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Executive SUmmary

This is the Quarterly Child Fatality Report for January through March 2011 provided by
the Department of Social and Health Services (DSHS) to the Washington State Legislature.
RCW 74.13.640 requires DSHS to report on each child fatality review conducted by the
department and provide a copy to the appropriate committees of the legislature:

Child Fatality Review — Report |

(1) The department of social and health services shall conduct a child
fatality review in the event of an unexpected death of a minor in the
state who is in the care of or receiving services described in chapter
74.13 RCW from the department or who has been in the care of or
received services described in chapter 74.13 RCW from the department
within one year preceding the minor’s death.

(2) Upon conclusion of a child fatality review required pursuant to
subsection (1) of this section, the department shalf within one hundred
eighty days following the fatality issue a report on the resufts of the
review, unfess an extension has been granted by the governor. . Reports
shall be distributed to the appropriate committees of the legislature,
and the department shall create a public web site where alf child
fatality review reports required under this section shall be posted and
maintained.

(3) The department shall develop and implement procedures to carry
out the requirements of subsections (1) and (2) of this section.

This report summarizes information from 20 completed child fatality reviews of fatalities
that occurred in 2010. Seventeen of the child fatalities were reviewed by a regionat Child
Fatality Review Team and were not caused by child abuse or neglect, but as a result of
accident or iliness. In 2011, the child fatality statute was revised to require the
department to post only reviews conducted in child deaths that resulted from child abuse
or neglect. The reports from child fatality reviews from non-abuse or neglect related
fatalities are not posted on the public website and are not included in this quarterly
report, However, this report includes analysis of data from those reports.

Three reviews were completed by Executive Child Fatality Review Teams. Two of the
Executive Child Fatality Reviews were facilitated by practice consultants from CA

Headquarters and one was facilitated by a regiona! Child Protective Services Program
Manager.

All prior Executive Child Fatality Review reports are found on the DSHS website:
http://www.dshs.wa.gov/ca/pubs/fatalityreports.asp.




Child Fatality Reviews are conducted when children die unexpectedly from any cause and
manner, and the child had an open case or received services from the Children’s
Administration (CA) within 12 months of his/her death. Child Fatality Reviews consist of a
review of the case file, identification of practice, policy or system issues,
recommendations, and development of a work plan, if applicable, to address the
identified issues. A review team can be as few as two individuals (in cases where the
death is clearly from a natural cause or accidental), to a larger multi-disciplinary '
committee {executive child fatality review) where the child’s death may have been the
result of abuse and/or neglect by a parent or guardian.

Executive Child Fatality Reviews (ECFR) are conducted in cases where the child fatality is
the result of apparent abuse or neglect by the child’s parent or caregiver and the child
-was in the care of the state or received any level of service in the previous year. In the
Executive Child Fatality Review, members of the review committee are individuals who
have not had any involvement in the case and represent areas of expertise that are
pertinent to the case. The review committee members may include legislators or
representatives from the Office of the Family and Children’s Ombudsman.

The chart below provides the number of fatalities reported to CA, and the number of
reviews completed and pending for calendar year 2010 and pending for calendar year
2011. The number of pending reviews is subject to change if CA learns new information
‘through reviewing the case. For example, CA may learn that the fatality was anticipated
rather than unexpected, or there is additional CA history regarding the family under a
different name or spelling. '

The reviews in this quarterly report include fatalities from each of the six regions.
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The numbering of the Child Fatality Reviews in this report begins with number 10-38. This
indicates the fatality occurred in 2010 and is the thirty-eighth report completed during
that calendar year. The number is assigned when the Child Fatality Review and report by
the Child Protective Services Program Manager is completed.

The reviews contained in these Quarterly Child Fatality Reports are a summary of the
actual report submitted by each region. Confidential and identifying information not
subject to disclosure has been redacted.

Notable Findings
Based on the data collected and analyzed from the 20 deaths reviewed between January
and March 2011, the following were notable findings:

e Three of the fatality reviews completed during the 1% quarter required an
Executive Child Fatality Review (i.e., the child’s death was caused by abuse or
neglect). | _

e Of the three executive child fatality reviews, one fatality occurred when the case
was open during a child protective services investigation.

¢ Children four months or younger accounted for approximately 20% (4) of the 20
fatalities reviewed.

¢ Of the 20 child fatalities reviewed, 55% (11) were males and 45% (9) were
females. ' ,

e Of the 20 child fatalities reviewed, 55% (11) of the children were white, 20% (4)
were identified as Asian/Paciﬂc Islander, 15% (3) were Native American, and 12%
{2} were Hispanic.

e Natural and accidental deaths, as classified by the medical examiner or coroner,
accounted for approximately 60% (12) of the total deaths. The manner of death of
the remaining cases was as follows: 15% (3) were the result of homicides, 10% (2)
were due to unknown/undetermined causes, 10% (2) were the result of 3 party
homicide, and 5% (1) was the result of a suicide.




e The two 3™ party homicides involved two youth shot by a relative who was not in
a primary caregiver role. :

e In two of the three homicides, the children died from blunt force trauma. In the
other homicide the child died from inflicted head trauma. The perpetrators were
male caregivers and were the boyfriends of the children’s mothers. The children
were three and two years old.

& One fatality occurred in a licensed childcare facility.

e Of the 20 child fatalities reviewed, 19 had prior contact with Children’s
Administration (CA). One review was conducted on a child fatality that occurred at
a licensed childcare facility with no prior history. Sixty-five percent (65%) of the
child fatalities reviewed had between one and four prior intakes and 35% had
between five and nineteen prior intakes.

Due to the small sample of cases reviewed, no statistical analysis was conducted to
determine relationships between variables.

Table 1.1

" 1st Quarter 2011, Child Fatalities by Age and Gender

13-16 Years

Totals S 11
N=20 Total number of child fatalities for the quarter.

Table 1.2

' '""'arter 2011, Chlld Fatalltles byRace .

Black or Afrlcan American

Asian/Pacifchﬂ Islander

Totals*

*Some children may be in more than one category. -




Table 1.3

1st Quarter 2011, Child Fatalities by Manner of Death
ﬁccident
He

N=20 Total number of child fatalities for the quarter.

Table 1.4
ist Quarter 2011
Cause of Death
6
5

# of Fatalities
w

@
"y

&R

N=20 Total number of child fatalities for the quarter.



Table 1.5

o 1St Quarter 2011 Number of Re\newed Fatalltles by Prior [ntake

Manner of Death 0 Prior | i-4 Prlor | 5-9 Pnor | 10-14 Prlor 15 24 Prior 25+ Prior
Intakes Intakes Intakes Intakes Intakes Intakes
Accident - 3 4 - - -
Homicide (3" party) - 2 - _ - -
Homicide - 2 1 - - -
Natural/Medical 1 3 1 - . -
| Suicide - . _ - - 1 -
Unknown/

Undetermined ) 1 1 B : -

N=20 Total number of child fatalities for the quarter.

Summarv of the Recommendations

Of the 20 child fatalities reviewed between January and March 2011, 15 (75%) had issues
and recommendations identified during the child fatality review process. Issues and
recommendations from fatality reviews impact policy, practice and systems associated
with CA. At the conclusion of every case receiving full team review, the team decides
whether any recommendations should result from the fatality review. In most instances
where the death was categorized as being preventable, some recommendations were
made.

issues and recommendations that were cited during the child fatality reviews completed
during the quarter fell into the following categories:

' st Quarter 2011, Issues & Recommendatlons

“Contract issues

Practice issues . .
i_Q{ja'I,ityf_sdwciail' W : 0
System issues

Issues and recommendations were made regarding thoroughness of casework in six
cases. The issues identified involved conducting a thorough review of prior case history,
interviewing all relevant participants during CPS investigations, and additional contacts
made during the intake screening process. The recommendations made regarding the
practice issues identified in the area of intake required attention at the local office level.



An issue identified in the area of social work practice specifically relating to the lack of
timeliness in case file documentation was noted in two cases. Also noted in two cases
were concerns regarding historical intakes that were found in the hard copy of the file but
not in FamLink, the CA case management system. The intakes were not located because
“they were likely deleted in accordance with expungement requirements in statute. In two
cases it was also noted that Child Protection Team (CPT) staffings were not held in a
timely manner. These issues were addressed through training at the local level. Three
cases identified caseload sizes as affecting the ability to complete work and close cases.
Two of these three cases were addressed with recommendations at the regional and local
level. One had no recommendation by the fatality review team.



Child Fatality Review #10-38
Region 6
Pacific County’

This three-month-old Caucasian female born in April 2010 died from Sudden Unexplained
Infant Death (SUID).

Case Overview

On July 28, 2010, the Pacific County Sheriff's office contacted the department after hours
to report the three-month-old infant died earlier that evening. Her mother told law
enforcement that the child had been sleeping in her bassinet. The mother checked on her
later in the evening and found that she was not breathing. The mother called 911. Medics
responded to the home. The child died before arriving at the hospital. The child appeared
to have died at home as her skin was blue in color and rigor mortis was established when
medics responded. Initially, the treating physician indicated the child’s body showed signs
of trauma. However, the autopsy noted no signs of trauma. The responding deputy was
asked about this during the fatality review, and he indicated the trauma to which the
physician referred was a nose bleed. The Coroner reported there was no evidence of
abuse and/or neglect at the autopsy. The Coroner determined the cause of death was
Sudden Unexplained Infant Death (SUID) although positional asphyxia could not be ruled
out. The manner of death was natural/medical.

Children’s Administration (CA) had an open case on the family at the time of the child’s
death. In April 2010, Child Protective Services (CPS) intake received a report soon after
the birth of the three-month-old. The child was admitted to the intensive care unit at a
Portland area hospital for a scalp hematoma and respiratory issues. The meconium test
was positive for methamphetamine and amphetamines. The mother provided a urinalysis
at the time of her daughter’s birth which was negative for all substances. The case was
open when the child died in July 2010. '

Intake History ,

On April 6, 2010, a hospital social worker contacted Child Protective Services (CPS) intake
to report the child was transported to Legacy Emmanuel Hospital in Portland shortly after
her birth. The child had a hematoma on her scalp and had difficulty breathing. The
meconium test was positive for methamphetamine and amphetamines; the mother’s
urinalysis was negative. The mother received no prenatal care. The intake was screened
in for investigation, and a case was opened on the mother and her child. The mother
received public health nurse visits, and the assigned social worker made several visits
with the nurse. The family received assistance through the Women, Infants, and Children
(WIC) program, and actively participated with the local “Early Steps to School Success
Program,” an early intervention program that included frequent home visits. The mother
was referred to substance abuse treatment. She completed a substance abuse evaluation
and was attempting to arrange for family to watch her child so that she could participate
in treatment. This had not started before the child died.
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The CPS investigation was closed with an unfounded finding for negligent treatment or
maltreatment. On July 29, 2010, CPS intake received a report from law enforcement that
the three-month-old was in distress at home and died before getting to the hospital. Law
enforcement investigated the child’s death. The intake was screened in for investigation
and closed with an unfounded finding for negligent treatment or maltreatment.

Issues and Recommendations

Issue: There was an issue on this case related to documentation. When the department
was notified of the death of the three-month-old, there was missing documentation that
had not yet been entered into FamLink. The social worker was on annual leave when the
child died. The social worker had case information in handwritten case notes, but had not
input these notes into FamLink. This made review of the case record difficult and time
consuming. This also delays the case being transferred to another social worker.

Recommendation: Policy has since been established with shortened timeframes for
documentation. It is recommended that prior to any significant period of planned leave,
supervisors review that important documentation on cases has been completed for that
social worker. This is particularly critical for health and safety visits. This expectation has
since been made explicit to supervisors within the Aberdeen/Long Beach/South Bend
catchment area and will be discussed at the next regional supervisor's meeting.
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Child Fatality Review #10-39
Region 5
Pierce County

This 16-year-old Caucasian male died from injuries after being hit by a train.

Case Overview

Shortly before 7:00 p.m. on August 1, 2010, this 16-year-old youth was standing on the
northbound platform of the Puyallup Sounder Train Station with a friend. Both youth
were beyond the well-marked yellow striped area that is designated to keep people a safe
distance from approaching trains. As confirmed by video from the train's on-board
camera, the 16-year-old was leaning over the platform edge and yelling at some other
teens across the tracks as a passing Amtrak train approached at a speed estimated to be
nearly 75 miles per hour. The train engineer sounded the train whistle, and the friend
reportedly yelled for the 16-year-old to step back. The youth was struck in the head by
the train causing him to flip through the air and hit a beam on the platform and then land
on the platform. The youth died immediately from his injuries.

. The Pierce County Medical Examiner determined the cause of death was from blunt force
trauma and manner of death was classified as accidental. Toxicology results were
negative, but the friend of the deceased youth admitted to police that earlier in the day

“they had been smoking K2, a legal herbal blend that has been synthetically altered to
mimic THC (marijuana). Itis known that K2 does not show up on toxicology tests.

Children’s Administration (CA) had an apen case on the family at the time of the youth's
- death. In June 2010, Child Protective Services {CPS) intake received a request from the
youth’s mother in filing an At-Risk Youth petition. The case was opened for Family
Reconciliation Services (FRS) and was open when the youth died on August 1, 2010.

“Intake History
On June 8, 2010, the mother of this 16-year-old contacted CPS intake to request Family
Reconciliation Services in help filing an At-Risk Youth (ARY) petition. The mother reported
her son was out control (i.e., he was drinking, had poor school attendance, possible gang
involvement, and aggression at home}. A FRS social worker met with the parents and the
youth in mid-June and discussed various intervention and service options.

In May 2010, the family had moved from North Carolina to Washington State. In July the
youth had violated his probation conditions from North Carolina and was charged in
Pierce County for minor assault against his mother and for possession and consumption
of alcohol. He was placed in detention. Information obtained from the youth’s probation
officer indicates that he began to show excellent improvement in his behaviors in July
after his release from detention

12



Issues and Recommendations

Issue: Timelines by the worker were not met for entry of case notes and completion of
the Voluntary Family Assessment. No contact was made with the youth or his parents in
the month of July which is not consistent with expected practice [see CA Practices and
Procedures Guide - Sections 3400 and 4420]. The failure to complete work requirements
appear to reflect a pattern of work behavior by the individual social worker that may have
been exacerbated by a significant increase in case assignments in March 2010.

Actions Taken: The FRS worker is currently employed in another DSHS administration and
while willing to participate in the fatality review she was unable to do so due to a
confirmed scheduling conflict. When interviewed by phone prior to the CFR, the worker
acknowledged her failure to meet documentation timelines. The Pierce East Area '
Administrator for FRS has since transitioned to other duties (Pierce West) but did
participate in the review and received feedback regarding the faiture of timely
documentation and completion of work.

Recommendation: None

Issue: Supervisory reviews were conducted and documented on this case. However, the
supervisor at that time should have (1) been aware that the worker had not entered any
case notes during the two months the case had been active, (2) directed the worker to
complete required work, and (3) documented the discussion. It was noted during the
review that the Pierce East FRS supervisor had assumed additional program
responsibilities (EFFS oversight, FamLink related duties, and FRS program lead) which
conceivably could have resulted in less time available for more intensive supervision.

Action Taken: The FRS supervisor left state service in August, moving to another state,
and was not available to participate in the review. The current Pierce East FRS supervisor
participated in the review and acknowledged supervisory responsibilities to document
during monthly case conferences any directives to workers to complete work as required
by policy.

Recommendation: None

Issue: Current CA policy has narrow limitations for denying requests from families seekihg
FRS [see CA Practices and Procedures Guide - Section 3200]. Given recent CA work force
reductions, extensive state budgetary constraints (resourc'e reductions), and prioritization
of CA services '(c_hild safety), it may not be possible to serve as many families requesting
FRS services as in the past while maintaining reasonably sustainable case loads.

Recommendation: (1) It is recommended that CA review current expectations for

intervention and service delivery for the FRS program and consider revisions to policy that
would allow for more flexibility in denying requests from families seeking FRS.
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(2) It is recommended that FRS intake criteria be reviewed and discussed during
upcoming Region 5 intake unit meetings. This should include a discussion on evaluating
requests for services where there may be redundancy of services should CA become
involved such as when a youth is already being served by juvenile probation. it is highly
suggested that FRS program leads participate in such discussions with the intake units.

Issue: The FRS worker was unfamiliar with working with military families and navigating
military social services. Engagement with the family might have been improved had a
worker familiar with military families been involved.

Recommendation: It is recommended that Region 5 develop a plan to improve the
expertise of social work staff working with military families.
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Child Fatality Review #10-40
Region 2
Yakima County

This five-year-old Native American female died from an inflammation of her heart muscle.

