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CHILD FATALITY REVIEW 

Executive Summary 
On Demeber 12, 2019, the Department of Children, Youth, and Families (DCYF)1 convened a 
Child Fatality Review (CFR)2 to assess DCYF’s service delivery to K.D-C. and  family.3   
will be referenced by  initials throughout this report. 

On December 21, 2018, DCYF received a telephone call reporting that after going into cardiac 
arrest K.D-C. had been brought to the hospital by ambulance. The mother told hospital staff 
K.D-C. had difficulty breathing the night before, and she had been watching  The mother 
also said she was aware that earlier in the day  consumed  This intake was 
screened in for a Child Protective Services (CPS) investigation. K.D.C. was removed from life 
support and died the same day  was admitted to the hospital. 
 
A CPS/Family Assessment Response (FAR)4 case had closed in March of 2018 and there had 
been a screened out intake in May of 2018,  However, at the time of K.D-C.’s December 21 
hospitalization there was not an open DCYF case. While the December 21 case was open for 
investigation a second intake was received on January 3, 2019. For purposes of the January 3 
intake, a caller reported that K.D-C. died by overdose, the parents are doing drugs, and 
someone should check on the 5 year old who is currently residing in the home.  K.D-C. was 
seventeen years old at the time of  death.  
 
The CFR Committee (Committee) includes members with relevant expertise selected from 
diverse disciplines within the community. Committee members have not had any involvement or 
contact with K.D-C., or  family. The Committee received relevant documents including 
intakes, case notes and other DCYF documents maintained in DCYF’s electronic computer 
system. 

The Committee interviewed the supervsiors who were involved in the cases prior to K.D-C.’s 
death. The CPS/FAR worker is no longer working for DCYF at the time of this review. 

Case Overview 
On , 2001, the Department of Social and Health Services (DSHS) received an 
intake stating a baby  had been born . This intake was 
screened in for a CPS investigation. After the CPS investigation was completed DCYF  

.  
                                                           
1Effective July 1, 2018 the Department of Children, Youth, and Families (DCYF) replaced the Department of Social and Health 
Services (DSHS) Children’s Administration (CA) as the state agency responsible for child welfare; and the Department of Early 
Learning for childcare and early learning programs. 
2“A child fatality or near-fatality review completed pursuant to [RCW 74.13.640] is subject to discovery in a civil or administrative 
proceeding, but may not be admitted into evidence or otherwise used in a civil or administrative proceeding except pursuant to 
[RCW 74.13.640(4)].”  Given its limited purpose, a child fatality review (CFR) should not be construed to be a final or comprehensive 
review of all of the circumstances surrounding the death of a child. The CFR committee’s review is generally limited to documents in 
the possession of or obtained by DCYF or its contracted service providers.  
The committee has no subpoena power or authority to compel attendance and generally only hears from DCYF employees and 
service providers. It does not hear the points of view of the child’s parents and relatives, or of other individuals associated with the 
child. A CFR is not intended to be a fact-finding or forensic inquiry or to replace or supersede investigations by courts, law 
enforcement agencies, or other entities with legal responsibility to investigate or review some or all of the circumstances of a child’s 
fatal injury. Nor is it the function or purpose of a CFR to recommend personnel action against DCYF employees or other individuals. 
3K.D-C’s parents have not been named in this report because they have not been charged with a crime involving the circumstances 
descr bed in the reports maintained in DCYF’s case and management information system. 
4 “Family Assessment Response (FAR) is a Child Protective Services (CPS) alternative response to an 
investigation of a screened-in allegation of child abuse or neglect. FAR focuses on child safety along with 
the integrity and preservation of the family when lower risk allegations of child maltreatment have been 
screened in for intervention.” See https://www.dcyf.wa.gov/practices-and-procedures/2332-child-
protective-services-family-assessment-response 

74.13.51 74.13.51

74.13.51

74.13.515

74.13.515 74.13.520

74.13.5

74.13.51

74.13.51

74.13.515
74.13.515 74.13.520

13.50.100











 

7 
 

CHILD FATALITY REVIEW 

The supervisor who approved the case for closure prior to the fatality discussed her opinions on 
how teenagers are often viewed by DCYF. She shared that teens are often overlooked or their 
safety needs are underestimated due to their age. The Committee appreciated and agreed with 
the supervisor’s statements. An example discussed by the Committee for this family included 
the concept that because K.D-C.’s stepfather was able to physically intervene during violent 
episodes in the home, he was considered a stabilizing factor.  

The Committee believes this case is an example of an incident focused case. They believed 
DCYF should have conducted or documented how they assessed the safety and well-being of 
the two younger children, and how the adults were functioning within the home.The Committee 
believes there was an overreliance on the fact that a community based wrap around service 
was involved, as well as  and  those two services mitigated the need for continued 
assessment or DCYF involvement. 

The Committee also disagreed with the May 16, 2018 intake screening decision. Despite the 
fact the intake information came from the  and not a physician, the information 
was very concerning to the Committee members. They discussed the risk to the children, overall 
safety, and the ongoing violence within the home appeared to continue. Combined with the 
available historical information, the Committee believes the information within the May 16 intake 
should have risen to the level of a screened in CPS intake. 

Despite the concerns expressed in this section, the Committee does not believe DCYF’s actions 
or approach to this case played a role in K.D-C’s death. 

Findings 
The Committee does not find that any critical errors were made by DCYF.  However, there are 
areas where the assessment and investigative efforts could be improved.  

