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CHILD FATALITY REVIEW  

properly served notice of the termination petition, so the court date was struck and DCYF continued to work 
on locating her. 

On March 22, 2022, the assigned caseworker received information that P.L.’s mother  
 The caseworker attempted to see the mother  but was unsuccessful. On 

March 29, 2022, called in a new CPS report about 
 A Risk Only6 CPS investigation was opened and 

assigned to the current CFWS caseworker. 

On March 30, 2022, the assigned caseworker and a coworker made a visit to the mother’s home and made 
contact with the mother, . Initially they were allowed in the home, but  

 became agitated and asked them to leave. They returned with law enforcement. They learned that 
had initially lied about his name. They assessed the safety in the home and the parents agreed to 

participate in services and a FTDM.  

 was connected to another case in Famlink7 from 2021. Although  
 in that case, there were allegations of child abuse and neglect made against  

. The  
. Once it was determined . 

There were several indications in that case tha  
 This information was in 

Famlink in 2022; however, there was no documentation indicating the case history had been searched by 
DCYF staff assigned to this case in 2022.  

An FTDM was held in April 2022 as to . The mother and  attended. They agreed to 
participate in FVS. The mother agreed to complete random urinalysis testing, but  only agreed to 
submit one random urinalysis sample. He was still somewhat resistant to engaging with DCYF. The mother also 
agreed to engage in a mental health assessment.  

The CFWS caseworker and supervisor completed their assessment of the CPS Risk Only report as to  They 
determined there were no active safety threats as to . and the case was co-assigned to an FVS caseworker 
to work with the mother and  The case remained open to the CFWS caseworker to reengage the mother 
with P.L., who remained in foster care. When the FVS caseworker began working with the mother  
they were living with the maternal grandparents and  was reportedly living away from them. The 
FVS caseworker attempted to engage  in services several times, but he repeatedly said he was too 
busy with work to participate in services. The mother agreed to an FVS case plan of random urinalysis testing, 
a mental health assessment, a drug and alcohol assessment, and a hands-on parenting education program.  

On April 27, 2022, the CFWS caseworker facilitated a visit between P.L. and  mother. This was their first visit 
since June 2019. P.L.’s foster parents were present for the first few of those visits as were some of  

 
6 CPS Risk Only is an intake that alleges imminent risk of serious harm and there are no allegations of child abuse or neglect. See: https://www.dcyf.wa.gov/practices-
and-procedures/2200-intake-process-and-response  
 
7 Famlink is case management system used by DCYF.   
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maternal relatives. The CFWS caseworker facilitated the visits for the first two months and then referred the 
case to a visit supervision contractor. The visits reportedly went well. 

Over the next several months the CFWS caseworker conducted monthly health and safety visits with P.L. and 
 foster parents in the foster home and communicated with the mother about some of her services. The FVS 

caseworker conducted monthly visits with the mother  in their home with the maternal grandparents. 
The FVS caseworker also communicated with the mother about her services. Neither caseworker was able to 
reach the mother consistently.   

The FVS caseworker assessed . to be safe in mother’s care and closed the case following a final visit 
with  and  mother at her place of employment on Aug. 23, 2022. A supervisory note stated the mother 
had provided several urinalysis tests that were positive for only low levels of marijuana, so she was not asked 
to complete a drug and alcohol assessment. The case note further stated the mother had completed a mental 
health assessment arranged by her defense counsel. The mental health assessment did not result in any 
further recommendations. The mother still needed to engage in a parenting service; the CFWS caseworker had 
agreed to provide the referral for that service. The FVS caseworker reached out to the CFWS caseworker to 
ensure the CFWS caseworker was following up with the referral.  

