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EXECUTIVE SUMMARY

This report describes the implementation status of recommendations made in child fatality reviews
conducted by the Children’s Administration (CA). During this reporting period, from May 1, 2010
to December 31, 2011, CA reviewed the deaths of 93 children and these reviews resulted in 152
recommendations. OFCO found that 82 percent of the recommendations were either completely
implemented or echoed existing policy or procedure.

While the majority of these recommendations have been either completely or partially implemented,
OFCO identified several recommendations that have not been implemented and warrant further
consideration. Of particular note, the department has not taken action regarding the following three
recommendations:

- Identify and utilize current agency staff who are trained in providing chemical dependency
treatment to better address related issues in cases and clientele

- Provide training to agency staff on serving families with preterm (or “preemie”) infants,
given increasing trends in preterm births and associated health risks

- Enhance existing policy regarding health and safety visits to include an assessment of the
perimeter surrounding a family’s home

Also, OFCO found other recommendations that would require legislative action to implement. For
example:

- Allow the timeframe in which the department may destroy case records to reset upon the
receipt of subsequent allegations of child maltreatment

- Require that mandated reporters receive training on an annual basis

- Require all persons, not just mandated reporters, to contact Child Protective Services (CPS)
or law enforcement if they believe or suspect a child has suffered from abuse or neglect

- Require law enforcement officers to notify CPS whenever a child is present or near a parent
or caretaker involved in a domestically violent relationship

These recommendations deserve further attention by agency administrators and legislators in order
to improve the safety and welfare of children served by our child welfare system.

As discussed in this report, changes to state law governing the types of cases subject to fatality
reviews, and improvements initiated by the department to enhance the review process should lead to
more focused and effective recommendations. Additionally, the department’s partnership with state
universities and Partners for Our Children to redesign training for students and child welfare
professionals provides an opportunity to incorporate lessons learned and recommendations from
child fatality reviews into the training curricula.

Office of the Family and Children’s Ombudsman



STATE LAW GOVERNING CHILD FATALITY REVIEWS

The Department of Social and Health Services (DSHS) Children’s Administration (CA) conducts a
child fatality review when the death of a child was suspected to be caused by child abuse or neglect,
and the child was in the care of or receiving services from DSHS/CA at the time of death, or in the
year prior." If it is not clear whether a child’s death was the result of abuse or neglect, the
department must consult with the Office of the Family and Children’s Ombudsman (OFCO) to
determine if a review should be conducted. The CA Assistant Secretary convenes an Executive
Child Fatality Review (ECFR) team comprised of professionals with relevant expertise who have no
prior involvement in the case.

The purpose of reviewing child fatalities is to increase the agency’s understanding of the
circumstances around the child’s death and to evaluate practice, programs and systems to improve
the health and safety of children.” DSHS must issue a report on child fatality review results within
180 days following the fatality, unless granted an extension by the Governor.” These reports are
subject to public disclosure and must be posted on the department’s public website. The
department is authorized to redact confidential information contained in these reports to protect the
child’s privacy.’

In order to promote accountability and the consistent implementation of recommendations from
fatality reviews, the Ombudsman is required to issue an annual report to the Legislature on the
implementation of these recommendations.’

INTRODUCTION

Between May 1, 2010 and December 31, 2011, the deaths of 93 children resulted in a child fatality
review by CA. The following report provides a summary and analysis of the 152 recommendations
emanating from those reviews, and how they have been implemented. During this reporting period,
Washington’s child fatality statute was revised significantly. Prior to July 22, 2011, the department
was required to review @/ unexpected deaths, from any cause, of children in the care of or receiving
services from CA at the time of death or in the year prior. Now, the agency is required to review
only those deaths suspected to be caused by abuse or neglect, for the same group of children.’
Therefore, many of the child deaths included in this reporting period were “unexpected,” but not
caused by abuse or neglect.

! See RCW 74.13.640. Prior to the passage of SHB 1105 in 2011, CA was required to review any unexpected deaths of
children who were in the care of or receiving services from CA, or had received care or services in the last year.

2 See DSHS CA Operations Manual, Section 5200 at http://www.dshs.wa.gov/ca/pubs/mnl ops/chapter5.asp#5200
31d.

4 Individual child fatality reports are available at: www.dshs.wa.gov/ca/pubs/fatalityreports.asp.

> RCW 43.06A.110. This requirement began in 2008 and OFCO’s first report appeared in our 2009 Annual Report,
covering fatalities occurring from 2005 to 2008. OFCO’s second report was a stand-alone report issued in August 2011,
covering recommendations resulting from reviews of fatalities occurring between January 1, 2009 and April 30, 2010.

