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suicide and dying by suicide and the immediate need to address this issue. The Committee is 
mindful of the fact that this case included the use of a gun in a suicide attempt by  
and T.C. died by suicide with an unsecured gun in the home. This topic is addressed in the 
recommendation section below. 
 
The Committee also discussed DCYF’s initial contact with T.C.’s oldest sister. The interview 
was thorough and well documented. However, that same level of questioning and detail did not 
continue during other contacts with the parents, T.C.,  sister and the paternal grandmother. 
The Committee also discussed that DCYF historically holds a higher legal intervention 
threshold. The Committee discussed that it is important for DCYF to only become legally 
involved when it is absolutely necessary. However, when a case involves a teenager there may 
be too much emphasis placed on the teen’s ability to protect him or herself. 
 
For purposes of assessing substance use and dependency allegations, the Committee also 
discussed whether there was an over-reliance on urinalyses results. The children made clear 
and consistent statements about their parents’ alcohol abuse. Despite these statements there 
appeared to be an over-reliance on the “negative” urinalyses provided by each parent. In 
addition, the Committee discussed the issue with regard to when the tests were completed, 
versus when they were requested to be completed; and concerns related to how close the 

 were to a finding consistent with dilution findings. The Committee considered 
whether these factors support a finding of possible substance abuse. If so, consideration should 
have been directed towards appropriate next steps, including asking both parents to provide an 
assessment completed by a substance use disorder specialist.  
 
The Committee also discussed the fact that the particular office that handled this case 
consistently struggles with significant staff turnover, from the area administrator down to all staff 
positions. The Committee discussed the need for this particular office to receive stronger 
support and stabilization from DCYF. The Committee was told this office consistently receives 
approximately 20 intakes per CPS worker per month. This number is significantly above the 
identified goal of 8 intakes per month. 
 
To reduce staff turnover the Committee discussed concerns about necessary staff support 
during challenging cases, critical incidents, struggles with completing daily tasks and staff 
feeling unsafe to be vulnerable. The Committee received information about DCYF’s Peer 
Support team. The Committee believes the Peer Support team is not designed to provide the 
type of support necessary to address the trauma and secondary trauma experienced firsthand 
by field offices and all levels of the staff within those offices. The Committee believes there is a 
high likelihood of continued turnover when there is such a significant gap in staff support. The 
Committee believes staff may feel more valued and secure if they are given the opportunity to 
have a support/triage team, as well as mentoring and robust onboarding for new and promoted 
staff. Hopefully, this would lead to stabilization within the workforce. The Committee believes 
that within the field offices, at the supervisor level and above, DCYF lacks consistent 
onboarding and continuing staff support. There was also a discussion about area administrator 
training and supervisor core training. The ongoing mentoring and support for day-to-day tasks 
were identified as an unmet need. 
 
The Committee also talked about the fact that the community surrounding this specific office has 
strong supports from local tribes and other organizations. The discussion included recognition of 
the fact that local tribes have previously offered healing circles. The Committee also 
understands that therapy dogs have been brought into offices and other therapeutic supports 
have been made accessible to staff from within the local community. The Committee discussed 
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it would be helpful to the office if local connections with the various organizations were 
strengthened so that there is support for each other when a crisis (such as the suicide death of 
a child) occurs. 
 

Findings 
The Committee did not reach a full agreement as to whether there was a critical error. However, 
the Committee identified missed opportunities to improve practice areas. 
 
The Committee noted that DCYF did not comply with the DCYF policy regarding domestic 
violence (DV).5  The policy includes a directive to conduct universal DV screening through 
individual and separate interviews with all parents, caregivers, adults and children in the home. 
 
The Committee also talked about whether DCYF missed an opportunity to assess the risk of 
weapons in the home. In particular, firearms. There was a documented gun-related suicide 
attempt by . When conducting their assessments and contact in the home, it would 
have been appropriate for the CPS workers to ask specific questions about firearms, including 
the storage of the weapon and ammunition. 
 
The Committee believes DCYF did not fully assess the allegations during the two younger 
children’s interviews. The interview of the oldest child was thorough, but contact with T.C. and 
the other sister did not include an adequate assessment.  
 

Recommendations 
The Committee recommends DCYF provide to all field staff mandatory suicide awareness 
training. This training should include what questions to ask, provide information on risk factors, 
provide suicide resources within the family’s community including prevention, intervention, 
support and provide instruction about what next steps should be if suicidal ideation or attempts 
are identified. The Committee understands it is difficult to schedule trainings due to the high 
turnover experienced by DCYF. With that in mind, the intent for this recommendation is for an 
approximately 90-minute training for groups no larger than 30 individuals. This training should 
occur within the next 12 months for all current DCYF staff and be required ongoing training for 
all new staff. 

The Committee believes that immediately after the implementation of the training 
recommendation described above, DCYF should add a question to the gathering questions6, 
specifically identifying suicide as a topic. The question should be asked of children 10 years of 
age or older and ask the following: has the child considered and/or attempted suicide, or 
considered and/or attempted to kill himself or herself. If a child answers “Yes”, then there should 
be documented follow-up regarding what next steps the worker took to address the issue. Next 
steps may include, but not be limited to, provide a crisis help number, contact a crisis mental 

                                                           
5 See https://www.dcyf.wa.gov/1100-child-safety/1170-domestic-violence.  
6 Gathering questions are six questions required to be completed by DCYF staff during a CPS assessment or investigation. 
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health professional, discussion of weapons or access to other means related to their suicidal 
ideation or plan and engaging the child’s parent or caregiver. 

The Committee believes DCYF should submit a request to the legislature to fund a critical 
incident protocol. The Committee recognizes the emotional toll that it takes on DCYF staff when 
a critical incident occurs. This is especially the case if the Department does not have a staff 
support protocol. The Committee discussed that a protocol similar to the law enforcement 
protocols would be appropriate. The Committee believes a funded protocol should be created 
that supports a triage response from a group specifically trained to respond. The protocol should 
include directives that relieve the assigned staff from new responsibilities. This triage team 
would provide protected time for the worker and supervisor to address their secondary trauma 
needs. This would not take the place of any Peer Support or other emotional support programs. 

The Committee recommends DCYF work with substance use disorder and mental health 
agencies to co-locate staff within each DCYF office. Ideally, a co-occurring provider could 
provide for both identified areas of need. 




