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To the Residents of Washington State:

I am pleased to submit the combined 2007 and 2008 Annual Report of the Office of the Family and
Children’s Ombudsman (OFCO). As we enter 2009, new leadership is underway within the Department
of Social and Health Services (DSHS). Both Robin Arnold-Williams as Secretary of DSHS, and Cheryl
Stephani, Assistant Secretary, Children’s Administration (CA), recently announced their resignations. We
appreciate their tenure and wish them well.

New leadership provides an opportunity to re-examine the structure of the State’s child welfare agency
and assess whether it is poised to effectively serve and protect our most vulnerable children and families
during these challenging economic times. It becomes more critical than ever to recognize and support
important public-private partnerships that can help advance these goals and bring about durable reform.
OFCO anticipates a very active year of oversight as DSHS absorbs these many changes.

We recognize the Governor’s significant efforts to keep measures in place to prioritize child safety,
including ongoing oversight of the child welfare agency by an independent Ombudsman. This is
particularly commendable in an economic climate requiring difficult decisions about funding priorities.

The 2008 legislative session brought about expanded statutory duties for the Ombudsman, which we have
begun to implement. Newly enacted 2SSB 6206 will result in greater scrutiny of families with a history of
multiple referrals for child abuse or neglect, greater attention to reports made by mandated reporters, and
improved tracking and implementation of recommendations that arise from child fatality reviews. We
highlighted these as shortcomings in eatlier annual reports and thank the Legislature for recognizing the
merits of our recommendations to address these issues. It was no small task for the Legislature to translate
these into new law that will improve outcomes for children.

This report provides an account of OFCO’s activities from September 1, 2006 to August 31, 2008 and our
recommendations for systemic improvements. Based on our investigation of complaints and ongoing
tracking of patterns of problems and systemic shortcomings, we have identified three issues that need
further review and improvement. First, the system needs to better support and maintain placement of
dependent children with relatives. Second, dependent children need timely permanence through child
welfare agency compliance with the timeframes established by the Adoption and Safe Families Act.
Finally, DSHS should re-commit to agency accreditation through the Council on Accreditation.

On behalf of all of us at OFCO, thank you for taking an interest in the work we do and allowing us to
give voice to the concerns of families and children across the State of Washington.

Sincerely,

Mary Meinig
Director Ombudsman
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Mary Meinig, Director of the Office of
Family and Children's Ombudsman
(OFCO), has served as an ombudsman
with the office since it opened in 1997.
Prior to joining OFCO, Ms. Meinig
maintained a successful clinical and
consulting practice specializing in treating
abused and traumatized children and their
families. Her previous experience includes
working in special education, child
protective services and children's
residential treatment settings. Ms. Meinig
is nationally known for her work
developing Family Resolution Therapy, a
protocol for the long-term management
of relationships in abusive families. She is
frequently asked to present her work at
national conferences, and has authored
several professional publications on this
topic. Ms. Meinig is a graduate of Central
Washington University, and received a
Master of Social Work degree from the
University of Washington. She is a
Licensed Independent Clinical Social
Worker and member of the Academy of
Certified Social Workers. Ms. Meinig
serves as the co-chair of the United States
Ombudsman Association, Family and
Children Chapter.

Ombudsman

Colleen Hinton is a social worker with
broad experience working with children
and families. Prior to joining OFCO in
2000, she provided clinical assessments of
children in foster care through the Foster
Care Assessment Program, and provided
training on child maltreatment to
community professionals through
Children’s Response Center (within
Harborview Medical Center. Prior to this
work, Ms. Hinton helped to establish
assessment and treatment services for
abused children at Children’s Advocacy
Center of Manhattan, and worked as a
therapist for the Homebuilders intensive
family preservation program in King
County. She is a graduate of the
University of Natal in South Africa, and
received her MSW from the University of
North Carolina at Chapel Hill. She is a
Licensed Independent Clinical Social
Worker and member of the Academy of
Certified Social Workers.

Ombudsman

Linda Mason Wilgis is a senior attorney
who before joining OFCO in 2004 served
as an Assistant Attorney General for the
State of Washington. From 1991 to 2001,

she gained extensive experience in
dependency and guardianship cases
involving both children and vulnerable
adults. Before joining the Office of the
Attorney General, Ms. Mason Wilgis was
in private practice with a Seattle law firm.
She is a graduate of Skidmore College and
received her law degree from the
University of Virginia. Prior to attending
law school, Ms. Mason Wilgis served
under Senator Henry M. Jackson as a
professional staff member on the U.S.
Senate Committee on Energy and Natural
Resources.

Ombudsman

Steven Wolfson is a social worker with
extensive experience working with
families and youth. Prior to joining
OFCO in 2004, Mr. Wolfson served as a
court appointed Guardian ad Litem,
investigating and making
recommendations to the court regarding
child custody and visitation disputes.
From 1990 to 2000, Mr. Wolfson served
as Clinical Director at Kent Youth and
Family Services. Mr. Wolfson is a
graduate of Clark University in Worcester,
Massachusetts and received his MSW
from the University of Washington. He is
a Licensed Independent Clinical Social
Wortker.

Ombudsman

Colleen Shea-Brown is a licensed attorney
with experience representing parents and
other relatives in dependency and
termination of parental rights proceedings
at Legal Services for New York’s Bronx
office. She received her law degree from
New York University, where she
participated in the school’s Family
Defense Clinic. Ms. Shea-Brown has also
worked extensively with victims of
domestic violence, advocated for
women’s rights in India, and served as a
residential counselor for a women’s
shelter in Washington, D.C. Following
law school, Ms. Shea-Brown served as a
clerk to the Honorable Gabriel W.
Gorenstein in the Southern District of
New York.

Ombudsman

Corey Fitzpatrick Wood is a licensed
attorney with experience representing
parents in dependency proceedings as
well as youth in truancy and at-risk youth
proceedings. She received her law degree
from the University of Washington,
where she participated in the school’s
Children and Youth Advocacy Clinic. Ms.

Wood has worked extensively with at-risk
youth and currently serves as Board
President for Street Youth Legal
Advocates of Washington. Prior to law
school, Ms. Wood worked for OFCO as
an Information and Referral Specialist.

Ombudsman

Megan Palchak first came to OFCO in
2003 as an Information and Referral
Specialist/ Office Administrator. She left
to pursue a Masters degree in Policy
Studies from the University of
Washington, and soon returned as a
Research Analyst to assist with special
projects. After graduate school, Ms.
Palchak spent a year promoting equity in
education as a Communications and
Research Specialist at the Governor’s
Office of the Education Ombudsman, the
first state-level K-12 focused ombudsman
in the nation. Prior to joining OFCO in
2003, Ms. Palchak worked to secure
housing for youth exiting the foster care
system. She also coordinated youth
development programs in a low-income
housing complex, in collaboration with
local families, community professionals,
educators, and youth.

Special Projects/Database
Coordinator

Rachel Pigott holds a Dual Master’s degree
in Social Work and Education from
Boston University. Before joining OFCO
in 2005, she worked to improve school
attendance by working with families
through the Boston Public Schools. She
spent a year in the AmeriCorps program
working to strengthen families and to
connect undergraduate students from
Western Washington University to their
community by coordinating service-
learning projects. She was also a Program
Specialist for the Boston Center for Adult
Education.

Information Specialist/Office
Administrator

Amy Johnson earned a Bachelot’s degree in
Communication and Sociology from
Pacific Lutheran University. Ptior to
joining OFCO she worked as a Ticket
Sales Cootrdinator for the Seattle
Mariners. She also served as a case aide
for DSHS Division of Children and
Family Services in 2004. While attending
PLU she completed an internship with
the Prison Pet Partnership Program
within the Washington Correctional
Center for Women.
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EXECUTIVE SUMMARY

The Office of the Family and Children’s Ombudsman (OFCO) was created by the 1996 Legislature in
response to several high-profile incidents involving the safety of children in state care, including ongoing
abuse at the OK Boys Ranch and the death of three year-old Louria Grace.

ROLE OF THE OMBUDSMAN: NEUTRAL INVESTIGATOR

Since its inception, OFCO has provided families and citizens across the Washington State with an
independent and impartial review of the decisions made by DSHS and other state agencies. The
Ombudsman focuses its resources—8.5 full-time employees and a biennial budget of just over 1.5
million dollars on complaint investigations, complaint intervention and resolution, and system
investigations and improvements. OFCO also provides agency officials and policymakers with valuable
information about complex problems within the child welfare system, and recommends responses in
public reports.

INQUIRIES AND COMPLAINTS RECEIVED

The Ombudsman received more inquiries and complaints regarding DSHS during its 2007 and 2008
reporting years than in any previous year. During the two-year period, the Ombudsman responded to
over 2,000 inquiries and received over 1,200 complaints. Since 2006, the total number of complaints
received has increased by 30%, while complaints presenting emergent issues, including imminent child
safety concerns, have increased by over 40%. The only DSHS Region in which complaints decreased
was Region 4, in 2008. There have been significant increases in complaints from Regions 3 and 5.

Consistent with previous years, the Ombudsman heard most frequently from parents and other family
members. The top two complaint issues citizens brought to the Ombudsman continued to include
family separation and reunification and child safety (alleging that the agency did not respond adequately
to reported maltreatment, or the safety of a child in out-of-home care).

RESPONDING TO COMPLAINTS

The Ombudsman completed 521 complaint investigations in 2007 and 627 in 2008—an all time high.
Notably, the Ombudsman found a higher percentage of agency violations in 2008 than in any previous
year. While the majority of complaints received were investigated on a standard non-emergent basis,
one in five complaints met the Ombudsman’s criteria for an emergent investigation in 2007. In 2008,
the percentage of emergent complaints decreased slightly, comprising 15% of all of completed
investigations.

OMBUDSMAN IN ACTION

Interventions

Since 2000, the total number of Ombudsman interventions has increased. The Ombudsman intervened
in 12% of all complaints in 2007, and 10% in 2008. The Ombudsman intervenes to induce corrective
action, facilitate resolution, assist the DSHS in avoiding errors and conducting better practice, and
prevent future mistakes. Narrative examples of Ombudsman interventions are provided in this report.
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Case Specific Investigations

In March 2006, the Secretary of DSHS requested that the Ombudsman investigate the agency’s practice
regarding a particular case. The investigative results and a summary of the agency’s response are
provided in this report.

In June 2008, the Secretary of DSHS requested that the Ombudsman conduct a review of child welfare
and protection practices and procedures at the Colville Division of Children and Family Services
(DCES). Joel Kretz, State Representative for the 7th legislative district, contacted DSHS with concerns
about agency practice in Colville. This investigation is underway. The results of this investigation will
be issued in a separate repott.

Reviewing Child Fatalities

The Ombudsman receives notice from DSHS on every fatality and critical incident within the State
known to DSHS. The Ombudsman reviewed more than 150 child fatalities and near fatalities during its
2007 and 2008 reporting years combined.! An in-depth Child Fatality Review Report is forthcoming.

Implementing 255B 6206

The Ombudsman began implementing its new statutory duties, established by 2SSB 6206, which became
effective in June 2008. The provisions of 2SSB 6206 expand the Ombudsman’s investigative reporting
duties and reflect previous recommendations OFCO made to the Legislature.