This is OFCO’s third report on this topic. OFCO reportts are available at: http://www.governor.wa.gov/ofco
6 See RCW 74.13.640.
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Part I of this report highlights select recommendations that resulted in significant changes to child
welfare policy or practice. For example, recommendations that were implemented addressed:
monitoring vulnerable children during a CPS investigation; the use of a global assessment tool for
child safety; the timely completion of CPS investigations; communication between CPS social
workers and medical consultants; and improved training for the child welfare workforce. Child
fatality recommendations are organized by nine common themes. The prevailing theme identified a
need for improved training for caseworkers, supervisors and community professionals. The second-
largest number of recommendations targeted casework practice.

Part IT summarizes the types of recommendations and the level of implementation. This section
examines why some recommendations have been only partially implemented, or not implemented at
all. Sixty-one percent of the recommendations are reported as fully implemented. Another twenty-
one percent were considered to be already addressed through existing policies.” Nine percent were
partially implemented, while another nine percent were not implemented at all.

Part IIT highlights local initiatives to implement fatality recommendations, and discusses some
recommendations that were not effectively implemented.

Part IV discusses promising results from improvements in the fatality review process. Significant
changes in child welfare law and policy highlighted in this report are some of the positive outcomes
of a greater statewide focus on implementing fatality recommendations and disseminating the
lessons learned from this important process.

7OFCO’s 2011 implementation report suggested that CA take a closer look at such recommendations to determine why
existing policies weren’t followed, and whether there are inherent problems with these policies.
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PART |: SIGNIFICANT CHANGES IN CHILD WELFARE LAW AND PoLICY
ARISING FROM FATALITY RECOMMENDATIONS

Since OFCO’s 2011 report on the implementation of fatality recommendations, the criteria and
procedures for fatality reviews has changed significantly. As mentioned in our introduction, fatality
reviews are now only required in cases of suspected abuse or neglect, rather than all unexpected
deaths of children whose family had an open case with CA or a CPS referral within the prior year.
Additionally, in the event of a near fatality of a child, the department must promptly notify OFCO,
and may conduct a review at its discretion or at the request of the Ombudsman. All reviews are now
conducted as Executive Reviews by a review team consisting of professionals who are unrelated to
the case and have relevant expertise.” The Ombudsman participates in every review. These changes
took effect on July 22, 2011, 15 months into the 20-month period covered by this report.

A second significant development is that by August 2012, CA established a centralized process for
conducting fatality reviews. All fatality reviews are now facilitated by one of three staff who
coordinate reviews and compile the review committee’s findings and recommendations. The
findings and recommendations are then communicated directly to trainers with the agency’s new
staff training resource, the Alliance for Child Welfare Excellence. In this way, critical lessons learned
from these fatalities will be incorporated in trainings and disseminated to CA staff.

As a result of these recent changes, OFCO has observed that the fatality review process and product

have improved in terms of consistency and quality. Recommendations are more targeted, specific
and feasible.

A. Recommendations Resulting in Major Policy and System Changes
During this reporting period, there were a number of significant changes in policy, protocol or
system changes that occurred statewide in large part as a result of recommendations made by

fatality review committees.

1. CPS monitors vulnerable children more closely during CPS investigations.

A seven-year-old child was killed in a car accident when his mother was driving
while intoxicated® There was an open CPS case following reports that the
mother drove intoxicated with the children every day, the home was in poor
condition, and the children were being neglected due to the mother's alcoho/
abuse. There had been three prior investigations by CPS in the past seven
years, all involving the mother’s drinking and driving with the children, and

overall neglect of the children.
The fatality review committee found that the CPS case had been open for 55 days at the time the
child was killed, and there had only been one home visit by the CPS investigator during that

8 RCW 74.13.360
° Executive Child Fatality Review, 1.C., conducted on January 7, 2011.
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time, to conduct an initial face-to-face contact with the children and parents. Existing policy
did not require children to be seen by the assigned worker after that initial contact. The review
committee identified this as a significant gap in safety monitoring of children in an open CPS
case.

The committee recommended that just as children in out-of-home care and families receiving
voluntary services through CPS are required to be seen by the assigned caseworker every 30
days, children involved in open CPS investigations should also be seen every 30 days.

A 20-month-old toddler died from severe trauma as a result of physical abuse
inflicted by the mother's boyfriend™ There was an open CPS case at the time,
after the child had arrived at day care with a black eye. The family'’s CPS
history included a dependency on an older child.