Case Overview

On August 2, 2010, the five-year-old child was being babysat by her 12-year old sister
while their mother was at work. At 9:00 p.m. the five-year-old went to bed. The older
sister told police that she checked on her at 10:00 p.m. and noticed she was having
difficulty breathing. At 12:00 a.m., the sister noticed the five-year-old was not breathing
and cool to the touch. She went next door to her aunt’s home and got help. Police and
emergency medical technicians Were dispatched to the home where resuscitative efforts
were attempted. The child was takento Toppenish Hospital where she was pronounced
“deceased on August 3, 2010. The five-year-old had been ill days prior to her death.

On July 29, 2010, she was taken to the hospital by her parents to be treated for an allergic
reaction to her medications. She was also treated for a cough, strep throat, and a bladder
infection. The child’s mother told police that she gave her daughter medication before
she [eft for work on August 2, 2010. According to the Yakima County Coroner’s office the
past medical history of the five-year-old included a recent streptococcal pharyngitis
(throat infection). The Coroner determined the cause of death was attributed to post
streptococcal myocarditis (an inflammation of the heart muscle caused by a bacterial
infection.) A postmortem examination also revealed the child had acute respiratory
failure, active pharyngitis, active laryngitis, a skin rash and swollen lymph nodes. There
was no evidence of abuse or neglect. The manner of death is classified as
natural/medical.

Children’s Administration (CA) had an open case on the family at the time of the child’s
death. In June 2010, Child Protective Services (CPS} intake received a report that the
family home had no electricity and two children had head lice. The case was open when
the child died in August 2010.

The family includes children ages 16, 12, and 8 years old.

Intake History

On December 6, 2007, a relative contacted Child Protective Services (CPS) intake to report
another relative had contacted the referrer and said the children were not properly
dressed for the weather. The referrer also reported that one of the children had head

lice. It was also reported that there was excessive drinking in the home by the parents.
This intake was screened as Information Only as there was no allegation of child abuse or
neglect,

15



On January 31, 2008, a schoo! nurse called CPS intake to report the eight-year-old sister
of the now deceased child had head lice. The eight-year-old sister was six years old at the
time of this report. The child had a wound on the back of her head. The referent reports
the wound was approximately five inches wide. The wound was oozing, emitted a bad
smell and was bleeding. The child told the nurse it hurt. The referent had contacted the
parents to say the child needed to be taken to a doctor, but there didn’t appear to be any
action taken. The child reported her mother never cleaned her head. The intake was
screened in for investigation and closed with an unfounded finding for negligent
treatment or malireatment. The department provided the family with medication to treat
the lice infestation with the children. The assigned social worker met with the parents
and confirmed they took the child to the doctor. The social worker made a follow up visit
with the child one week after the intake and observed the wound was healing.

On July 24, 2008, a hospital nurse called CPS intake to report the eight-year-old sister of
the now deceased child was brought to the emergency room with a severe case of head
lice. The eight-year-old sister was six years old at the time of this report. The referrer
reported the child had infected open sores and swolien lymph nodes. The referrer was
concerned that it could turn into MRSA. The referrer stated the child’s mother was
questioned about how long the child had the lice and she reported she noticed them a
couple of days prior. The child was treated at the hospital with lice treatment and
antibiotics. The referrer was very concerned about the other children in the home who
were 3, 14, and 10 years old at the time. The intake was screened in for investigation. The
CPS investigation was completed with a founded finding for negligent treatment or
maltreatment. The case was transferred to the Family Voluntary Services (FVS) unit for
ongoing case management. The assigned social worker made a referral to Project Safe
Care. Project Safe Care provides direct skill training to parents in child behavior
management using planned activities training, home safety training, and teaching child
health care skills to prevent child maltreatment. The family was also offered a Home
Based Services voucher o purchase head lice medication and cleaning supplies.

On June 26, 2010, a neighbor reported to CPS intake concerns about the four children in
the home. The power was shut off to the home. The two youngest girls (including the
now deceased child} had severe head lice. The referrer reported the lice were visible on
the children. The children attempted to hide their heads by wearing scarves and hoodies.
The children range in ages from 16 to 5 years. The intake was screened in for _
investigation. The assigned social worker met with the family. The parents acknowledged
the power was off, but was back on when the social worker made the initial visit to the
home. The parents had already taken the children to the indian Health Services clinic and
had the children treated for lice. The case was staffed with the Local Indian Child Welfare
Advisory Committee (LICWAC) and the social worker was preparing to close the case
when the five-year-old child died on August 3, 2010. .

16



The detective investigating the child’s fatality reported to the assigned CPS social worker
that there were no concerns about the home environment or the condition of the
children at the time of the child’s death. The home was well vented and cool.

The parents were provided a list of service agencies in the community. The social worker
offered to assist the family with grief counseling. The family was accessing counseling
through their church and received medical care through Indian Health Services. The
family refused further assistance. The CPS investigation was closed with an unfounded
finding for negligent treatment or maltreatment.

Issues and Recommendations

Issue: There was no intake generated by the field office as a result of the death of this
child. Per policy, an intake should have been generated.

Recommendation: The Area Administrator for the Toppenish Division of Children and
Family Services (DCFES) office will meet with the supervisors and review the policyin a
supervisor meeting.

Issue: The fatality review team reviewed the case history and felt the two unfounded
investigations completed on this family by CPS should have been founded based on the
evidence suggesting more likely than not neglect occurred. There were observed wounds
from lice infestation (that met the definitions of abuse and neglect) to the chlldren by the
assigned social workers/investigators.

Action Taken: The Regional Administrator will send the two investigations back to the
appropriate supervisors to have the findings changed.

Recommendation: CPS investigation training for the Toppenish DCFS office will be
completed by February 28, 2011 by a Children’s Administration headquarters program
consultant.

Issue: On two of the investigations completed on the family there were no subject
interviews completed for the father. Per polzcy, interviews of all subjects need to be
completed and documented.

Recommendation: CPS investigation training for the Toppenish DCFS office will be

completed by February 28, 2011 by a Children’s Administration headquarters practice
consultant.
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Child Fatality Review #10-41
Region 6 :
Grays Harbor County

This fhree—year—old Caucasian female died from unknown causes.

Case Overview

On August 4, 2010, Hoquiam Police reported that this three-year-old child was found
deceased in her bed at 8:30 a.m. The parents had two other children in the home, ages 15
months and 3 years, who were placed in protective custody pending further investigation.

The mother told police that on August 3, 2010 the three-year-old child went to bed with
her twin sister at approximately 8:00 p.m. The mother said the girls liked to sleep
together in the hottom half of the bunk bed where they could look out the window. The
mother reported she checked on the gitls before she went to bed at approximately 8:30
p.m. On August 4, 2010, the twin sister woke up her mother and her mother’s paramour.
The mother reported it was unusual to have the three-year-old sleep late, but no one
checked on her until approximately 11:00 a.m. when the mother's paramour went to
wake her up for breakfast. She was found not breathing, and 911 was called. The child
was declared deceased at the scene. The Coroner placed her death somewhere between
10:00 p.m. and midnight the night before. Although the mother reported her daughter
had seizures in the past, the detective indicated her body position did not appear to be
that of a child who died from a seizure. An autopsy was conducted; toxicology reports
were negative. Positional asphyxia could not be ruled out, but the County Coroner could
not determine cause and manner of death.

The Children’s Administration (CA) did not have an open case on the family at the time of
the child’s death. In June 2010, Child Protective Services (CPS) intake received a report
that the family home was dirty, the mother’s paramour had been violent around the
children and the 15-month-old had a bruise near her mouth. This intake was screened in
for investigation and was closed on July 23, 2010. The child died on August 4, 2010.

intake History

On January 4, 2007, a hospital social worker contacted CPS intake to report a nurse
walked in to the mother's room after she gave birth to twin daughters and the father of
the children had the mother in a choke hold. One child was released from the hospital the
week prior to the intake being reported; the other was later released on January 6, 2007.
The referrer speculated that the mother had mental health issues. The mother was
working with a public health nurse and a medical social worker. The intake was screened
as Information Only.

On November 13, 2009, a polibe officer contacted CPS intake to report an injury to the
twin sister (who was two years old at the time of this report). The police officer reported
the child had a “shiner” below her left eye. The parents were separated and the father
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was babysitting at the time. The child reportedly told her father, “Mommy did it.” Law
enforcement could not interview the child due to her age. Police asked CPS to respond.
The intake was screened in for investigation of physical abuse. The child’s father and
another relative had no concerns about the child in the mother’s care. The investigator
determined the child sustained an accidental injury and the case was closed with an
unfounded finding for physical abuse. '

On December 18, 2009, an anonymous referrer reported to CPS intake that the three-
year-old twin sister of the now deceased child got felt pen marks on her face and mother
scrubbed it off with an eraser (later determined to be a Magic Eraser sponge) resulting in
bruising and scabs to child’s face. The child was two years old at the time of this report.
The intake was screened in for investigation of physical abuse and completed with an
unfounded finding for physical abuse.

On March 8, 2010, a babysitter contacted CPS intake and reported that the mother
dropped her three children at the babysitter's home. The infant sibling of the now
deceased child had diaper rash and needed to be bathed. The intake was screened as
Information Only as there was no allegation of child abuse or neglect.

On May 6, 2010, an anonymous referrer contacted CPS intake to report one of the three-
year-old twin girls had a broken crib with no sheets, was very wet, and the home had dog
feces on the floor and clothes. The children smeared feces on the walls; there were dirty
diapers throughout the house and the house smelled like urine. The intake was screened
in for investigation. The assigned social worker made an unannounced home visit and
found the home to be safe and sanitary. The CPS investigation was closed with an
unfounded finding for negligent treatment or maltreatment.

On June 7, 2010, a relative called CPS intake and reported that he received an email from
a third party, indicating mother's live-in boyfriend was violent, and the girls did not want
to be there. The referrer said the boyfriend may be sexually abusing the children, but
provided no additional information. The intake was screened as Information Only as there
was no allegation of child abuse or neglect. '

On June 9, 2010, a relative called CPS intake and reported that he had helped the
children’s mother clean up her home, but he was unaware that there was an earlier CPS
investigation. He felt the home was unsafe/unsanitary. The referrer indicated he heard
that the mother's paramour was violent around the mother and the children, but was not
specific. The referrer also reported that one of the three-year-old twins had a bruise
inside her mouth which was earlier seen by a doctor. This bruise was visible three months
prior to the intake report. The assigned social worker obtained the child’s medical records
and there was no record of the child being seen by a doctor for a bruise in her mouth. The
intake was screened in for investigation and closed with an unfounded finding for
negligent treatment or maltreatment.
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The investigator made unannounced home visits on June 10, 2010 and June 21, 2010 and
the home was in reasonable condition to leave the children in the home. The mother had
supports and the children’s father was also monitoring the situation. The children
received medical attention. The case was reviewed at a Child Protection Team (CPT)
staffing and the team recommended a Birth to 3 assessment, parenting classes, domestic
violence classes for the mother, and a developmental assessment. The mother declined
voluntary services. The case closed July 23, 2010, and the child died on August 4, 2010.

On August 4, 2010, law enforcement reported to CPS intake that the three-year-old was
found deceased in her bed in the morning. The two surviving siblings were placed into
protective custody pending investigation. The intake was screened in for investigation
and completed with an unfounded finding for negligent treatment or maltreatment
related to the death of the three-year-old. The intake also contained allegations related
to the conditions of the home. The allegations pertaining to the condition of the home
were founded. |

The home was unsafe and unsanitary. There were cleaners and medications accessible to
children. There were human feces on the floor and wall, dirty diapers throughout home,
and piles of laundry throughout the house. The two surviving siblings were placed in -
relative care. Dependency petitions were filed on both girls. When the children were
removed the 15-month-old had a severe diaper rash, both girls had poor hygiene, colds,
sinus infections and conjunctivitis. A full skeletal survey was completed on both children
at the time of removal and no injuries {old or new} were present. Toxicology screens on
both children were negative.

Issues and Recommendations

Issue: The review team discussed whether use of the Structured Decision Making (SDM)
tool was helpful on this case to identify risk. Some members of the review team felt the
SDM tool was limited in its utility.

Recommendation: The department should continue to refine/revise the SDM tool and
provide training to social work staff about use of the tool.

Issue: It was noted that the Aberdeen Division of Children and Family Services office had
significant staff vacancies in the CPS unit and it had created difficulties for the supervisors
and the social workers to manage vacancies. Otherwise, the social worker may have been
able to make an additional visit to the home prior to reviewing it at CPT. The area
administrator indicated she has reassigned some workload responsibilities to assist at
times.

Recommendation: Although the review team identified this as an issue, no
recommendation was made at this time.
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Child Fatality Review #10-42
Region 6
Mason County

- This six-year-old Caucasian male died from a gunshot wound.

Case Overview ,

On August 10, 2010, this six-year-old child was accidentally shot by his eight-year-old
brother. The handgun belonged to their mother’s live-in boyfriend. The child was airlifted
to Harborview Medical Center after sustaining the gunshot wound to his head. Mason
County Sheriffs report the children’s mother was home with the children and they were
watching a movie. The mother told law enforcement that she fell asleep and woke to the
sound of the gunshot. She found her six-year-old son and called 911. The mother’s
boyfriend told police that the keys to the gun safe were kept on a key rack near the sink.
This was accessible to the eight-year-old with little effort. Sheriff’s deputies indicated that
the gun was loaded. On August 12, 2010, the six-year-old died from his injuries. Doctors
were unable to perform surgery to reduce the swelling in his brain due to risks and
likelihood that he would not survive the surgery.

The eight-year-old brother was interviewed by a Child Protective Services (CPS) worker on
August 10, 2010. He reported the gun was located in a gun cabinet, but the gun cabinet
had been unlocked for several days. The eight-year-old said he thought the gun was
unloaded, but a buliet remained in the chamber.

The Medical Examiner determined the child died frqm a gunshot wound. The manner of
death is listed as accidental.

The Children’s Administration (CA) did not have an open case on the family at the time of
the child’s death. In April and May 2010, Child Protective Services (CPS) intake received a
report of physical abuse of the eight and six year old boys by their mother’s paramour.
These intakes were screened in for investigation and closed on June 9, 2010.

There are two other children in the home, the eight-year-old brother and a half sister 15
months old.

intake History

On May 27, 2003, CPS intake received an anonymous report indicating the family home
was dirty with piles of clothes on the floor and cat feces. The referrer reported the family
had enough food and there were no reports of drug or alcohol abuse. The father of the
child was working and the mother stayed at home with the child {the eight-year-old
brother who was 20-months old at the time of this report). The intake was screened in for
investigation. The CPS investigation was closed with an unfounded finding for negligent
treatment or maltreatment.
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On April 15, 2005, CPS intake received an anonymous report. The referrer heard from
various relatives that the mother and father left their son (the eight-year-old brother}
locked in his bedroom all day because they did not know how to manage his behavior.
The mother heard him crying in his bedroom but did not respond. The father gave his son
food while he was locked in his bedroom. The referrer also reported the parents left him
sitting in front of the TV all day. The intake was screened as Information Only as there
were no allegations of child abuse or neglect.

On January 25, 2006, an anonymous referrer reported to CPS intake that the children’s
mother locked her then four-year-old son in his bedroom for long periods of time. He
pounded on the door until someone let him out to go to the bathroom. Sometimes he
had accidents and wiped the feces on the walls in his room. The intake was screened in
for investigation of negligent treatment or maltreatment. The CPS investigation was
closed with an unfounded finding. The Department assisted the mother with getting her
son into Headstart and provided her with information on parenting classes and family
counseling.

On February 25, 2008, a mental health counselor contacted CPS intake and reported the
eight-year-old brother {six years old at the time of this report) had multiple problems
including a severe speech impediment and was not potty trained. His mother has not
gotten him to appointments saying there are transportation problems. The referrer was
concerned that the child's probtems would get worse. The referrer said the child needed
to have his teeth cleaned. The intake was screened as Information Only as there were no
allegation of child abuse or neglect.

On September 15, 2009, a school counselor reported to CPS intake that the six-year-old
(five years old at the time of this report) came to school with a burn mark on the left side
of his neck. The burn is about 1 1/2” x 1/4”. The child said that his older brother used the
lighter from the hearth to burn him. He said that when he told his mom, his mom put his
older brother in the corner. The referrer noted that the mother and her boyfriend both
smoke. The referrer questioned the level of supervision in the home. The six-year-old
wasn’t wearing his glasses at school saying his glasses were broken. The intake was
screened in for the Alternate Response System (ARS). A social worker contacted the
mother. She reported her older son got the lighter off the hearth, lit the lighter and
touched it to his younger brother’s neck. The mother reported the lighter was moved.
The social worker stressed the importance of supervising the children.