LISTENING TO YOUTH IN GROUP CARE

In the summer of 2007, OFCO visited 22 group homes across the state to speak directly with 120 youth
about their experiences, elicit their ideas about how to improve group care, and explain to them how to
access the Ombudsman as a resource. The summary of this report is incorporated in this report.2

RECOMMENDATIONS TO IMPROVE THE SYSTEM

In this yeat’s report, the Ombudsman has identified three areas of concern that are the subject of
recommendations:

1) Maintaining the Family Connection
Recommendation: Increase Long-Term Placements of Dependent Children with Relatives

2)  Live up to the Promise of Greater Permanence for Children
Recommendation: Comply with Permanency Timeframes in the Adoption and Safe Families

Act (ASFA) of 1997

3)  Improving the Child Welfare System Through Peer Review and Outside Accreditation
Recommendation: Reinstate the COA Accreditation Process and Make Achieving - and
Maintaining - these Standards a Priority.

DSHS RESPONSE TO 2006 RECOMMENDATIONS

Excerpts of DSHS Secretary’s responses to the Ombudsman 2006 Annual Report recommendations are
provided verbatim in this report. Per the Ombudsman’s recommendations, Indian Child Welfare
caseloads are now weighted, and significant efforts have been made to reduce caseloads overall.
However, cross-system protocols to expedite permanency and improve services for children with special

'The Ombudsman records fatalities by calendar year. The data for 2008 is not complete. Moreover, OFCO seeks
to reconcile our figures with that of CA. Consequently, there may be some slight shift in these figures depending
upon continued data received by CA.

2'The full report is available at http://www.governotr.wa.gov/ofco/tepotts.
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needs are not yet complete. Additionally, wait-lists for children’s long-term inpatient programs (CLIP)
have increased.

LEGISLATIVE ACTIVITIES

As part of the Ombudsman’s duty to recommend systemic change, the Ombudsman reviews and
analyzes proposed legislation, and testifies before the Legislature on pending bills. A summary of the
bills the Ombudsman testified on during the 2008 legislative session is provided in this report.

BRAAM UPDATE

In June 2008, Whatcom County Superior Court Judge Charles R. Snyder agreed with plaintiffs that
DSHS had violated the terms of the Settlement Agreement and mandated the submittal of detailed
compliance plans, some of which have since been approved, while others are pending. A detailed
update is provided in this report.
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ROLE OF THE OMBUDSMAN

The Washington State Legislature created the Office of the
Family and Children’s Ombudsman in 1996, in response to
two high profile incidents that illuminated the need for
oversight of the child welfare system: the death of three-
year-old Louria Grace, who was killed by her mother while
under the supervision of the Department of Social and
Health Services (DSHS); and the discovery of years of
youth-on-youth sexual abuse at the DSHS-licensed OK Boys
Ranch. The establishment of the office also coincided with
growing concerns about DSHS’ participation in the
Wenatchee child sexual abuse investigations. In all of these
instances, families and citizens who previously had reported
concerns about DSHS’ conduct lacked an appropriate
agency to turn to for an independent review when DSHS did
not address their concerns.

In creating the Ombudsman, the Legislature sought to
provide families and citizens an avenue through which they
could obtain an independent and impartial review of DSHS
decisions. The Legislature also authorized the Ombudsman
to intervene to induce DSHS to reconsider or change
problematic decisions that have placed a child or family at
risk of harm, and charged the Ombudsman with the mission
of recommending system-wide improvements to the
Legislature and the Governor.

INDEPENDENCE

The Ombudsman’s most important feature is its
independence. The ability of OFCO to review and analyze
complaints free of political bias and influence allows the
office to maintain its reputation for integrity and objectivity.
The Ombudsman is located in Tukwila and although it
comes under the Office of the Governort, it conducts its
operations independently of the Governor’s Office in
Olympia. OFCO is a separate agency from DSHS.

The Ombudsman acts as a neutral investigator of
complaints, rather than as an advocate for citizens who bring
their complaints to our attention, or for the governmental
agencies investigated. This neutrality reinforces the
credibility of the Ombudsman.

The Office of the Family
and Children’s
Ombudsman was
established to investigate
complaints involving children
and families receiving child
protection or child welfare
services, or any child reported
to be at risk of abuse, neglect

or other harm.

The Ombudsman was also
established to monitor the
state’s protection of children’s
safety in state-operated and -
regulated facilities. In
addition, the Legislature
directed the Ombudsman to
recommend system-wide
improvements that benefit
children and families. The
Ombudsman carries out its
duties with independence and

impartiality.

OFCO maintains the confidentiality of citizens who contact the Ombudsman to initiate a complaint
investigation unless such confidentiality is waived by the citizen. This protection makes citizens,
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including professionals within DSHS, more likely to contact OFCO and to speak candidly with the
Ombudsman about their concerns.

AUTHORITY

Under chapter 43.06A RCW, the Legislature enhanced the Ombudsman’s investigative powers by
providing it with broad access to confidential DSHS records and the agency’s computerized case-
management system. It also authorized OFCO to receive confidential information from other agencies
and service providers, including mental health professionals, guardians ad litem, and assistant attorneys
general. The Ombudsman operates under a shield law which allows OFCO to protect the confidentiality
of the Ombudsman’s investigative records and the identities of individuals who contact the office. This
encourages individuals to come forward with information and concerns without fear of possible
retaliation by others.

The Ombudsman publishes its investigative findings and recommendations to improve the child
welfare system in public reports to the Governor and the Legislature. This is an effective tool for
educating legislators and other policy makers about the need to make, change or set aside laws, policies
or agency practices so that children are better protected and cared for within the child welfare system.

The Ombudsman derives influence from its close proximity to the Governor and the Legislature. The
Ombudsman director is appointed by and reports directly to the Governor. The appointment is subject
to confirmation by the Washington State Senate. The Ombudsman director serves a three year term and
continues to serve in this role until a successor is appointed. The Ombudsman’s budget, general
operations, and system improvement recommendations are reviewed by the Legislative Children’s
Oversight Committee.

WORK ACTIVITIES

The Ombudsman performs its statutory duties through its work in four areas.

» Listening to Families and Citizens. Families and citizens who contact the Ombudsman with an
inquiry or complaint often feel that DSHS or another agency is not listening to their concerns. By
listening carefully to families and citizens, the Ombudsman can effectively assess and respond to
individual concerns and also identify recurring problems faced by families and children throughout
the system.

» Responding to Complaints. The Ombudsman impartially investigates and analyzes complaints
against DSHS and other agencies. We spend more time on this activity than any other. Thorough
complaint investigations and analyses enable the Ombudsman to respond effectively when action
must be taken to change an agency’s decision and to accurately identify problematic policy and
practice issues that warrant further examination. They also enable the Ombudsman to support
actions of the agency when it is unfairly criticized for properly carrying out its duties.

» Taking Action on Behalf of Children and Families. The Ombudsman intervenes when
necessary to avert or correct a harmful oversight or mistake by DSHS or another agency. The
Ombudsman’s actions include: prompting the agency to take a “closer look™ at a concern;
facilitating information sharing; mediating professional disagreements; and sharing the
Ombudsman’s investigative findings and analyses with the agency to correct a problematic decision.
Through these actions, the Ombudsman is often successful in resolving legitimate concerns.
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Improving the System. The Ombudsman is responsible for facilitating improvements to the child
protection and child welfare system. The Ombudsman works to identify and investigate system-
wide problems, and it publishes its findings and recommendations in public reports to agency
officials and state policymakers. Through these efforts, the Ombudsman helps to generate better
services for children and families.

The Ombudsman utilizes virtually all of its resources — 8.5 full-time employees (FTEs) and a biennial
budget of approximately 1.5 million dollars — to perform these activities”. The Ombudsman’s work
activities are described in more detail in the sections that follow.

“In the FY 2007-2009 biennium the Legislature appropriated resources necessary to fulfill OFCO’s additional
duties under newly enacted 2SSB 6206, concerning DSHS reviews and reports on child abuse, neglect, and near
fatalities. This appropriation increased OFCO’s biennial budget to approximately $1.5 million, and added two full-
time employees.
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INQUIRY AND COMPLAINT PROFILES

Total Contacts 1363
—

Complaints
—

Inquiries
—

The Ombudsman listens to families and citizens who contact the office
with questions or concerns about services provided through the child
protection and child welfare system. By listening carefully, the
Ombudsman is able to respond effectively to their inquiries and
complaints.

This section describes contacts made by families and citizens during the
Ombudsman’s 2007 and 2008 reporting years.> Data from previous years
are included for comparison.

CONTACTS

Families and citizens contacted the Ombudsman 1702 times in 2007 and
1748 times in 2008. These contacts were inquiries made by people
seeking information and assistance. Approximately one third of these
contacts were formal complaints seeking an Ombudsman investigation.

Contacts to the Ombudsman
September 1 to August 31

1513

1702

1748

2005 2006 2007 2008

3 'The Ombudsman’s annual reporting period is September 1 to August 31.
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Contacts. When families
and citizens contact the
Ombudsman, the contact is
documented as either an
inquiry or complaint.

Inquiries. Persons call or
write to the Ombudsman
wanting basic information
on how the office can help
them with a concern, or
they have questions about
the child protection or
child welfare system. The
Ombudsman responds
directly to these inquiries,
some of which require
additional research. The
office refers other
questions to the
appropriate agency.

Complaints. Persons file a
complaint with the
Ombudsman when they
have a specific complaint
against the Department of
Social and Health Services
(DSHS) or other agency
that they want the office to
investigate. The
Ombudsman reviews every
complaint that is within its
jurisdiction.

Office of the Family and Children’s Ombudsman 2007 and 2008 Annual Report




COMPLAINTS RECEIVED

A complaint to the Ombudsman must involve an act or omission by the Department of Social and Health
Services (DSHS) or another state agency that affects:

® A child at risk of abuse, neglect or other harm by a parent or caretaker.

® A child or parent who has been the subject of a report of child abuse or neglect, or parental
incapacity.

Total complaints to the Ombudsman have increased by nearly 30% since 2006. The Ombudsman
received 615 complaints in 2007, an increase of 20% over 2006. In 2008, complaints increased 7% over 2007.
The graphs below describe the increase in total and emergent complaints since 2001. Emergent complaints
have increased over 40% since 2006.

Total Complaints Received
September 1to August 31

2001 2002 2003 2004 2005 2006 2007 2008

Emergent Complaints Received
September 1 to August 31

2001 2002 2003 2004 2005 2006 2007 2008
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DSHS REGIONS AND DIVISIONS IDENTIFIED IN COMPLAINTS

The Department of Social and Health Services’ (DSHS) Children’s Administration (CA) is the state’s largest
provider of child protection and child welfare services. It is therefore not surprising that the Children’s
Administration was the subject of 94% of complaints in 2007 and 96% of complaints in 2008 to the
Ombudsman.#

Of the complaints against the Children’s Administration, 97% were directed at the Division of Children and
Family Services (DCFES), which includes Child Protective Services, Child Welfare and Adoption Services, and
Family Reconciliation Services. A small percentage (3%) involved the Division of Licensed Resources (DLR),
which licenses and investigates alleged child maltreatment in foster homes, group homes, and other
residential facilities for children.

During the 2007 reporting year, complaints increased from all 6 regions. In 2008, all regions except for
Region 4 had an increase in complaints received, with the most significant increases coming from Regions 3
and 5.

