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EXECUTIVE SUMMARY

The Office of the Family and Children’s Ombuds (OFCO) was established to ensure that
government agencies respond appropriately to children in need of state protection or children
residing in state care including Juvenile Rehabilitation facilities, and children and families under
state supervision due to allegations or findings of child abuse or neglect. As part of its oversight of
the state child welfare and Juvenile Rehabilitation systems, OFCO examines critical incidents, such
as child fatalities and near fatalities. OFCO also participates in executive child fatality and near
fatality reviews. Through these processes, OFCO identifies issues related to critical incidents and
facilitates systemic improvements.

The Department of Children, Youth, and Families (DCYF) notifies OFCO when a critical incident
occurs. OFCO then conducts an independent preliminary review of the circumstances
surrounding the incident and the Department’s involvement. Critical incidents include:

o Child Fatalities: When the family was involved in the child welfare system within the
preceding 12 months of the child’s death, including “information only” referrals, or when the
fatality occurred in a DCYF licensed, certified, or state operated facility.?

e Child Near Fatalities:®* When the family was involved in the child welfare system within the
preceding 12 months, including “information only” referrals, or the near fatality occurred in
a DCYF licensed, certified, or state-operated facility. A near fatality is defined as an act that,
as certified by a physician, places the child in serious or critical condition.*

e Other Critical Incidents: The Department notifies OFCO of other critical incidents
including child abuse allegations in licensed foster homes or residential facilities, incidents
involving DCYF clients (such as safety-compromising behavior by foster youth), incidents
affecting DCYF staff safety, or high-profile circumstances that may generate significant
media interest. OFCO reviews each of these cases to assess whether there is any
unaddressed safety issue and, if so, may conduct a more thorough review.

Section | of this report describes OFCO'’s critical incident review activities from January 1, 2025, to
December 31, 2025. The critical incidents discussed in this report include child fatalities and child
near fatalities. It is important to note that OFCO is not notified of all child fatalities or near fatalities
in Washington state, only those that are recorded in the DCYF reporting system.

From January 1, 2025, to December 31, 2025, OFCO conducted 71 administrative examinations of
child fatalities involving both child abuse or neglect cases and fatality cases unrelated to child

TOFCO receives notice through DCYF’s Administrative Incident Reporting System (AIRS).

2When a report does not meet the legal definition of child abuse or neglect, intake staff documents this information as an
“Information Only” intake in the DCYF database.

3RCW 74.13.640(2) requires the Department to promptly notify the Ombuds in the event of a near fatality of a child who is
in the care of or receiving services from the Department or a supervising agency or who has been in the care of or
received services from the Department or a supervising agency within one year preceding the near fatality. The
Department may conduct a review of the near fatality at its discretion or at the Ombuds’ request.

4RCW 74.13.640(2)(c).
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maltreatment, and 96 examinations of child near fatalities. Of these, OFCO considered 35 child
fatalities and 49 child near fatalities to be related to child maltreatment.®

Substance use and the fentanyl crisis continue to impact child fatalities and child near fatalities. In
2025, accidental ingestions and overdoses accounted for 15.5% of the fatalities and 56.3% of the
near fatalities OFCO reviewed. Over 76% of the critical incidents from accidental ingestion of drugs
or drug overdoses involved fentanyl. Young children are particularly at risk for accidental ingestion
of drugs. Children ages 0 to 3 years were involved in 36 of the 65 drug-related incidents.

DCYF conducts an Executive Child Fatality Review when the death of a child was suspected to be
caused by abuse or neglect, and the child or child’s family was receiving services from DCYF at the
time of death, or in the preceding 12 months.® The review committee consists of individuals with no
prior involvement with the case, and typically includes DCYF staff, OFCO staff, and community
professionals with expertise relevant to the case, such as law enforcement officials, chemical
dependency treatment providers, domestic violence treatment providers, mental health treatment
providers, child health providers, or social work practice specialists. The purpose of reviewing child
fatalities and near fatalities is to increase understanding of the circumstances around the child’s
injury or death, evaluate practice and programs, make recommendations to prevent future child
fatalities or near fatalities, and improve the health and safety of children.