On October 31, 2009, a neighbor called CPS intake and reported that the eight-year-old
brother {then seven years old) was slapped across the face by his mother and later she
slammed him against a wall. The incident was observed with other children and an adult
standing in an open door. The referrer reported that the child was told to dress for
Halloween and go to neighbors’ houses by himself. The referrer was not sure if the child
sustained any injuries. The referrer reported she would call the police and ask for a
welfare check. The intake was screened in for investigation of physical abuse and
negligent treatment or maltreatment. Mason County Sheriff's deputies went to the home
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and made a welfare check. The child was interviewed by the assigned social worker and
denied an incident of physical abuse. The child had no injuries. The CPS investigation was
closed with an unfounded finding.

On February 5, 2010, a school counselor reported to CPS intake that the eight-year-old
brother was seen at school digging in garbage cans looking for food. The referrer talked to
the child and asked him questions to determine if he had food to eat at home. The
referrer believed there was food at home. The referrer was unsure why he was digging in
the garbage. No other concerns were known other than the mother was unresponsive to
the school. The intake was screened as Information Only as there was no allegation of
child abuse or neglect. '

On April 21, 2010, school counselor reported to CPS intake that the eight-year-old brother |
told the referrer that his mother’s boyfriend gave him a bloody nose. The child said his '
mother’s boyfriend accused him of being disrespectful and hit him hard with a pillow. This '
caused him to hit the wall and he got the bloody nose. The referrer reported there were

no marks on the child. The child said his mother went to the neighbor’s house and called

the police. The referrer asked the child if his mother’s boyfriend had ever hurt him

before, the child said that one time when he wouldn't get up, he took him by the legs and |
slammed him into the couch and floor. The social worker spoke with the officer who |
responded to the call and said this was a family matter. No arrests were made or citations |
issued. The intake was screened in for investigation and closed with an unfounded finding
for physical abuse. '

On May 5, 2010, a relative reported to CPS intake that another child visiting the family
home reported that the mother’s live-in boyfriend “hit the boys all the time when they
were bad.” The child also recounted an incident in which the boyfriend threw a pillow at
the eight-year-old resulting in a nose bleed. The intake was screened in for investigation
and investigated in conjunction with the April 21 intake. The investigations were closed
with an unfounded finding for physical abuse.

On August 10, 2010, a Mason County Sheriff’s Deputy called CPS intake and reported that
the six-year-old child was shot in the head by his eight-year-old brother. The children
found a handgun owned by their mother’s boyfriend. The six-year-old was airlifted to
Harborview Medical Center. He died on August 12, 2010. The intake was screened in for
investigation of negligent treatment or maltreatment. The CPS case was completed with a
founded finding due to the keys to the gun safe being easily accessible to the children. All
firearms were removed from the home. A case remained open in the Family Voluntary
Services unit. The parents of the eight-year-old son placed him in the care of his paternal
grandfather. Family Preservation Services was offered to the family. The eight-year-old
brother began seeing mental health professionals.
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Issues and Recommendations
Issue: The child fatality review team did not find areas of concern during the review of
this case.

Recommendation: None
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Child Fatality Review #10-43
Region 3
Snohomish County

This 15-year-old Caucasian male committed suicide.

Case Overview

On August 15, 2010, the Snohomish County Medical Examiner reported the death of this
15-year-old youth. The Medical Examiner stated that on the evening of August 14, 2010,
the youth’s 17-year-old sister found him “hanging in the garage.” The youth had wrapped
an extension cord around his neck tied to a garage door track. The youth was transported
to Seattle Children's Hospital and was pronounced dead on the morning of August 15,
2010. The Medical Examiner reported that it appeared that the youth had committed
suicide. He lived with his mother and his sister. The mother reported that her son had a
history of depression and a prior suicide attempt. The Medical Examiner had no concerns
of child abuse or neglect.

The Medical Examiner determined the cause of death was asphyxiation by hanging. The
manner of death is suicide.

The Children’s Administration (CA} did not have an open case on the family at the time of
the youth’s death. In March 2010, Child Protective Services {CPS) intake received a report
that the mother was reporting an adult male, not a family member, had raped her
children. This intake was screened as Third Party and referred to law enforcement.

There was one other child in the home, a 17-year-old sister.

Intake History _

On December 28, 1995, CPS intake received a report from a medical professional that the
15-year-old {(a 15 month old child at the time of this report) was seen at a hospital with a
fractured arm. The intake was screened in for investigation. The CPS investigation was
closed with an unfounded finding for physical abuse.

On February 7, 2007, CPS intake received information from a CA social worker. The social
worker met with an older sister of the 15-year-old youth. The sister reported that her
brother (12-years-old at the time of this report) was in detention for truancy. The youth’s
17-year-old sister had a warrant for truancy. The tribal police had gone to the home to
investigate the assault of the adult sister in the home. Tribal police reported being at the
home many times for drug and criminal activity. The police told the referrer that the
father has a history of violence and sex offenses. The intake was screened in for
investigation of negligent treatment or maltreatment. The investigation was completed
with a founded finding.
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Dependency petitions were filed on the 15-year-old and his sister. In-home dependencies
were established in March 2007 due to lack-of supervision, failure to protect and
continued drug and criminal activity in the family home. The case remained open under
the dependency action. The court dismissed the dependency on May 10, 2007. The case
remained open in the Family Voluntary Services {FVS) unit following the dismissal of the
dependency. The family was provided Functional Family Therapy. The FVS case was
closed in July 2007,

On April 8, 2007, the youth’s mother reported to CPS intake her son (then age 12) was
having sex with his adult babysitter. The mother reported she would not allow this
babysitter to be around her son any longer. The intake was screened as Third Party abuse
and referred to law enforcement.

On November 20, 2007, a juvenile detention staff contacted CPS intake and reported that
the 15-year-old and his 17-year-old sister (they were 13 and 14 years old at the time of
~_this report) were arrested on warrants and placed in detention. The 15-year-old had a
large amount of cash and drugs on him. The referrer had concerns that the 15-year-old
may be running drugs for the family. The intake was screened as Information Only.

On July 4, 2008, an anonymous referrer called in to CPS intake to report that the 15-year-
old and his 17-year-old sister (13 and 14 years old at the time of this report) were both
using methamphetamine in their home with mother’s knowledge. The referrer stated the
teens were possibly dealing and manufacturing drugs. The referrer also stated the mother
was abusive and an alcoholic. The children were not attending school. The intake was
screened in for investigation. The allegations of negligent treatment were inconclusive on
September 29, 2008. Both children were on probation at the time and substance abuse
monitoring and treatment were being provided and supervised by probation. The case.
was closed in October 2008.

On April 16, 2009, Tribal Police contacted CPS intake and reported that the 17-year-old
sister of the now deceased youth was not being supervised by her mother. The youth was
15-years-old at the time of this report. The mother was not following through with the At-
Risk Youth court orders. The youth was found walking the streets at 2:00 a.m. Later she
was at her boyfriend's house when police raided the house and found a
methamphetamine ab. This intake screened in for investigation and completed with a
founded finding for negligent treatment or maltreatment.

The assigned social worker met with the mother who reported her daughter continually
left home without the mother's permission. The youth was on probation. The probation
officer reported the mother was not reporting her daughter as a runway. The youth was
on the run while the CPS investigation was open. It was reported she was staying with a
30-year-old male. The mother acknowledged that her daughter would periodically appear
at home for a brief period and leave. The CPS investigation was closed with a founded
finding as the mother failed to call in her daughter as a runaway.
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On June 19, 2009, a staff member from the Department of Corrections reported to CPS
intake that the 15-year-old youth stole items from stores with his father. The father was
incarcerated at the time of this report. The child was living with his mother. The intake
was screened for the Alternate Response System (ARS).

On July 31, 2009 a mental health counselor contacted CPS intake and reported that the
mother reported her daughter (then 16 years old) was a chronic runaway and was living |
with an adult male in his 30s. The mother reported he was a methamphetamine addict ' '
and dealer. The mother also reported he shot out the windows of her car. This intake was i
screened in for investigation of negligent treatment or maltreatment. The mother had
filed a runaway report with the Washington State Patrol and the Tribal Police. The youth
had an active warrant for her arrest. The social worker contacted the youth’s probation
officer. The probation officer acknowledged that there was a warrant for the youth'’s _
arrest, though her whereabouts were unknown. The social worker spoke with an Everett

Police Officer about the allegations. Everett Police acknowledged there was a warrant for
the arrest of the 30 year old male. The social worker closed the case after being unable to
locate the youth; she was on the run. The CPS investigation was closed as unfounded.

On September 9, 2009, a relative reported to CPS intake concerns that the 15-year-old
youth and his half brother, 33 years old, were actively using methamphetamine. The
relative reported that the half-brother and the youth’s father supplied him with
methamphetamine and alcohol. The referrer stated that the youth’s mother overdosed
three days prior on sleep medication and alcohol and was taken to the hospital. The
referrer stated the youth’s father has taught him how to steal. The father was recently in
jail but was released. The referrer believed that the father and half brother were
manufacturing methamphetamine in the home. The referrer has talked to the mother
about the safety of the children but she didn’t listen. There were reports of domestic
violence in the home. The intake was screened in for investigation. The assigned social
worker made an unannounced home visit and found no evidence of methamphetamine
use or manufacture. The mother reported she accidentally mixed sleeping pills and
alcohol resulting in her going to the hospital. The mother was accessing mental health
and drug/alcohol services from Tribal Family Services. The supervisory closing case note
indicates the allegations were unfounded. The investigative assessment was closed
without a finding due to the social worker being unable to locate the alleged victim of the
investigation. ‘

On March 11, 2010, a staff member at Echo Glen Children’s Center called CPS intake and
reported that the 17-year-old sister (then 16 years old) was caught using

~ methamphetamine while at Echo Glen. She reported that she received the _
methamphetamine from her father, who has sneaked it into the facility during his visit on
March 8, 2010. The youth disclosed that her father has a history of providing her and her
friends with illegal drugs. The incident was reported to the King County Sheriff's
Department. The 17-year-old was interviewed and reported she lied about her father
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providing her methamphetamine. She reported it was her boyfriend who supplied the
methamphetamine. The 17-year-old remained in Echo Glen. Unsuccessful attempts were
made to locate and interview the father. The mother was offered services but declined
because she was already seeing a counselor. The investigation was closed without a
finding due to the social worker being unable to locate the subject {the father) of the
investigation.

On March 12, 2010, an anonymous referrer contacted CPS intake and reported that the

" mother reported that an adult male was raping her children. This was the same male in
his 30s with whom the 17-year-old daughter was involved. The referrer said the mother
was very incoherent and sounded intoxicated. The intake was screened as Third Party and
was referred to law enforcement.

On August 15, 2010, the Snohomish County Medical Examiner called CPS intake and
reported the death of this 15-year-old youth. The Medical Examiner reported that it
appeared the youth committed suicide. He lived with his mother and 17-year-old sister.
The referrer stated that on the evening of August 14, 2010, the sister found her brother
“hanging in the garage.” The child was transported to Children's Hospital and was
pronounced dead on the morning of August 15, 2010. The mother told the Medical
Examiner that her son had a history of depression and a prior suicide attempt. The intake
was screened as Information Only.

Issues and Recommendations
Issue: Two of the most recent CPS investigations in 2009 and 2010 were closed on the
Investigative Risk Assessments as “No Finding-Unable to Locate.”

Recommendation: This topic will be addressed at the next CPS Supervisors meeting in
March 2011. CPS Supervisors will be retrained on following the Diligent Search Guidelines
for Reasonable Efforts to Locate Children and/or Parents. When CPS Supervisors approve
a case for closure and notice the case is being closed as “No Finding-Unable to Locate,”
they shall ensure that the social worker has followed the diligent search protocol on
locating children and parents. '

Issue: |t appeared to be unclear as to whether Children's Administration or the Tribe had
jurisdiction regarding this case. There was a communication issue regarding tribes not
immediately knowing about information only/screened out intakes involving tribal
families.

Recommendation: When Region 3 CPS Supervisors are reviewing a CPS screened out
intake involving a tribal family, they should communicate with the tribal case manager to
ensure the intake should still screen out. The Smokey Point Area Administrator will
address this topic at the next all staff meeting in February 2011 as well as with the tribe.
This topic will also be addressed at the next CPS Supervisors’ meeting in March 2011.
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Issue: Several workers were assigned to this case over the years. There appeared to be an
issue in which new workers on this case didn't review the complete case history and see
the “whole picture.” Also a CPS worker faxed a request form to Texas to obtain CPS
history there however no follow up was made and Children's Administration never
received this family’s CPS history in Texas.

Recommendation: At the next all staff meeting in February 2011, the Smokey Point Area
Administrator will retrain staff to review the entire case at the time of assignment and if
applicable, out of state CPS history. This will also be discussed at the next CPS
Supervisors’ meeting in March 2011.

Issue: The dismissal of dependency of the three children occurred on May 10, 2007.
Concern is that the social worker’s declaration regarding the dismissal of dependency for
the 15-year-old and his sister cannot be located in the hard file. When the determination
and decision was made to dismiss the dependency on these children, a CPT staffing was
not held even though there were significant risks regarding this family.

Recommendation: The Regional Safety Program Manager will discuss with the Area
Administrators the protocol for conducting CPT staffings prior to returning children home
when there are indicators of high risk. The Area Administrators will retrain their Children's
Administration staff on this protocol by April 2011.
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Child Fatality Review #10-44
Region 6
Clallam County

This 13-year-old Caucasian female died from Acute Methadone Intoxication.

Case Overview ‘

On August 26, 2010, the 13-year-old youth was camping with her mother. Her mother
was a caregiver for an adult male in his 60s, who was also present on this camping trip.
The mother and 13-year-old went to bed between 8:30 and 9:00 p.m. in the same tent.
Clallam County Sheriff’s deputies reported that prior to going to bed, the mother and the
adult male smoked marijuana. The youth reportedly did not consume any alcohol or
marijuana but told her mother that she used methamphetamine a few days prior. The
youth suffered from mild asthma but was not taking medication for this ailment.

At around 6:30 a.m. on August 27, 2010, the adult male got out of bed to use the
bathroom. He and the youth had been sleeping on the same mattress. The mother slept
on her own mattress which was next to the other mattress. After the male adult left the
tent, the mother moved to the mattress where her daughter was sleeping and laid down
next to her. The mother told law enforcement that her daughter was warm at that time.
At about 9:00 a.m. the mother tried to wake up her daughter but found her unresponsive
and not breathing. The mother called 911.

Law enforcement arrived on the scene and found the 13-year-old deceased with rigor
mortis setting in. The youth had started to turn blue. Law enforcement reported the
youth was naked when the deputy found her. The mother told law enforcement that her
daughter regularly slept nude. Her body was warm to the touch on the side that the
mother was laying next to her but was cold to the touch on the opposite side of her body.

Law enforcement investigated the youth’s death and obtained a toxicology screen. The
toxicology screen revealed the youth had ingested a lethal dose of methadone. The
toxicology screen also found traces of methamphetamine and marijuana. The autopsy
revealed no evidence of any sexual activity the night of the youth’s death. Law
enforcement found medication at the campsite including a prescription for methadone
issued to the adult male. The Clallam County Coroner has ruled this youth’s death
accidental due to acute methadone intoxication.

Children’s Administration (CA) did not have an open case on the family at the time of the
youth'’s death. In February 2010, Child Protective Services (CPS) intake received a report
that the mother’s boyfriend had sexually abused the 13-year-old. This intake was
investigated and closed with an unfounded finding in April 2010.
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Intake History

On June 13, 1996, a doctor contacted Child Protective Services (CPS) intake and reported
that the mother of the 13-year-old was 17 weeks pregnant and did not receive regular
prenatal care. The doctor conducted a toxicology screen on the mother which was
positive for amphetamines, methamphetamine, marijuana and codeine. All levels were
high. This intake was screened in for Alternate Intervention. A referral was made to the
First Steps Program. '

On June 21, 1999, a staff member at a transitional housing facility reported to CPS intake
that the mother was nursing her daughter {(who was 2% years old at the time of this
report) and had a dirty urinalysis. On June 8, 1999, the mother tested positive for
methamphetamine and marijuana. On June 16, 1999, she tested positive for
methamphetamine. The intake was screened in for investigation. The child’s father
obtained temporary custody of his daughter. Staff at the transitional housing facility
arranged for the mother to complete a drug/alcohol evaluation. The mother entered
inpatient treatment on June 28, 1999. The investigation was closed with a founded
finding for physical abuse.