The fatality review committee found that the CPS case had been open for 81 days at the time the
child was killed, and there had only been one home visit by the CPS investigator to conduct the
initial face-to-face contact with the children and parent. The mother had given birth to a new
baby in the interim.

The committee recommended that children involved in open CPS investigations be seen every
30 days.

Agency takes action: CA policy now requires CPS social workers to conduct 30-day Health
and Safety visits in all CPS investigative cases open longer than 90 days. "'

2. CA adopts more effective tool for assessing child safety.

A one-month-old infant died while co-sleeping with her parents.? There was no
open case with CA at the time of the childs death. The family had two prior
CPS referrals in the preceding three years. Both alleged substance abuse by
the mother, including driving while intoxicated with an older child in the car.
The second referral was investigated, and closed as "unfounded.”

The review committee found that while the CPS investigation met the minimum policy
requirements, additional information from collateral contacts such as the mother’s physician, the

10 Executive Child Fatality Review, N.L., conducted on September 12, 2011.
' CA internal memo to all staff, 3/12/13, “Monthly visits with child victims of CPS cases open beyond 90 days.”
12 Child Fatality Review #10-60, completed on November 17, 2010.
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child’s physician and the WIC" program staff would have better informed the CPS investigation
and assisted the family in gaining access to needed services.

The committee recommended that CPS investigators conduct a global assessment of child safety
that goes beyond the incident-focused investigation.

A nine-month-old infant died from Sudden Unexpected Infant Death (SUID)™
The child had been placed on a pillow on her stomach with a blanket covering
her back and legs. The family had an open CPS case at the time of the child’s
death, after a child allegedly ingested methamphetamine while visiting this
home. The intake was the sixteenth report on this family in less than four
years. There were two older children in the family.

The review committee found that there had been six CPS investigations involving this family
ptior to the infant’s death and that additional information from collateral contacts would have
helped determine risks to the children’s safety, and identify appropriate services. In this case,
contact with the referrers to CPS, law enforcement, and the children’s health care providers
would have revealed valuable information.

The committee recommended that CPS investigators conduct a global assessment of child safety
that goes beyond the incident-focused investigation.

Agency takes action: The agency initiated a new safety assessment and safety planning tool in
November 2011, the Child Safety Framework," to provide a more global assessment of child
safety. A subsequent fatality review committee noted that the new tool:

supports and assists social workers in assessment, identification, and management of
safety threats throughout the life of a case. The patterns in the [currently reviewed
case] of child maltreatment reports, domestic violence, and substance abuse would
be thoroughly identified in the new assessment, moving the practice away from
incident-focused work to a comprehensive assessment of how this family functioned.
The Child Safety Framework also [stresses] the importance of verifying information
gathered [from parents] by contacting collaterals and other child welfare partners
working on a case.

13 The federally-funded Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) provides
nutrition services and health care referrals for low-income mothers and children up to age five who are at nutritional
risk.

14 Child Fatality Review #10-63, completed on April 19, 2011.

15 CA Practices and Procedures Guide, Chapter 1100: Child Safety Section.

16 Executive Child Fatality Review, M.S., conducted on October 27, 2011, page 8.
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3. Access to autopsy repotrts enables more comprehensive fatality reviews.

A two-and-a-half year old child died of severe trauma resulting from physical
abuse by his mother's boyfriend”” There had been six CPS intakes involving the
mother in the two years preceding the child’s death, alleging neglect and
physical abuse of this child and older siblings. Previous physical abuse
allegations included burn marks, a black eye, and bruises on this child, as well as
bruises on an older sibling.

The review committee found that CA’s limited access to the autopsy report was a barrier in
discussing the child’s medical issues during the course of the review.

The committee recommended amending RCW 68.50.10 to allow release of an autopsy report to
CA when a child’s death is the result of alleged abuse or neglect.

A one-month old infant died while co-sleeping with her parents.’® [This fatality
/s described under #2 above.]

The review committee had several questions regarding the circumstances of the child’s death,
but did not have access to the autopsy report, which includes the death scene investigation.

The committee recommended legislation to allow CA access to autopsy reports to include the
death scene investigation report.

Legislature takes action: In 2011 the Legislature amended state law allowing CA access to
autopsy reports in child fatalities suspected to be caused by maltreatment. "

4. State adds significant resources to ensure timely completion of CPS investigations.

A 20-month-old toddler died from severe trauma resulting from physical abuse
inflicted by her mother's boyfriend?° [This fatality is described under #1
above.]

