

















2006 AnnuaL Report

worker, mental

health professional,
attorney, CASA/GAL,
legislator’s office) or
DSHS worker. Other
individuals (8 %) were
referred by a friend

or family member.
Four percent knew
about the office from

a previous contact,
while 18 % said they
found the office via the
Ombudsman web site
or telephone directory.
The remaining 13%
did not specify how
they heard about the
Ombudsman.

How They Heard About the Ombudsman

Referred by
Community DSHS, 20%
professional,
37%
Not specified,
13%

Family or Friend,

8%
Preii Internet/Phone
revious contact directory, 18%
with
Ombudsman, 4%

Source: Office of the Family and Children’s Ombudsman, September 2006

Age of Children Identified in Complaints

As in previous years, most of the children identified in complaints to the Ombudsman were age seven or

younger (63%, a higher proportion than last year’s 56%). Older adolescents continue to be identified in
much smaller numbers (6%).

Note: Some children were counted more than once because they were identified in more than one complaint.

Age of Children Identified in Complaints

L e
0-3 years 229 children, 30%

205 children, 27%
204 children, 26%

132 children, 17%
511 e L 210

130 children, 17%

B 2006
45 children, 6%
# of Children

Source: Office of the Family and Children’s Ombudsman, September 2006
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INQUIRY & CoMPLAINT PROFILES

Race/Ethnicity of Children Identified in Complaints

Because children may be identified with more than one race, it is difficult to accurately measure whether
OFCO is representing children of various races proportionately as compared with their representation in
the general state population and in the total number of children in placement (as indicated in the table
below). However, it does appear that Caucasian and African American children are overrepresented in
terms of complaints to the Ombudsman, while all other groups appear to be fairly evenly represented.
When these figures are compared with the general child population, however, both children in placement
and children who are the subject of complaints to the Ombudsman are greatly overrepresented in the
African American and American Indian population groups.

RO pgminstation®
Caucasian 78.9% 61.5%
African American 14.7% 10.5%
American Indian/Alaska Native 11.4% 11.9%
Hispanic 11.7% 14.4%
Asian/Pacific Islander 2.2% 1.2%
Other 1.7% 3.5%
Multi-Racial 9.3% 9.8%
Declined to Answer 1.5%

*Data adds up to over 100% because people may self-report more than one race
**Race of children in placement, taken from Children’s Administration Performance Report 2006 (http://www1.dshs.wa.gov/ca/pubs/2006perfrm.

asp)

DSHS Regions and Divisions Identified in Complaints

The Department of Social and Health Services’ (DSHS) Children’s Administration is the state’s largest
provider of child protection and child welfare services. It is therefore not surprising that the Children’s
Administration was the subject of 95% of complaints in 2006 to the Ombudsman.

Of these, 91% were directed at the Division of Children and Family Services (DCES), which includes
Child Protective Services, Child Welfare and Adoption Services, and Family Reconciliation Services. A
small percentage (4%) involved the Division of Licensed Resources (DLR), which licenses and investigates
alleged child maltreatment in foster homes, group homes, and other residential facilities for children.

2The remaining complaints were directed against other DSHS divisions (such as Developmental Disabilities and
Mental Health), Washington Courts, local CASA/GAL programs, DSHS contract providers, tribal welfare services,
and Child Welfare agencies in other states.
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From the 2005 reporting year to the current reporting year (2006), CA offices in Region 1 generated

a large increase in complaints (55%). Region 6 had a smaller but still significant increase of 28%, and
Region 4 had an increase of 18%. On the other side of the scale, complaints out of Region 5 decreased by
28%. Regions 2 and 3 remained relatively constant.