The Committee believes more collateral contacts would have been appropriate. Those include 
the following: speak with the FFT therapist; request the FFT assessments; and contact law 
enforcement to possibly request the call log to the address and request any reports for the 
persons living in the home. There also should have been an attempt to contact K.D-C.’s father, 
and attempt to obtain records from the  and  CPS agencies. The Committee 
noted the out-of-state CPS records request is based on the fact that at one point the  lived 
with their father in  and the mom mentioned her last arrest was from  The 
CPS worker could have tried to speak with K.D-C.’s  who frequented the home  

 as referenced in the intake from February 1, 2018. Reaching out to 
K.D-C.’s  provider, the  schools and the family friend mentioned in 
case notes would also have been appropriate. The three collateral contacts the mother gave to 
the worker did not either cooperate or have working telephones when we called. The contact the 
social workers had with the  and wrap around provider included  and 
the provider’s own concerns about the chaos and lack of safety within the home. 

As a result of the substance use, and substance abuse, the Committee believes there should 
have been an assessment of such use and the current impact to the children residing in the 
home. This is based on the  substance use, the mother’s and stepfather’s statements,  the 
FFT therapist’s statements, and the information within DCYF’s records about the mother’s 
substance use history. The mother has a significant substance use history, and admits she 

. The stepfather has a significant criminal history and 
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admits to substantial historical substance abuse. The wrap around staff member reported she 
has observed marijuana in plain view in the family home that was accessible to the 4 year old 
child. Based on the totality of the information known to the department, the Committee believes 
it would have been appropriate to request that the mother and stepfather provide a random 
urinalysis, and possibly substance use assessments. 

The CPS worker did speak with the stepfather, but did not do any further gathering of 
information or assess his role and functioning within the home. The Committee believes the 
social worker should have made more efforts to assess him as a care provider within the home. 
The Committee also identified that a complete assessment of the 4 year old was not conducted. 
The 4 year old was at home full-time with his mother, he was not engaged in any services or 
activities in the community, it was alleged the mother was drinking or sleeping most of the day 
and when the incidents of violence occurred, the 4 year old was often present. 

The Committee did not agree with the assessment that the home was safe and there were no 
active safety threats. The mother possessed a taser and displayed it during an altercation in 
which the older  were fighting over marijuana. There was ongoing violence within the home, 
a lack of engagement by the mother and step-father and a failure by the parent and step-parent 
to acknowledge and collaborate with efforts to combat the children’s open substance use. It 
appears to the Committee that at best the home was chaotic, if not unsafe (especially for the 4 
year old). The Committee understands wrap around services are intense; and it can be a relief 
to DCYF when DCYF is exiting a case. However, the Committee would have liked to have seen 
either a shared planning meeting or other type of meeting documenting that all parties met and 
discussed the following: safety issues for all the children; a plan for how to move forward with 
K.D-C.’s  needs (to include mental health and substance use); and if necessary, when 
to call DCYF in the future. The Committee appreciates the fact the supervisors retrospectively 
looked at the case and discussed safety threats that they now identify but did not identify when 
the case was opened. 

The Committee believes there should have been a full domestic violence (DV) assessment. The 
policy does not differentiate between intimate partner violence and violence within a household.  
However, staff training materials do recognize the difference by only discussing DV within 
intimate partners. 

The Structured Decision Making Risk Assessment (SDM)7 was inaccurately completed. The 
Committee understands the SDM is a tool that is to be used to help guide workers through the 
assessment/investigation process. However, the inaccurate information in the SDM is 
concerning to the Committee. This concern is focused on key components of the case or 
situation that may not have been fully understood or assessed by the worker. This may have 
impacted the decision to close the case. 

Despite the concerns expressed in this section (Findings), the Committee does not believe 
DCYF’s actions or approach to this case played a role in K.D-C’s death. 

                                                           
7 The Structured Decision Making Risk Assessment (SDMRA) is a household-based assessment focused on the characteristics of 
the caregivers and children living in that household. By completing the SDMRA following the Safety Assessment, the worker obtains 
an objective appraisal of the risk to a child. The SDMRA informs when services may or must be offered. See: 
https://www.dcyf.wa.gov/practices-and-procedures/2541-structured-decision-making-risk-assessmentrsdmra   
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Recommendations 
The Committee recommends that DCYF provide statewide mandatory training to all field staff 
statewide regarding substance use/abuse. This training must be provided by a qualified person 
within the substance abuse field who has current subject-matter knowledge.  The training 
should focus on the following:  

1. Training about the substances most commonly known to the community that are 
being abused; 

2. Training about the interactions of the abused substances with other substances; and 
3. Training about the factors DCYF field staff should consider when deciding whether it 

is appropriate to ask that a subject matter expert (for example, a Substance Use 
Disorder Professional8) work with a client, or provide consultation services about an 
issue specific to a particular client. 

 
The Committee does not believe there are any current training opportunities specific to this 
recommendation. If there is a current training consistent with this recommendation, the 
Committee recommends DCYF inform all field staff about the specific training. 

The Committee also recommends that FAR case be given access to the Code C through the 
NCIC checks. The Committee believes this tool could have aided the CPS worker by allowing 
her to confirm the mother’s and stepfather’s drug related criminal charges and hopefully aided in 
a further assessment of possible current substance abuse. With regard to this particular family, 
this is especially concerning because there was violence in the home between the two older 

 that was associated with drug use and K.D-C. died after using drugs and not receiving 
timely medical care. 

 
 

                                                           
8 A “substance use disorder professional” was formerly known as a “chemical dependency professional”. 
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