17 Executive Child Fatality Review, B.M., conducted on January 6, 2011.
18 Child Fatality Review #10-60, op. cit.

19 HB 1105 amended RCW 68.50.105.

20 Executive Child Fatality Review, N.L., op. cit.
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The review committee found that the assigned worker’s workload (as well as that of the entire
CPS unit) compromised the worker’s ability to meet practice expectations in this case. There
was a 75-day period without any significant investigative follow-up activity or visit by the CPS
worker. Similarly, required monthly supervisory consultations and staffings did not always occur
due to the unit’s workload.

Among other recommendations to address workload issues, the committee recommended that
supervisors receive a monthly report listing CPS investigations open longer than 45 days without
an extension, as a means to support supervisors in monitoring workload. The committee further
recommended compiling a statewide report regarding the occurrence of monthly supervisory
reviews by office and program area to determine where there may be barriers to completing
these reviews.

Governor and agency take action: The above recommendation was made in September
2011.*" CA subsequently developed a data report for CPS supervisors to track CPS
investigations open longer than 45 days. A new supervisory review tool was also introduced to
assist supervisors in tracking the date of case assignment. Regarding the tracking of supervisory
reviews of cases, a tracking tool available on CA’s intranet can be used by both supervisors and
Area Administrators to measure whether the 100% case reviews required by policy™ are
occurring in any given unit.”> More importantly, the Governor recently approved additional CPS
positions, effective in April 2013, to eliminate the backlog of pending investigations and ensure
high-quality investigations that are completed in a timely manner.

CPS strives for more effective consultations with Child Protection Medical Consultant
group.

An eight-month-old infant died from severe trauma as a result of physical
abuse by her father?* CPS had an open case at the time, following a report
made nine days earlier that the infant had suffered a skull fracture.

The review committee found that CA had consulted with its contracted medical consultants (the
Child Protection Medical Consultant (CPMC) group,) regarding the skull fracture. The medical
consultant’s initial opinion was that the injury was the result of “probable” accidental trauma.
The review committee found that “while the injury may have plausibly been accidental, the social
worker made no additional inquiry as to the degree of probability or actual likelithood that the
event was inadvertent rather than intentional.”® The committee also noted that “while
consultation with medical professionals is often critical to gathering information for

2 OFCO’s 2011 and 2012 Annual Reportts also highlighted the problem of CPS investigations not being completed in a
timely manner.

22 CA Operations Manual, Chapter 6223: Supervisory Monitoring.

23 Per telephone conversation with CA Deputy Assistant Secretary, Randy Hatt, on 4/25/2013.

2 Executive Child Fatality Review, L.F., conducted on April 19, 2012.

% Ibid., page 6.
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investigation and assessment, medical opinion should not be the only source of information
when assessing risk or safety, or making a final decision.””

The committee recommended that “in cases where the medical opinion may be that an injury is
‘plausibly accidental’, social workers should ask for a more specific estimate of probability [of]
‘how likely’ is it that the injury was accidental or non-accidental?... This would increase the ability
of social workers to understand and assess the safety needs of the child as well as support
investigative findings that are based on a ‘more likely than not” standard of proof.””’

Agency takes action: CA subsequently met with the state CPMC group to discuss ways to
improve communication between doctors and department social workers when consulting on
child injury cases. As a result, changes were made to the referral form used by social workers to
obtain these consultations. The new referral form is now in use.

B. Comprehensive Redesign of Training for Child Welfare Workforce

At least seven recommendations concerned the need for improved training of CA staff,
particularly regarding domestic violence, as well as specialized training for supervisors, and cross-
training between CA functions for all staff. In May 2012, DSHS announced the creation of the
Washington State Alliance for Child Welfare Excellence, a new partnership to provide training and
professional development for Washington’s child welfare workforce.® The Alliance combines the
resources of University of Washington School of Social Work, UW Tacoma social work program,
Eastern Washington University’s School of Social Work and the former child welfare training
academy of DSHS, with a research component provided by Partners for Our Children.” According
to DSHS, as of May 2012, Alliance staff members were working with CA teams in each region “to
research, plan and implement the transition to the new, enhanced training and professional
development system. Early implementation will focus on supervisor and new social worker training.
The remaining components of the system will follow, including foster parent training.””