Complaints about the Children’s Administration by DSHS Region

116, 19%
06, 18%

Region 1

A0
O<Z, o

63, 10%
O,

9%
49, 10%
25, 10%

Region 2

141, 22%
Region 3 . A
90, 21% o 2008
105, 17%
’ m 2007
Region 4 3/34, 23%
99539, et m 2006
97, 15% m 2005
Region 5 W73, 157
68, 16%

100, 16%
93, 16%
83, 17%

, 16%

Region 6

Central Intake/CA
Headquarters

Number and Percentage of Complaints

#'The remaining complaints were directed against other DSHS divisions (such as Developmental Disabilities and Mental
Health), Washington Courts, local CASA/GAL programs, DSHS contract providers, and tribal welfare setvices.
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Complaints by DSHS Region and Office

Regional Offices:
Region 1 — Spokane
Region 2 — Yakima
Region 3 — Everett
Region 4 — Seattle
Region 5 — Tacoma
Region 6 — Vancouver

2007 2008

DCFS DLR | DCFS DLR
Region 1 Totals 105 1 115 1
Spokane 61 1 54 1
Colville 15 23
Moses Lake 10 20
Wenatchee 4 8
Colfax 3 4
Newport 4 3
Omak 6 1
Republic 1 1
Clarkston 1 1
Region 2 49 4 62 1
Totals
Yakima 14 3 20 1
Richland/Tri- 16 16
Cities
Walla Walla 8 16
Toppenish 3 1 7
Ellensburg 5 3
Sunnyside 1 0
White Salmon 1 0
Goldendale 1 0
Region 3 112 3 137 4
Totals
Everett 29 2 39 3
Bellingham 13 31
Alderwood / 16 1 20
Lynnwood
Atrlington/ 23 16 1
Smokey Point
Mount Vernon 12 15
Monroe / Sky 10 9
Valley
Oak Harbor 9 7
Friday Harbor 0 0
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2007 2008

DCFS DLR DCFS DLR
Region 4 Totals 123 1 98 7
King South/ Kent 37 10 25 2
Mattin Luther King 20 18
Office
King West 26 1 17 1
King East/ Bellevue 19 16
Office of Indian Child 13 14
Welfare
Seattle Centralized 5 3
Services
White Center 3
Seattle Central 3 2 4
Region 5 Totals 71 2 93 4
Tacoma 57 2 71 3
Bremerton/Kitsap 14 22 1
Region 6 Totals 90 3 96 4
Vancouver 25 1 33 4
Aberdeen 18 16
Port Angeles 10 9
Centralia 14 7
Tumwater 9 7
Kelso 4 7
Shelton 6 6
Stevenson 2 3
Lacey/Olympia 2 2 3
South Bend 3
Long Beach 1
Port Townsend 1
Forks 0
Statewide 7 0 8 0
Children’s 2 6
Administration
Headquarters
Central Intake 5 2
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Regional Complaint Trends, 1999-2008

Region 1- Complaints Received Region 4 - Complaints Received

Region 2- Complaints Received Region 5 - Complaints Received

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

Region 3 - Complaints Received Region 6 - Complaints Received

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008
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COMPLAINT PROFILES
Relationship of Persons Who Complained

As in previous years, parents, grandparents and other relatives of the child whose family is involved with
DSHS filed the majority of the complaints to the Ombudsman. We continue to have very few children
contacting the Ombudsman directly on their own behalf. Our outreach to adolescents as part of our 2007
survey of youth in group care (see page 35) resulted in a spike of complaints received from youth. We believe
that the newly-developed pamphlet on the rights of youth in foster care (developed and distributed by The
Mockingbird Society), which contains contact information for the Ombudsman, will greatly assist in our
efforts to increase awareness of OFCO’s existence and purpose among youth in out-of-home care, and we
aim to broaden our outreach to youth by continuing to visit youth in group care at regular intervals in the
future.

Parent ] 45%
B 142%
]31%
Relative To7be0
B 132%

Foster parent 2008
W 2007
Child E 2006
! W 2005

Community professional

Other

Race/Ethnicity of Persons Who Complained

OFCO’s complaint form has an optional question asking complainants to identify their race or ethnicity, for
the purposes of tracking whether the office is adequately serving and representing all Washington citizens.
We include this data here to show which sectors of the community we are reaching and where we need to
improve our outreach.

OFCO OFCO OFCO

Race/Ethnicity 2006+ 2007+ 2008* WA State Census**
Caucasian 80.6% 80.2% 80.1% 85.0%
African American 8.6% 11.5% 9.7% 3.5%
American Indian/Alaska Native 9.0% 8.5% 6.7% 1.7%
Hispanic 3.9% 2.8% 5.0% 8.8%
Asian/Pacific Islander 1.4% 0.8% 1.8% 6.4%

Other 1'80/0 0.50/0 1.50/0 _
Multi-Racial 3.7% 4.4% 5.5% 3.0%
Declined to Answer 2.3% 2.9% 5.6% --

*Annual totals equal over 100% because the OFCO complaint form allows complaint forms to select more than one race/ethnicity.
**Source: US Census 2006 estimates (http://quickfacts.census.gov/qfd/states/53000.html)
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As the table above shows, African Americans and American Indians are overrepresented in complaints made
to OFCO as compared with their representation in state population data, while Hispanic and Asian
populations are underrepresented. OFCO may need to strengthen outreach efforts to Hispanic and Asian
groups. However, when race/ethnicity data of children who were identified in complaints is compared with
the population of children served by the Children’s Administration, complaints to OFCO appear to evenly
reflect the population of children in the child welfare system (see page 14).

How they Heard about the Ombudsman

The majority of individuals filing complaints with the Ombudsman indicated that they were referred to the
office by someone else. Many individuals reported that they were referred by a community
professional/service provider (e.g., teacher, counselor, child care provider, doctor, private agency social
worker, mental health professional, attorney, CASA/GAL, legislator’s office) or DSHS worker. A growing
number of individuals were referred by a friend or family member. Other individuals had previous contact
with the Ombudsman or stated they found the office via the Ombudsman web site or telephone
directory. The remaining complainants did not specify how they heard about the Ombudsman.

Community S 9§%
professional 34%3 °
18%
DSHS employee p) J:/°
8/ 28%
Internet/phone ] ‘r%o @ 2008
directory 14% 18% W 2007
2 17% B@2006
Family or friend gofg H 2005
7%
Previous contact 6% 12%
with Ombudsman 4% °
9%
9%
Not specified ! %é%o
8%
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Age of Children Identified in Complaints

As in previous years, most of the children identified in complaints to the Ombudsman were age seven or younger.
Older adolescents continue to be identified in much smaller numbers.>

351, 36%
294, 31%
0-3 years . a6
229, 30%
243, 25%
237, 25%
47 years 205, 27%
204, 26%
@ 2008
165, 17%
8-11 years 180, 19% m 2007
y 132, 17% 02006
163, 21%
m 2005
147, 15%
173, 18%
12-15 years 103, 14%
130, 17%
76, 7%
0,
16-17 years 66, 7%

44, 6%
45, 6%

Number and Percentage of Children

Race/Ethnicity of Children Identified in Complaints

Because children may identify with more than one race, it is difficult to accurately measure whether
complaints to OFCO represent children of various races proportionate to the state population and the total
number of children in placement (as indicated in the table below). However, it does appear that Caucasian
and African American children are overrepresented in complaints to the Ombudsman, while all other groups
are fairly evenly represented. When these figures are compared with the state child population, however,
both children in placement and children who are the subject of complaints to the Ombudsman are greatly
overrepresented in the African American and American Indian population groups.

OFCO OFCO OFCO Children’s

Race/Ethnicity 2006* 2007* 2008* Administration**
Caucasian 78.9% 76.8% 80.8% 60.6%
African American 14.7% 20.0% 17.2% 10.1%
American Indian/Alaska Native 11.4% 11.1% 11.3% 12.2%
Hispanic 11.7% 8.7% 12.5% 14.4%
Asian/Pacific Islander 2.2% 1.4% 3.5% 1.5%

Other 1.7% 1.6% 2.7% 3.5%
Multi-Racial 9.3% 11.4% 15.5% 10.7%
Declined to Answer - 0.5% 0.1% 1.6%

*Data adds up to over 100% because people may self-report more than one race
**Source: Children’s Administration Performance Report 2007 (http://www1.dshs.wa.gov/pdf/ca/07Report2Intro.pdf)

5 Some children were counted more than once because they were identified in more than one complaint.
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FREQUENTLY IDENTIFIED COMPLAINT ISSUES®”

Child Safety

Failure to protect children from parental abuse or neglect
Physical abuse
Sexual abuse
Emotional abuse
Neglect/lack of supetvision
Other
Developmentally disabled child in need of protection
Children with no parent willing/capable of providing care
Failure to address safety concerns involving child in foster care or other
substitute care
Failure to address safety concerns involving child being returned to parental care

Dependent Child Health, Well-being & Permanency

Inappropriate change of child’s placement, inadequate transition to new
placement

Failure to provide child with medical, mental health, educational or other services,
or inadequate service plan

Inappropriate permanency plan or unreasonable delay in achieving permanency
Failure to provide appropriate adoption support services / othet adoption issues
Inapproptiate placement / inadequate setvices to children in institutions and
facilities

Family Separation and Reunification

Unnecessary removal of child from parental care

Unnecessary removal of child from relative placement

Failure to place child with relative (including siblings)

Other inappropriate placement of child

Failure to provide appropriate contact between child and family

Failure to reunite family

Inappropriate termination of parental rights

Concerns regarding voluntary placement and/or service agreements for non-
dependent children

Other family separation concerns

Complaints about Child Protective Services

Inadequate CPS investigation

Failure to screen in CPS referral

Delay in completing CPS investigation

Failure to notify subject of CPS investigation of CPS findings
Heavy-handedness by CPS worker/unreasonable demands on family

NUMBER OF COMPLAINTS

2006 2007
188 211
108 122
33 37
25 22
9 8
35 50
6 5

4 2
14 18
54 58
8 1
113 134
33 43
34 43
29 33
14 7
3 8
236 224
54 40
25 9
43 54
19 19
33 41
46 51
8 6

3 2

5 2
7 13
- 0

- 1
- 0
- 2
- 10

2008

250

138
48
24
13
53

0
2
17
76

17
165
45
52

47
14

309

19

W W L W

¢ Note that many complaints identified more than one issue.
7 Data not reported in 2006.
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Other Common Complaint Issues 80 76 100

Foster parent retaliation 1 5 6
Other foster care licensing / foster parent issues 10 16 15
Relative caregiver issues - 1 4
Breach of confidentiality by agency 7 3 7
Unprofessional conduct, harassment, retaliation or discrimination by agency staff
Children’s legal issues 10 15 9
Violation of parent’s rights/failure to provide parent with services 4 9 4
Communication failures 35 22 39
13 5 16

The above table shows the number of times various issues within these categories were identified in
complaints. As in previous years, the safety of children living at home or in substitute care
(raised in 461 complaints over the two year reporting period, 2007-08), as well as issues involving the
separation and reunification of families (533 complaints), were by far the most frequently
identified issues in complaints to the Ombudsman. Both child safety and family separation issues
increased by about one-third from 2006 to 2008. Concerns about the agency’s failure to protect
children from physical and emotional abuse and safety of children in ont-of-home care increased significantly since
2006. However, the highest increase in safety-related complaints was seen in safety concerns
involving children being returned home, slightly more than doubling since 2006.

Family separation and reunification issues likewise saw some dramatic increases. Complaints
regarding the agency’s failure to reunify a family increased by 87% since 2006. Concerns about
children not being placed with a relative or sibling have increased by 58% since 2006. Issues

involving services to parents and parents’ rights decreased by half in 2007 but went back up to
20006 levels in 2008.

Also as in previous years, the welfare and permanency of dependent children remained our third-
highest category of complaints (299 over the two-year period). These issues increased even more sharply
(by 46% since 2006) than child safety and family separation issues. Issues involving inappropriate
permanency plans or delays in permanency saw the sharpest increase in this category (by 62%
since 20006).