Figure 1: OFCO Critical Incident Review Process

NOTIFICATION OF CRITICAL INCIDENT

DCYF notifies OFCO when a critical incident occurs through DCYF Administrative Incident Reporting System
(AIRS).

L

OFCO-EXAMINED CRITICAL INCIDENTS

OFCO conducts a preliminary review of critical incidents in which the child’s family was involved with
Washington’s child welfare system within the preceding 12 months. (2025 Total= 167 Critical Incidents)

A 4

OFCO-EXAMINED MALTREATMENT-RELATED CRITICAL INCIDENTS

OFCO determines the critical incident was directly caused by abuse or neglect, or the family has a history of
abuse or neglect that may have contributed to the critical incident. (2025 Total= 84 Critical Incidents)

EXECUTIVE REVIEWS

DCYF conducts an Executive Child Fatality Review or Child Near Fatality Review when the critical incident was

suspected to be caused by abuse or neglect, and the child or child’s family received services from DCYF at the

time of the incident, or in the preceding 12 months. (2025 Total= 56 Critical Incidents Qualified for an Executive
Review)

5 At the time of this report, three child fatality investigations remain pending. Whether these fatalities were related to
child maltreatment has not yet been determined.
S RCW 74.13.640.
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Section Il of this report describes the fatality and near fatality reviews conducted by DCYF between
January 1, 2025, and December 31, 2025. During this period, DCYF conducted 21 fatality reviews
and 35 near fatality reviews.’

7 Two critical incident reviews involved sibling pairs in which one sibling was a fatality and the other was a near fatality.
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SECTION I: OFCO EXAMINED CRITICAL INCIDENTS

CHILD FATALITIES EXAMINED BY OFCO

OFCO conducts a preliminary review of all fatalities in which the child’s family was involved with
Washington’s child welfare system within 12 months of the fatality, regardless of whether the
subject child received services from the Department, and regardless of whether the child’s death
was suspected to be caused by child abuse or neglect.

OFCO examines these fatalities to:

e identify current safety issues for any children remaining in the home;

e determine whether the fatality appears to have resulted from abuse or neglect, thus
requiring DCYF to conduct an executive child fatality review, or whether ongoing child
maltreatment concerns in the child’s family may have contributed to the fatality;

e identify any problematic casework practices or decisions made by DCYF, to ensure more
effective protection of any other children in the family, or to improve agency services and
case management in similar cases in the future; and

e assist policymakers in developing stronger policies to protect children.

OFCO examined 71 child fatalities between January 1, 2025, and December 31, 2025. Not all these
fatalities were related to maltreatment. For example, OFCO may receive notice of an expected
medical death of a child when the family had contact with DCYF in the past 12 months.

OFCO defines maltreatment-related fatalities to be those in which:

e the child’s death was directly caused by abuse or neglect; or
e the child’s death was not a direct result of maltreatment, but the family has a history of

child maltreatment concerns or other risk factors were present that may have contributed
to the child’s death.

Of the 71 child fatalities examined between January 1, 2025, and December 31, 2025, OFCO
considered 35 to be related to child maltreatment.® The following data describes the profile of these
35 maltreatment-related child fatalities.

8 At the time of this report, three investigations remain pending. Whether these fatalities were related to child
maltreatment has not yet been determined.
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Figure 2: OFCO-Examined Fatalities by Year
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Note: At the time this report was prepared, 21 of the 22 qualifying fatalities had received a review.
The remaining fatality was scheduled for a review but had not been completed yet.

OFCO CHILD MALTREATMENT DEFINITIONS

Clear Physical Abuse
A CPS investigation concluded that physical abuse by a caretaker caused the child’s death. Law
enforcement reports, medical records, and/or an autopsy report may also have concluded that
intentionally inflicted physical injuries caused the child’s death.

Clear Neglect
A CPS investigation concluded that neglect by a caregiver (e.g. an infant or toddler left
unattended) caused the child’s death. Law enforcement reports, medical records, and/or an
autopsy report may also have concluded that negligent treatment caused the child’s death.