The following is a detailed and specific example of a Child Fatality Review (CFR) recommendation
regarding staff training’' and the agency’s response:

CFR Recommendation: CA should consider new social workers as in training status for up to 90 days minimum
and should consider implementing the following training and mentoring strategies: Partner in training social workers
with experienced, mentor social workers. In training social workers will not be assigned cases for 45 days. 1f assigned
cases priot; the in training social worker should be assigned as a secondary with the mentor social worker as the
primary social worker assigned to the case. 1f staffing resources do not allow for partnering, in training social worker

26 Ibid., page 8.

27 Ibid., pages 7 & 8.

28 See http://socialwork.uw.edu/research/smart-partnerships

2 A policy and analysis group collaborating with UW School of Social Work, DSHS and private philanthropy.

30 See press release on May 10, 2012 at http://dshs.wa.gov/mediareleases/2012/pr12022.shtml

31 Executive Child Fatality Review, I.C., reviewed on 6/29/2011.

%2 CFR recommendations presented in italics throughout this report are taken verbatim from Child Fatality Review
reports, and CA responses in italics similarly are taken verbatim from CA responses sent to OFCO.

11
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has daily supervision with assigned supervisor. CA should develop a checklist of case types to ensure in training social
worker has exposure to and experience with a variety of cases while in training, to include:

Newborn victin cases; Non-verbal victim cases; Adolescent victim cases; Substance abusing and addicted caregivers;
Mentally ill caregivers; Physical abuse; Sexual abuse; Negligent treatment or maltreatment; Chronic maltreatment.

CA Response: Currently the Training Alliance, with its University Partners, are developing a Proposed Plan for
Regional Acadenry Training that will be field tested in Region 1. This is a structured learning program that addresses
the knowledge and skills identified as foundation level competencies. The learning program is the initial, intensive,
task-oriented training that prepares newly hired social workers and social service specialists to assume job
responsibilities. "The program begins on the first day of employment and lasts for 60 days or the first two months of
employment. Competencies are used to assess learning needs and to identify the curriculum modules completed during
this time. Each module contains an on-the-job application wherein the new employee is learning and applying the
knowledge and skills before completing the module. Close observation and supervision occurs throughout the first two
months, provided by an Alliance Coach. The Coach and the new employee’s supervisor stay in contact thronghont the
program with regular progress reports and debriefing sessions. Ewvery newly hired social worker will be assigned a
coach. Coaches may have one or a small group of newly hired social workers at one time. The coach, in collaboration
with the participant’s supervisor, will determine when he or she has met the required Foundational competencies.  The
completion of the Foundational process of learning allows the new hire to receive a full caseload and enter into the next
level of In-Service learning. This will be implemented in 2013.

C. Common Themes of Child Fatality Recommendations

OFCO analyzed the 152 child fatality review recommendations made during this reporting
period to identify common themes. The largest number of recommendations—close to one-quarter
(23 percent)—identified a need for increased or specific training for caseworkers, supervisors, or
community professionals. The next highest number of recommendations (19 percent) dealt with the
agency’s casework practice. Recommendations addressing the agency’s partnerships with
community professionals, improvements in CPS investigations and promoting child safety
accounted for another 11 to 12 percent of recommendations respectively. The following chart
presents the number of recommendations within nine major themes. A summary of all the
recommendations made within each of the nine themes is presented in Appendix A.

12
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Fatality Recommendations by Theme

Provide Training
Casework Practice
Partnerships with Community Professionals 18
Effective CPS Investigations 17
Safety Planning and Risk Assessment 17
Effective Intervention with Families 11

Intake Screening Decisions 8

Child Fatality Investigations and Reviews 8

Education, Services, & Other

29

36

0 5 10 15 20 25

30

Number of Recommendations (n=152)

35

40

Source: Office of the Family and Children’s Ombudsman, April 2013 based on analysis of DSHS CA responses
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PART Il: IMPLEMENTATION STATUS OF FATALITY RECOMMENDATIONS

For this reporting period, 152 recommendations were issued regarding 93 child deaths®
reviewed by CA. This includes seven recommendations that were directed at the Department of
Early Learning (DEL), a cabinet-level agency outside of DSHS that licenses and monitors child
care facilities in Washington.

In order to assess the implementation of child fatality recommendations, CA Headquarters provided
OFCO with information regarding the implementation status of recommendations issued in all
fatalities reviewed by CA, for child deaths that occurred from May 2010 through December 2011.%
CA categorized the implementation status of each recommendation as completely, partially, or not
implemented, and provided a brief description of the implementation effort.”

This section of the report discusses:
» The implementation status of fatality recommendations;
» Whether the recommendations targeted system, policy, ot practice issues; and
» Whether the recommendations addressed local, regional, or statewide issues.