Who Complains About What?
Over the years there have been consistent themes in complaints made by particular types of
complainants. These are the top complaint issues by complainant type, from 2005-2008:

¢ Parents typically raised concerns about family separation and reunification.

® Relatives raised concerns about both family separation and reunification and child safety.

¢ Community professionals reported concerns about both child safety and the health and
well-being of dependent children.

® Foster parents typically reported concerns about dependent children’s health and well-
being.

® The few children who have contacted OFCO over the years have reported concerns about
their own well-being or safety.
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RESPONDING TO COMPLAINTS

The Ombudsman investigates every complaint received.®
Through impartial investigation and analysis, the Ombudsman
determines an appropriate response. In cases where the
Ombudsman finds that the agency has propetly carried out its
duties, no further action is taken. In cases in which an adverse
finding is made, the Ombudsman may work to change a
decision or course of action by the Department of Social and
Health Services (DSHS) or another state agency.

ANALYZING COMPLAINTS

The objective of a complaint investigation is to determine
whether DSHS or another agency has violated law, policy or
procedure, or unreasonably exercised its authority. The
Ombudsman then assesses whether the agency should be
induced to change its decision or course of action.

After initial investigation, the lead Ombudsman presents a
report for review by the team, or a senior Ombudsman. Staff
may pose questions, test assumptions, identify information
gaps, identify problematic policy or practice issues, raise
additional issues for investigation or analysis, or offer an
alternative analysis by playing “devil’s advocate”. The
investigation continues until it can be determined whether the
allegations in the complaint meet one or more of the criteria for
intervention by the Ombudsman (see sidebar). If these criteria
are not met, no further action is taken and the complainant is
notified by telephone or in writing. If the criteria are met, the
Ombudsman decides what action to take to address the
concerns raised by the specific complaint or any additional
concerns uncovered during the course of the investigation. The
complainant is informed of the progress and final resolution of
the investigation.

Criteria for Analysis

The Ombudsman acts as an impartial
fact finder and not as an adpocate, so
the investigation focuses on
determining whether the issues
raised in the complaint meet the

following objective criteria:

® The alleged agency action (or
inaction) is within the
Ombudsman’s jurisdiction.

® The action did occur.

® The action violated law,
policy or procedure, or was
clearly inappropriate or
unreasonable under the

circumstances.

® The action was harmful to a
child’s safety, health, well-
being, or right to a
permanent family; or
harmful to appropriate
family
preservation/reunification or

family contact.

8 The Ombudsman may also initiate an investigation without a complaint. During the 2007-08 reporting period, OFCO
initiated 17 investigations and monitored the cases of three families as a result of information obtained by means other
than a formal complaint, for example, by way of news reports. Three of these investigations/case monitors were closed
without Ombudsman intervention after the concerns were resolved, and are not included in the data in this section.

One investigation was closed after the Ombudsman intervened to resolve the concerns. Thirteen of the OFCO-initiated

investigations remained open at the end of the reporting period.
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INVESTIGATION OUTCOMES

Completed Investigations

The Ombudsman completed 521 complaint investigations in 20072, representing a 9% inctrease over the
previous year; in 2008, investigations increased another 20%, to reach an all-time high of 627. This
increase is attributable to the sharp increase in the number of complaints received by OFCO over this petiod,
as well as OFCO’s increased productivity resulting from the addition of staff (three FTEs over the two-year
period) to meet both the demand for our services as well as to carry out new responsibilities assigned by the
legislature. As in previous years, the majority of these investigations were standard non-emergent
investigations (80% in 2007, and 85% in 2008). In 2007, one out of every five investigations met the
Ombudsman’s criteria for initiating an emergent investigation, i.e. when the allegations in the complaint
involve either a child’s immediate safety or an urgent situation where timely intervention by the Ombudsman
could significantly ease a child or family’s distress. In 2008, emergent investigations decreased to slightly less
than one out of five.

Type of Investigations Completed
September 1 to August 31

627 ‘Total Investigations

<

521
106, 20%

477

Emergent Investigations
Pl

<

Standard Investigations

o
<

2006 2007 2008

2 Of the 2007 complaints, 83% were investigations of complaints received during that reporting year, while 17% were of
complaints received in a previous year. At the end of 2007, 25% of complaint investigations remained open. For the
purposes of this section, investigations of complaints raising identical issues involving the same child/family are counted
only once. The actual number of complaints closed in 2007, including these identical complaints from more than one
complainant, was 556; for 2008, it was 681.

Page | 18 Office of the Family and Children’s Ombudsman 2007 and 2008 Annual Report



Ombudsman’s Findings

As shown in the graph below, the majority of complaint investigations resulted in no adverse findings (452,
or 87% in 2007, and 496, or 79% in 2008). However, the number of adverse findings decreased slightly from
2006 (15% of complaints) to 2007 (13%), but increased significantly in 2008, to 21% of complaints. This was
partly due to OFCO’s improved data capturing resulting in more accurate reflection of agency violations of
policy and poor practice; other reasons for the increase in the number of adverse findings as well as the
number of interventions by the Ombudsman are discussed in the next section of this chapter (see
“Investigation Results, page [currently 7].

Approximately one in eight investigations (13%) resulted in an adverse finding in 2007; this number
went up to about one in five (21%) in 2008. It should be noted that a finding by the Ombudsman may or
may not be related to the complaint issue/s raised by the complainant, but rather to other violations or
unreasonable actions found by the Ombudsman in the course of investigating the complainant’s concerns.
The number of adverse findings was also significantly higher in emergent complaints than in standard
complaints.

Adverse findings fell into three broad categories:
® the agency violated a law, policy or procedure;
® the agency’s action or inaction was clearly unreasonable under the circumstances;
® 1o violation or cleatly unreasonable action was found, but harm to the child or family had occurred
as a result of poor practice on the part of the agency.

The Ombudsman intervened in some way to resolve the situation in 54% (37) of the 69 complaints with
findings in 2007, and in just over one-third (45) of 131 in 2008. In the remaining complaints, the action had
cither already occurred or did not require or allow for intervention for other reasons.

Percentage of Investigations with Adverse Findings
21%
Total Investigations 13%
15%
39% 02008 (n=627)
Emergent 259 2007 (n=521
Investigation ° = (n=521)
@ 2006 (n=477)
18%
Star?dar.d 10%
Investigation

The following table shows the various categories of issues in which findings were made. Some complaints
had several findings related to different issues that were either raised by the complainant or discovered by the
Ombudsman in the course of investigating the complaint.
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FINDINGS BY ISSUE Number of Findings

Issue 2007 2008
Child Safety 29 68
Failure by CWS to ensure/monitor dependent child’s safety (examples: failure to

conduct Health & Safety visits; inadequate monitoring of supervised parent-child visits;

failure to report child injuries to CPS) 11 28
Failure by CPS to ensure/monitor non-dependent child’s safety 5 16
Inadequate CPS investigation/case management 4 11
Failure to screen in CPS referral for investigation/other screening errors 5 8
Inappropriate CPS finding -- 3
Failure by DLR to ensure safety of foster home/facility 4 2
Family Separation and Reunification 3 20
Failure to/delay in placing child with relative - 9
Failure to provide appropriate contact between parent and child 4
Delay in reunification 1 3
Failure to provide visits with siblings - 2
Failure to provide contact with other relative - 2
Dependent Child Permanency 10 19
Delay in permanency 9 15
Inadequate permanency planning 1 3
Inadequate preparation of youth aging out of foster care - 1
Parents’ Rights 6 18
Failures of notification, public disclosure, or breach of confidentiality 4 8
Delay in completing CPS investigation 1 6
Failure to provide services to parent - 2
Other violations of parent’s rights 1 2
Foster parent/foster care issues 5 16
Poor communication by agency, unreasonable treatment -- 7
Violation of foster parent rights 2
Overly lengthy DLR/CPS investigation, inappropriate findings 1 2
Failure to provide foster parent with support services - 2
Retaliation by agency - 2
Unreasonable licensing delays/other licensing errors 1 1
Dependent Child Health and Well-being 16 13
Failure to provide adequate medical care 4 5
Failure to provide appropriate services to meet special needs 1 3
Placement issues (unnecessary moves, delays in placement, lack of availability,

inappropriate placement type) 7

Failure to meet basic physical needs 1 1
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Unreasonable delay in providing Children’s Long-Term In-Patient treatment (CLIP) 3 1

Legal Issues 6 3
Lack of attorney or guardian ad litem for dependent child 2

Violations of Indian Child Welfare Act 4 1
Poor casework practice resulting in harm to child or family 11 10
Other poor practice 6

Communication failures 4 1
Unprofessional conduct by agency staff 1 -
Relative caregiver issues -- 4
Poor communication, poor treatment, lack of support - 4
Adoptive parent/adopted children’s issues 4 2
Inadequate services for adopted children with special needs 3 2
Inadequate pre-adoption services 1 -
Other findings 1 --
Failure to conduct child death review 1 --
TOTAL # OF FINDINGS® 91 171
Total # of Complaints with one or more finding 69 131

Of note in the above table is that the number of adverse findings made by the Ombudsman increased
significantly (sometimes more than doubled) in almost every category from 2007 to 2008. Findings related to
child safety under CWS or CPS supervision, increased sharply, as did the agency’s failure to place or delay in
placing a child with a relative, and delays in achieving permanency for dependent children. Violations of
parents’ rights tripled, as did foster parent issues; and in 2008, OFCO paid close attention to documenting
relative care issues as a distinct category. A cautionary note regarding the above data is that OFCO gathered
data regarding adverse findings more meticulously in these last two years, and we only have two years of
comparison data showing findings in this kind of detail. The large swings in some of the numbers from one
year to the next may even out once several years of data have been reported.

 Note that several complaints raised more than one issue and resulted in more than one finding.
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Investigation Results

Total Investigation Results

Ombudsman
Intervention

Resolved without

Intervention
W 2008 (n=627)
No Basis for o @ 2007 (n=521)
| . 63%
ntervention 68% B 2006 (n=477)

Outside Jurisdiction

Other

Definitions of Investigation Results:
Ombudsman Intervention: The Ombudsman substantiated the complaint issue and intervened to
correct a violation of law or policy or to achieve a positive outcome for a child or family.

Resolved without Intervention: The complaint issue may or may not have been substantiated,
but the complaint issue was resolved, sometimes with substantial assistance from the Ombudsman.

No Basis for Intervention: The complaint issue was unsubstantiated, and the Ombudsman took
no further action.

Outside Jurisdiction: The complaint was found to involve agencies or actions that were outside
of OFCO’s jurisdiction.

Other: The complaint was withdrawn, became moot, or further investigation or action by the
Ombudsman was unfeasible for other reasons.

In 2007, complaint investigations requiring direct intervention by the Ombudsman doubled, jumping
from 6% to 12% of all investigations. In 2008, interventions decreased slightly to 10%, which still represents

a significant increase over the 2006 rate of intervention. This sharp increase in interventions is attributable to
several factors:

®  Administrative changes in the way OFCO gathers complaint data has greatly improved our ability to
capture a more accurate reflection of the Ombudsman’s efforts to resolve substantiated complaints;

Page | 22 Office of the Family and Children’s Ombudsman 2007 and 2008 Annual Report



® Institutional experience garnered by OFCO over its 11 years of operation has taught us to quickly
recognize the types of situations in which the Ombudsman can best utilize its unique role to prompt
Children’s Administration in achieving positive outcomes for families and children, resulting in more
decisive and timely interventions; and

¢ Correspondingly, we have observed that our outreach and educational efforts as well as the
reputation OFCO has gained over the years as an entity that can negotiate the child welfare system to
achieve more positive outcomes, has resulted in greater awareness within the child welfare
community as well as the general public regarding this unique resource and the types of problems it
can effectively resolve. We speculate that OFCO has been able to effectively intervene on behalf of
many more families and children each year, in part due to our stakeholders becoming more astute
and timely in bringing complaints to our attention.