Complaints against the Children’s Administration by DSHS Region*

; 96 complaints, 20%
Region 1 62 complaints, 14%
. 49 complaints, 10%
Region 2 45 complaints, 10%
Redion 3 85 complaints, 17%
9 90 complaints, 21%

. 117 complaints, 24%
Region 4 99 complaints, 23%
. 53 complaints, 11%
Region 5 68 complaints, 16% 2006
: 83 complaints, 17% .
Region 6 67 complaints, 16% m 2005

*1% of the complaints were against Children’s Administration Headquarters

Source: Office of the Family and Children’s Ombudsman, September 2006
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INQUIRY & CoMPLAINT PROFILES

CZES Region 3

Region 1

Regional Offices:
Region 1 —Spokane
Region 2 —Yakima
Region 3 — Everett
Region 4 — Seattle
Region 5 —Tacoma

Region 2
‘ 3 Region 6 — Vancouver
DCFS DLR DCFS DLR
Region 1 Totals 93 3 Region 4 Totals 105 12
Clarkston 0 Bellevue / King Eastside 10
Colfax 0 Kent / King South 27 3
Colville 10 King West 30
Moses Lake 11 African-American Children’s Services 16
Newport 1 Office of Indian Child Welfare 13
Omak 5 Seattle Centralized Services 4 3
Republic 1 Seattle Central Office 5 6
Wenatchee 10
Spokane 55 3 Region 5 Totals 53 0
Bremerton / Kitsap 9
Region 2 Totals 48 1 Tacoma 44
Ellensburg 5
Goldendale 0 1 Region 6 Totals 80 3
Richland/Tri-Cities 13 Aberdeen 20
Kennewick 1 Centralia 3
Sunnyside 5 Forks 1
Toppenish 1 Kelso 10
Walla Walla 16 Lacey / Olympia 7
White Salmon 1 Long Beach 2
Yakima 6 Port Angeles 6
Port Townsend 3
Region 3 Totals 85 0 Shelton 2 1
Alderwood / Lynnwood 19 South Bend 0
Arlington/Smokey Point 17 Stevenson 2
Bellingham 5 Tumwater 4
Everett 11 Vancouver 20 2
Friday Harbor 0
Monroe / Sky Valley 10 Statewide 2 1
Mount Vernon 21 Central Intake Unit 0 0
0Oak Harbor 2 Children’s Administration Headquarters 2 1
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Most Frequently Identified Complaint Issues

ISSUE NUMBER OF COMPLAINTS
2005 2006
Child Safety 164 188
Failure to protect children from parental abuse or neglect 109 108
Physical abuse 38 33
Sexual abuse 19 25
Emotional abuse 5 9
Neglect/lack of supervision 47 35
Other -- 6
Developmentally disabled child in need of protection 5 4
Children with no parent willing/capable of providing care 15 14
Failure to address safety concerns involving child in foster care or other 32 54
substitute care
Failure to address safety concerns involving child being returned to parental 3 8
care
Family Separation and Reunification 186 236
Unnecessary removal of child from parental care 34 54
Unnecessary removal of child from relative placement 16 25
Failure to place child with relative (including siblings) 36 43
Other inappropriate placement of child 5 19
Failure to provide appropriate contact between child and family 25 33
Failure to reunite family 50 46
Inappropriate termination of parental rights 11 I
Concerns regarding voluntary placement and/or service agreements for non- 8 3
dependent children
Other family separation concerns 1 5
Dependent Child Health, Well-being & Permanency 88 113
Inappropriate change of child’s placement, inadequate transition to new 19 33
placement
Failure to provide child with medical, mental health, educational or other 26 34
services, or inadequate service plan
Inappropriate permanency plan or unreasonable delay in achieving permanency 22 29
Failure to provide appropriate adoption support services / other adoption issues 16 14
Inappropriate placement / inadequate services to children in institutions and 5 3
facilities
Other Complaint Issues 18 79
Foster care licensing / foster parent issues 9 10
Breach of confidentiality by agency 3 7
Unprofessional conduct by agency staff, harassment or retaliation 6 10
Children’s legal issues -- 4
Violations of parent’s rights -- 35
Communication failures -- 13

(many complaints identified more than one issue)
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INQUIRY & CoMPLAINT PROFILES

Complaint Issues

As in previous years, the safety of children living at home or in substitute care (raised in 188 complaints),
as well as issues involving the separation and reunification of families (236 complaints), were by far the
most frequently identified issues in complaints to the Ombudsman. The next most frequently identified
issue involved the welfare and permanency of dependent children (113 complaints). All three of these
categories showed an increase over the previous year’s numbers. It should be noted that many complaints
identified more than one issue.