On December 14, 2001, a police officer reported to CPS intake that the mother had
reported her daughter missing (the child was four years old at the time of this report).
She said she left her daughter in care of a friend. The mother told the police officer that
she returned later and found her friend unconscious in the living room and her daughter
was missing. The friend told police that the child’s father picked her up. Police reported
the house was a mess, dirty dishes, dirty clothes, and a mattress on the floor with no
bedding. There was a syringe on top of the refrigerator. The father had temporary
custady of his daughter in 1999. At some point prior to 2001, the child moved back with
her mother. The intake was screened in for investigation. The CPS investigation was
completed with a founded finding for negligent treatment or maltreatment. The case was
closed after the father successfully petitioned the court to become the custodial parent of
his daughter. '

On December 17, 2001, a police officer reported to CPS intake that the mother was
arrested for several shoplifting incidents that occurred several weeks prior to the intake
report. The mother used her daughter, then four years old, as a distraction while she
stole items from different stores. The child was in her father’s care from an incident
occurring three days prior in which her mother left her with an unfit caregiver. The intake
was screened in for investigation. The CPS investigation was completed with an
inconclusive finding for negligent treatment or maltreatment.

On March 23, 2006, the mother of the child reported to CPS intake that she saw what
appeared to be finger marks on her daughter’s arms. The mother reported these marks
were fading. The mother reported she was not the custodial parent. The child was seen
by the school nurse and no report was made to CPS intake. According to the referrer, the
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child made no report of how she got the finger marks. The intake was screened as
Information Only as there was no report of child abuse or neglect.

On February 1, 2007, the mother of the child reported to CPS intake that she had a visit
with her daughter who reported being afraid of her father’s new girlfriend. The mother
said the child had lice in her hair and that her daughter was hit by the father’s former
girlfriend. There was no report of any injury or current abuse. The intake was screened as
Information Only as there was no report of child abuse or neglect.

On May 6, 2008, CPS intake received a report from the Clallam County Sheriff who
reported the 13-year-old youth (11-years-old at the time of this report) had disclosed that
she was molested by her older half brother who was 18 years old at the time of this
report. The 13-year-old told the investigating officer that she informed her father of the
abuse, but he did not believe her and allowed her to be alone with her half brother
following her disclosure. Law enforcement placed the youth in protective custody. The
girl's mother had filed for a Protection Order and was awarded temporary custody.
Counseling was arranged for the 13-year-old. The intake was screened in for investigation
and completed with a founded finding on the father for negligent treatment or
maltreatment.

On August 27, 2009, a juvenile probation officer called CPS intake and reported thata
youth on her caseload was friends with the 13-year-old. The referrer reported it was
disclosed to her that the 13-year¥old was threatening suicide because she was raped by
her grandfather and other male family members. The intake was screened as Information
Only as the allegations alleged third party abuse. The allegations of sexual abuse by family
members were investigated by law enforcement and adjudicated.

On February 23, 2010, a staff person from a domestic violence sexual assault advocacy
center called CPS intake and reported that the 13-year-old youth told her mother that her
mother's boyfriend had raped her during the past year. The youth told her mother that
the last incident of abuse occurred on February 15, 2010. The mother brought her
daughter to the clinic on February 19, 2010 and she was interviewed by a Clallam County
‘Sheriff's deputy on that day. The sexual assault clinic assisted the mother in obtaining a
temporary Protection Order. The referrer reported the mother was very supportive of her
daughter and was extremely distressed over her disclosure. The mother and daughter
went to a shelter for victims of domestic violence in Jefferson County. The intake was
screened in for investigation of sexual abuse and the case was referred to the Port
Townsend Division of Children and Family Services office. Law enforcement investigated
the allegations and made no arrest and filed no charges. The CPS investigation was
completed and closed with an unfounded finding for sexual abuse.

On August 27, 2010, a Clallam County Sheriff’s deputy reported to CPS intake the death of

this 13-year-old girl. Law enforcement reported the mother is a caregiver to an adult male

in his 60s. The mother, the adult male, and her daughter were on a camping trip. At 6:00
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a.m., the mother moved to where her daughter was sleeping and laid next her. The
mother told law enforcement that she believed her daughter was alive at that time
because she was warm to the touch. At 9:00 a.m. the mother tried to wake her daughter
but she was unresponsive.

The death of the youth was investigated by law enforcement. The lab that completed the
toxicology report indicated the youth ingested approximately 10 methadone tablets.

The adult male cared for by the youth’s mother was taking prescribed methadone. Both
he and the youth’s mother told law enforcement that they caught the 13-year-old going
through his bedroom looking for his methadone. A friend of the youth told police that he
saw the adult male give the 13-year-old methadone. The adult male admitted to police
that he gave her one methadone tablet once or twice because the youth complained of
back pain. The law enforcement investigation is ongoing. The CPS investigation was
closed with an unfounded finding for negligent treatment or maltreatment by the
mother. The department offered grief counseling to the mother. She declined the offer.

Issues and Recommendations

Issue: The investigation of the February 23, 2010 intake mltlally came into the Port
Angeles office. The case assignment was transferred to the Port Townsend office when
the mother and daughter went to live in a shelter in Port Townsend. The case was
assigned to a CFWS social worker rather than a CPS social worker due to staff shortage at
the time of the intake.

Recommendation: A shelter is not a permanent housing arrangement. The case could
have remained in the Port Angeles office with a request for courtesy interview with the
child in Port Townsend. The Area Administrator will discuss this with both the Port
Angeles and Port Townsend supervisor.

Issue: Finding all of the history on this family was made difficult by the search feature in
FamLink. While all of the history was eventually found by the reviewer of this case prior
to the fatality review meeting, it took several hours to complete the search in FamLink.

Recommendation: The team did not have a recommendation for this issue.

Issue: In February 2010, when the Port Townsend office received this case from the Port
Angeles office they did not connect the father's history with the child. Had they done so
they would have known that the 13-year-old had prevnously been a victim of sexual abuse

by her half brother.

Recommendation: Conduct more thorough and complete history checks on all cases
received in the Port Townsend office.
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Issue: The Port Townsend office closed out the case after the mother and her daughter
moved out the shelter and moved back to Clallam County. The review team felt that the
case should have been transferred back to the Port Angeles office where services could
have been provided to the mother and daughter.

Recommendation: The supervisor of the Port Townsend office participated in the review
and acknowledged that they should have transferred the case back to Port Angeles for
follow up with the mother and daughter. She wili ensure that this does not happen in the
future. '
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Child Fatality Review #10-45
Region 4
King County

This two-month-old Caucasian male born in June 2010 died from undetermined causes.

Case Overview ‘

On August 29, 2010, the King County Medical Examiner reported to Child Protective
Services (CPS) intake the death of this two-month-old infant. The Medical Examiner
reported the child’s death was being investigated as a Sudden Infant Death (SIDS} or
Sudden Unexpected Infant Death. Two days after his death, the paternal grandfather
called the Medical Examiner and reported that he had additional information. His mother
{the paternal great-grandmother to the two-month-old) had observed, and
photographed, the baby in his car seat in the bedroom, with a pillow placed on top of
him. This was the morning of the date of child’s death. The child’s mother was sleeping in
the same room. The great grandmother woke the child’s mother and told her to take care
of her son. ' '

The child was born 10 weeks premature and remained in the hospital for six weeks after
his birth.

The Medical Examiner reported this information to the King County Sheriff's Office. A
Special Assault Detective was assigned. Family members and collaterals were _
interviewed. The parents refused to take polygraph exams upon advice of their attorney.
The detective reported that the child’s death was suspicious, but there was no further -
information to warrant any legal action. Law enforcement reported the investigation will
remain open and inactive pending additional information. The Medical Examiner certified
the cause and manner of death as undetermined.

Children’s Administration (CA) did not have an open case on the family at the time of the
child’s death. In July 2010, CPS intake received a report that the child was due to be
discharged from the hospital after being born prematurely. Hospital staff had concerns
about the parents’ bonding with their son. This intake was screened as a Risk Only and a
case was opened. The case was closed on August 17, 2010.

Intake History

On July 16, 2010, a hospital social worker contacted CPS intake and reported that the
child was ready to be discharged from the hospital. Hospital staff had concerns about lack
of visitation with the baby and bonding. The child had been in the Intensive Care Unit. He
was born approximately 10 weeks premature. The parents had no other children. The
parents were living with the paternal grandparents. The child was due to be discharged
from the hospital, but the parents delayed discharge for two days.
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The parents had sporadic visits with their son in the hospital and would go weeks without
visiting. The parents were confronted about the lack of visitation and they began to visit
more regularly. Their visits would last less than one hour. This intake was screened in as
Risk Only. The hospital staff referred the mother to the Women, Infant, and Children
(WIC) program, Maternity Support Services, and Public Health Nurse (PHN}. The parents
obtained medical coverage for their son. The social worker arranged for the family to
receive items from Westside Baby. Westside Baby is a community based organization that
provides essential items such as diapers, clothing, toys and equipment to families in need.
The social worker closed the case on August 17, 2010. :

On August 29, 2010, the King County Medical Examiner’s Office contacted CPS intake and
reported that this two-month-old child had died. The Medical Examiner investigated the
child’s death as a Sudden Infant Death Syndrome (SIDS). The Medical Examiner did not
have any additional information at the time of the child’s death. The intake was screened
as Information Only.

Issues and Recommendations

Issue: The hospital released the infant to his parents before making a report to CPS. A
more effective choice would have been to make the report to CPS while the child was still
a patient in the hospital. This would have given the assigned worker a better opportunity
to meet with the parents, observe the child, and collaborate with the hospital staff. Had
this been done, there would have been a clear service plan, which likely would have
included a PHN assigned to the family via the Early Intervention Program. The assigned
social worker, who specializes in referrals from hospitals, will follow up with the referring
hospital about this issue.

Recammendation: The team did not have a recommendation for this issue.
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Child Fatality Review #10-46
Region 3
Island County

This three-month-old Caucasian female born in May 2010 died from Sudden Infant Death
Syndrome (SIDS).

Case Overview

On September 14, 2010, the licensed childcare provider of this three-month-old infant
put her down for a nap in a car seat in a back bedroom of her home. Approximately one
hour later, the provider went to wake the child from her nap and noticed that the child
had pulled her blanket up to her face. The childcare provider told law enforcement that
she moved the blanket and the child had spittle coming from her mouth and appeared to
not be breathing. The provider grabbed the car seat with the three-month-old in it,

- brought it to the living room and called 911. The childcare provider immediately
administered CPR. She reported there was a lot of mucus coming from the baby’s nose
and mouth so the provider turned her to her side several times to clear her airway. The
provider’'s husband was notified at work of the incident and he immediately returned
home and assisted with CPR on until medics arrived. The medics attempted to revive the
baby at the scene but were unsuccessful. The baby was transported to Whidbey General
Hospital.

" The Island County Coroner determined the cause of death was Sudden Infant Death
Syndrome. The manner is listed as natural. -

Children’s Administration (CA) has no prior history on the family of this three-month-old
infant. This childcare provider has been licensed since June 2009. There is one prior -
licensing complaint from June 2009 reporting the provider’'s home needed minor repairs
and the appropriate permits. Children’s Administration has a Service Level Agreement
with the Department of Early Learning {DEL) that CA will conduct child fatality reviews of
fatalities that occur in licensed childcare facilities. DEL staff members were present and
participated in this child fatality review.

Intake History

On June 5, 2009, the childcare provider contacted the childcare licensor and reported the
county had not granted a permit to use the garage as living space and the stairs on the
back deck did not have a handrail. This report was screened as a licensing complaint. The
complaint was closed with a valid licensing finding. '

On September 14, 2010, an Island County Sheriff's deputy reported to Child Protective
Services {CPS) intake the death of the three-month-old infant at the home of a licensed
in-home daycare provider. The provider put the child down for a nap and when she went
~ to wake the child the child was not breathing. The child was pronounced dead at the
scene. The intake was screened for a Division of Licensed Resources/Child Protective
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Services (DLR/CPS) ihvestigation and a childcare licensing complaint. The DLR/CPS
investigation was closed with an unfounded finding for negligent treatment or
maltreatment. The licensing complaint was deemed valid as the provider was
overcapacity.

Issues and Recommendations . _
Issue: The team agreed that there is a lack of ongoing safe sleeping education and SIDS
awareness for DEL in home daycare and daycare center providers.

Recommendation: The fatality review team recommended that DEL ensure their website
includes information about safe sleeping and SIDS awareness. They also recommended
that the DEL newsletter provide this information to providers. The DEL Northwest Area
Service Manager will meet with local residential and referral agencies to discuss having
them train daycare providers on the topic of safe sleeping and SIDS awareness.
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Child Fatality Review #10-47
Region 4
King County

This 17-year-old Asian female died from a gunshot wound.

Case Overview

On September 23, 2010, Seattle Police responded to reports of gunshots being fired at a
family home. At around 1:30 p.m., a grandmother took two handguns and began shooting
at family members, killing her two granddaughters, ages 17 and 14 years.old. The father

of these two teenagers was also shot and killed. The grandmother then committed
suicide. '

" The children's mother was also shot but survived. A 16-year-old brother and 6-year-old
sister escaped from the home and were unharmed.

The King County Medical Examiner determined that this 17-year-old died from a gunshot
wound. The manner of death is third party homicide.

Children’s Administration (CA) did not have an open case on this family when the
shooting occurred. On October 16, 2009, the department received an intake alleging the
children had chronic lice issues and needed dental care. A younger sibling was not
attending school. The intake was screened for the Alternate Response System and was
closed in December 2009.

Intake History

There are three prior reports made to Child Protective Services (CPS) intake regarding
four eldest children of this mother. All four are now adults. There were two reports to
CPS intake made in 1991 alleging sexual abuse of one of the children. The child’s father
was arrested following these reports. In 2003, the four oldest children were in the
custody of their grandparents. Two of the children moved back in with their mother. The
intake alleged the mother told her daughter {then 16 years old} to get out of the house.
The report alleged this 16-year-old was living on the street and had no money. The intake
was investigated by CPS and closed with an unfounded finding for negligent treatment or
maltreatment.

On October 16, 2009, CPS intake received a report from a doctor who reported the
mother may be exhausted and was neglecting her children. She had five children in her
care at the time, ages 16, 15, 12, 10, and 6 years old. The children had had lice since june
2009. The children needed dental care and the 10-year-old was not attending school. The
intake was screened in for Alternate Intervention and sent to an Early Family Support
Services (EFSS) provider. The EFSS provider (a public health nurse) closed her case in

- December 2009 after several unsuccessful attempts to contact the family.
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. Issues and Recommendations
Issue: The assigned public health nurse did not have contact with the referring doctor.

Recommendation: The contracted EFSS provider will ensure that public heaith nurses
assigned for EFSS cases will make contact with the person who reported the concern to

CPs.
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Child Fatality Review #10-48
Region 4
King County

This 14-year-old Asian female died from a gunshot wound.

Case Overview

On September 23, 2010, Seattle Police responded to reports of gunshots being fired at a
family home. At around 1:30 p.m., a grandmother took two handguns and began shooting
at family members, killing her two granddaughters, ages 14 and 17 years old. The father
of these two teenagers was also shot and killed. The grandmother then committed
suicide.

The children's mother was also shot but survived. A 16-year-old brother and 6-year-old
sister escaped from the home and were unharmed.

The King County Medical Examiner determined that this 17-year-old died from a gunshot
wound. The manner of death is third party homicide.

Children’s Administration {CA) did not have an open case on this family when the
shooting occurred. On October 16, 2009, the department received an intake alleging the
children had chronic lice issues and needed dental care. A younger sibling was not
attending school. The intake was screened for the Alternate Response System and was
closed in December 2009.

Intake History

There are three prior reports made to Child Protective Services {CPS) intake regarding
four eldest children of this mother. All four are now adults. There were two reports to
CPS intake made in 1991 alleging sexual abuse of one of the children. The child’s father
was arrested following these reports. In 2003, the four oldest children were in the
custody of their grandparents. Two of the.children moved back in with their mother. The
intake alleged the mother told her daughter (then 16 years old) to get out of the house.
The report alleged this 16-year-old was living on the street and had no money. The intake
was investigated by CPS and closed with an unfounded finding for negligent treatment or
maltreatment.

On October 16, 2009, CPS intake received a report from a doctor who reported the
mother may be exhausted and was neglecting her child"ren. She had five children in her
care at the time ages 16, 15, 12, 10, and 6 years old. The children had had lice since June.
The children needed dental care and the 10-year-old was not attending school. The intake
was screened in for Alternate Intervention and sent to an Early Family Support Services
(EFSS) provider. The EFSS provider (a public health nurse) closed her case in December
2009 after several unsuccessful attempts to contact the family.
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Issues and Recommendations
Issue: The assigned public health nurse did not have contact with the referring doctor.

Recommendation: The contracted EFSS provider will ensure that public health nurses
assigned for EFSS cases will make contact with the person who reported the concern to
CPS. ‘
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Child Fatality Review #10-49
Region6
Lewis County

This 17-year-old Caucasian male died from injuries sustained in a car accident.