Child Maltreatment Concerns
Factors associated with child abuse or neglect were present in the family’s history and, while not
a direct cause, may have contributed to the child’s death. These factors could include
substance abuse; domestic violence in the presence of children; unmet mental health needs
that impair a parent’s ability to appropriately care for a child; and prior substantiated abuse or
neglect of the deceased child, or of other children in the family.
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MALTREATMENT-RELATED FATALITIES

Of the 35 child fatalities related to child maltreatment, 6 died due to physical abuse and 16 died as
a direct result of neglect. OFCO found maltreatment concerns in 13 additional cases.

Figure 3: Type of Maltreatment in Child Fatalities, 2025

Clear Physical
Abuse, 17.1%

Child
Maltreatment
Concerns,
37.1%

Clear Neglect,
45.7%

CPS investigations into 21 of the 35 fatalities resulted in a “founded” finding of neglect and/or
physical abuse. Investigations into six deaths were “unfounded.” No findings were made in eight
deaths.®

Figure 4: Findings in Maltreatment-Related Fatalities, 2025
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® Findings may not have been made for many reasons, including no report made to CPS Intake regarding the death, the
intake screened in for a risk only investigation, or the intake screened out.
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MANNER OF DEATH

The manner and cause of death is determined by a medical examiner or coroner. The manner of
death describes the context or circumstances of the death and is assigned to one of five categories:

natural or medical;
accidental;

homicide;

suicide; or

unknown or undetermined.

gk o=

The cause of death details how the death occurred. For example, the manner of death is
determined as natural or medical when the cause of death is pneumonia, or the manner of death is
determined as accidental when the cause of death is a motor vehicle accident. Sudden Infant
Death Syndrome is generally considered a subset of natural or medical death, however, if
significant risk factors were present during the scene investigation, such as an unsafe sleep
environment or inappropriate bedding, the manner of death may be classified as unknown or
undetermined. The manner of death may also be classified as unknown or undetermined for drug
overdoses as there may not be enough information to establish whether the overdose was
accidental or intentional.

Of the 35 maltreatment-related fatalities, the manner of death for 16 fatalities were unknown or
undetermined, 9 were homicide, 8 were accidental, and 2 were natural or medical.™

Figure 5: Manner of Death, 2025
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5.7%
Accidental Homicide Natural / Medical Unknown/ Undetermined

1% Unknown/Undetermined category includes fatalities with limited case information and where the manner of death was
not reported.
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CHILD AGE AT TIME OF DEATH

A majority of the maltreatment-related fatalities involved infants (birth to 12 months). Infant
fatalities accounted for over 54% of maltreatment-related fatalities (19 fatalities).

Of the 19 infant fatalities, unsafe sleep was identified as a factor in 14 incidents. Eight of these
sleep-related incidents occurred while the parent was co-sleeping or surface sharing with the
child. The remaining six incidents involved other unsafe sleep circumstances, including sleeping in
a car, being placed on a pillow, or sleeping in a cluttered environment.

Figure 6: Child's Age at Time of Fatality, 2025
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FAMILY CONTACT WITH THE DEPARTMENT OF CHILDREN, YOUTH, AND FAMILIES

Of the 35 maltreatment-related fatalities examined by OFCO between January 1, 2025, and
December 31, 2025, 17 families had an open DCYF case, and 11 families had a DCYF case that
closed within the previous 12 months." One family did not have a DCYF case; however, the child
had previously been involved in a Licensing Division investigation.

Of the 17 open cases, most fatalities (14) occurred while the children were in the parents’ care. Two
children passed away in the hospital due to birth complications related to prenatal substance
exposure. One child passed away while in the care of foster parents.

" Eleven families had a Child Protective Services (CPS), Family Assessment Response (FAR), and/or Family Voluntary
Services (FVS) case closed within the previous year.
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Figure 7: DCYF Case Status Within 12 Months of Fatality, 2025
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Of the 17 families with an open case at the time of death, 12 were open for a CPS investigation, five
had an open CFWS case, three were open to the FAR program, and one was participating in FVS.?

Table 1: Program Type for DCYF Open Cases at Time of Fatality, 2025

Program Type Number of Fatalities
Child Protective Services (CPS) Investigation Pathway
Investigates screened in reports of child maltreatment. 12 fatalities

Child and Family Welfare Services (CFWS)
Case management and permanency planning for children and youth
in out-of-home placement.