On Sept. 4, 2022, P.L. returned home to  mother. All parties involved in  dependency case agreed to  
return home. Nine days later, the CFWS caseworker completed a visit with P.L. and  mother in the maternal 
grandparent’s home where they were still living. The mother indicated that her name had come up on a 
housing list and she and the kids would be moving soon. The caseworker also asked the mother about the 
parenting services as she had not started them, and she indicated she wanted to wait until she moved. The 
caseworker saw P.L. twice per month in September and October. One visit each month was documented in 
the maternal grandparent’s home and one visit was at the mother’s place of employment. At the visit with P.L. 
and  mother on Oct. 31, 2022, the mother said she was moving into her apartment with P.L. . on 
Nov. 2, 2022. 

On Nov. 13, 2022,  was arrested at the mother’s new apartment for  
 According to law enforcement records, P.L. and  were present when . Law 

enforcement did not report it to DCYF. DCYF did not learn about this assault until after the critical incident.  

The caseworker next visited the family on Nov. 28, 2022 at the mother’s place of employment and then again 
at their new apartment on Nov. 30, 2022. When the caseworker visited the apartment, she documented that 
P.L. had  own room with an air mattress for a bed and toys. The caseworker also documented that the 
mother described P.L. as “chill and not needing any real discipline other than redirecting and communicating 
what are acceptable behaviors.” The caseworker told the mother she would assist with furniture and 
Christmas gifts.  

On Nov. 30, 2022, DCYF held a meeting to discuss P.L.’s case and plan for permanency. The mother was invited 
but did not attend. Although parenting services had been part of the service plan for the mother since April 
2022, there was no record that those services ever started. The CFWS caseworker completed referrals in 
Famlink several times, the last time being on Dec. 14, 2022; however, the next steps to start the services never 
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appeared to have been followed up on. The last time the caseworker documented speaking to the mother 
about parenting services was in October 2022. 

In December 2022, the CFWS caseworker saw P.L. in  mother’s home for both visits. The visits were four 
days apart on Dec. 26, 2022, and Dec. 30, 2022. The caseworker documented the family had received furniture 
and Christmas gifts for the children. P.L. was enjoying  Christmas gifts. At the second visit on December 30, 
2022, the caseworker and the mother talked about daycare for P.L. The mother said she had found a 
preschool down the street that she was planning to tour but she had been working a lot. The mother also 
mentioned wanting to travel with the maternal grandparents to Idaho in February for a family function.  

In January 2023 the CFWS caseworker saw P.L. in  mother’s home for both visits again. The visits were three 
days apart on Jan. 24, 2023, and Jan. 27, 2023. At the Jan. 24, 2023, visit to the home, the caseworker 
documented that P.L. appeared to be getting along well with  mother, that he had good hygiene and was 
not in any distress.  The caseworker also documented the mother was working a lot and utilizing her mother 
and sister to watch her children. The mother again asked the caseworker about going to Idaho with her 
parents in February. The caseworker encouraged the mother to wait until the case was dismissed at court. The 
caseworker told the mother dismissal could happen as soon as February.  

The visit to the home on Jan. 27, 2023, was the last time the caseworker saw P.L. During this visit the mother 
told the caseworker that she was working a lot and sometimes had to take the kids to work with her or have 
her mom or sister watch them. The caseworker and the mother talked about two preschool programs and the 
mother shared that she had toured one already. The caseworker documented that P.L. seemed comfortable in 

 setting. The caseworker documented that no marks or bruises were observed on P.L. or his brother   

On Feb. 8, 2023, the caseworker documented an attempted visit to the home. The note indicated that the 
caseworker knocked several times, and nobody answered. The caseworker also tried to call the mother and 
she did not answer. This case note indicated the mother had requested to travel to Idaho with her parents for 
a funeral Feb. 9-15, 2023.  

On Feb. 13, 2023, DCYF received a report that P.L. was found deceased in  mother’s home.      

Committee Discussion 
The Committee discussed P.L.’s initial removal from  mother’s care. Following review of the case and 
discussion with field staff, the Committee felt would have been helpful for DCYF to explore other relative 
placement options more thoroughly at the onset of the case when PL was placed in foster care after he was 
removed from  aunt's home. The Committee also stated that relative search should have continued to 
occur while P.L. resided in foster care.  