The above table shows the number of times various issues within these categories were identified in
complaints. Within the child safety category, there was a significant increase over the previous year in the
number of complaints about the safety of children in out-of-home care and children returned to parental
care. There was a significant decrease in complaints that CPS failed to protect children from neglect.

Within the other categories, there was a moderate to large increase in nearly all complaint issues.
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RespoNDING T0 COMPLAINTS

he Ombudsman reviews every complaint received, to
determine whether an investigation is appropriate.! Through Criteria for analysis by the
impartial investigation and analysis, the Ombudsman determines | Ombudsman
an appropriate response. In cases where the Ombudsman finds

that the agency has properly carried out its duties, no further The Ombudsman acts as an impartial
action is taken. In cases in which an adverse finding is made, the fact finder and not as an advocate,
Ombudsman may work to change a decision or course of action s0 the investigation focuses on

by the Department of Social and Health Services (DSHS) or

determining whether the issues
another state agency.

raised in the complaint meet the
following objective criteria:
Analyzing Complaints
The objective of a complaint investigation is to determine whether | ° The alleged agency action
DSHS or another agency has violated law, policy or procedure, (or inaction) is within the
and/or unreasonably exercised its authority. The Ombudsman Ombudsman’s jurisdiction.
then assesses whether the agency should be induced to change its

decision or course of action. «  Theaction did occur.

After initial investigation, the lead Ombudsman presents a « Theaction violated law, policy
report for review by the team. Staff may pose questions, test or procedure, or was clearly
assumptions, identify information gaps, identify problematic inappropriate or unreasonable
policy or practice issues, raise additional issues for investigation under the circumstances.

or analysis, or offer an alternative analysis by playing “devil’s
advocate”. The investigation continues until it can be determined | -  The action was harmful to a
whether the allegations in the complaint meet one or more of child’s safety, health, well-being,

the criteria for intervention by the Ombudsman (see sidebar). orright to a permanent family;

or harmful to appropriate family
preservation / reunification or

If these criteria are not met, no further action is taken and the
complainant is notified by telephone and/or in writing. If
the criteria are met, the Ombudsman decides what action to
take to address the concerns raised by the specific complaint family contact.

or any additional concerns uncovered during the course of the

investigation. The complainant is informed of the progress and
final resolution of the case.

! The Ombudsman may also initiate an investigation without a complaint. During the reporting period, the office
initiated two investigations and monitored the cases of two families as a result of information obtained by means
other than a formal complaint, for example, by way of news reports. Three of these investigations/case monitors were
closed without Ombudsman intervention after the concerns were resolved, and are not included in the data in this
section. One investigation remained open at the end of the reporting period.
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Investigation Outcomes

Completed Investigations

The Ombudsman completed 477 complaint investigations in the reporting period.> As in previous years,
the majority of these were standard non-emergent investigations (85%). About one out of every seven
investigations met the Ombudsman’s criteria for initiating an emergent investigation: i.c., when the
allegations in the complaint involve either a child’s immediate safety or an urgent situation where timely
intervention by the Ombudsman could significantly ease a child or family’s distress.