5 fatalities™

Family Assessment Response (FAR)
A CPS alternative pathway to investigate low to moderate risk screened
in reports of child maltreatment and offer any needed services.

3 fatalities

Family Voluntary Services (FVS)
Cases transfer to FVS after a CPS investigation AND the parent agrees to
services, or the family was determined to be at moderately high or high 1 fatality
risk for abuse or neglect. Participation is voluntary.

12 Four cases were open to two programs at the time of the fatality: Two families with an open CFWS case also had an
open CPS investigation, one family had an open CPS investigation and an open FAR, and one family had an open CPS
investigation while participating in FVS.

3 One fatality occurred in a foster home.
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FATALITIES OCCURRING AFTER FAMILY REUNIFICATION

The safe reunification of families is the primary goal of a dependency proceeding. The Department
is required to offer and/or facilitate services to address concerns that led to a child’s removal from
the home.™

Of the 35 maltreatment-related fatalities, three fatalities occurred after family reunification. One
child passed away from fentanyl toxicity four years after reunification. Two children passed away
seven months after reunification; one from parental neglect and the other from an accidental fire.

Three additional impacted families had a history of prior child removals. One child passed away
from an overdose three months after the dependency was dismissed due to the youth being on the
run and nearing the age of 18. One child passed away from fentanyl toxicity while placed with a
parent under shelter care status. The third child passed away from physical abuse after a return
home following out of home placement through a voluntary placement agreement.

14 RCW 13.34.
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CHILD NEAR FATALITIES EXAMINED BY OFCO

State law requires DCYF to notify OFCO of the near fatality'® of any child who has been in the
Department’s custody, or receiving services from it, within the last 12 months.’® OFCO conducts a
preliminary review of these near fatalities, even if the subject child was not the recipient of
Department services, including “information only” referrals.

OFCO examined 96 near fatalities between January 1, 2025, and December 31, 2025. OFCO
considered 49 of the near fatalities to be related to child maltreatment."”

OFCO examines these cases to:

e identify any safety issues regarding the child and any other children remaining in the home;

e determine whether the near fatality appears to have resulted from abuse or neglect, thus
requiring a DCYF near fatality review, or whether ongoing child maltreatment concerns in
the family may have contributed to the near fatality;

e identify any problematic casework practice or decisions by the agency to ensure more
effective protection of the children in the family, as well as improve agency services in
similar cases in the future; and

e assist policymakers in developing strategies to avoid near fatalities.

"RCW 74.13.500 defines “near fatality” as “an act that, as certified by a physician, places the child in serious or critical
condition.”

8 RCW 74.13.640(2).

7 OFCO defines maltreatment-related near fatalities to be those in which a CPS investigation concluded that physical
abuse and/or neglect by a caretaker caused the near fatality, or factors associated with child abuse or neglect were
presentin the family’s history and, while not a direct cause, may have contributed to the near fatality.
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Figure 8: OFCO-Examined Near Fatalities
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== All OFCO-Examined Near Fatalities
== OFCO-Examined Maltreatment-Related Near Fatalities
== OFCO-Examined Near Fatalities That Qualified for an Executive Child Near Fatality Review

Note: At the time this report was prepared, 33 of the 34 qualifying near fatalities had received a
review. The remaining near fatality was awaiting scheduling.

MALTREATMENT-RELATED NEAR FATALITIES

OFCO identifies child near fatalities that were directly caused by child abuse or neglect, as well as
those in which abuse or neglect concerns may have contributed to the incident, and the family had
DCYF history in the preceding 12 months. Of the 96 near fatalities examined by OFCO between
January 1, 2025, and December 31, 2025, 49 were determined to be caused by abuse or neglect, or
abuse or neglect concerns were present. Of the maltreatment-related near fatalities, 79.6% were
caused by neglect (39 near fatalities). Most of the incidents involved children three years of age and
under.
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Figure 9: Type of Maltreatment in Near Fatalities, 2025
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Figure 10: Child Age at Time of Near Fatality, 2025
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FAMILY CONTACT WITH THE DEPARTMENT OF CHILDREN, YOUTH, AND FAMILIES