The vast majority of complaints requiring intervention by the Ombudsman resulted in the complaint
issue being resolved (83%).1° In the remaining 17% of complaints in which the Ombudsman intervened,
the agency did not change its position and the issue became moot or remained unresolved.

For example, the former foster parent of a dependent youth with severe behavior
problems contacted the Ombudsman with concerns about DCFES placing the youth in a
group care facility close to the foster home. The youth had repeatedly broken into the
foster parent’s home since being moved, and the foster parent was concerned that she
would be forced to defend herself, with potentially tragic results. The Ombudsman
contacted the CA Regional Administrator (RA) regarding these safety concerns. Regional
management explained that the agency recognized the risk, but its efforts to find another
suitable placement for this youth had been unsuccessful. The RA agreed to staff the case
with CA Headquarters. Ultimately, Headquarters agreed that DCES had done all that it
could at that point. A couple of months later, DCFS was able to move the youth to
another group home that was further away from the foster home.

In 2007-08 an average of 16% of investigations were resolved without intervention. Resolution of the
complaint sometimes occurred as a result of the Ombudsman’s assistance, for example by ensuring that
critical information was obtained and considered by the agency, or by facilitating timely communication
among the people involved in order to resolve the problem.

In one example, the Ombudsman found that CWS failed to notify the CASA and
other parties of a scheduled CPT meeting in which important decisions were being
made regarding the child’s placement. The Ombudsman requested that the CPT be
reconvened to include these parties, but the agency was unsuccessful. OFCO
monitored the situation for several months as the case moved forward to ensure this
did not recur. The CASA and other parties were notified in advance of subsequent
decision making meetings.

Since 2006, just under two-thirds of complaint investigations were closed after the Ombudsman
either found no basis for the complaint, or found no unauthorized or unreasonable actions by the
agency warranting intervention. In some of these cases, the Ombudsman may have made an adverse finding
regarding a violation of law or policy or an unreasonable action that was not raised by the complainant but
that was discovered by the Ombudsman in the course of investigating the complaint. However, the adverse
finding did not require further action or could not be remedied.

10 See the following chapter, Ombudsman in Action, for examples of interventions.
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For example, the Ombudsman found that CWS failed to place a two-year-old dependent
child with relatives. In discussing this with the agency, CWS admitted that policy and
procedures were not followed in this case, partly due to the caseworker’s high caseload,
and that the relatives were not fairly considered in a timely manner as a result. Meanwhile,
enough time had passed that the child had developed a strong attachment to the foster
parents, who wished to adopt him, and the court ordered the agency to pursue a plan of
adoption by the foster parents. The Area Administrator reported that staffing changes
were being made to ameliorate heavy caseloads.

Emergent vs. Standard Complaint Investigations

Investigation results differ quite significantly in complaints that are investigated on an emergent basis
compared to our standard investigation process. The following charts depict the various outcomes for these
categories of complaints. The largest increase in interventions was seen in emergent complaints (a 9%
increase over two years). Correspondingly, in the last three years, complaints that were not substantiated and
did not require Ombudsman action decreased steadily (68%, 63%, and 62% from 2006 to 2008; see “Total
Investigations™ table).

Emergent Investigation Results

Ombudsman
Intervention

Resolved without
Intervention

W 2008 (n=96)
@ 2007 (n=1086)
B 2006 (n=71)

No Basis for

Intervention g

59%

Other

Standard Investigation Results

Ombudsman
Intervention

Resolved without
Intervention

W 2008 (n=531)

No Basis for
m 2007 (n=415)

Intervention

B 2006 (n=406)

Outside Jurisdiction

Other
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OMBUDSMAN IN ACTION

INTERVENTIONS

The Ombudsman takes action when the findings of a complaint
investigation indicate that action is necessary to avert or correct a
harmful oversight or avoidable mistake by the Department of Social
and Health Services (DSHS) or another agency.

After investigating the complaint, if the Ombudsman concludes that
the agency’s actions are either outside of the agency’s authority or
clearly unreasonable under the circumstances, and the action could
cause foreseeable harm to a child or parent, the Ombudsman
intervenes to persuade the agency to correct the problem. The
Ombudsman shares the investigation findings and analysis of the
problem with supervisors or higher-level agency officials to induce
corrective action. In cases in which an agency error is brought to the
Ombudsman’s attention after-the-fact, and cotrective action is no
longer possible, the Ombudsman brings it to the attention of high-
level agency officials, so they can take steps to prevent such incidents
from recurring in the future.

Frequently, a concern is resolved before corrective action is necessary.
In these cases, the Ombudsman actively facilitates resolution by
ensuring that critical information is obtained and considered by the
agency, and by facilitating communication among the people involved.
In some cases, the Ombudsman finds that the agency’s actions are not
in clear violation of law or policy, but rather, represent poor practice.
In these cases, if the complaint involves a current action, the
Ombudsman intervenes where possible to assure better practice.
When it involves a past action, the Ombudsman documents the issue
and brings it to the attention of agency officials.

A parent complains to
OFCO that the agency is
failing to reunify the family,
without justification. The
Ombudsman investigates
and finds no basis for this
complaint, but finds that
there are safety concerns in
the home of the relative
where the child has been
placed, which the agency is
not appropriately addressing.
The Ombudsman makes a
finding regarding the
agency’s failure to address
the safety issues, and
intervenes to ensure the

child’s safety.

As indicated in the previous section, the Ombudsman’s investigation resulted in an adverse finding in 13%
of complaints in 2007, and 21% of complaints in 2008. As previously noted, sometimes the finding is
unrelated to the issue raised by the complainant but was discovered by the Ombudsman in the process of

investigating the issues that were raised. For example:

This section of our report contains examples of situations in which the Ombudsman made an adverse finding

and took action to address the problem.
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Inducing Corrective Action

Excamples

Investigative Finding Ombudsman Action lOutcome

CPS failed to notify a parent of the findings of a CPS investigation
into allegations of sexual abuse of a child. The investigation had been
completed six weeks prior, and the agency had the parent’s correct
address. OFCO found this to be cleatly unreasonable given the
serious nature of the allegations and the potentially harmful impact of
the finding on the parent.

The Ombudsman
requested that the parent
be notified of the finding
immediately.

The agency wrote a
findings letter to the
parent which was

delivered 3 days later.

CPS failed to screen in a referral alleging abuse of a 16-year-old non-
dependent youth by a sibling. The referral was not screened in for
investigation as the information reported did not contain specifics
about the alleged abuse. However, there was a clear allegation of
abuse, and the named subject of the allegations had been charged with
sexual molestation of other children in the past. The family history
also indicated that the parents had been unsupportive of the youth’s
disclosure of abuse.

The Ombudsman
requested that the
screening decision be

reviewed by the CPS intake

supervisor. The screening
decision was upheld by the
supervisor. The
Ombudsman requested
further review by the Area
Administrator, who also
upheld the decision.

The Ombudsman took
the matter up to the
Office of Risk
Management at CA
Headquarters. Based on
their review of the
referral and the family’s
CPS history, CA HQ
directed that the
screening decision be
changed. The report of
abuse was investigated
and the family received
assistance with needed
services.

CWS failed to address the need for the appointment of a guardian ad
litem in the dependency matter of three siblings, ages 5, 1, and five
months respectively. The prior GAL had retired, and a new one had
not yet been appointed. Meanwhile, court hearings were being
delayed in this complex case, and the children’s best interests were not
being represented in the legal process. Given that this was a highly
contested case, and the case had just been transferred to a new DCFS
worker unfamiliar with the case history, OFCO found the gap in
representation of the children’s best interests to be clearly
unreasonable.

The Ombudsman
contacted the guardian ad
litem program in that
county to request that a
new GAL be assigned as
soon as possible.

A guardian ad litem
was appointed by the
judge two days later.

CWS delayed permanency with regard to a 3-year-old dependent child
who had been in out-of-home care for nearly two years. The parent
had not been in compliance with court-ordered services for some
time, despite reasonable efforts by the agency, and CWS had not set a
trial date for termination of parental rights. The child was in a safe,
stable foster home that wanted to adopt the child if she became legally
free. Service providers were reporting that the child was exhibiting
increased anxiety during visits with the parent. The Ombudsman
found that the termination process had been delayed by CWS’s failure
to provide discovery to the AAG and defense counsel in a timely
mannet.
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The Ombudsman
contacted the Area
Administrator and
requested that discovery
protocols in that DCFS
office be reviewed and
evaluated to curtail delays,
and that training and
improved oversight be
provided to caseworkers
on the discovery process
and its relationship to the
termination process.

The discovery protocols
were reviewed and
improvements were
implemented within
three months.
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Facilitating Resolution

Examples

Investigative Finding Ombudsman Action

CPS failed to screen in for investigation a referral alleging
neglect of a 2-year-old non-dependent child. The report
alleged that the parent was using methamphetamines and
living in a truck (with the child). The agency screened out
the referral based on the parent’s exact whereabouts being
unknown and due to no specific allegation of harm to the
child. The parent had a history of meth use, including
during pregnancy with this child, resulting in medical
problems for the child.

The Ombudsman verified that the
parent was receiving TANF and

that DCFS had contact
information for the parent and

vatious relatives. OFCO requested
that CPS make collateral contacts

with relatives.

Further information gathered
by CPS indicated that since
the referral, the parent had
placed the child with a
relative voluntarily. The
child was now in a safe
environment.

CPS delayed in obtaining a pick-up order regarding a non-
dependent infant at imminent risk of harm due to the
parent’s mental illness. The family resided on a military
base, and the child’s other parent was serving overseas.
CPS was seceking assistance from military police in taking
the child into protective custody. The MP refused, and
CPS believed it had no further authority to intervene.
OFCO found that the agency had independent authority
under the law to pursue a pick-up order in this case.

The Ombudsman recommended
that DCFS staff the situation with
an AAG to determine whether a

dependency petition should be
filed.

The AAG filed a dependency
petition and obtained a pick-
up order. The child was
placed with a relative until
the child’s other parent
returned. CPS assisted the
non-offending parent in
addressing the family
situation to ensure the
safety of the child.

CWS failed to respond to requests by the grandparents of
a 6-year-old dependent child placed in foster care, for
contact with the child. The child had previously lived
with the grandparents and they had a close relationship.
The grandparents had been granted some visits with the
child up until nine months previously, when the foster
parent reported increased behavior problems after visits
and the agency discontinued them. The grandparents
requested phone contact, and had one phone call, but
further requests were ignored. The grandparents reported
to OFCO that some time later, the child left a phone
message for them, stating that he wanted to talk to his
grandfather. The grandparents did not have the phone
number for the foster home but was able to call the
number recorded by her phone’s incoming call log. CWS
reprimanded the grandparents for calling the foster home.
OFCO found the agency’s failure to reconsider visits or
phone contact to be unreasonable.

The Ombudsman requested that

some kind of contact be

reconsidered, and that the child’s
therapist be consulted regarding
whether contact would be in the

child’s best interests.

CWS arranged a visit
between the child, the
parent, and the
grandparents, as part of the
parent’s process of
relinquishing parental rights
process. CWS did not
consult with the child’s
therapist regarding the
advisability of ongoing
contact.