A. Implementation of Fatality Recommendations

OFCO reviewed the information provided by CA and in some cases, sought additional or updated
information to determine the implementation status that was most accurate. OFCO sought similar
information from DEL. Based on OFCO’s review, 61 percent of child fatality review
recommendations have been completely implemented. Another 21 percent of recommendations
echoed existing policy. Nine percent of recommendations were partially implemented; while
another nine percent saw no implementation effort.

3 The document CA provided to OFCO contained fewer recommendations and some recommendations contained sub-
parts. OFCO counted these as separate recommendations. Some fatality reviews produced no recommendations at all.
3 Reviews are completed up to six months following the fatality which delays reporting on the implementation status of
the review recommendations. OFCO’s reporting period for fatality recommendations therefore captures the deaths that
occurred during that period rather than revzews that were conducted in that period.

35 OFCO acknowledges the time and effort spent by each region, Headquarters, and DEL in gathering this information,
and appreciates the detailed responses provided.

14
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Implementation Status of Recommendations

70

61%

Completely Existing policy (n=32) Partially Implemented Not implemented
Implemented (n=93) (n=13) (n=14)

Source: Office of the Family and Children’s Ombudsman, April 2013 based on analysis of DSHS CA responses

In OFCO’s 2011 report on this topic,” CA listed 80 percent of recommendations as being
completely implemented; however, this number included recommendations that duplicated
existing policy.” Similarly, for the current reporting, 82 percent were either completely
implemented (61 percent) or duplicated existing policy (21 percent). In this report they are listed
separately for greater accuracy. The other two categories also remained remarkably similar for the
current and last reporting periods. In 2011, ten percent of recommendations were partially
implemented, and another ten percent were not implemented.

What Does “Completely Implemented” Mean?

For the most part, CA responses indicating that a recommendation had been completely
implemented included a description of how it had been implemented. For example:

Recommendation: The review committee recommends social workers complete a global
assessment of safety beyond the incident focused investigation. The review committee is
aware that CA is currently consulting with the National Resource Center for Child
Protection and is working to develop and implement a global assessment of safety.*®

CA Response: The Child Safety Framework™ [implemented on 11/14/2011, after this
recommendation was made] meets the requirements of this recommendation.

In this example, although CA reported no implementation due to “existing policy”, OFCO
categorized the status as being “completely implemented” since the recommendation predated the

3 Issued in 2011, and covering the petiod from January 2009 through April 2010. See at
http://www.governor.wa.gov/ofco/reports/implementation recommendations 2011.pdf

37 This was a significant improvement over the 2005-2008 reporting period, when only 38 percent of recommendations
were reported as completely implemented.

3 CFR recommendations presented in italics throughout this report are taken verbatim from Child Fatality Review
reports, and CA responses in italics similarly are taken verbatim from CA responses sent to OFCO.

% CA Practices and Procedures Guide, Chapter 1100: Child Safety Section.

15
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implementation of the agency’s new safety/risk assessment model in November 2011 (the Child
Safety Framework).

When Recommendations Duplicate Existing Policy

In our 2011 report, OFCO found that over one-third of the recommendations that CA reported as
being “completely implemented” were based on CA’s determination that the recommended action
represented an existing policy, procedure or practice. OFCO pointed out that this explanation
deserves a deeper analysis of why the policy in question was not followed, or what corrective action
was taken to assure future compliance. During the current reporting period, fewer
recommendations fit this category (about 21 percent compared with about 37 percent in 2011), but
many of the implementation descriptions did not address why existing policy was not followed and
what was being done to correct this. Since all fatality reviews are now Executive Reviews and the
fatality review process has become centralized, this type of recommendation should be less likely to
occur. Instead, the review committee makes a “finding” if an existing policy was not followed, with
the expectation that the agency will take corrective action to ensure existing policies are followed in
future.

Here is an example of a specific recommendation that CA indicated as a duplication of existing
policy.

Thorough Sharing of Information for Optimal Case Planning

Recommendation: CA must ensure a complete case history is conveyed to care givers
and service providers (e.g. medical providers, mental health professionals, care
providers, etc.) to provide a baseline for case planning. When multiple agencies and
service providers over time have worked or are working with a youth and family or have
referred them for intervention; a thorough overview of the case must be shared. In
addition to the packet of information forwarded to a care provider, information provided
must include a comprehensive summary of the case history, service intervention and
significant events to date. The review committee suggested this discussion should occur
in person or telephonically prior to placement to ensure appropriate case plan
development in the proposed home/facility. CA can utilize several existing venues where
this information can be shared (e.g. Multiple Disciplinary Teams, Shared Planning
Meetings, Family Team Decision Making (FTDM) Meetings) and assist in developing
communications across systems and ensure a comprehensive plan of care is developed.
At minimum staff participating in such staffings should include the assigned CA social
worker and supervisor, BRS [Behavioral Rehabilitation Services] facility staff and the CA
Regional BRS Program Manager. As noted above a comprehensive staffing may have led
to a request for additional supervision supported by BRS funding sources.