Of the 49 maltreatment-related near fatalities examined by OFCO between January 1, 2025, and
December 31, 2025, 17 families had an open case with DCYF, and 25 families had a DCYF case that
closed within the previous 12 months.® All near fatalities occurred while the child was in the legal
custody of a parent or guardian.®

8 Twenty-five families had a CFWS, CPS, FAR, or FVS case that closed within the previous 12 months.

1% One child was under guardianship of a grandparent, but the incident occurred while visiting the parent. A second child
was negligently left in the care of a babysitter by the parent.
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Figure 11: DCYF Case Status Within 12 Months of Near Fatality, 2025
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Of the 17 families with an open case at the time of the near fatality, 10 were open for a CPS
investigation, 6 were open to the FAR program, and 3 had an open CFWS case.?

Table 2: Program Type for DCYF Open Cases at Time of Near Fatality, 2025

Program Type Number of Near Fatalities
Child Protective Services (CPS) Investigation Pathway
Investigates screened in reports of child maltreatment. 10 near fatalities

Child and Family Welfare Services (CFWS)
Case management and permanency planning for children and youth

. 3 near fatalities
in out-of-home placement.

Family Assessment Response (FAR)
A CPS alternative pathway to investigate low to moderate risk screened
in reports of child maltreatment and offer any needed services.

6 near fatalities

20 Two cases were open to two programs at the time of the near fatality: one case was open to CPS and FAR, and one case
was open to CFWS and CPS.
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ACCIDENTAL INGESTION OF DRUGS AND DRUG OVERDOSES

In 2025, accidental ingestions and overdoses accounted for 15.5% of fatalities (11 fatalities) and
56.3% of near fatalities (54 near fatalities) examined by OFCO between January 1, 2025, and
December 31, 2025.

Of the 65 incidents involving accidental ingestions and overdoses, 37 involved accidental
ingestions by children under 11 years of age, 23 involved overdoses by youth between 11 and 19
while using substances, and five involved intentional overdoses by youth between 12 and 16 years
of age.

Over 76% of critical incidents from accidental ingestion of drugs or drug overdose involved fentanyl
(50 incidents). Fentanyl accounted for 32 of the 37 accidental ingestions by children under 11.

Figure 12: Critical Incidents Involving Accidental Ingestion and
Overdoses, 2022-2025

2022 2023 2024 2025
M Fatalities 22 16 20 11
W Near Fatalities 34 51 41 54
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Figure 13: Accidental Ingestion and Overdoses, 2022-2025

2022 2023 2024 2025
W Accidental Ingestion, Ages 0 to 11 24 45 38 37
m Accidental Overdose, Ages 11 to 22 28 20 22 23
H Intentional Overdose, Ages 12 to 20 4 2 1 5

Figure 14: Age of Children Involved in Accidental Ingestion and Overdoses, 2025
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Figure 15: Critical Incidents Involving Fentanyl, 2022-2025

2022 2023 2024 2025
W Fatalities 15 15 12 8
W Near Fatalities 23 42 36 42
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Figure 16: Critical Incidents Involving Accidental Ingestion of Fentanyl
by Children Ages 0-11, 2022-2025
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SECTION II: EXECUTIVE REVIEWS

The Department of Children, Youth, and Families (DCYF) conducts a child fatality review when the
death of a child was suspected to be caused by abuse or neglect, and the child was in the care of or
receiving services from DCYF at the time of death, or in the preceding 12 months.?' If it is not clear
whether a child’s death was the result of abuse or neglect, the Department must consult with
OFCO to determine if a review should be conducted. The Department must also review any near
fatality of a child®*?> who was in the care of or receiving services from the Department at the time of
the incident, or in the preceding 12 months.?® Even if these criteria are not met, DCYF may conduct
a review of any fatality or near fatality at its discretion, or at the request of OFCO.>*

The purpose of reviewing child fatalities and near fatalities is to increase the agency’s
understanding of the circumstances around the child’s injury or death and to evaluate practice,
programs, and systems to improve the health and safety of children.?® These reviews help identify
areas for increased education and training, as well as potential policy or legislative changes.