CWS failed to keep its agreement to pay for a couple of
months’ rent for a room for a parent of a dependent 6-
year-old child. The child was in the hospital for treatment
of a setious illness, and when the case aide providing 24/7
bedside assistance to manage the child (as required by the
hospital) abruptly ended services, the parent stepped in to
be with the child daily. The parent rented a room close to
the hospital and was unable to work due to caring for the
child. However, when the caseworker submitted the
funding request for the room rental, the supervisor denied
it. 'The agency still had no case aide and the parent served
a vital role in keeping the child calm. The Ombudsman
found the denial of the funding request to be clearly
unreasonable.
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The Ombudsman contacted the

supervisor who stated the funding
was denied because the supervisor
believed it was not an appropriate
use of agency funds (despite being

present in the meeting during

which the agreement was made) as
the parent had previously not been
in compliance with services and

the agency was preparing to
terminate parental rights. The

Ombudsman went up the chain to
the Deputy Regional Administrator

to have the funding request
reviewed.

The agency agreed to pay
two months’ rent for the
parent’s room. However,
two months later the agency
still had not released the
funds due to bureaucratic
complications. The
Ombudsman intervened
again to ensure the funds
were provided.
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Assisting the Agency in Avoiding Errors and Conducting Better Practice

Examples

Investigative Finding Ombudsman Action

CPS closed a case after making a founded finding
of physical abuse of a 15-year-old non-dependent
child against a parent. The closure of the case was
based on the parent being charged with assault, and
the court’s ability to order services and monitor the
parent. This was poor practice, given that the
parent had been investigated by CPS six times for
physical abuse in the last two year, and had
received two founded and one inconclusive finding
in the last 5 months. Community professionals
were expressing concerns about the youth’s safety
and well-being.

The Ombudsman requested
review of the case by an
Area Administratot.

The AA decided to reopen the case and
offer the family voluntary services.
Although the parent initially refused,
further investigation by CPS revealed that
the youth was at ongoing risk of harm by
the parent. CPS filed a dependency
petition, the prosecutor obtained a
protection order, and the agency began
working on placing the youth with the
non-abusive parent, who was living out-
of-state.

CPS planned to return a 19-day-old medically
fragile infant on a hospital hold while being treated
for methadone withdrawal, to the parent. Medical
professionals were concerned because the parent
had a history of drug abuse and had 3 other
children at home who were ill with an infectious
respiratory virus (RSV). Community professionals
felt that CPS was not taking their concerns
seriously.

The Ombudsman requested
that CPS convene a Child
Protection Team meeting to
allow community
professionals involved with
the family to shate
information and make
recommendations regarding
the case plan.

CPS convened a CPT meeting and the
child was sent home with specific
recommendations regarding ongoing
medical care and other services and a
safety plan to ensure the infant’s safety.
The CPS case remained open for several
months, until the parent relapsed and all
four children were placed in out-of-home
care.

CPS failed to screen in a referral from a mandated
reporter alleging physical abuse of an 11-year-old
non-dependent child by the parent. The
Ombudsman found that the referral was poorly
documented (the referent reported providing a
good deal more information than was
documented), but even so could have been
screened in for investigation based on the
allegations as well as the chronic history of similar
referrals. However, a new referral from a different
mandated reporter had just been screened in for
investigation, after the child reported being hit with
a belt causing a welt on his back. OFCO reviewed
the investigation that was in process, and found
that the child had only been seen and interviewed
four days after the referral had come in. This is a
violation of policy; and by that time, the "red 5-
inch welt" described by the referent was a faint
mark. CPS was preparing to close the
investigation. OFCO determined that the agency
should gather more information to better assess
the child’s need for protection, given the family’s
history of CPS involvement.

The Ombudsman asked CPS
to contact the school
counselor, the child’s health
care clinic, and the family
court GAL currently
assessing both parents (all of
whom had made CPS
referrals in the last year).
The agency did so, and
gathered substantially more
information. The
investigation resulted in a
founded finding (all previous
investigations had resulted in
unfounded or inconclusive
findings). OFCO
recommended that the
agency require the parent to
participate in services or take
stronger protective action
(e.g. filing a dependency to
protect the child).

CPS arranged an FTDM, and the parent
signed a voluntary setvice plan agrecing
to attend a parenting class, individual and
family counseling for parent and child,
regular visits to the health care clinic (for
monitoring of ADHD medication), and
wraparound services in the home. The
school counselor agreed to meet with the
child monthly as an additional safety net.
The case remained open for monitoring
and services for over 8 months.

DCEFS failed to remove two adopted youths ages
16 and 17 from their adoptive home where they
had lived for the past 10 years, after the youths
disclosed years of physical, emotional and verbal
abuse by their parents. Despite consistent
disclosures by these youth, corroboration of the
abuse by an older sibling who had since left home,
prior removals of other children from these
patents, and a recommendation from DLR/CPS
who was investigating the current abuse allegations,
DCES believed the abuse did not meet sufficiency
for a legal basis for removal of the youths from the
patents. Furthermore, the DCFS/CPS worker
inappropriately pressured the youths to remain at
home and discouraged them from secking outside
assistance from school personnel.
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The Ombudsman contacted
the Area Administrator to
request a review of the case
and in particular the decision
not to remove the youths.

DCEFS asked the parents to sign a voluntary
placement agreement, which they did. The
agency provided additional training to the
CPS worker. DLR and DCFS collaborated
on improving their protocols for
conducting joint investigations. Neither
of these youths returned to the abusive
home. The older youth turned 18 while in
voluntary placement, and DCFS filed a
dependency petition on the younger youth
when the voluntary placement agreement
expired.
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Preventing Future Mistakes

Excamples

Investigative Finding Ombudsman Action

CWS planned to terminate the voluntary placement
agreement for a non-dependent 17-year-old youth
when the youth turned 18, with no assistance or
planning for the youth’s immediate future. The youth
had been severely beaten by her father two years
previously, but the agency had not filed a dependency
at that time, opting for a voluntary placement with a
relative instead. A few months before the youth’s 18
birthday, the relative moved out-of-state. The youth
wanted to complete high school (where she had a
grade point average of 3.8) and attend college, and had
requested foster placement in advance of turning 18.
OFCO found the agency’s failure to explore all
options to assist this non-dependent youth in
transitioning to adulthood to be unreasonable, based
on the youth’s lack of parental or other adult support.

The Ombudsman went up
the chain of command as far
as the Program Manager for
Adolescent Programs at
Children’s Administration
Headquarters to request that
the agency aggressively
explore what could be done
to assist this youth.

CA discovered it had erroneously
believed that only dependent youth
were eligible for the Foster Care to 21
Program (approved by the legislature in
20006 to assist foster youth in remaining
in foster care after turning 18 to
complete their education). In fact,
youth in foster care under voluntary
placement agreements are also eligible.
The youth signed herself back into
care at age 18 and was accepted into
the Foster Care to 21 program.

Two dependent siblings, ages 1 and 2, moved with
their foster-adopt parents out-of-state after the court
authorized the placement pending ICPC approval.
The parent’s attorney subsequently argued that the
placement was illegal, and the court entered a second,
ambiguous order stating that the children should
return to Washington but should remain in the foster-
adopt placement. DCFS received ICPC approval of
the placement from the receiving state, but was given
conflicting advice from different AAGs, and told the
foster parents the children would have to return to
Washington. The children had been in foster care
since birth, and had been living in this foster home
since the ages of 2 months (the younger child) and 6
months (the older child) respectively. The foster
parents wanted to adopt the children if they became
legally free.

The Ombudsman confirmed
that ICPC approval of the
placement had been received
from the other state, and
contacted the AAG to ensure
that the court order would be
modified to clearly authorize
placement of the children
with their foster parents.

The court order was amended and the
children’s placement was not
disrupted. They were subsequently
adopted by the foster parents.

To avoid these types of errors in the
future, the AGO provided the court
with a bench book covering ICPC law
and regulations, and provided
additional training for AAGs and
DCES staff on ICPC issues.

In the course of investigating a complaint regarding
CWS’s failure to place a dependent child with relatives,
the Ombudsman found that there had been
exceptionally poor communication between the CWS
caseworker and various parties involved, that had
contributed to the general confusion, inaccurate
information, and ill feeling toward the agency by the
relatives and other parties, who felt their viewpoints
were not being heard or considered due to the
caseworker’s communication style.

The Ombudsman contacted
the worket’s supervisor to
discuss these concerns.

The supervisor agreed to provide
additional training and oversight to
the caseworker with the goal of

improving the worker’s communication
skills.

CWS failed to report injuries sustained by an 18-
month-old dependent child in foster care, to the foster
home licensor. The child sustained numerous injuries
including a black eye, a cut on the nose, and other
bumps and bruises. While abuse was not suspected,
the level of supervision of the toddler was in question,
and the recurring accidental injuries should have been
investigated as a licensing complaint.
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The Ombudsman requested
a file review by the foster
care licensing supervisor, to
assess whether the injuries
should have been reported
for investigation either by the
Office of Foster Care
Licensing or DLR/CPS.

The supervisor found that the injuries
should have been documented and
reported to the licensor. To avoid
future errors, the supervisor
discussed the importance of making
such referrals with the CWS
caseworker and supervisor.
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CASE SPECIFIC INVESTIGATION

OFCO receives intermittent requests for investigation of specific cases in which there has been a past action
resulting in an undesirable outcome. We report here on an in-depth investigation conducted after receiving
such a request directly from the Secretary of DSHS. OFCO made specific recommendations to DSHS based
on the findings of its investigation.

Investigative Findings Presented to the Secretary of DSHS

Re: Dependency of CJ
Dear Ms. Arnold-Williams:

As you know, the Office of the Family and Children's Ombudsman has completed its review of the CJ
dependency matter. This review was initiated at your request on March 8, 2006 due to concerns that the
Department of Social and Health Services (the Department) may not have provided complete and accurate
information to the key entities that have authority for decision making in this case.

Summary of Issues Investigated
Did the Department provide complete and accurate information to key entities that have authority for
decision making in this case? Specifically:

A) Did the Department provide the X. County Foster Care Citizen Review Board (FCCRB) with complete
and accurate information when the FCCRB considered the issue on 1/25/06 of whether to return CJ to
maternal relatives?

B) Did the Department advocate for the return of CJ to maternal relatives at the court hearing on 3/1/06 and
present the court with complete and accurate information upon which to base its decision about placement?

Summary of Conclusion

A) No, the Department did not provide complete and accurate information to key entities that had authority
to make decisions or recommendations in this case. In particular, 1) there were inaccuracies and omissions in
the Child Welfare Services (CWS) social worket's Individual Service and Safety Plan (ISSP) concerning the
child's weight and health; 2) the CWS social worker did not provide critical medical information, which
contradicted the assertion that the child was possible failure to thrive, to the FCCRB; and 3) it is not clear
from the record whether the social worker clearly presented to the FCCRB the Department's rationale for
revising the case plan to return the child to maternal relative.

B) OFCO finds that the Department did advocate for return of CJ to maternal relatives at the 3/1/06 court
hearing. The AAG cited appropriate case law in arguing for return of the child to maternal relatives.
Moreover, the AAG pointed out to the court that there was “nothing definitive from the doctors about
whether she was failure to thrive or she was just on her own growth chart.”