The Committee discussed the legal path to permanency on  case as P.L. was dependent for almost three 
years and there were no parents visiting him or engaged with DCYF. The field staff spoke with the Committee 
about several factors they thought prolonged P.L.’s path to permanency. The Committee ultimately 
maintained their opinion that timely permanency for P.L. would have better met  needs.   

The Committee discussed initial visits between P.L. and  mother. They appreciated that the mother was 
offered visits right away in April 2022 when she re-engaged in the case. The Committee felt it was good 
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practice that the caseworker supervised the first several visits between P.L. and  mother. They also 
appreciated that P.L.’s foster parents were in those visits initially. The Committee wondered if having relatives 
present at so many of the visits was a good choice or not. Their concern was that it may have distracted from 
P.L. and  mother’s ability to build relationship. The Committee suggested that an additional assessment of 
attachment and bond between P.L. and  mother would have been helpful in this case to guide case 
planning.   

The Committee noted it was a strength that the FVS caseworker completed a written case plan with the 
family. The Committee also appreciated the attempts made by the caseworkers to complete a DV screening 
with the mother. The Committee inquired with field staff as to how they assessed  father. The field staff 
available to meet with the Committee had not viewed the father’s Famlink history, but they were aware he 
had some history in Famlink. There had also been some collateral conversations with relatives as to the 
relationship between the mother and  father. Following their review of the case documents and meeting 
with field staff, the Committee was concerned the case became siloed between CFWS and FVS programs at 
the time mom reengaged with DCYF. It appeared to the Committee that the CFWS team felt P.L. was their 
responsibility and the FVS team felt  was their responsibility. The Committee felt that increased 
communication between the two programs could have been helpful in managing this case during the 
important time period when P.L. and  mother were reuniting after a long period of no contact and she was 
parenting an infant for the first time. 

The Committee inquired with field staff about the mother’s mental health assessment. Field staff elaborated 
that the mother was hard to communicate and coordinate services with. According to field staff, the mother’s 
defense attorney eventually offered to have the Office of Public Defense social worker arrange mental health 
services. The Committee was concerned that when DCYF acquiesced and allowed the public defense social 
worker to arrange the mental health assessment, they additionally did not provide collateral information to 
assist in the assessment of the mother. The Committee felt that the mother was not provided an objective 
assessment that could have identified her mental health needs.  

The substance use disorder expert on the Committee discussed concern that the use of marijuana should still 
be assessed as a risk with a parent who has addiction history. The Committee inquired with field staff about 
their practice with parents who use marijuana. Field staff shared they had the mother provide her medical 
card for marijuana. Field staff shared there had been a discussion with the mother about safe storage of 
marijuana and a lock box provided to her. Finally, the field staff said their court Commissioners typically 
overlook marijuana positive urinalysis results unless there are several other concerns, which there were not in 
this case at the time.  

Recommendations 
The Committee’s recommendations come from a comprehensive review and discussion of the many aspects of 
the case. The recommendations and corresponding discussion were unrelated to P.L.’s fatality. The Committee 
respectfully recommended DCYF consider the following recommendations to help DCYF and their staff 
comprehensively improve practice. 
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• DCYF should amend its policy to say that the assigned caseworker will make all efforts to provide 
collateral information as to the purpose and scope of the following types of assessments: 

o Substance use 
o Psychological 
o Mental health 
o Domestic violence 
o Parenting  

• DCYF should require joint supervisory meetings on cases carried simultaneously by more than one 
caseworker. 

• DCYF should consider changing its policy to allow for case-specific direction around health and safety 
visit frequency, health and safety visit timeframes, and whether or not health and safety visits are 
unannounced. The decision making around these health and safety visit factors should take place 
during clinical supervisory meetings between the caseworker and supervisor. 

 

  

 

 