The committee reviewing a child fatality or near fatality is made up of individuals with no prior
involvement with the case, and typically includes DCYF staff, OFCO staff, and community
professionals with expertise relevant to the case. The review committee has full access to all
relevant records regarding the child and family that have been produced or retained by the
supervising agency.?®

DCYF 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 required to redact
confidential information contained in these reports to protect the child’s privacy, as well as the
privacy of siblings, and any other information protected by law (e.g., HIPPA protected
information).%

Between January 1, 2025, and December 31, 2025, DCYF conducted 21 fatality reviews and 35 near
fatality reviews.

21 See RCW 74.13.640. Prior to the passage of SHB 1105 in 2011, DCYF was required to review any unexpected deaths of
children who were in the care of or receiving services from DCYF or had received care or services in the last year. As
amended, DCYF must only review those deaths that are “suspected to be caused by child abuse or neglect.” This
eliminates fatality reviews of a child’s accidental or natural death, even if the child had been receiving child welfare
services in the year prior to the fatality.

22 RCW 74.13.500 defines “near fatality” as “an act that, as certified by a physician, places the child in serious or critical
condition.”

22 RCW 74.13.640(2). Areview is also required if the child was receiving services from a supervising agency at the time of
the incident or in the prior three months.

241d. The Department also conducts internal fatality or near fatality reviews when a case does not meet the statutory
requirements that mandate an executive review, but the Department and/or OFCO believe a review could aid in
evaluating the agency’s practice. Because these reviews do not meet the statutory requirements for public release,
internal review reports remain confidential in order to protect the privacy of the child and family.

25 See DCYF Practices and Procedures Guide Section 6301, Child Fatality/Near-Fatality Reviews.

26 RCW 74.13.640(3).

271d.

28 Individual child fatality reports are available at: https://www.dcyf.wa.gov/practice/oiaa/reports/child-fatality.
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DCYF SYSTEMS MAPPING EVENTS

In 2024, DCYF transitioned away from a critical incident review model that produced
recommendations in individual reviews, reporting that this practice resulted in a multitude of
sometimes duplicative and/or contradictory recommendations. DCYF now employs a systems
mapping model to identify recurring themes arising from critical incident reviews, statewide cases,
and Aiden’s Act reviews? to develop strategies to address systemic barriers and identified concerns
throughout the child welfare system. DCYF brings together DCYF staff, relevant field experts, and
lived experience experts to engage in a systems mapping process to visualize gaps or change
opportunities within and between systems and create opportunities to problem solve across
disciplines and organizations.

DCYF conducted two systems mapping events in 2025: one focused on substance use disorder
(SUD) and the other on domestic violence (DV).

Below is DCYF’s report on the outcomes of the systems mapping events:

SUBSTANCE USE DISORDER SYSTEMS MAPPING EVENT

As a result of the mapping discussions and identified system gaps, several initiatives have either
been implemented or expanded statewide within DCYF’s SUD programming and workforce
development efforts.

One of the most significant developments has been the implementation of the new statewide
Substance Use Disorder Professional (SUDP) contract model, which is now active across all six
regions. Many of the requests for SUD consultation, technical assistance, case advisement, and
systems collaboration identified during the mapping process were incorporated into the
structure and expectations of this updated contract. The intent was to increase consistency,
improve access to SUD expertise for field staff, strengthen warm handoff capacity, and support
more timely clinical consultation throughout the state.

Additionally, the mapping event helped further identify workforce knowledge gaps and training
needs related to substance use, engagement strategies, overdose response, family systems, and
recovery-oriented practices. In response, DCYF has launched and/or expanded multiple SUD-
focused trainings for staff throughout the year. These efforts include regional and statewide
learning opportunities, enhanced collaboration with lived experts, and planning for an upcoming
FOP-style [Foundation of Practice] training that will incorporate community partners and
individuals with lived experience to strengthen practical application and staff engagement.
Additional areas of implementation and ongoing focus include:
e Increased cross-system collaboration with community behavioral health and treatment
providers;
e Continued development of consultation pathways for complex SUD-related child welfare
cases;
e [Expansion of harm reduction education and overdose response awareness;

2° RCW 26.44.290
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e Increased emphasis on trauma-informed and recovery-oriented engagement practices;
e Ongoing discussions regarding barriers related to housing instability, relapse risk,
treatment access, and family reunification supports.