Type of Investigations Completed Ombudsman’s Findings

September T to August 31 The majority of complaint investigations
o resulted in no adverse findings (402, or
Total Investigations 477

-

84%). About one-sixth of investigations

(75 complaints, or 16%), however, did
Emergent Investigations 70, (16%) 71, (15%)

>

result in an adverse finding. These adverse

findings fell into three broad categories:

e in30 laints, the Ombud
Standard Investigations 1007 COMPTATALS, The LmBAcsman

>

found the agency had violated a law, policy

or procedure;

e in 16 complaints, the Ombudsman

found the agency’s action or inaction

2004-05 2005-06

to be clearly unreasonable under the

Source: Office of the Family and Children’s Ombudsman, September 2006 circumstances;

e in 29 complaints, although no violation or clearly unreasonable action was found, harm to the child or
family had occurred as a result of poor practice on the part of the agency.

The Ombudsman intervened in some way to resolve the situation in 29 of these 75 complaints; in the
remaining 46, the action had either already occurred or did not require intervention for other reasons.

Investigation Results

Over 6% of all complaint investigations required direct intervention by the Ombudsman to induce

the agency to correct an unauthorized or unreasonable decision or course of action. A further 14%

of investigations were closed with the complaint issue having been resolved either with or without
assistance from the Ombudsman. Examples of such cases include efforts to ensure that critical
information wasobtained and considered by the agency, or facilitating timely communication among the
peopleinvolved in order to resolve the problem. Almost 68% of investigations were closed after the

2 Of these, 81 % were investigations of complaints received during the reporting year, while 19% were of complaints
received in a previous year. At the end of the reporting year, 16% of complaint investigations remained open. For
the purposes of this section, investigations of complaints raising identical issues involving the same child/family are
counted only once. The actual number of complaints closed, including these identical complaints from more than
one complainant, was 510.
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ResponpING T0 COMPLAINTS

Ombudsman either
found no basis for the
complaint, or found

Total Investigation Results

Ombudsman 7- 30, 6%

no unauthorized or intervention 29, 7%
unreasonable actions by |
the agency warranting Resolved P 68, 14%
intervention. Four 83,19%
S — on I 371
outside the Ombudsmar’s Ombudsman ac(';IOCT 321, 68%
jurisdiction, while the hot neede ] 240, 56%
remaining investigations Outside jurisdiction I 20, 4%
(8 %) were closed with no 34 8%
’ W 2006 (n=477)
further action, either due 7- 38 8%
to the complaint being Other 41’ 1(;)(V 2005 (n=427)
,10%

withdrawn, becoming
moot, or where further

Source: Office of the Family and Children’s Ombudsman, September 2006

action was not feasible.

The following charts depict the various outcomes for emergent and standard complaint investigations

respectively.
Ombudsman  E— 17, 24%
Emergent intervention 14,20% | 2006 (n=71)
1 2005 (n=70)
Investigation Resolved N 12,17%
Results 22,31%
Ombudsman | <2, 59%
action not needed 34,49%
Ombudsman | [ 13,3%
intervention 15, 4%
1 0
Standard Resolved I 521 1? 7/;’/
. . ’ 0
Investigation i
Results Ombudsman 278, 68%
action not needed 206, 58%
QOutside jurisdiction B 20, 5%
34,10%
q M 2006 (n=406)
Other e 3491 11(101; 2005 (n=357)
, 1%

Source: Office of the Family and Children’s Ombudsman, September 2006
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OMBUDSMAN IN ACTION

he Ombudsman takes action when the findings of a
complaint investigation indicate that action is necessary to The Ombudsman is often
avert or correct a harmful oversight or avoidable mistake by the
Department of Social and Health Services (DSHS) or another successful in resolving
agency.

legitimate concerns by

After investigating the complaint, if the Ombudsman concludes
that the agency’s actions are either outside of the agency’s working with agencies to:
authority or clearly unreasonable under the circumstances, and

the action could cause foreseeable harm to a child or parent, the Induce corrective action

Ombudsman intervenes to persuade the agency to correct the
problem. The Ombudsman sbares the investigation findings . Failitate resolution
and analysis of the problem with supervisors or higher-level
agency officials to induce corrective action. In cases in which .
< brousht to th , : - Avoid errors and conduct
an agency error is brought to the Ombudsman’s attention _
after-the-fact, and corrective action is no longer possible, the better practice
Ombudsman brings it to the attention of high-level agency ]
officials, so they can take steps to prevent such incidents from »  Prevent future mistakes

recurring in the future.