CA Response: Existing policy. Child Placement Referral Form includes child specific
information and is to be shared prior to placement. FTDM meetings are held prior to
placement when possible. Case plan is shared through an ISSP. All relevant CA staff and
family supports are invited to FTDM meetings.
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In this example, the review committee acknowledges existing shared planning practices such as
FTDMs, but gives examples of additional avenues for communication of case information that is
not addressed in the CA response. While CA reported this recommendation as representing existing
policy and requiring no further action, OFCO disagreed and re-categorized it as only partially
implemented. OFCO reasoned that while some elements of this recommendation reflect existing
policies, other recommended actions are not covered by the “existing” policies mentioned, and
would require additional steps to ensure that a complete case history is provided to caregivers and
service providers in every case. Furthermore, OFCO found this recommendation to be very
specific, and goes beyond what is in current policy. OFCO believes that the intent of the
recommendation is to urge the agency to share case information in a more detailed, structured, and
meaningful way with a broad range of staff and community partners, than was practiced in this case.
Since existing policy does not address the full extent of this recommendation, OFCO considers this
recommendation to be only partially implemented.

In other instances, CA’s response indicated that the recommendation represented existing policy,
but also discussed other actions taken in response to the recommendation. For example:

Proper Use of Reunification Assessments, and other Practice Concerns

Recommendation:*® Overall the Child and Family Welfare Services (CFWS) worker
appeared to demonstrate good practice in most areas of social work and case
management. Two minor issues noted during the Child Fatality Review were that some
case notes by the CFWS worker were not entered in a timely manner, and that the legal
record for the deceased child was never updated from initial Shelter Care status (clerical
function). More pronounced in terms of identified practice concern was the failure to
utilize the CA Reunification Assessment tool per practice expectations [see CA Practice
and Procedure Guide - Section 43051]. The decision in early December 2010 to proceed
towards reunification/trial return home with the initiation of unsupervised overnight
visits between mother and her two daughters appears reasonable and utilized available
shared decision making venues (e.g., Child Protection Team (CPT), FTDM, court).
However, the Reunification Assessment tool was not utilized prior to coming to the
reunification decision, but rather after the transition process (overnight visits) had
already begun. While there is evidence of a completed Reunification Assessment for the
older sibling, no Reunification Assessment was ever initiated in FamLink for the
medically fragile child who died while on overnight visitation with her mother.

CA Response: Existing policy. Additional actions taken: Both the CFWS social worker
and her supervisor participated in the review and received feedback regarding quality
work as well as where practice needed improvement. The CFWS Area Administrator also
attended the review and participated in the discussions about practice improvements. The
legal record for the now deceased child was updated following the Child Fatality Review
to reflect correct legal history. Currently the [respective] Division of Children and
Family Services (DCFS) offices are in process of moving FamLink input of children's
legal history from a clerical function to CFWS supervisor function to improve immediacy

40 This “recommendation” is written as a “finding”, as many recommendations were. Presumably, what is
recommended is that some corrective action be taken to address the practice errors identified by the review committee.
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and accuracy of legal action documentation. Refresher training on Reunification
Assessment and Transition & Safety Planning was initiated prior to this Child Fatality
Review. The refresher opportunity was required for all CFWS social workers and CFWS
supervisors in [the involved] DCFS offices. The first of the four-hour training sessions
occurred on March 21, 2011. The fourth and final training session occurred on May 12,
2011. Additionally, CFWS supervisors have been notified that effective June 1, 2011,
completion of the Reunification Assessment and Transition and Safety Plan will be
expected on all cases where return home is the primary plan and must be shared at
Permanency Planning and CPT staffings.

In a few instances, CA’s response explains why existing policy and practice was sufficient and
further action to implement the recommendation was unnecessary. For example:

Case Transfers Between Offices

Recommendation: Conduct more thorough and complete history checks on all cases
received in the [involved] office.

CA Response: This is already an investigative standard.

In this instance, the supervisor of the case had participated in the fatality review, acknowledged the
practice errors identified, and stated a commitment to avoid such errors in the future. No further
action was required.