DOMESTIC VIOLENCE SYSTEMS MAPPING EVENT

Short-Term [Recommendations]:

1. Revise the DV Guide to be a concise resource for child welfare professionals:

This will be a two-phase project within 2026. The first revision will update for ADA and
branding compliance. The second will work to create a more concise DV Guide with a
work group. In the interim, an internal Child Welfare Intranet page was created with one-
page resources to address the following topics:

e Clearindicators of DV risk.

e Trauma-informed engagement tips.

e Steps for communicating with survivors and perpetrators.

e Links to community resources.

2. Develop a standardized process for completing the specialized DV assessment

including clear expectations and a form for standardized documentation:
Trainings have been developed and have begun roll out to support standardized process
and completion of the Specialized DV Assessment. More trainings are being developed to
support engagement and assessment efforts. A standardized form is being reviewed as
we look at new database development; our current system cannot support new forms at
this time.

e Trauma-informed questions.

e Sections for documenting survivor safety, perpetrator accountability, and child

risk.
e Culturally responsive elements (e.g., chosen family considerations).

3. Implement Trauma Informed Training Modules:
The DV P {Program Manager} has reviewed all available trainings involving DV and has
provided feedback for updates. Additional trainings have been established and more are
being developed. These topics will be woven into all trainings.
e Role-playing to improve confidence in difficult conversations.
e Safety planning and de-escalation.
e Recognizing signs of trauma in both survivors and perpetrators.

4. Develop a DV Specialist Support Role:
The Department created a Child Welfare Domestic Violence Program Manager (DV PM)
role to support the below items, with a start date of 6/16/2025. On-demand case
consultation, coaching, and mentorship began immediately. Trainings and materials
have been established and began rollout October 2025 to support consistent application
of assessments.
e Provide on-demand case consultation.
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e Support the consistent application of assessments.
e Offerfield coaching and mentorship.

5. Create a DV Response Checklist for Field Use:

This is being reviewed and will be included in policy/procedure updates and training
opportunities.

e Safety considerations before and during visits.

e Engagement prompts for survivors and perpetrators.

e Guidance on immediate next steps.

Explore the Safe & Together model: The Safe & Together Institute empowers
professionals across all child welfare sectors to transform their approach to
domestic abuse cases through a child-centered, survivor-strengths framework:
The DV PM completed the Safe & Together training for direct service staff, as well as
supervisors, and has provided feedback to leadership regarding the abundance of
support this program can provide. The approximate cost for Child Welfare rollout would
be $500,000. Funding opportunities are currently being explored.

Long-Term [Recommendations]:

1.

Establish a Taskforce to develop community based coordinated efforts to establish
a trauma informed response to DV by child welfare, law enforcement, courts, DV
agencies, mental health, and substance use service providers:
The DV PM has been networking, connecting with existing taskforces statewide, and
discussing opportunity for more collaborative work with all partners.

e Develop coordinated response protocols.

e Share definitions and frameworks (e.g., defining DV uniformly).

e Build systems for cross-training and case conferencing.

Enhance DV Sevrvices:
The DV PM has been networking and joining taskforces to identify barriers within the
community and stay up to date on budget cuts and reduction in programming.
Discussion with partners is occurring about any available opportunity to enhance
services or to explore funding opportunities.
e Action: Identify and fund tailored services for both survivors and perpetrators.
o Housing support, trauma counseling, economic empowerment.
o Evidence-based behavior change programs and mental health

treatment.

Create a feedback loop for continuous improvement:
Regional Domestic Violence Leads were established August 2025 to assist in feedback
loop. Staff are encouraged to reach out to DV PM directly. Other opportunities will be
created.
e Implement a system for frontline staff to report gaps or issues in DV assessment
and services.
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To preserve the intent and meaning, the report is quoted directly from DCYF.