Evidence Relied Upon

Review of case record (hard file and CAMIS/GUI), interviews of vatious DSHS personnel, medical
documentation, minutes of 11/8/05 J/S Family conference, FCCRB 6-month Review Report of 1/25/06,
coutt recordings (via CD) of hearings on 2/21/06 and 3/1/06, ISSP and updates, GAL report, and various
letters and other miscellaneous documentation.
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Significant Events

On 8/4/05, CJ was taken into protective custody and placed in foster cate.

On 8/10/05, CJ was placed with maternal aunt in the home of her maternal grandmother (“maternal
relatives”).

On 11/4/05, CJ was removed from maternal relatives and placed in foster care. The Department
later conceded to OFCO that it had based its decision to remove CJ, in patt, on erroneous
information.

On 11/8/05, the J/S Family Conference took place. The worksheet from this conference stated,
“All Family members want C] removed from foster care and placed back home with aunt.” Eleven
maternal and paternal family members signed this. Plan B was to place with paternal relatives.

On 11/22/05, CJ was placed with paternal relatives (between removal from maternal relatives and
placement with paternal relatives, she resided in foster care).

On 11/30/05 (about 3 months prior to the 6-month FCCRB review meeting and soon after CJ was
placed with paternal relatives), the social worker (SW) documented in service episode record (SER) #
9567568 that she had received a phone call from the [paternal] relative placement. “She said that they
went to Dr. B. on 11/29 and CJ weighed 20.6 lbs with clothes on and 19.10 Ibs [OFCO clarified with
the agency (who consulted with the examining physician) that this meant 19 Ibs 10 oz.] with just her
diaper.”

On 1/06, Regional Administrator Randy Hart was asked by Senator Val Stevens to review the
Depattment's decision to temove CJ from maternal relatives and place with paternal relatives. Based
on his review, the Department altered its previous position and supported return of CJ to maternal
relatives.

On 1/12/06, SW documented in SER # 9744731, after a Dt's appointment reported by the paternal
relative placement, that “CJ weighs 19 Ibs 10 0z.” This shows that over the seven weeks in which CJ
had resided with paternal relatives, there had not been a weight increase.

On 1/12/06, SW updated her ISSP. This ISSP was provided to the FCCRB for consideration in its
decision about placement of CJ. The social worker documented that “CJ is possible failure to thrive. .
J[s]ince being placed in paternal relative's home and being placed on a high calorie diet, the child has
gained weight at a steady rate and continues to grow.”

On 1/25/06, the FCCRB conducted a 6-month review of CJ's dependency case to consider whether
CJ should be returned to maternal relatives. The FCCRB recommended not moving CJ from
paternal relatives, with whom she had resided for approximately 2 months (from 11/22/05). The
CWS social worker presented information to the FCCRB. According to the 1/25/06 FCCRB report,
the social worker stated, “CJ is doing wonderfully well. Since November 4 she has been put back on
Pedia Sure and gained 2 pounds. Her hair is growing and she is filling out. She is taller now. She is
appropriately bonded. She is on track and has no delays. An administrative decision has been made
to return CJ to the care of her Maternal Aunt and Maternal Grandmother due to the fact that the
child resided with them for the first 18 months of her life. The transition will be made over a month.
She is bright and happy.” In its recommendation to keep CJ with paternal relatives, the FCCRB
stated, in part, “[t]he board is extremely concerned with the plan of the department to return CJ to
the care of the maternal relatives. The board does not believe that CJ should be moved again. This
move would constitute a 5th placement for the child, which is disruptive and potentially disruptive to
CJ's development. CJ needs consistency.”

On 1/26/006, the dependency case was transferred to a new social worker.
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® On 3/1/06, the court held a contested hearing on the issue of CJ's placement. It ruled that CJ should
remain with paternal relatives.

Conclusion

The Ombudsman finds that the Department failed to provide complete and accurate information to the
decision makers in this case, specifically the FCCRB, with regard to CJ's weight and physical and
developmental wellbeing. The social worket's duty and the purpose of an ISSP are to accurately inform the
court, other parties, and decision makers about the status and progress of the child.

1) There were inaccuracies, omissions, and misleading information in the ISSP.

The social worket's ISSP was provided to the FCCRB board and to the court in advance of the hearing to
determine if placement of CJ should be changed. In the social worket's ISSP update of 1/12/006, she stated,
“CJ 1s possible failure to thrive.” This is not a diagnosis that was made by any of the physicians who saw C]J
(see discussion below under 2), yet the social worker continued to suggest this diagnosis.

The social worker also stated in the ISSP ““[s]ince being placed in paternal relative's home and being placed on
a high calorie diet, the child has gained weight at a steady rate and continues to grow.” This statement does
not accurately reflect medical information that the social worker documented in a 1/12/06 SER (# 9744731),
which showed that “C] weighs 19 Ibs 10 0z.” This is the same weight as when she was placed with paternal
relatives 7 weeks earlier, thus showing no increase in weight.

2) The FCCRB was not provided with information by Dr. B., which contradicted the assertion that
CJ was possible failure to thrive. The social worker provided the FCCRB with a copy of her ISSP, which
stated C] was “possible failure to thrive” and had gained weight steadily since being placed with paternal
relatives. The assertion of possible failure to thrive was contradicted by the medical documentation of Dr. B.
(CJ's ptimary pediatrician) who examined CJ on 11/29/05. In a letter on this same date, Dr. B. summatrized
her findings from medical visits with CJ and noted that the child was small for her age, but she had stayed
fairly consistently between the third and fifth percentile for weight, based on her length. Dr. B. stated, “[w]e
find that many infants who are born small for gestational age [C] was born premature| never catch up and
continue to be very small and below the 'normal parameters' that have been established.” She was thoroughly
tested by Dr. B. and was not found to have any abnormalities based on the screening tests. She also did not
appear to have any delays, physically, emotionally, or socially. This information was not provided to the
FCCRB.

3) Although the caseworker articulated the Department's revised case plan to return the child to
maternal relatives, it is not clear that the agency's rationale for doing so was cleatly presented to the
FCCRB. It is unclear whether the FCCRB conveyed to the social worker the agency administration's
rationale for placing CJ back with maternal relatives, other than that she had lived with them for the first 18
months of her life. If the social worker elaborated further on the merits of this placement, the FCCRB report
does not reflect this. The report documents that the social wotker presented CJ's adjustment to the paternal
relatives home in positive terms, stating she is “doing wonderfully well. . . is appropriately bonded. She is on
track and has no delays. . . She is bright and happy.”

Recommendations

It is unclear to what extent the FCCRB relied on representations by the CWS social worker that CJ had
improved physically and developmentally to make its decision. However, when the agency does not provide
accurate information or omits information that contradicts other information presented, it undermines the
ability of decision makers to make the best decisions for children. It also undermines public confidence in the
child welfare process. Based on our review of the case file and investigation of this matter, we are
recommending three practice changes:
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1) The Department should inform the FCCRB and other entities staffing cases, such as Child
Protection Teams, of which issues are in dispute and provide these entities with original source documents
related to such issues. Information that is verbally presented, which relies on one person's interpretation of
written documentation, is susceptible to mischaracterization. Critical information may be accidentally or
intentionally omitted or simply presented in such a way that the information is skewed. Participants in
decision making or advisory entities should have access to the source documents to review themselves so that
they may ask critical and appropriate questions.

2) Policies should be reviewed to ensure that Department records (SERS) and documents (ISSPs)
are corrected when inaccurate information has been documented. There needs to be a clear and
consistent mechanism for correcting inaccuracies in the record. If the record goes uncorrected, then the
misinformation is repeated and is more likely to be relied upon by the court and other entities in making
decisions about the child's welfare. Examples of erroneous or incomplete information: 1) the agency persisted
in suggesting that CJ was “failure to thrive” even though this had never been medically diagnosed. In fact,
there was medical information that contradicted such a conclusion, which was not presented to decision
makers; 2) although the Department conceded that the maternal aunt's boyfriend submitted information for a
background check (after initially insisting that necessary information had not been submitted to the
Department and relying on this as one of the reasons for removing CJ from maternal aunt) there is no
evidence that the record was corrected to reflect this.

3) When Children's Administration changes its case plan as a result of review of a case by upper
management, management need to attend the subsequent FCCRB meeting or court hearing to
present the change in position. It is less effective to rely on the line social worker or even the supervisor to
present a significant change in case plan, patticularly when that worket/supervisor was responsible for
making and/or advocating the prior case plan.

Once again, thank you for contacting our office, and please do not hesitate to contact us again if we can be of
assistance to you.

Sincerely,

Mary Meinig
Director Ombudsman

Children’s Administration Summary Response
OFCO received a response to its recommendations from the Assistant Secretary for Children’s
Administration, Cheryl Stephani, in October 2006. The response is summarized here:

Recommendation 1): The Department agreed with the recommendation to inform staffing entities about
which issues are in dispute and provide related source documents. The agency reported that this requirement
was communicated to all staff in the region in which this case was handled, and CA developed new statewide
Child Protection Team policy requiring that source documents be provided to the CPT.

Recommendation 2): The Department agreed with the recommendation to review policies regarding
corrections to departmental records, but provided no information as to whether they were reviewed or any
changes made.

Recommendation 3): The Department agreed to follow the recommendation to have a representative from
upper management present any significant changes in the case plan directed by upper management, directly to
the FCCRB or the court.
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CHILD FATALITY REVIEW

The Ombudsman reviews all fatalities and near-fatalities of children whose family had an open case with
DSHS at the time of death, or within a year prior to death. OFCO released its first child fatality review report
in 2005, which described child fatalities that occurred during the 2004 calendar year. Since then, the number
of fatalities that OFCO reviews has increased. During its 2007 and 2008 reporting years!'!, OFCO reviewed

over 158 of child fatalities. An in-depth child fatality review report is forthcoming.

2SSB 6206 IMPLEMENTATION

The Ombudsman’s reporting duties expanded with the enactment of S22B 6206 which became effective June

2008.
2SSB 6206 requires the Ombudsman to:

Analyze a random sampling of child abuse and
neglect referrals made by mandated reporters
to the DSHS/CA during 2006 and 2007. The
Ombudsman must report to the Legislature no
later than June 30, 2009, on the number and type
of referrals, the disposition of the referrals by
category of mandated reporter, any patterns
established by DSHS in how it handled the
referrals, whether the history of fatalities in 2006
and 2007 showed referrals by mandated reporters,
and any other information OFCO deems relevant.
The Ombudsman may contract to have all or some
of the tasks completed by an outside entity.

Issue an annual report to the Legislature on
the implementation of child fatality
recommendations.

2SSB 6206 requires DSHS to:

Promptly notify the Ombudsman when a report
of child abuse or neglect constitutes the third
founded report on the same child or family within
a twelve-month period. DSHS must also notify
OFCO of the disposition of the report.

Promptly notify the Ombudsman in the event
of a near-fatality of a child who is in the care of
ot receiving services from DSHS within the last 12
months

Ombudsman progress:

OFCO entered into an interagency agreement with
the Washington State Institute for Public Policy
(WSIPP) to utilize its expertise to analyze patterns in
mandated reporter referrals. The Ombudsman has
facilitated a data sharing agreement between WSIPP
and DSHS/CA.

The Ombudsman is in the process of identifying the
presence of mandated reporter referrals in the history
of child fatalities that occurred during 2006 and 2007
and met DSHS and OFCO’s review criteria.

Ombudsman progress:

OFCO is in the preliminary stages of tracking child
fatality review recommendations, and plans to issue a
report on the status of implementation prior to the
2010 legislative session.

Ombudsman update: The Ombudsman began
receiving notification of chronic maltreatment cases
in June 2008. DSHS/CA informed OFCO that it
would continue to send notification on a monthly
basis until an automatic notifier system can be
arranged via Famlink. The Ombudsman will provide
the Children’s Legislative Oversight Committee with
an update on findings of the Ombudsman’s
preliminary review of these cases.