Case Overview 7

On September 26, 2010, this 17-year-old youth was a passenger in a vehicle with three
other male teens in rural Thurston County near Olympia. The 17-year-old was seriously -
injured in the vehicle collision when the driver lost contreol and the vehicle went off the

road hitting several trees. He was airlifted to Harborview Medical Center where he died
on September 26, 2010.

The King County Medical Examiner reported the youth died from blunt force injury,
including skuil fracture, subarachnoid hematoma and cerebral contusion. The manner of
death is accidental. The medical examiner who reported this death did not indicate that
there was any suspicion of neglect contributing to this incident. The 17-year-old driver of
the vehicle was later arrested for suspicion of vehicular homicide. Police report the
accident was alcohol related.

Children’s Administration (CA) did not have an open case on this family when the accident
occurred. In April 2010, the youth’s mother contacted Child Protective Service (CPS)
intake requesting assistance with filing an At-Risk Youth Petition as she was having
difficulty with her 13-year-old daughter. The department accepted this FRS intake and
provided services to the family

Intake History . :
The department received eight intakes on this family prior to the death of this 17-year-
old. The first seven intakes were received between March 1993 and April 1997. Three of

the seven intakes have investigations with one receiving a founded finding of abuse and
neglect.

This family first came in contact with the department in 1993 when an intake was
received regarding the mother’s alleged drug use. The case was opened and referred for
services through First Steps in Thurston County. Children's Administration received an
intake in May 1995 and opened a case to investigate allegations of negligent treatment or
malireatment. It was reported that the mother allegedly allowed a registered sex
offender to have contact with her son {(who was approximately two years old at the time).
The department received four intakes from March 7, 1996 to November 22, 1996

- regarding possible sexual abuse of the 17-year-old (then three years old). There was one
final intake on the mother in 1997 indicating she could benefit from the Early Intervention
Program to help her with parenting skills and support. ‘
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The department became involved with the mother and her son in May 1995; it appears
that the department stayed involved with the family untit November 1997 when the case
was closed. This included the filing of a dependency petition in'January 1996. The youth
was made dependent and was briefly placed with his grandmother. The case record
indicates the mother participated in substance abuse treatment and parenting classes
and made significant changes in her life during this period of time. The dependency was
dismissed in November 1997.

On April 2, 2010, the mother of the 17-year-old youth contacted Child Protective Service
(CPS) intake to request assistance in filing an At-Risk Youth Petition for her 13—year-olld
daughter. The mother reported she had been defiant and disrespectful with everyone.
The intake was screened in for Family Reconciliation Services (FRS). The department
provided FRS services to the family and both the mother and daughter participated in a
Strengthening Families class. The At-Risk Youth Petition was not filed, and the case was
subsequently closed in June 2010.

On September 26, 2010, the King County Medical Examiner contacted CPS intake and
reported the death of the 17-year-old in a rollover car accident. Following the accident,
he was transported to Harborview Medical Center where he died from head injuries. The
intake was screened out for investigation as there was no allegation of abuse or neglect.

Issues and Recommendations

Issue: This case was a FRS case. When asked about the completion of the family
assessment, the worker indicated that she did not complete a full family assessment on
this family as the mother did not move forward with filing an At-Risk Youth Petition.
Services were however provided to the family. CA Policy 3330 reads that the social
worker must meet with the family to complete the family assessment, which includes the
following components: FRS supplemental, youth assessment and household assessment.
The social worker and supervisor stated that the family assessment in FamLink is difficult
to complete and it has not been their practice to enter the Family Assessments into
FamLink.

Recommendation: The social worker will complete the required components in the
Family Assessment as outlined in the CA policy in future cases assigned to her. The social
worker supervisor will review the policy guidelines with staff and monitor their
compliance with this policy. This will be accomplished by March 15, 2011.

Issue: This FRS case was opened on April 2, 2010 and closed on June 8, 2010. CA Policy .
3400 states: For all FRS cases that are expected to remain open 60 days or longer, the FRS
social worker must comply with the monthly health and safety visit requirement outlined
in the Practices and Procedures Chapter 4000 Section 4420. The social worker conducted
one health and safety visit during the time that this case was open. She documented this
visit in case notes, however it was not documented as a health and safety visit. The
supervisor noted in her monthly case notes that the worker had completed her health
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. and safety visit. Per the policy the worker should have seen the child for a health and

safety visit per chapter 4000 section 4420 twice during the time the case was open.

Recommendation: The Area Administrator will review Policy 3400 with the supervisor
and social workers as-well as Chapter 4000 section 4420 regarding health and safety
visits. This will be accomplished by March 15, 2011.

Issue: This family had a history with the department back to 1993 when the 17-year-old
youth was an infant. There is converted information in FamLink regarding the previous
history with this family including historical information about a founded finding of abuse
and neglect and a dependency on the youth. When the paper case file was requested for
preparation of the fatality review the only file that was produced was the current case file
from the April 2010 FRS intake. The office was unaware that there was a previous case file

on this family. It was discovered that the paper case file was destroyed on August 1, 2004
and on August 31, 2007.

The process for records destruction in 2004 and 2007 was for a list to be sent to clerical
staff in the field offices from records retention indicating records were slated to be
destroyed, the field office was to review the list and indicate to records retention if the
records should not be destroyed. It is unclear what the procedure was in the Centralia
office at the time these records were destroyed. The person who was the CPS supervisor
at the time the records were destroyed was asked what the procedure was when she was
the supervisor in the Centralia office. She indicated that she was unaware that there was
a procedure and was never talked to by clerical staff regarding the destruction of records.

The current CPS and Child Family Welfare Services (CFWS) supervisors were asked if they
knew what the procedure was regarding the destruction of records. They indicated that
they were not aware of what the procedures were for destruction of case records. There
has recently been a change to the process of sending records to records retention. The
Area Administrator indicated that she and all of the other Area Administrators in Region 6
received an email on December 20, 2010 informing them that they could now send boxes
of files for imaging to the DSHS Management and Operations Document Imaging System
(MODIS). There has been little information communicated out to the field offices
regarding MODIS except for the email the Area Administrator received on December 20,
2010. '

In November 2010, identified staff from each region received training on the MODIS
system from CA Headquarters’ staff. There was training for the staff in the field offices
who will be scanning and sending records to MODIS. There has been no training for
supervisors or managers regarding MODIS and how it interfaces with FamLink. Each
region identified a lead staff responsible for providing training and ongoing technical
assistance on MODIS to staff in the regions.
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Recommendation: The Area Administrator will review current policy and procedure
regarding MODIS and update procedures in both of her offices. This will occur in April
2011.

Relevant Headquarters staff will provide training and communicate out to all social
worker supervisors, Area Administrators and program staff regarding the MODIS system
and rules around its use.

Issue: The history of this family was in FamLink. The social worker who was assigned this
case in April to work with the mother and her daughter was unaware that there was a
history on this family. The Prior Involvement Tab on the intake clearly shows that there
was history on this family; however the history was very old with the department’s last
involvement with this family in 1997 and was as to the 17-year-old and his mother,

The social worker indicated that she would like more information on how to search
properly in FamLink so that she doesn't miss history in future cases assigned to her.

Recommendation: The Area Administrator and supervisor will review with staff the Web

Based Training on Search. This training can be located in the Knowledge Web in FamLink.
This will occur by March 15, 2011. '
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Child Fatality Review #10-50
Region 4
King County

This 22-month-old Pacific Islander female died after being hit by a car.

Case Overview

On September 25, 2010, this 22-month-old toddler opened a door at her grandmother's
home and walked up to the road at 7:30 p.m. She walked onto the road and was struck by
a southbound vehicle and was killed. Simultaneously, her aunt was driving along the road
and saw her niece about to enter the road. The aunt got out of her car in an attempt to
get the child off the road and was struck by another vehicle and was critically injured. The
grandmother was caring for her grandchildren while the mother was in the process of
moving. She had just given the 22-month-old a snack, and the chiid was watching TV
while the grandmother gave her three-year-old grandson a bath. The 22-month-old
managed to open a door and went outside without her grandmother's knowledge. The
family reported she was not known to be able to open the front door.

The King County Medical Examiner determined that this 22-month-old died from injuries
after being hit by a car. The manner of death is accidental.

Children’s Administration (CA) did not have an open case on this family when the child
was hit by the car. On May 2, 2010, the department received an intake alleging the three-
year-oid brother of the 22-month-old was found wandering away from home with no
supervision. He was in his father’s care when he wandered away from home. This intake
was investigated by Child Protective Services (CPS) and closed in August 2010.

Intake History

On May 2, 2010, law enforcement contacted CPS intake to report a police officer had
taken a male child, approximately three years old, into protective custody. The boy was
found alone in a laundromat in Seattle at 9:15 a.m. The officer reported the child knew
his first name but not his last name and could not identify where he lived. A Region 4
afterhours field response worker met with the officer and took the three-year-old to a
foster home. Later that afternoon, the worker learned that the father had come to the
police station inquiring about his son who was missing. Later the mother came to the
police station.

The parents explained that the child stayed with the father on the weekends. The father
got up to go to church and told his 15-year-old brother to watch his son. The 15-year-old
went back to sleep. At some point while the teen slept, the three-year-old woke and left
the house. When the teen woke up, he noticed that his three-year-cld nephew was not
there and assumed the child had gone to church with his father. It was not until the
father returned home from church that he learned that his son was missing.
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The field response worker met with the mother at her home and made a decision to
return the three-year-old to her care that day. The intake was screened in for
investigation of negligent treatment or maltreatment and was assigned to a CPS social
worker.

The assigned social worker met with the parents and reviewed the incident in detail. A
Safety Plan was written with the parents indicating that the mother would not leave her
son unsupervised and that she would not leave him with the father until the CPS worker
approved. The worker and parents also created a Family Action Plan in which the father
would use a logbook at his home to communicate about his son’s whereabouts and who
is supervising. The father also agreed to install a deadbolt on the door to his home that -
was higher than the child could reach by May 7, 2010.

This case was closed on August 11, 2010, and the investigation was unfounded for
negligent treatment or maltreatment.

On September 26, 2010, the King County Medical Examiner contacted CPS intake to
report this 22-month-old child was struck by a car in front of her grandmother's home.
The child’s mother and her children were moving into the grandmother's home in Kent.
The home is located near a busy highway. The mother had gone to move more
belongings. The grandmother gave the 22-month-old a snack while she was watching TV.
The grandmother then gave the three-year-old brother a bath. The 22-month-old
managed to open a door and went outside. The driveway gate was open because the
child’s mother was driving back and forth. The child wandered onto the highway and was
struck by a car and killed. The child’s aunt was also hit by a car and critically injured while
trying to get her niece out of the road.

The intake was screened in for investigation of negligent treatment or maltreatment. The
death was ruled an accident, and the CPS investigation was unfounded. The case was
transferred to Family Voluntary Services {FVS) to offer grief and loss resources but the
family declined, and the case was closed.

Issues and Recommendations
Issue: The team did not have any recommendations concerning practice, policy or system

issues.

Recommendation: None
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Child Fatality Review #10-51 _
Region 5 : -
Pierce County '

This 16-year-old Hispanic female died from aspiration pneumonia.

Case Overview
In the evening hours of September 24, 2010, this 16-year-old youth and a female friend
attended a party in Tacoma. The adult male hosting the party reportedly did not know the
youth, but was aware she was a minor. Witnesses indicate she consumed a large quantity
of liquor, vomited, and fell asleep on the living room floor. An adult male who also lived
at the residence arrived in the early hours of September 25, 2010 and called 911 after
finding the youth unresponsive. Law enforcement officers arrived at approximately 3:00
a.m. Tacoma Fire Department and a Medic One unit were already on scene performing
‘resuscitation. The youth was transported to Mary Bridge Hospital where she was
“eventually stabilized but remained in critical condition, having suffered a severe anoxic
brain injury (lack of oxygen to the brain). The youth's blood alcohol level was .27 and
there were initial concerns that she had been sexually assaulted. Subsequent expert |
medical opinion (Child Abuse Intervention Department - Mary Bridge Children's Hospital) ' |
and post mortem examination by the Pierce County Medical Examiner's Office found no
evidence of any recent sexual assault. -

In the afternoon of September 27, 2010, the 16-year-old was taken off life support and
passed away.

The Pierce County Medical Examiner determined the cause of death to be from
“aspiration pneumonia with alcohol toxication a contributory factor.” The manner of
death was determined as natural.

Children’s Administration (CA) had an open case on this family when the youth died. In
May 2010, the youth’s mother contacted intake requesting assistance with filing an At-
Risk Youth Petition as she was having difficulty with her 16-year-old daughter. The
department accepted this Family Reconciliation Services {FRS) intake and initiated Family
Reconciliation Services to the family. The assigned FRS worker completed a family
assessment and offered to assist the mother with filing an At-Risk Youth petition. The FRS
social worker also discussed with the mother about making a referral for her daughter to
see a chemical dependency counselor. The youth refused to participate in this service.
The mother was provided with a package of information about community resources to
address some of her daughter’s out of control behavior. The case was open when the
youth died in September 2010.

Intake History
On September 25, 2010, the mother of the 16-year-old youth contacted Child Protective
Service (CPS) intake to request assistance in filing an At-Risk Youth Petition for her 16-
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year-old daughter. The mother reported that her daughter was skipping school, failing
“classes, frequently not coming home, drinking, and running with an older “bad crowd.”
The intake was assigned to an FRS social worker who contacted the mother within 24
hours of the intake. During the initial meeting with the youth and parent, the option of an
At-Risk Youth (ARY) petition was discussed. The mother expressed reluctance to be
involved with any legal system process. The social worker reviewed a list of local
community resources with the parent and child and encouraged the mother to reconsider
the ARY option. In July 2010, the mother told the FRS worker that her daughter was sent
to live with her father. The FRS supervisor documented during a monthly case staffing
that the case was ready for closure. There was no further contact with the family until
after the fatality event in September. '

On September 25, 2010, a staff member at Mary Bridge Children’s Hospital contacted CPS
intake and reported the 16-year-old was found unresponsive at a Tacoma residence
where she had attended a party at which alcohol was provided. Emergency responders
were able to resuscitate the youth and she was transported to a local hospital where she
was placed on life support. Two days later the youth was removed from life support and
died from “aspiration pneumonia with alcohol toxication a contributory factor.” The FRS
case had not yet been processed for closure. The assigned FRS social worker contacted
the family to help them connect with community support services. The intake was
screened out for investigation as there was no allegation of abuse or neglect.

Issues and Recommendations _

Issue: Family Reconciliation Services were initiated in May 2010 and consisted of one
meeting with the parent and youth (in May) and two follow-up phone contacts with the
 mother {in July) at which time the youth went to live with her father. The FRS case
reasonably should have been closed following assessment and brief intervention per CA
Practice and Procedures Guide [Chapter 3000)]. The worker was directed to close the case
by the Pierce East FRS supervisor prior to the supervisor leaving state service in August
2010. However, the case remained opened without further social work activity until the
fatality incident in late September 2010. '

All social worker documentation was entered post fatality in late September. in addition
to the failure to meet expected timeframes for case note entry, the worker did not
administer the GAIN-SS to the youth, and did not complete the Family Assessment/Family
Engagement Tool in a timely manner. The failure to complete work appeared to reflect a
pattern of work behavior by the individual worker that may have been exacerbated by a
significant increase in case assighments earlier in the year.

Action Taken: The FRS worker left Children’s Administration in November 2010 and is

. currently employed in another DSHS administration. She was interviewed by the fatality
review pane! and acknowledged she had not followed the documented supervisory
directive in August to close the case. The worker indicated she had at that time a
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significant backiog of cases that inhibited her ability to complete documentation within
expected timeframes.

The region will develop transition and support plans unique to the circumstances of the
unit and that in all instances a worker will know who to go to for direction, guidance, new
assignments and case closures. This will vary based on the amount of time the

. supervisory position is vacant. if the supervisor position is vacant for a significant period
of time, the region will ensure the unit has closer supervision. In all instances, each
worker in the unit will be assigned to another supervisor pending hiring of a new
supervisor for the unit

Recommendation: None
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Child Fatality Review #10-52
Region 6
Clark County

This 15-year-old Caucasian male died from injuries sustained in a truck accident.

Case Overview .

On September 28, 2010, this 15-year-old youth died when the truck he was a passenger in
rolled over. The youth was pronounced dead at the scene. There were two other teens in
the truck, one of which was the driver. None of the teens had drivers permits or were
licensed drivers. They had taken the vehicle without permission. Speed was determined
to be the contributing factor in the accident, and the driver lost control of the truck while
negotiating a curve in the road.

" The County Coroner reported the cause of death was motor vehicle accident. The manner
of death is accidental.

Children’s Administration {CA) had an open case on this family when the motor vehicle
accident occurred. In May 2010, the youth’s relative guardian contacted Child Protective
Service (CPS) intake to request assistance with the youth’s out of control and combative
behaviors. The case was opened for Family Reconciliation Services (FRS) and services
were offered to the family.