In addition to the information provided above emerging from the systems mapping event, DCYF also
reported the Implementation of Safe Child Consultations for children three years and younger
involving cases with High-Potency Synthetic Opioids.*

CHILD FATALITY AND NEAR FATALITY REVIEWS: OFCO RECOMMENDATIONS

OFCO reviewed each of the 2025 child fatality and near fatality reports to identify common themes
arising in these reviews and to craft recommendations. OFCO noted a need to establish additional
processes for evaluating critical incident reviews and Systems Mapping Events and for
implementing changes and recommendations developed with them. In addition, OFCO noted
challenges related to workforce shortages were discussed by committees during several critical
incident reviews.

> Recommendation: Establish a process for evaluating critical incident reviews and
Systems Mapping Events to support continuous learning and strengthen
accountability.

Conducting critical incident reviews is an essential process to examine circumstances
surrounding a child’s fatality or near fatality for the purpose of improving both micro-level
and macro-level service delivery. This process is an opportunity to leverage the expertise of
multi-disciplinary teams following a critical incident to assess gaps in resources, examine
utilization of existing resources and/or other decision-making practices, highlight strengths,
and identify strategies for continuous improvement. Similarly, with regard to efforts for
promoting continuous improvement, Systems Mapping events provide a structure for
focusing on a systemic improvement opportunity selected by the DCYF and identified
through completed critical incident reviews to strengthen cross-departmental as well as
cross-agency responsibilities and collaboration. While both critical incident reviews and
Systems Mapping are crucial processes for examining unmet needs of youth and families,
reviewing service delivery practices, and identifying system gaps, OFCO recommends
establishing a clear process for assessing these efforts to determine effectiveness of
strategies discussed for keeping youth safe.

OFCO appreciates the opportunity DCYF provides for offices involved in critical incident
reviews to receive and discuss the reflections and recommendations from the critical
incident review panel. The debrief allows a chance for teams to receive a summary of
improvement opportunities provided by critical incident panel members. Participation in
debriefs following child fatality and near fatality reviews, however, is optional. Furthermore,
for staff who choose to participate, there does not appear to be a clear system for tracking
implementation of strategies identified through discussion during critical incident reviews.

Creating a mechanism for assessing progress after allowing time for implementation efforts
not only helps to increase transparency and accountability but can also help with
determining whether strategies outlined during critical incident reviews and Systems
Mapping processes need reconsideration or changing. Reconsideration of strategies may

30 This practice is referenced in this guide:
https://dcyfinsidecwintranet-stateofwa.msappproxy.net/intranet/pdf/policy/safechildconsultationguide.pdf
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spotlight a need for modifications or a determination that previously discussed
recommendations do not adequately address concerns. OFCO recommends establishing
an assessment process for both critical incident reviews and Systems Mapping work to
address overarching barriers while also extending efforts to illuminate the unique work
culture and needs of individual offices.

Recommendation: Create a specialized team to assist DCYF offices experiencing
workforce shortages as a proactive approach to providing timely services to youth and
families, and to support a sustainable workforce.

While no single solution can mitigate the tragic and irreversible loss of a child’s life or a child
experiencing a near fatal injury, the impact of inadequate staffing as a potential factor to
delayed responsiveness associated with critical incidents is immeasurable to, first and
foremost youth and their loved ones, but also DCYF staff, additional professionals working
in or with child welfare, and communities at large. In addition to impacts on responsiveness
due to circumstances such as vacancies or staff on leave, the reality is that fatigue and
burnout can greatly affect decision-making, even when staff demonstrate a level of
uninterrupted delivery of case management in a timely manner. Another concern that arises
when staff manage multiple roles, such as when a supervisor also holds a caseload, is a
limited capacity to fully support and provide oversight to caseworkers.

OFCO understands there have been efforts to implement roving units to provide temporary
assistance to offices with limited staff within certain regions. We support these efforts and
recommend the following considerations for the development of a statewide specialized
team:

e Assess strengths and barriers within existing floating staff units to improve current
and future implementation strategies;

e Explore the development and implementation of models that support operational
efficacy to increase the safety and wellbeing of youth and families;

e Consider potential opportunities to strengthen collaborative efforts to increase
funding feasibility; and

e |dentify specialized skills needed to support offices with geographic, cultural, and
other forms of diversity.
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