Frequently, a concern is resolved before corrective action

is necessary. In these cases, the Ombudsman actively facilitates resolution by ensuring that critical
information is obtained and considered by the agency, and by facilitating communication among

the people involved. In some cases, the Ombudsman finds that the agency’s actions are not in clear
violation of law or policy, but rather, represent poor practice. In these cases, if the complaint involves a
current action, the Ombudsman intervenes to assure better practice. When it involves a past action, the
Ombudsman documents the issue and brings it to the attention of agency officials.

The following section provides brief descriptions of 27 complaints in which the Ombudsman’s
investigation resulted in an adverse finding, and where the Ombudsman took further action in one of the
following ways:

* induced corrective action
* facilitated resolution of a problem
* prompted better casework practice

*  assisted the agency in preventing future mistakes.
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Inducing Corrective Action

When necessary, the Ombudsman induces DSHS or another agency to correct
a mistake by sharing its investigation findings and analyses with supervisors and

higher-level agency officials.

COMPLAINT ISSUE: CHILD SAFETY FROM ABUSE

INVESTIGATIVE FINDING

CWS! failed to develop a written safety plan to protect
a 7-year-old non-dependent child in a voluntary
placement with a relative. The relative is disabled and
the child’s parent had previously abducted the child.

(PS returned two physically abused non-dependent
children (an infant and toddler) to their parent
without resolving the problems leading to their
voluntary placement. CPS then failed to remove
the children after the parent violated the safety
agreement set up to prevent further abuse.

(PS failed to investigate several referrals alleging
physical abuse of a 17-year-old youth and
endangerment of four younger siblings aged 5 to 13.
The referrals were screened out based on the youth's
age, without regard for the family’s history of chronic
domestic violence and CPS referrals.

(PS returned a 1-year-old dependent child to a
parent despite ongoing risk of physical abuse. The
Ombudsman found that although CPS was highly
concerned about the child, it was receiving ineffective
legal representation, leading to a judicial decision to
return the child home.

OMBUDSMAN ACTION

Recommended that CWS obtain the
relative’s agreement to a written
safety plan clearly stating the agency’s
expectations for safe care, and steps to
take if the parent tried to contact the
child.

Coordinated and facilitated sharing of
information between two counties, CPS,
(WS and the attorney general’s office to
ensure protective action.

Made a CPS referral, which was screened
in for investigation. Requested that CPS
obtain records from the state where the
family previously lived.

Contacted the attorney general’s office to
ensure that all the relevant information
was available, and mediated to improve
communication between (PS and the
AAG.

OUTCOME

CWS followed this recommendation,
ensuring a safer environment for the
child.

CPS removed the children and filed a
dependency petition.

(PS found an extensive history of
domestic violence and CPS involvement,
including a current no-contact order
between the children and the alleged
perpetrator of abuse. CPS monitored the
family over the following months until
the alleged perpetrator moved out of the
home.

After several months of monitoring and
facilitation by the Ombudsman, during
which the parent failed to comply with
the service plan to reduce the risk of
further physical abuse, the court agreed
with CPS's recommendation to place the
child in foster care.

! Abbreviations used for agency divisions/units: AAG=Assistant Attorney General; CA=Children’s Administration;
DCEFS=Division of Children & Family Services; CPS=Child Protective Services; CWS=Child Welfare Services;
FRS=Family Reconciliation Services; DLR=Division of Licensed Resources; OFCL=Office of Foster Care Licensing;
CPT=Child Protection Team. CPS units within DLR are referred to as DLR/CPS.
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