Intake History ‘

On May 19, 2010, the relative guardian of the 15-year-old youth contacted Child

_ Protective Service (CPS) intake to request assistance with the 15-year-old youth in their
truck. He was caught with drugs at school and had been out of control and combative at
home. The referrer didn’t think her family could keep him safe given his issues. The
referrer stated he was verbally abusive and attempted to run away. The referrer was told
to call the police if he was getting out of control. The intake was screened in for Family
Reconciliation Services (FRS). The family was in counseling and the FRS social worker
referred them to community resources for a drug and alcoho! evaluation. The FRS worker
notified the family to call again if they needed any additional suppo'rts or resources. The
staff did not hear from the family again until it was discovered that the youth had died in
an automobile accident. The FRS worker reached out to the family and offered Supportive
services to them in dealing with the death of their nephew. The case was closed at that
tfime. '

Issues and Recommendations
Issue: The review team did not identify any issues or recommendations.

Recommendation: None

52



Child Fatality Review #10-53
Region 4
King County

This four-month-old Asian male born in May 2010 died from Sudden Infant Death
Syndrome (SIDS).

Case Overview

On September 25, 2010, the mother of this four-month-old child put him down for a nap
around 12:00 p.m. Approximately one hour later she went to check on him and found him
unresponsive. Police and medics arrived at the home but were unable to revive the child.

He was pronounced dead at 1:30 p.m. There was no report of concerns related to the
death of this four-month-old.

The King County Medical Examiner conducted an autopsy and determined the cause of
death to be SIDS. The manner of death is natural.

‘Children’s Administration {(CA) did not have an open case on this family when the child
died. In May 2010, hospital staff contacted the Child Protective Service {CPS) intake to
report the bhirth of this child and that his mother had very little prenatal care. The baby
was born healthy and a toxicology screen done on the newborn was negative for drugs
and alcohol. The intake was screened as Information Only as there was no allegation of
abuse or neglect. :

The family also includes two siblings ages 18, and 10 years old.

Intake History

On June 11, 2003, a police officer contacted Child Protective Service {CPS) intake to report
the 10-year-old sibling {then three years old) was found wandering the streets
unsupervised. The child said his mother was asleep. He appeared to have dressed himself.
The child showed the officer where he lived and the officer responded to the home. The
officer estimated the child was outside his mother's presence for approximately one
hour. The officer chose not to place the child in protective custody. The home was clean
and there was adequate food. The parents installed a chain lock on the front door as a
safety measure to prevent their son from opening the door. The intake was screened in
for investigation of negligent treatment or maltreatment and closed with an inconclusive
finding.

On May 11, 2010 a hospital social worker called CPS intake to report the four-month-old
had recently been born. He was full term and with good birth weight. The mother
reported she did not have prenatal care until one week prior to delivery. She also stated
that she drank alcohol twice during her pregnancy. The mother and infant both tested
negative for alcohol and substances. The intake was screened out as information only.
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On September 25, 2010, the King County Medical Examiner contacted CPS intake to
report the death of this four-month-old child. The referrer reported the mother put him
down for a nap and found him unresponsive when she went to check on him _
approximately one hour later. There were no reports of concerns or allegations of abuse
or neglect related to this child’s death. The intake was screened as Information Only.

Issues and Recommendations
Issue: The review team did not identify any issues or recommendations.

Recommendation: None
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Executive Summary

On August 25, 2010, Children’s Administration (CA) accepted an intake from Toppemsh
Police Department (TPD) reporting the death of 2% -year old B.M. The referent reported they
responded to Toppenish Community Hospital after receiving a call from emergency room staff
regarding a child’s death. It was reported the child’s mother’s boyfriend, Juan Balverde Lopez,’
brought the child o the hospital where the mother was & patient. Mr. Balverde was caring for
the ¢hild while the child’s mother was hospitalized.

B.M.’s mother told law enforcement officials Mr. Balverde contacted her the previous evening
© and told her B.M. was complaining of a stomach ache and not feeling well. She added he told
her he had been ronghhousing with his siblings and one of them had jumped on his stomach.
She stated she told Mr. Balverde to wait until the morning to see how he was feeling, The
mother reported Mr. Balverde had told her he took B.M. to bed with him that evening and at 5
a.m. he had crawled into bed with his sister, age 7. Mr. Balverde reported he found the child the
next morning unconscious and his feet were purple in color, Mr. Balverde then proceeded to
drive the child, along with his two siblings (ages 7 and 4), to the Toppenish hospital * He left
B.M. in the car in the émergency bay at the hospital and went to the mother’s room to tell her
of his concerns for B.M. The child’s mother immediately went to her child and carried him into
the emergency room where he was pronounced dead by hospital staff,

B.M. presented in the emergency room with multiple bruises and contusions. Given the injuries
the Yekima County Coroner requested an autopsy to determine the cause and manner of death.
The autopsy was completed on August 26, 2010 and noted “cause of dearh: acute laceration of
the small bowel and acute mﬁa-abd@mmal hemorrhaoe due fo blunt impact injuries ro ihe
abdomen; marner: homicide.”

After receiving the intake information regarding B.M.’s death, CA collaborated with the
Toppenish and Sunnyside Police Departments in injtiating an investigation into the fatality.
During the course of the investigation, Mr. Balverde admitted to striking B.M. on at least one
occasion. A witness in the home told mvestloaimo officials Mr. Balverde had hit B.M. multiple
times the previous evening. Mr. Balverde was subssquently arrested and charoed with murder
in the 2 degree, :

In January 2011, CA convened an Executive Child Fatality Review” (ECFR). Given the
departmental histery referencing this family, including interventions in the 12 months prior to

! The full name of Mr. Juan Balverde Lopez (zka Mr. Balverde) is being used in this report es he has been charzed in
connection to the incident and his name is a part of the public record. .

? Pamily was residing in Sunnyside at the time of the fatality. )

* Given its limited purpose, a Child Fatality Review by Children’s Administratien should not be construed 10 be a final or
comprehensive review of all of the circumstances surrounding the death of a child. A review Is generally limited to documents
in the possession of or obtained by DSHS or its contracted service providers and the panel may be precluded from receiving
some documents that may be relevant o the issues in a case because of federal or state confidentiality laws and regulations. A
review pansl has no subpoena power or authority to compe! attendance and generally will only hear from DSHS employees and
service providers. The panel may not hear the points of view of a child’s parents and relatives. or those of other individuals
associated with a deceasad child’s life or fatality. A Child Fatality Review is not inténded to be a fact-finding or forensic
-inquiry or to replace or supersede investigations by courts, law enforcement agencies, medical examiners or other entities with
legal responsibility to investigate or review some or all of the circumstances of a child’s death. Nor is it the function or purpose
of a Child Fatality Review to take personnel action or recommend such action against DSHS employees or other individuals.
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- this child’s death, CA convened the review team pursuant tc RCW 74, 13.640% The committee
met to review the decisions, policy, practice and service delivery in this family’s case.

The family’s Child Protective Services (CPS) history began in 2008 and includes six previous
intakes prior to B.M.’s death. Three intakes were accepted for investigation and identified
B.M.’s mother as the subject of physical neglect and/or physical abuse; one was accepted as a
low risk intzke, and two intakes were screened out. The record reflects intakes investigated
prior to the fatality resulted in unfounded findings and did not result in the initiation of services:
to the family or court intervention.

Committee members included a diverse group of CA staff, a medical professional, law
enforcement, the Office of the Family and Children’s Ombudsman, and the Department of
Barly Learning. Review committee members had no involvement with the B.M case. Team
members were provided case documents consisting of family history/chronology” including all
intake information, Yakima County Coroner’s report, and child care records.®

During the course of the review team members discussed screening decisions on intakes
received prior o the child’s death, accessibility of historical information in FamLink,’ diversity
in staff roles and responsibilities related to intake and investigations within CA, and
communications between CA and referring parties. In addition, the review team addressed
issues related to medical follow up for children known to CA and the mora] responsibility of
citizens to report child abuse or neglect.

Following review of the case histories, child care records and discussion, the review committee
made findings and recommendations which are detailed at the end of this report.

Case Overview

The review team was provided with CA case information for three families; the deceased
child’s mother’s case, the deceased child’s father’s case and Mr. Balverde’s case. Intakes

referencing the families were reviewed in regards to service decisions and interventions, systemn

issues, and policy implications.

B.ML.'s Mother’s His{ory :

The deceased child’s mother’s CPS history as a parent began in 2008. CA has received a total
of six intakes prior to B.M.’s death in August 2010. Of the six prior intakes, three were
accepted for investigation and identified the child’s mother ds a subject of physical neglect or-
physical abuse, dne was accepted as a low risk/alternative response intake, and two intakes
were screened out. : : '

“RCW 74.13.640 :
3 Case history information was available for all the following families: deceased child®s mother, father (SEparate case) and Mr
Balverde’s case history affiliated with the mothers of his two children.
% The autopsy and the police report were not available at the time of review due to pending legal charges. The review team
stated the availability of these reports would have been helpful in their review of this child’s death.
7 Chiidren’s Administration’s Management Information Systemn.
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In the summer of 2008, CA received two separate intakes alieging neglect/negligent treatment
to B.M.’s siblings. In June 2008 it was alleged B.M.”s mother was driving while under the
influence of substances with children in the car, living conditions posed a safety and health risk
to the children n her care, and inadequate supervision resulted in injuries to her children. In
July 2008 it was alleged B.M."s mother-was not providing adequate supervision for her children
resulting in one child suffering an injury o his foct requiring stitches. CA assigned both mntakes
for investigation. CA conducted several home visits, interviewed the children’s child care
provider, obtained medical records, and contacted law enforcement and family members for .
additicnal inforrnation. In addition, the children’s mother submitted to urinalysis on two
separate occasions. Both investigations resulted in unfounded findings with no post
ipvestigation services provided. :

In March 2009, CA received a report feferencing possible bum marks on the thighs and fingers
of B.M. who was 13 months of age at the time. The refevent (family friend requesting

. anonymity) was unaware if the mother had taken the child to a doctor. This inteke was screened
in as low risk and an alternative response resulted in a letter being sent o the mother notifying
her of the intake end services in the community she could access, No other services were
provided.

© In July 2010, CA received two intakes referencing B.M.’s family from the child's child care
provider. Both intakes alleged injuries to B.M. and an older sibling, age 4.

« The July 14, 2010 intake noted B.M. presented with a black eye. The 1efez ent stated the
mother’s boyﬁnend had dropped the child off and said he had fallen off the bed and
injured his eye. When making the report to CA the referent was asked by CA intake
staff to contact the mother and confirm the explanation. The referent did as-asked and
reported back to CA the mother said the child had fallen off the bed, CA did not get the
name of the boyfriend and screened out this intake.

e The July 27, 2010 intake noted bruises to beth B.M. and his older brothet. Again, the
referent (same referent from the July 14, 2010 intake) stated the mother’s boyfriend
dropped the children off and stated the children did not appear fearful of the boyfriend.
The referent stated the mother said the child had fallen off the bed. CA did not obtain
the name of the boviriend from the referent at the time of this intake. The intake was -

screened out. RCW 13.50.1G0
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Mr. Balverde’s Case History |
Mr. Balverde (Lopez) is affiliated with ﬁ\ e intakes received by CA. Information available to
CA. Indicates he is the father of two children, ages 4 and 2, by two different women.”

I " L

[his intake notes that Mr. Balverde was arrested for agsault in the 4 A degr 2CW 43.50.100
domestic violence, for the same incident thet led to the referral, This mtake Was SCIGVI’JEd out.

‘ _ - _ The
fourth intzke in August 2010 references Mr. Balverde’s role in the death of B.M.

August 201 Fatality

In August 2010, CA received a report that B.M. had been transported by the chﬂd’s mother’s
boyfriend to the Toppenish Community Haspital and was deceased. Information provided by
medical staff and law enforcement noted significant bruising to B.M. and an autopsy would be
conductad to determine cause of death. The intake identified Mr. Balverde as the subject of
physical abuse and neglect/negligent freatraent and B.M."s mother as a subjsct of '
neglect/negligent treatment. :

The Sunnyside Police Department’s photographs taken at the hospital showed that B.M. had a
large bruise on his forehead, a left black eye, a large merk running down from his forehead to
his cheek, a purple bruise above his nave] and a purple bruise in the middle of his back. An
autopsy was completed on August 26, 2010 by the Yakima County Coroner’s office and the
preliminary results of the autopsy listed “cause of death: acute laceration of the small bowel
and acute intra abdominal hemorrhage due to blunt impact infuries to the abdomen; manner of
death: homicide. ”

-During the course of the investigation into B.M."s death CPS and law enforcement conducted

interviews with several pecple including family members® living in the home with Mr.
Balverde. B.M."s sister disclosed Mr. Blaverde had punched B.M. in the stomach the previous
evening and then he later feli off the bed and hit his head. When she awoke the next morning
she knew B.M. was dead. She stated M. Balverde made her “pinky promise’ she should say
she had jumped on B.M. When interviewed by detectives, Mr. Balverde admitted to striking
B.M. one timé. Mr. Balverde has been charged with murder in the 2™ degree.”

As aresult of B.M. s death his siblings were placed into protective custody by law enforcement
on August 25, 2010 and placed in the care of B.M.s father and his partzer. Mr. Balverde’s

® Mr. Balverde shared a home with his 'falh‘*r thrﬂe siblings, bm own dauahter and the deceased child’s mother and two
siblings. .
My, Balverde remafns incdreerated at this time pending completion of legal proceedings.
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danghter, who was living in the home, was also placed in protective custody on August 25,
2010 and placed in foster care. CPS investigative findings resulted in founded findings for
physical abuse and neglect/negligent treatment for Mr, Balverde and founded findings for
neglect/negligent treatment for the child’s mother.

Findinos by the Review Team

Intake Decisions

The review team discussed the screening decisions related to intakes mvolvmg B.M.’s family
in March 2009 and July 2010. Pmdmgs include the following: '

+  Alternative Response Svstem ™ (ARS): ARS services wers intended to improve family
cohesiveness, prevent re-referrals of the family, and improve the health and safety of
children. Contracted providers, such as public health nurses followed up with families
when an intake had been screened as ARS or low risk. However, in October 2008
budget impacts in Region 2 limited contracted providers ability to follow up with
families and confirm medical care was accessed. The review team found limitations to
ARS resources impacts CA’s ebility to ensure a family has followed through with
accessing any recommended services, including medical care, unless an intake is
screened in for further investigation.

¢ Inthe July 14, 2010 intake, CA requested the referent seek an explanation for the injury
from the parent. The review team found when additional information, such as medical
status of a child or cause of an infury, would assist in making an intake decision it is the
responsibility of CA staff and not the referent to obtain this information. _

e [nformation provided in the July 2010 intakes referencing the deceased child and his _
sibling suggested further inquiry at intake was recommended. Documenting the name of
the mother’s boyftiend and retrieving historical person and case information could have
provided additional information when making intake decisions. The review team
discussed CA’s management information system, Faml_ink. FamLink provides limited
person or case history information up front and requires staff to conduct time intensive
research to ensure an adequate assessment of a family’s history is obtained and applied
to any decision making."" This limits CA’s ability to obtain a quality assessment of a
person’s CPS history at intake. The review team found the intake decision on July 14,
2010, given its limited information may not have warranted further i inguiry, however the
July 27, 2010 intake coupled with the family’s history supported assignment for
Investigation.

* Thereview team found CA best practices include asking the referent if they would like
a call back regarding CA’s decisions or acticns on the information provided. The review
team found calling back the referent in regards to the July 2010 intakes involving B.M.
may have elicited additional information and would have notified the referent of any
intervention by CA. Child care information reviewed post fatality indicated B.M, -

10 ARS services included Early Family Support Services and Early Intervention Programs.

"' A review of Mr, Balverde’s history in FamLink revealed the November 2008 intake referencing his arrest for assault 4,
domestic violence is documentsd In the system. However the intake is not connected to his person or case Information affecting
CA intake staffl from retrieving historical information efficiently. .
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continued to present with braises in early/mid August 2010 and should have resulted in
a call to CA. The review team found when call backs to referents are completed the
referent may provide additional information or make subsequent calls of concern. Call

" backs to referents elicit support from referents and the community in r@portmv chﬂd

abuse and neglect.

