the different ways in which the OJSO provides 
oversight have been discussed: at the facility level 
through site inspections and facility reports, and at the 
individual case level through grievance and:omplaint 
reviews. A third fomt is by addressing system-wide 
issues that affect juveniles. 

As an example, several years ago the office examined 
the district courts' h'11plementation of a statute that 
created a statewide system for citizen review of children 
in foster care. It sought to measure the extent to which 
the specific requirements of the law were being followed 
by looking closely at the operations in approximately half 
of the state's 42 foster care review boards. The OJSO 
interviewed 23 associate district judges, 10 review board 
coordinators, and 55 volunteers serving on the boards. In 
addition, 137 cases were randomly selected from 26 
courts and reviewed for compliance with statutory 
requirements. Analysis of these cases revealed noncom
pliance with several sections of the statute. As a result, 
specific recommendations to improve the system were 
made. 

Another system-wide project coordinated by the 
OJSO evaluated compliance with selected mandated 
minimum licensing standards by the state's youth ser
vices shelters. Twenty-seven shelters were visited and 
256 resident case files were reviewed. The resulting re
porfoffered recommendations for the Department of 
Human Services, the Oklahoma Association of Youth 
Services, and shelter directors. 

Accomplishments 

Several years have passed since the Oklahoma 
Commission on Children and Youth has become a key 
agency among many in the state's juvenile service 
system. What have been the commission's accomplish
ments over this period? Certainly there are measured 
indices, such as the two institutions it was responsible for 
closing, the number of its legislative recommendations 
that became law, or the number of facility violations that 
were corrected. 

Yet many of the accomplishments cited by those inter
viewed are less easily measured, though equally impor
tant. These include, among other things, increased 
professionalism in the system, more humane institu
tions, and increased coordination among agencies. Dave 
Allen, the commission's chairman, feels the most signi#
cant accomplishment has been in the oversight area. He 
makes an interesting point that the commission's over
sight activities over the years have led DHS to become 
more responsible in enforcing its own regulations. Don 
McCorkell, likewise, feels that the most signifl.cant 
accomplishment has been in the oversight and monitor
ing area. "People in the child care system do listen to 
them, F,!nd they've been able to get some results in regard 
to quality of care," he notes. 

Considering the nature of oversight activities, it's no 
surprise that commission staff and oversight reports al'e 
not universally accepted with open arms. There is some 
admitted friction between the commission and some 
facility operators, as well as some DHS middle manage
ment. Interestingly, however, the work of the commis
sion is viewed positively by administrators at the highest 
levels ofDHS. Likewise, according to those interviewed, 
the commission is on very good terms with the judiciary 
and the legislature. 

Still another contribution of the commission over the 
years has been its role as coordinator. The commission 
structure, whereby heads of agencies are forced to deal 
with each other, has facilitated considerable communica
tion and coordination among agencies. Likewise, it has 
brought together the executive and judicial branches of 
government, as well as the public and private child care 
sectors, on common youth issues. 

It is noteworthy that the commission is viewed both as 
an effective oversight agency and as an agency that 
facilitates coordination and cooperation. The successful 
accomplishment of these two seemingly disparate func
tions certainly speaks to its success. 
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The Future 

The filing of the Terry D. case in 1978 set the stage for 
the subsequent restructuring of the Oklahoma juvenile 
justice system. The documents in the case were not only 
used to a significant extent in the investigative reports by 
Gannett News Service, but prompted legislative review 
of the state's system of providing care for troubled 
youths. Oddly enough, 10 years later the case still has not 
been fully settled. 

The consent decreee to the case was filed in 1984. It 
proposed to rely heavily on the commission to monitor 
its provisions: "The Office of Justice System Oversight 
(OJSO) of the Oklahoma Commission for Children and 
Youth is hereby designated to monitor and oversee the 
implementation of the terms of this Decree .... The 
OJSO shall have the authority to retain qualified expert 
consultants to assist it in monitoring compliance with 
this Decree ... It shall be the dutyofOJSO to prepare and 
submit to the Court periodic written reports regarding 
progress and compliance with the terms of this Decree." 

Since 1984 attorneys from DHS and Legal Aid of 
Western Oklahoma have been negotiating the details of 
the implementation plan developed by DHS in response e to the consent decree. As a result, the commission has 
not yet provided any monitoring and oversight for the 
Tern) D. consent decree. It is expected that once the 
details are settled, the commission will act as the court's 
designated master in the case. A proposed contract with 
DHS will pro, .. ide additional staff to monitor the provi
sions of the consent decree. 

It is also expected that the commission will increase its 
role in the planning and coordination of children's ser
vices. Over the years, the commission has assumed 
additional responsibilities in this area, such as annexing 
the JJDP Advisory Committee, the Interagency 
Coordinating Council for Early Child Intervention, and 
the Permanency Planning Task Force. Also, the member
ship of the commission's governing board is statutorily 
designed to reflect a broad base of expertise and perspec
tive, and is a powerful mechanism for sharing infOtma
tion, reducing duplication of services, and pooling re
sources to maximize existing sl!rvices to children. 

Oversight and planning are intertwined. The over
sight function ensures that.institutional standards are 
met in the present; the planning function should modify 
the system to address new-found problems in the future. 
In il sense, the commission is evolving to incorporate 
both functions, especially when one views the work of 

a the Office of Juvenile System OverSight in the system
.. wide issues discussed earlier. 

Perhaps it was inevitable that the planning and coor
dination function of the commission has increased in 
importance as it matures. When it was created, the 

message from the legislature was clear: the commission, 
along with other components of the sweeping legisla
tion, was to stem the tide of institutional abuse, primarily 
through its oversight funcHon. From a political perspec
tive that had to be the first order of business. Now that 
monitoring and oversight are more entrenched at both 
the commission and DHS, planning and coordination 
will most likely increase. 

Don McCorkell never envisioned the work of the 
commission to be inflexible and static, which is one 
reason the commission has independen t sta tus and is not 
buried in an executive department. McCorkell now en
courages the commission to enlarge its roJe by providing 
leadership in coordinating a wide range of youth ser
vices, including prevention, aftercare, and education. 

It is a measure of the distance travelled that there is 
now talk ofinnovative leadership in youth issues. Only a 
few, short years ago, the Oklahoma youth syL~em was a 
relic of the 19;h century. Now other states are looking to 
Oklahoma's system of responsible government in the 
areas of program oversight, monitoring, and account
ability. Increasingly it becomes eVident that the work of 
the commission has contributed greatly to this system. 

Profile is published by Community Research Associates under 
Contract Number OJP-88-C-006 awarded by the Office of 
Juvenile Justice and Delinquency Prevention, United States 
Department of Justice. Points of view or opinions stated in this 
document are those of the author and do not necessarily rep
resent the official pOSition of the U.s. Department of Justice. 

For further in fonnation about other Profiles and related pro
grilms on juvenile justice and delinquency prevention, contact: 
Community Research Associates, 115 N. Neil Street, Suite 302, 
Champaign, IL 61820,217/398-3120. 

For further infonnation about Okl,lhoma's monitoring system, 
contact: Oklahoma Commission on Children & Youth, -J"i45N. 
Lincoln Boulevard, Suite A, Oklahomd City, OK;1 10:;. -Hl5;521-
4016. 
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