Recommendations Needing Further Implementation Effort

CA reported approximately nine percent of the child fatality recommendations (n=13) as partially
implemented. In some cases, the recommendation was still in the process of being implemented. In
others, part of the recommendation may have been implemented, and there is no plan to implement
the remaining part(s). For example:

Recommendation: The primary worker to a case should be notified via Tickler whenever
someone else enters a note on their assigned case. If the information is significant to a
high profile, serious injury or child fatality, the primary assigned social worker should
also receive a phone call by the person entering this information. This information will
be forward to the Famlink design team and to [the] Regional Administrator.

CA Response: A change request to CATS has been submitted.
OFCO followed up with CA Technology Services (CATS), who reported that the change request
has been accepted but not yet implemented. The technical team is assessing this recommendation to

determine the best method to flag or alert the primary worker when significant information is
entered on an assigned case.
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Recommendation: The department [should] continue to refine/revise the Shared
Decision Making (SDM) tool and provide training to social work staff about use of the
tool.

CA Response: Training regarding the use of the SDM has been provided. The SDM has
not been refined or revised.

Recommendation: CA should consider the development of additional training
opportunities that address the complexity of mental health and behavioral issues in
children and adolescents. This enhanced training will support care providers, CA staff
and its partners in addressing issues related to youth with special needs and may support
and assist in sustaining least restrictive placements for youth. Training opportunities
which introduce and provide specific information related to mental health and their
related behavioral issues can support care providers and social workers in caring for
youth diagnosed with such issues. Training such as medication management, accessing
community resources such as the Designated Mental Health Professional (DMHP),
intervention strategies, re-directing behaviors, safety planning and monitoring were
several topics suggested by the review committee.

CA Response: Chemical dependency and mental health training is provided on a regular
basis. Partnering with foster parent training is also provided on a regular basis.

In the above example, CA reported the recommendation as being partially implemented, presumably
on the basis that some specialized training for workers exists. The review committee, however,
appeared to be recommending much more specific and targeted training than was already being
offered to CA staff. In this example, OFCO agreed with the agency’s categorization of this
recommendation as being partially implemented due to the comprehensive new training that is in the
process of being developed for CA staff."

Recommendations Not Implemented

Nine percent (n=14) of the recommendations were not implemented at all. OFCO examined each
of these recommendations to determine why, and found that most often this was either due to lack
of funding, being outside of DSHS’ control, or other legitimate factors. However, a few of these
recommendations seemed fairly easy to implement and it was unclear why they remained
unaddressed.

Recommendations Requiring Additional Funding
State and federal budget reductions since 2008 have impacted services that are available to families.

Nevertheless, only three recommendations were not implemented because of a lack of funding.
While participating in fatality reviews, the ombudsman observed that review committees were keenly

4 See previous detailed discussion in Part I Section B. of this report, pages10-11.
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aware of the tight state budget and avoided making recommendations that would require significant
funding. These three recommendations are: identify ways to increase public health nurse services;
co-locate domestic violence advocates in CA offices; and increase the number of Division of
Licensed Resources (DLR)/CPS investigators and licensors. Another recommendation
acknowledged the negative impact that the elimination of co-located chemical dependency
professionals in CA office was having on CA’s services for chemically dependent clients, and
recommended looking for other ways to achieve the same goals.

Recommendations Requiring Legislative Response

Likewise, there were several recommendations that were reported by CA as “not implemented” as
they required changes in legislation that were out of CA’s control. Nevertheless, the agency could
assess such recommendations to determine whether this is an idea that should be brought to the
legislature’s attention. There is certainly precedence for recommendations from fatality reviews
leading to legislative changes. One recent example was the passing of a law* in 2011 allowing CA
access to autopsy reportts for the purpose of conducting a child fatality review, at least in part due to
a recommendation made by a fatality review. OFCO suggests that these recommendations receive
further consideration:

e Records destruction timeframes should re-set and start over when subsequent allegations
of child abuse and neglect are received. If an “information only” intake is screened and
a new intake is received within three years, the three year timeframe should adjust and
the “information only” report be retained.

e The review committee recommends that consideration be given to amending RCW
26.44.030 to include any person who has reasonable cause to believe or suspect a child
has suffered from any abuse or neglect shall make a report.

e Mandated reporters identified in RCW 26.44.030 should be required to review the
Department of Social and Health Services mandated reporter training materials on an
annual basis.

Recommendations Not Implemented and Without Explanation

The following four recommendations appear to be reasonable and practical, yet CA provided no
rationale as to why they had not been implemented. OFCO suggests that these recommendations
be reconsidered by the agency.

e The department should conduct a survey to identify social workers currently employed by
the department who are also Chemical Dependency