Roles and Responsibilities
The team discussed roles and responsibilities of persons involved in ensuring the health and
safety of children. Findings regarding rojes and responsibilities are as follows:

&

The review team asserted child health and safety is the collective responsibility of all
CA staff regardless of role and responsibility. The review team discussed when intake
stafl make inquiries from referents about child abuse and neglect their primary role is
one of active listener and recorder,-CPS intake staff receive and assess available
information to make intzke screening decisions. Whereas the CPS investigator is
responsible to conduct investigations seeking facts about the family’s current situation
as a means to assess for impending dangers or threats to child health or safety. The
review team found intake staffin July 2010 in the office was staffed by a CPS.
investigator who had not been afforded the opportunity to attend intake training and
may not have had a clear understanding of the intake role and its duties. =

CA currently does not have statutory authority to access autopsy results through the
course of an investigation or for purposes of a fatality review on cases that CA was
involved within 12 months of a child’s death. The review team found that limited access
to the autopsy report was a barrier in discussing medical issues during the course of the.
I'CVISW

The Revised Code of Washmoton 26.44.030" defines the duties and authority for those
persons who are mandated to report when they have reasonable cause to believe that a
child hgs suifered from abuse or neglect. The law defines the roles of professionals and
practitioners who are mandated to report. The review team found given the nature of

- this child’s anUIlES others in the home knew of this child’s distress but failed to report

COHCGI’HS

Recommendations

Intake Decisions

CA’s Central Case Review Team in consultatlon with CPS Program Managers have
developed a tool for the purpose of reviewing intake decisions. It is recommended the
Central Case Review Team pilot the new review tool in the Sunnyside CA office in
2011 ‘ '

FamLink Historical Information Access: CA’s continued efforts in merging case and
person information in FamIink will support efficient retrieval of case/family history to

ZRCW 26.44.030
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support effective decision making. Also, CA might consider including abuse/neglect’”
type inthe Prior Involvement section of the intake.

Roles and Respoeusibitities _

¢ The review teamn found thet given the complexity of posiiions within Children’s
Administration, it suggests staff should clearly understand the varied roles and
responsibilities of each position in the event they are asked to fill in or assume other
duties for a time. CA should give consideration to ensuring all staff are cross trained
and aware of the varied roles and responsibilities within CA. This is especially critical
in smaller offices where staff perform multipie roles and functions or are asked 1o fill in
during staff shortages and emergencies.

¢ The review committes recommends an addition to RCW 68.50.105™ to allow release of

- &n autopsy report to CA when a child’s death is the result of alleged abuse or neglect.

* . No one residing in the child’s home falls within the category of those who are mandated |
to report; therefore they did not have a legal duty to report, absent serious abuse ™.
Nevertheless, the review team found that, given the nature of this child’s i mjuries, others |

. in the home knew of the child’s distress but did not report concerns. Therefore the
Teview team recommends that consideration be given to amending RCW 26.44.030 to-
include ary person who has reasonable cause to believe or suspect a child has suffered
from any abuse or neglect shall make a report.

Physmal abuse, Neglect/Negligent Trmtmgnt, Physical Neglect and Se*tual Abuse,
s - RCW 68.50.105

* RCW 26.44.030 defines. .. "severe abuse means any of the following: Any single act of abuse that cavses physical trauma of
sufficient severity that, if lcﬁ untreated, could cause death; any single act of sexual abuse that canses significant bleeding, deep
bruising, or significant external or Intemal swelling; or more than one act of physical abuse, each of which causes bleedmﬂ
deep bruising, significant extzamal or internal swe 1ling, bonu fracture, or unconsciousness.

63



C_‘hildren"’s Administration
Executive Child Fatality Review
Isayah Casch

January 7, 2011

Committee Members

L 3

»

Craig Davis, Detective, Everett Police Department -

Frances T, Chabmers, M.D. ' ' )

Deborah Brown, Certified Chemical Dependency Professional, Snohomish County
Human Services 7 -

Mary Meinig, MSW, Dirsctor Ombudsman, Office of the Family and Children’s
Ombudsmen .

Yen Lawlor, MEd, Deputy. Regional Administrator, Region 3, Children's Administration
Rhoda Ramirez, MSW, Child Protective Services Supervisor, Children’s Administration
Natalie Green, MSW; Area Adminisirator, Children’s Administration

Facilitator

L4

Tonl Sebastian, MSW

Observers .
+ _Cristina Limpens, MSW

L

Kara Rozeboom, MSW




Table of Contents

Executive Summary ........coeeeeiinnnnen. et et ean s e 67
CASE OIVEIVIEW 11t cr vttt sttt reame ettt e e b b et et ems e e e s e erest et s esens et eneesenearans 68
CommITIEe DISCUSSION 1.oeviiertrisiii ettt s er et e e e e eeeenes 70
Findings and Recommendations ..., 73

66



RCW 74.12.500

Executive Summary

On September 19, 2010, Children’s Admustraqon (CA) accepted an intake from
Harborview Medical Center reporting the death of seven-year-old Isayah Casch, following
a roll-cver accident of 2 car driven by his mother, Kortnie Casch. The caller reported that
Ms. Cesch appezred imtoxicated and that two blood draws had been completed: one by
Pros vzdvn I—Iospltai end one by Harborwew at the request of the Snohomish County

ad been in the car

were placed Mth their patemal grandfather and his wife following their release from the

After an investigation by Snohomish County Sheriff of the accident leading to Isayah’s
death, the case was referred to the Snohomish County prosscuter, Charges against '
Ms.Casch are pending.

The family’s history with CA began in February 2003 and includes four previous
Investigations in 2003, 2006, 2007, and July 2010. The investigations were based on
allegations against Ms. Casch of driving while under the influence with her children in the
eglect of her chﬂdrun, and alcchol abuse,

The mveshoaijons in 2003 and 2006 were closed ol
investigation in 2007 losed with t a findin,
The investigation begun in July 2010 was
ongping at the time of Isayah’s death and was subsequenﬂy closed s mnfounded in
October 2010.

On January 7, 2011, CA convened a multi-disciplinary committes to review the decisions,
policy, practice, and service delivery in this family’s case.’ The committes, mcluding CA
staff who had no ‘direct connection to the case, represented disciplines associated with this
case. Documents available to the commitics included: chronology of the case prepared for
the review, Snchomish County Sheriff’s investigation of the September 18, 2010 accident,
.CA case records, Ms. Casch’s childhood records from Georgia, Isayah’s autopsy report,
the CA policy on child protective services (CPS) investigations, and RCW ahd WAC

! Glven its limited purpose, a Child Fatality Review by Children’s Administration should not be construed to be 4 final or
comprehansive review of all of the circumstances surrounding the death of a child. A review is generally limitad wo
documents in the possession of or obtained by DSHS or its contractcd service providers and the pane! may be preclnded
from receiving some documents thet may be relevant to the issues in a case becanse of Tederal or state confi identiality
laws and rﬂguianons A review, panel has no subpoena power or auhority to compel atendance and generally will only
hear from DSHS empioyees and service providers. The panel mey not hear the points of view of a child’s parents and
relatives, or those of other individuals associated with 2 deceased child’s life or fatadity, A Child Fatabity Review is not
intended to be a faci-finding or forensic Inguiry or to replace or superseds investigations by courts, law enforcement
agencies, medical examipers or other entities with legal responsibility to investigate or review same or all of the
circumstances of & child’s death’ Nor is it the function or purpose of & Child Paiality Review to take personnzl action or
recommend such action against DSHS employees or other individuals, .
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chapters on CPS activities including the definitions of child abuse and neglect. In addition,
the supervisor on the case &t the time of Isayah’s death was interviewsd by the corpmittes.
The socisl worker on the case was not available for interview.

Given its limited purposs, a Child Fatality Review by CA should not be consted to be 2
{inal or comprehensive review of all of the circumstances surrounding the death of a child.
Review is generally limited to docwnents in the possession of or obtained by the
Daparfment of Social and Health Services {DSHS) or its contracted service providers and
the committes may he precluded from receiving seme documments that may be relevant to
the issues in a case because of faderal or state confidentiality laws and regulations. A
Teview committee has no subpoena power or authority to compel attendance and generally
will only hear from DSHS employess and service providers. The commitise may not hear
the points of view of a child’s parents and relatives, or thoss of other individuals associated
- with a deceased child’s Iife or fatality. A Child Fatality Review is not intended to be a fact-
finding or forensic enquiry or to replace or supersede investigations by courts, law
enforcement agencies, medical examiners or other entities with legal responsibility to
investigate or review some or all of the circumstances of a child’s death. Nor is it the
function or purpose-of a Child Fatality Review to take personnel action or recommend

- such action against DSHS employees or other individuals.

During the course of the review, committee members discussed concems regarding the
possible impact social worker inexperience has on thoroueh risk assessment and service
delivery. The committee members also discussed concerns regarding the impact of recent
funding cuts which eliminatad the regional placement of ¢chernical dependency
professionals in local offices to assist social workers with home visits, consultation, and
intervention with families where substance abuse is alleged 1o have placed children at risk.

Though the committee found that the practice on the case, up and until Isayah’s death, was
reasonable per CA policy, RCW, and WAC, there were concerns related to the |
inexperience of the assiened social worker, umecessary delay in staffing the case with a
child protection team (CPT), and the unavailability of professicnal chemical dependency
providers for case consultation. Further discussion of this case by the committee and .
findings and recommendations made by the comnmitiee are detailed at the end of the report.

Case Overview
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In December 2002, when Ms. Casch was 17 vesrs old, she moved to Washington state with
old son, Isay

* Ms. Casch’s history with the department began the following vear in February 2003 with
an anonymous cajler reporting that Ms. Casch drove with children in her car while under
e influence of alcohel and pain medication. The caller reported that Ms, Casch mixed

aleohol and pain medications that were supplied b}r Mr. F. The caller reported that they had
ontacted law enforcement several times about Ms. Casch,

CA sent the
mtal;e 18pOrt to law enforcement and a CPS case was opened for investigation. The find}

& case was closed in September 2003. No services were offered.;

. An anonymous caller contacted the department on July 27, 2010 1o report that Ms, Casch
was driving while intoxicated evervday with her children in the car. The caller reported
that Ms. Casch began drinking early in the moming and drank throuv”*lout the day until she
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pas:,ed out. The heme was reported to b in pd_or condition with empty alcohel botties in
view. The chi v” and that they frequently took care of -

The case was opened for investigation and assigned to a social worker. The social worker
‘made two attempts to visit the home. The door was 7ot answered on the first visit, On the
second visit, the worker aftempted to Interview Isayah, Ms. Casch and the paternal
grandfather were present during the intervie ‘were also at home. The home was,
cluttered, extremely dirty inside and cutside, with clothes and dirty dishes Iying around the
home. The home wes noted to have an unpleasant odor. When interviewed, both parents
denied vsing substances and that Ms. Casch had driven the car with the children while
intoxicated. Ms. Casch submitted to a urinalysis test and results were negative. Services
were offered to Ms. Casch which she declimed. On August 23, 2010, the social worker
prepared the transfer/closing summary. The supervisor requested follow-up work prior to
closure including obtaining medical records for the children, criminal history checks on the
parents, and contact with Isayah’s school. The case remained open pending g CPT staffing,
In October 2010 the investigation was closed. The allegations of neglect were unfounded

~ based on clean random urinalysis from Ms. Casch, Ms. Casch and Mr, F.s denial of using
aleohol while driving, and Isayah making no report that his mother had dm en him while
drinking.

~ In the sarly moming hours of September 19, 2010, Harborview Medical Center contacted
the department to report the accident jeading to Isayah’s death. Later during the day, Ms.
F. called the department to report she had heard about the car accident the night before and
that she had been the person to call in the July 2010 report.

Committee Discussion

Practice

Given the facts of the case at the time of ﬂlf: accident, the commiittes concluded that the
CPS investigation and actions of the social worker and supervisor were reasonable per CA
policy and the laws and code governing CPS investigations. The committes noted that,

. despite the history on the case indicating Ms. Casch was 2 long-term user of drugs and
alcohol, there were never any allegetions of physical haim to the children. Concerns about
the conditions in the home of neglect of the children were not raised until July 2010. Ms.
Casch, Mr. F., and Ms. F appeared to have ongomo conflict. Mr. F.’s ex-wife made sevr:ral
of the reports to the department includi se of alephol and
driving with children in the car TR
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- The committee noted that the superviser provided the necessary oversight on the case
when the social worker staffed the case for closure. The supervisor stated she and the
worker were both concerned about the allegations of M. Casch’s substance use. Rather
than clése the case, the supervisor requested that the case be staffed by a CPT and that the
parents be invited to the staffing with the goal of engaging the parents in services. The

supsrviser also directed the social worker to gather additional information that would be
considerad standard in aty investigation. This mcluded.

¢ Checking with the children’s pem,‘nczan to assess their physical health and
development,

s  Completing a crinzinal history check.

¢ Contacting Isayah's schoel for informeation about interactions w1th the family, lns
atfendance and academic status.

During her interview with the committes, the sbpervisor commented that sclution-based
strategies of engaging the family were used in practice and that the CPT staffing held some
prormise of having the family betier understand the concerns and possibly agree to services.
The cifﬁ_ce had a two-month backlog of cases to be staffed with the CPT, and this case was
put on the wafting list for October 2010, While it may be more convenient to staff a case’
with the local office team, this delay was of concern to the committee. There i isno pohcy
in place requiring that a case be staiffed with the local office CPT,

Social Worker Experience
The social worker assigned to the case had four plus months experience working in CPS
and had no field experience prior, The worker bad completed the required acad\.my 7
{raining. Despne the consensus that the supervisor acted as an appropriate safety net for the
social worker’s inexperisnce, the commitiee discussed the value of experience and
- knowledge of practice and how those factors influence the social worker’s interaction with
the family, their skills of engagement, recognition of risk factors, and assessment of safety.
The casewark appeared to focus on Ms. Casch as an individnal rather then on the family as
a whole. Reports of her mental health history did not appear to be considered. Mr. F was
never fully assessed for substance abuse or for his participation and condoning of Ms.
Casch’s use of substances while parenting the children. The paternal grandfather, who
Iived next door, had frequent contact with the family, provided care for the children, likely
had knowledge of the parents’ use of substances and their parenting of the children.
nd Ms. Casch appear to have
provided a distraction t Ms. Casch and the impact of her substance
abuse on the younger children. This focus on the dynamic of adelescent conflict with
caregivers appeared to become the primary focus of the early reports that also alleged Ms.
Casch was driving under the influence of snbstances

Historically, the CPS program has'the: highest rate of staff tumover In CA and, likely the

highest rate of new or ,nexper!enced workers. The commities had a dlscussmn of how CA
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manages this difficult reality and how the department can compznsate for the lack of
knowledge and experience in CPS without relying completely on supervisors who may not
‘have a gréat deal of practice and management experience. The commities made
recommendations that provide possible strategies on overcorming high staff turnover and
Inexperience in CPS.

Chemical Dependency _ ‘
Of the four reporis received by the deparhzlent regaramg Ms. Casch between 2003 and
2010, thre;. mdlcated th

1 Ms. Casch had no criminal record of driving under the influence.

_When the case was opén in October 2006, a drug and alcohol evaluation may have been
helpful in determining Ms. Casch’s substance use. This case, like so many the department
manages, alleged su&:vsta:ncv abuse, however, investigations resulted in no findings of zbuse

Reports that allege serious substance abuse without acc_Ompaﬁyiug direct impacts to
children are challenging for the department. Options include testing the client who is
alleged to have used substances, offering voluntary services to the caregiver and family,
determination if the department has information sufficient for filing 2 dependency, or if the
family refuses services, closing the case.

Dhring the July 2010 home visit, when the social worker was attempting to interview
Isayah, Ms. Casch and the paternal grandfather were present. Ms, Casch was disruptive,
interfering with the interview. The paternal grandfather appeared to condone Ms. Casch’s
behavior and did not intervene. The commitiee recognizes that Interacting with a persoﬁ
who is using or addicted o drugs or alechol can be an intimidating and frightening

. encounter. For those social warkers who do not have experience with scbstznee using or
addicted clignts, this type of behavior may result in backing off or avoiding contimed
cortact with those clients. The social worker understood there were imderlying concerns
‘about substance abuse but may not have known how best to respond to Ms. Casch’s
behavior.

Having certified chemical dependency professionals (CDPs) available for home visits,
consultation, and intervenfion provides the expertise that can support child welfare social
workers in their investigations and case management responsibilities. The velue of these
CDPs was recognized when the department, in parmership with the Division of Aleohol
and bubstancu Abuse (DASA), placed CDPs in CA offices within each region to assist
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social workers when working with clients impacted by substance abuse or addictions. Asa
tesult of budget reductions the CDP program was reduced. In 2008 in Region 3, the CDPs

were reduced 1o cne to cever the entire region. This CDP placement was cut in December

201 O

The commities questioned whether or not alcohol use is regarded differently by the
department than abusv of illegal drugs or prescription medications. The CDP on the
committes noted that there has been a si ignificant increase In heroin and prescription drug
abuse in the last five years, The absence of chemical dependency experts in an agency that
sees the mejority of its caregivers using substances o some degree creates a void of
educated and experienced professionals who can assist CA social workers in understanding
and assassmg chemical dependency. -

In ﬂllS case, the urmalyms run on Ms. Casch did not nclude analysm of ethyl glucuronide
(ETG) in the wrine.® BTG anaiysis is 2 more expensive test but is more acourate in
detenmining alechol consumption. While BTG analysis continues.to be requesgted by CA
social workers, budget considerations are resuliing in fewer tests of this type. Consultation
with CDPs can result in recommendations about drug and alcohol testing and may provide
CA social workers with better opportunities for information gathering, infervention, and
engagement with those clients who have a lengthy substance abuse history.

Findings 2nd Recomunendations

 Findings ‘ ‘
1. The committee found that the delay in staffing the case with a CPT was
ummnecessary as CPTs exist in other offices and the case could have been staffed by
another tearm. , .

2. The commﬁ:eﬂ found that the pracmce on the case, up and unti} Isayah’s death was
réasonable per CA policy, REW, and WAC. Given her four month’s on the job, the
social worker did an adequete job. The social worker did not see the whole picture
and focused pr.man]y on Mis. Casch. She did not appear to consider the need for
additional work on this case and was prepared to close the case after the home visit,
The supervisor addressed the direction the case was headed and requested
additional information be gathered and further consideration given to addruss the
substance abuse of the parents.

3. The lack of available CDPs to social worker for consultation; intervention, and
planning on cases involving substance abusing clients presents a significant void in

expertise that CA must find ways to fill. Having CDPs out-stationed in local ofﬁcas

 is best; one CDP for an entire region is not practical or realistic.

*AnETG urinalysis prowdes a definftive mdlcauor that ajcohol has been ingested ebout 80 hours pricr to the
test, A urinalysis that does not include ETG analysis may show aloohol consumption only within 2 few hours
prior to the test, depend ng on the amount of alcohol consumed
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4, Department policy does not require remﬂx visits to a home when the case is open
for CPS mvesﬁgaﬁon This case was open for two and a half months. One
atterpted visit and one achieved visit was made in an effort to complete face-to-
face contact with the children.

Recommendations.
1. Region 3 should snsure that social workers and supervisors are aware that cases can
be staffed with CPTs in any office and do not have to wait for an opening in their
owa office. ‘

2. CA should consider new social workers as “in training status” forup to 90 days
minimam and should consider implementing the following trairing and mentoring
srratecles.
¢ Pariner “in training” social workers with experienced, mentor social workers.

+ “In training” social workers will not be assigned cases for 45 days. If assigne
cases prior, the “in training” soctal worker should be assigned asa secondary
with the mentor social wozrker a3 the primary social worker assigned to the case,

« If staffing resources do not allow for partnering, “in training” social worker has
daily supsrvision with assigned supervisor. '

* CA should develop a checklist of case “types” to ensure “in training” social

- worker has exposure to 2nd e*«:penence with a variety of cases while in training,
o include:

»  Newbomn victin cases

= MNon-verbal victin cases

x  Adolescent victim cases

= Substance abusing and addicted caregivers
= Mentally ill caregivers

* Physical abuse

*  Sexual abuse ‘

¥ Negligent treatment or maltreatment

*  Chronic maltreatment

tad”

Snohomish County providers of services for chemically dependent clients have

begun monthly mestings to address budget cuts, reduction in resources, and how to

maximize existing resources. This mesting has recently been joined by Region 3,

Everett office management. The additional goal is to improve and increase

communication about working with chemically dependent clients.

» The department should consider working with local county prowdurs and

* setting up similar network meetings around the state,

» The department should conduct & survey to identify social workers currently
employed by the depariment who are also CDPs. These stafT could be utilized
as loca] “experts” and assist social workers, particularly those less expenenced;
with cases involving chemically dependent clients.




4. The department should imnplement a visitation requirement for families who have
open CFS cases longar than 30 days. Similar to dependent children, childran who
are open to CPS should be seen svery 30 days,
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Executive Summary

CI contactad Spokane .Pcalice Department {SPD) and received limited information until

receiving hard coples of preliminary police reports. The police confirmad that S.T. had

suffered injuries indicative of “1on-acc1dentai fravma and was pronounced dead at a local

hospital. SPD contacted James Cooley” as a person of interest, and he was later arrested

and charged with first degree murder. 8.T.’s older sibling, presented with non Iife

threatening injuries and lew enforcement left him in the care of his mother. s father
Jocated and obtaine from his mother.

should remain in his father’s care,

s statements revealed he had Witnessed the death of his hali-brother,
8.T. ‘

On September 29, 201 O a detectlve conducted an interview with James Cooley regarding
the death of 8.T. During the interview on September 29, 2010, Mz, Cooley admitiad
responsibility for the fatal injuries to S.T. and injuries to another child in & previous
_incident. Law enforcement reported that Mr. Cooley had also been a person of interest in
‘anc:-ﬂzer crunmal child abuse investigation which caused serious IIIJIL'E'IGS to a 6-month-cld
infamt, 25 In May 2010 7, - was hospnahzed when he suffered serious injuries from
what appeared to be shakmg and assault.’

F ollow;.ng 8.T.’s death, the Spokane County Medical Examiner’s office conducted an
- autopsy and determined 8.7.’s cause of death: non-accidentai head trauma with
contributing factor, liver lacerations and the manmer of death homicide.

* The fall name of Jamnes Cc»oley is being used in this report as be has been charged in ccmnection to the
incident and his name i3 part of the public record.

Fir. Cooley hias been charged with felony assault refﬂr=ncm° A.G.s injuries and miwrder in the 2" degree
for 8.T."s death.
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CA Tustory referencing 8.7 and his family inchudes two prior intzkes. The jntake
received in April 2008 and December 2009 referenced issues related io domestic
violence. Both intakes wers screened out for investigation as there was no indication *he
children living in the home at the time were present or affected by the alleged incidants.

In January 2011, CA convened an Executive Child Fatality Review' committes to review
the case practice and decisions regarding 13-month-old child, 8.T. and his Tamily. The
fatality review members fnchuded CA staff and commmumity meribers who had no
involvement in the case. S.T. was eligible for enrollment as a member to the Standing
‘Rock Sioux tribe. His father is an enrolled member. Tribal representatives wers invited to
pacticipate in the January review, :

Commiftee members raceived documents including a case summary of the CPS history of
the deceased child’s family. In addition, committee members were provided information
from two other cases in which Mr. Cooley was involved and a copy of a critical incident
briefing paper referencing the fatality, dated October 5, 2010. Complets case records of
all three families wers available to the commiites for review and were referenced during
the fatality review meeting. '

The review commiittee addressed issues related to intake practice and procedurss,
_ Investigative policies and practice related to-information gathering and documentation
and traiving of CPS social workers.

Case Dverview
The review commitice was provided cese information regarding three families as a means
to gain an understanding of the events leading up to S.T.°s death and 16 review CA’s

4 Given its limited purpose, a Child Fatality Review by Children’s Administration should not be construed
to be a final or comprehensive review of all of the circumstances surrounding the death of a child, A review
is generaily limited to documents in the possession of or obtained by DSHS or its contracted service
providers and the panel may be precluded from receiving some documents that may be relevant to the
issues in a case because of federal or state confidentiality Jaws and regulztions, A review pansl has no
subpoena power or anthority to comps! attendance and generally will only hear from DSHS employses and
service providers. The panel may not hear the points of view of a child’s parents and ralatives, or those of
other individuals essociated with a deceased child’s Hfs or fatality. A Child Fatality Review is not intended
1o be a fact-finding or forensic inquiry or to replace or supersede | nvestigations by courts, law enforcement
ageneies, medical examiners or other entities with legal responsibility to investigate or review some or all
of the circumstances of a child’s death. Nor is it the function or purpose of & Child Fatality Review to take
personnel action or recornmend such action agzinst DSHS employses or other indivicduals.
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practice and delivery of services 1o the respective families. A search of FamLink®
revealed that Mr. Cooley’s connection with three different farmilies alt 1ncludec1
allegations of physr‘al abuse neglect and domestic violence.

HFamily 81 —8.7.%s Family.

The review committee discussed the sereening decision for the April 2008 intake at
length. The screening decision was based on factors that included: no specific allegations
of child abuse and/or neglect, no previous CPS history for the family, and the child
appeared to be in good health with no injuries. The review commititee agreed that based
on the information provided at the time of the intake, the “information only” screening
decision was eppropriate. '

The commiites did note that although a collateral contact was made to law e-ﬁorc ment
regarding this intake the full name of the man who had contacted the referent vwas not
known or obtained. The disposition of the incident was not obtained fom law
enforeement and a police report was not requested. As a result, the review commities
discussed the documentation completed by intake when collaterel contacts are made. The
committee sncourages as near-verbatim documentation as pessible to explain/support the
intake screening decision and response ‘ﬂmp

Additionaﬂy, guestions speciiic to domestic viclence and safety in the home were not
reflected in the mtalce report. CA has since implemented a universal domestic viclence
screening question® at thre: point of intake, beginning in February 2009

On December 7, 2009 CA intake received a writien police report dated Decamber 4, 2009
(09-40124), 5.T.’s mother and father were involved in a domestic viclence incident,”
Reports stated 8.T."s father hit 8.T."s mother multiple times in the head with his fists and
choked her. 5.T."s father admitted to law enforcement that he had hit the child’s mother

® CAs Management Iuformation System ‘

“Has anyone used ar threatened {0 wse physical force against an adult in the home? ” The universal
- sct‘eemng question is used ta help the intake worker identify if DV is an issue. It is not used for sufficiency
sereening becavse DV, in and of itself, is not child abuse or neglect. (ROW 26.44.020 (13). Intake workers
miust screen all intakes for DV 10 assess whether a child is in clear and present danger from DV [ the
universal scregning question is answered yes, then intake workers: Complets the remaining Dy guestions
in FamLigk Ask who did what to whom and document in the Additional Risk Factors section.
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in thebead, chest, and face. 5.T.’s mother had marks on her neck and her face was
swalling. The whereabouts of the children veas not documented in the police report.

. ¢ :
The intake was screened as information only, The commities agreed that based upon the
mformation known at the time, the screening decision was accurate.

The committes commented that even with the domestic violence scresning question
bemng asked, the use of language In the documentation is en important factor. Domestic
violence is not between two people but rather domestic violence is committed by a
perpetrator against a victimn. The December 7, 2009 inteke identified that S.7."s mother
had been choked during the domestic violence incident. The WOTd ‘strangulation” is

. preferred a3 it denotes the trie violence of the action.

The next intake recsived by CA referencing 8.7T. and his family is the fatality intake

received on September 29, 2010. CPS intake recsived a call from the lathe fihe
decﬂased child’s sibling stating that he saw on the local news that his son, ##:%, had been
injured and another child, S.T. had died. Intaks called law enforcement and learned that
the paramour of 8.T.’s mother was arrested and was being charged with first degree
murder-in the desth of 8.T was left in the care of his mother by law enforcement
and the referent was concerned for his safety, The committee noted that CPS had not
been contacted by law enforcement, the hospital or any of the first responders regarding
the fatal incident.

_ Family # 2
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The committee discussed the velue of utilizing Multi-Disciplinary Teams (MDTs) when
multiple systems are involved with individuals related to critical Incidents. In this
particular case, a warrant was filed by county corrections for Mr, Cooley’s arrest from
Kitsap County on May 5, 2010 related to his activities involving another woman and his
children. May 5, 2010 was the same date * . presented at Sacred Heart Hospital with
critical infuries in Spokane. The committee identified the possibility that had the systems
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involved wita Mr. Cooley staffed their respective information Mr. Cocley may have been
arrestad on the warrant prior to 5.7.s death. ‘

The review committes identified the nability to add or modify the aileged subjects in the
intakes as a potential barrier o history searches on specific individuals. FamLink allows
Tor additional subjedts to be added to the investigative assessment tool but does not
antomatically link that individual to the case. This may coniribute to time intensive
history searches on individuals since each investigative risk assessment tool needs to be
opened and reviewed for subject findings,. :

Familv#3

The commities had concerns that a referent was directed to call law enforcement instead. .
of CA intake contacting law enforcement. As & result there wag no verification that law
enforcement was actually calied by the referent.
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Findings and Recommendations

The comruittee made the Tollowing findings and recommendations based on review of the
case records, department policy and procsdures, Revised Code of W ashington (RCW),
Washingion Adrmmstratnm Code (WAC), and medical docurnents.

Findinos

» The commitiee found that CPS was not contacted by law enforcement, the
hospital or any of the first responders ic the fatal incident involving 8.T. Many of
these individuals are mandated reporters in Washington State.

= The lnvestigation from the June 3, 2010 intake regarding Mr. Cooley’s daughter
does not include an Interview with the babysitter of the children. This individual
was identified as an eye wilness to the circumsiances of how the child’s arm was-
broken,

Recommendations
e The review committee recommends Children’s Administration develop
procedures for obtaining and maintaining police reports on both screened in and
screened out intakes. Information should include full nemes of participants in the
incident and law enforcement’s dlsposmon of the incident. The information
should be documented in FamLink and police reports uploaded into FamLink.

» When speaking with collateral contacts at the point of intake, particularly law
endorcemnent, Children’s Administration staff shonld request details about the case
end document those details near-verbatim. The police report number, full names

- of all parties involved and the name of the officer or individual providing the
information shounld also be obtained and documented.

+ Children’s Administration should develop domestic violence curriculurn and
provide domestic. violence trammcr 1o accompeany the “Social Worker s Practice
Guide 16 Domestic Violence.” 'Ihe training should include local community

7 The “Social Worker's Practice Guide to Diomestic Violence™ was published by Children’s Administration
in February 2010 and disseminated to all case cerrying social workers and their snpemsors CA developed
this practice guide to provide direction o social workers working with families experiencing domestic
violence. While varying definitions for “domestic viclence™ appear within Washingten statute, it is
important to note that this gnide addresses best practices for working with families experiencing domestic
violence occurring between intimete partners. The t-mde Tocuses on the kmowledge and skills nesded by all
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resourcss involved with domestic violence, as well as, information regarding the
judicial system and issues related io “No Contact Orders”. Many “No Contact
Orcers™ restrict contact with the adult victim but allow for unsupervised visitation
between the adult parpetrator and their children. The training should be mads
available to social work staffon an annual basis.

¢ Children’s Administration should consider initiating the development of 2
Domestic Violencs and Child Maltreatmient coordinated response guideline for
local communities similar o that of King County, WA. Primary participants
should include the judicial officers and other program staff in criminal and civil
courts; law enforcement agencies; the Office of the Prosecuting Attomey; the
Washington Stafe Attornsy CGeneral; Public Defender Agencies; and the

Washington State Department of Social and Health Services, Children’s
Adminisiration. '

» The committee found CA best practices include asking the referent if they would
like a call back regarding CA’s decisions or actions on the information provided.
The commitiee suggested that when call backs to referents are completed the
rzferent may provide additional nformation or make subsequent calls of concam.
Call backs to referents elicit support from referents and the community in
reporting child abuse and neglect, 7

= Mandated reporters identified in RCW 26.44.030° should be requirad to review

~ the Department of Social and Health Services mandated reporter training.
materials on an annual basis. '

waorkers, not solely TV specialists. The guide reflects new insights in effective child welfare rESPONSEs, sQ
it is relevant for both experienced and new workers, ;
When any practitioner, county coroner or medical examinzr, law enforcernent officer, professicpal schoo!
persommel, registerad or licensed nurse, soclal service counselor, psychologist, pharmacist, employee of the
department of early Jeamning, licensed ot certified child care providers or their employess, employee of the
- department, juvenile probation officer, placement end liaison specialist, responsible living skills program
staff, HOPE center staff] or state family and children's ombudsman or any volunteer in the smbundsman's
oaffice has reasonable cause to believe that a ¢hild has suffered abuse or neglect, he or she shall report such
incident, or canse a report to be made, te the proper law enforcement agency ot to the department as
provided in RCW 26.44.040.

- {b) When any person, in bis or her official supervisory capacity with a nonprofit or for-profit
organization, has reasonable cause to believe that a child has suffered abuse or neglect caused by a person
cver whom he or sheé Tegnlarly exercises supervisory authority, he or she shall report such incident, or cause
areport to be made, to the proper law enforeement agency, provided that the person alleged to have caused
the ebase or neglect is smployed by, contracted by, or vohmteers with the organization and coaches, traing,
educafes, or counsels a ohild or children or regularly hes unsupervised access to a child or children a5 part
of the employment, contract, or voluntary servics, No one shall be required 1o report under this section
when he or she obtains the information solely as a result of a privileged communication as provided in
RCW 5.60.060. ’

Nothing in this subsection (1)(b) shall Jimit a person's duty to report under (=} of this subsection.
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