Ombudsman update:

The Ombudsman began receiving automatic notifiers
from DSHS/CA regarding critical incidents, neat-
fatalities, and child fatalities prior to the enactment of
2SSB 6206. The Ombudsman reviews each incident.

1'The Ombudsman’s reporting year is September 1 to August 31.

Page | 34

Office of the Family and Children’s Ombudsman 2007 and 2008 Annual Report



LISTENING TO YOUTH IN GROUP CARE

INTRODUCTION

What happens in our state to youths who cannot remain at home,
do not have an able and willing relative with whom they may live,
and cannot be successfully managed in foster care? Where do they
go? They are often placed in “group care.” Group care is a
residential program that cares for youth with complex behavioral
and emotional issues that require a more structured and
therapeutic level of care than can be provided in a relative or foster
home.

In the summer of 2007, the Office of Family and Children’s
Ombudsman (OFCO) undertook a study in which the
Ombudsman visited 22 group homes across the state to speak
directly with 120 youth about their experiences. The purpose of
our visits was to elicit from youth their ideas about how to
improve group care, and explain to them how to access the
Ombudsman as a resource if they needed help. We believed, and
still do, that the youth themselves are best positioned to inform
public dialogue about what is working and what is not.!?

We sought to identify within the current group home residential
framework what elements seem to be working and which are not.
The answers to these fundamental questions may be a springboard
to future study of whether the current system as a whole makes
good sense and should be retained or whether it should be re-
worked in favor of other residential models that have been
advanced by child welfare advocates.

SUMMARY

OFCO is statutorily charged with “review[ing] periodically the
facilities and procedures of state institutions serving children, and
state-licensed facilities or residences.”!? Since its inception in 1997,
OFCO has visited a variety of state-licensed facilities, such as the
Washington School for the Deaf, resulting in system-changing
reforms. Additionally, in 2001 OFCO issued a report on what was
working best in the foster care system based on input from

Youth Feedback

The best things about living in a
group home.

Generally, youth appreciated
receiving individualized treatment,
good food, feeling safe, and having
their basic needs met. They valued
fair and caring staff members,
opportunities to create friendships
with other youth, activities and
outings, privacy and independence,

and visits with family and friends.
Suggestions to improve the
group home experience.

Youth identified six aspects of their
group home experience that they

would like to see improved:

® Increased safety

® Having basic needs consistently
met

® Improved staffing and
management

® Increased freedom, contact
with family and friends, and
privacy

® Increased structure and
activities

® Increased nurturing and respect

12 Children’s Administration and the Braam Oversight Panel recently issued the results of a comprehensive foster youth
survey to gather data to assess the effectiveness of and improve services for adolescents in foster care. Results of the
2008 Survey of Washington State Youth in Foster Care, August 2008, are now available at

http:/ /www.dshs.wa.gov/pdf/ca/YouthSutrveyDataReport.pdf
5 RCW 43.06A.030(4).
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youth.!* We have recognized over the past few years that the voice of youth was not being heard as greatly or
persistently as we would like within our office and this partly inspired our decision to undertake this report.’>
Its goal is to recognize strengths and identify shortcomings within specific group homes and make
recommendations for improvement based on the input we received.

There are approximately 127 group care facilities, or group homes, across Washington State. Together, they
provide over 500 beds for youth with a wide range of needs. In 2007, the average monthly group care
caseload was 965.1¢ During our visits, the Ombudsman conducted group discussions, and provided youth
with a paper-based questionnaire (“survey”) that included closed and open-ended questions. One hundred
twenty youth participated in the group discussions, and 106 responded to the Ombudsman’s survey. Below is
a brief summary of youths’ responses, the Ombudsman’s observations and concerns and the action we took
as a result of our concerns, and our recommendations to improve youths’ experiences in group cate.

OMBUDSMAN CONCERNS

Nearly 30% of youth surveyed do not feel safe in their group home. The Ombudsman responded to
youths’ safety concerns by reviewing licensing complaints and referrals made to Child Protective Services
(CPS) about the group homes in question. OFCO requested that the Department of Licensed Resources
(DLR) review facilities with ongoing problems, and ensure that appropriate corrective action was taken. As of
September 2008, two facilities have been closed; one has a stop placement order in effect (i.e. the facility is to
accept no further placement of children until issues of concern are resolved); one is receiving a
comprehensive review at the Ombudsman’s request; and one is receiving ongoing training and corrective
action to address deficiencies. OFCO has continued to monitor these homes over the past year since this
survey was completed.

Youths’ basic physical, social, and emotional needs are not being met consistently: 16% reported
physical needs are not met and 28% reported emotional needs are not met. The Ombudsman relayed
the information to DLR and verified that the youths’ physical needs were subsequently addressed. OFCO has
also continued to monitor group homes where specific licensing complaints were alleged.

Many youth are not provided with adequate information, such as how to contact their attorneys and
CASAs, and have little to no choice about where they are placed (37% reported receiving no
information about the group home prior to moving in) or who provides them with services (46%
reported having no choice).l” The Ombudsman provided these youth with information about how to
contact individuals who could help them, including their respective attorneys, CASAs, and social workers.

Almost 25% of youth reported interracial tension. The Ombudsman recommends group home programs
to promote cross-cultural understanding.

14 Foster Care. What young people in the system say is working. OFCO Appreciative Interview Report. January 2001.
Copies may be accessed at httprwww.governot.wa.gov/ofco/reports/ofco_200101.pdf

15 The Ombudsman’s full Group Care report is available online at

http:/ /www.governor.wa.gov/ofco/reports/default.asp.

16 Note that this number excludes children that are placed in Crisis Residential Centers (CRCs). The average monthly
caseload for CRCs for 2007 was 136. Washington State Office of Financial Management, 2007 Washington State Data
Book, Community Social Service Workload Indicators, ONLINE. Available:

http/ /www.ofm.wa.gov/databook/human/st03.asp

17 Most youth were unaware of the new state law passed in 2007 that, under certain circumstances, allows legally free
youth ages 12 and older to petition the court to reinstate previously terminated parental rights of a parent. Several youth
believed this might apply to them.
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OMBUDSMAN RECOMMENDATIONS

The Children’s Administration and other stakeholders in the child welfare system should:

Prioritize youths’ need for basic essentials such as food, clothing, personal hygiene items, and
basic cleanliness and maintenance of facilities.

Improve safety and quality of care by reducing the minimum “social service”!8 staffing ratio for
group care facilities from 1:25 to 1:15, and revising the minimum qualifications for group home
“child care”!? staff in alignment with the Council on Accreditation (COA) standards, and ensuring
that staff (and caseworkers) receive training regarding the rights of youth in group care, such as the
right to receive and make private phone calls.

Empower youth by engaging them in all decision making regarding changes in their case plans
and placement, in a timely manner, by distributing to them a publication?’ that describes their legal
rights and the dependency process, and by ensuring that dependent youth have an attorney or
CASA/GAL and know how to contact them.

Ensure that each group home is continually supervised by an on-call, professional social service
staff member available on a 24-hour basis, in alignment with the COA standard.

Reauthorize the “Foster Care to 21” program, if evaluation data from the Washington State
Institute for Public Policy (WSIPP) confirms that this program is making a positive difference in
preparing youth for their early adulthood and future.?!

Individual group homes should:

Actively facilitate contact between youth and their outside sources of support.

Develop and implement a consistent process for providing youth with information in a format
they can understand when they first arrive at a group home or enter into group care.

Balance youths’ needs for independence with their need for supervision to provide the least
restrictive environment for each youth where possible.

Ensure that the group home’s phone policy is consistent with the legal rights of youth under
Washington State law.

Actively solicit youth suggestions for improvement of daily routines, rules, structure, and
activities.

Consider introducing educational programs for both residents and staff members to promote
cross-cultural understanding.

18 “Social service” staff is defined as a clinician, program manager, case manager, consultant, or other staff person who is
an employee of the agency or hired to develop and implement the child’s individual service and treatment plans.

1 “Child care” staff members provide direct care, supervision, and behavior management for children and must have a
high school diploma/GED as well as experience and skills in working with children.

2 The Mockingbird Society has recently issued a pamphlet designed to inform youth about their rights. Mockingbird
Society is a non-profit organization based in Seattle committed to reforming public policy and law to better support
foster youth and caregivers. See http://www.mockingbirdsociety.org.

20 WSIPP carries out non-partisan research as directed by the Washington State Legislature. Pursuant to HB 2687
enacted in 2008, WSIPP will issue a preliminary report to the Legislature on the success of youth transitioning out of
foster care by September 1, 2008 and a final report by December 31, 2008. See http://www.wsipp.wa.gov.
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CONCLUSION

Group care in Washington State is a study in contrasts. Our contact with youth highlighted sharp
differences in the quality of group care across the state that did not appear to correlate to particular regions of
the state, size of home, or even to how physically pleasing the setting was. Instead, differences were related
quite simply to the ability of the group home to enhance connections with the foster youth: connection to
staff; connection to friends and families; connection to other residents; connection to professionals who
provide them support such as their social worker, lawyer, or CASA/GAL; and finally, connection to their
future. Without connection, youth felt marginalized and vulnerable.

The good news is that the youth were very articulate and insightful about what encourages connection: they
need to have their basic physical needs met; they need fair staff looking out for them; they need to have their
privacy respected; they need opportunities to create friendships with other youth, and to engage in activities
and outings; they need to have contact with their families, lawyers, CASA/GALs, and social workers. They
valued structure and routine because this helped them to know what was ahead, and helped to manage their
expectations. They preferred being placed within their community so that they could more easily have contact
with friends and family. Youth who did not have these things communicated fear, powerlessness, and loss of
self-esteem.
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RECOMMENDATIONS TO IMPROVE THE
SYSTEM

MAINTAINING THE FAMILY CONNECTION

RECOMMENDATION: Increase Long-Term Placements of Dependent Children with
Relatives

Background

In 1999, the Washington State Legislature declared that: “children who cannot be with their parents,
guardians, or legal custodians are best cared for, whenever possible and appropriate by family members with
whom they have a relationship. This is particularly important when a child cannot be in the care of a parent,
guardian, or legal custodian as a result of a court intervention." ** Relatives can and should provide a vital
support network for children who have been removed from the care of their parents.

The growing phenomenon of relative care is made clear by the numbers. According to DSHS, as of January
2008, there were over 35,000 children being raised by relatives.”> The majority of these children are cared for
by grandparents.”* According to DSHS, “[t|he number of children placed into out-of-home care has
continually increased since Fiscal Year 1999 and in the most recent reporting period [FY 2007], the [Children’s|
Administration [CA] saw the greatest number of children placed [10, 411] into out-of-home care since data
tracking began.”” In November and December 2008, the percent of children placed by DSHS in relative care
compared to total out-of-home care ranged from a low of approximately 30% in Region 6°° to a high of nearly
42% in Region 5, with an average relative placement rate of approximately 38%.

OFCO finds that despite the Legislature and the Department of Social and Health Services (DSHS), Division
of Children and Family Services (DCFS), making significant strides in developing tools to facilitate relative
placement and contact between children and their relatives, relatives are still coming to OFCO with
complaints of a system that does not give them an adequate voice in the legal process. Relatives desire greater
support to maintain placements, and they want recourse if they disagree with the actions of DCFS. As in
previous years, OFCO received complaints most frequently from parents, grandparents and other relatives of
children whose family is involved with DSHS. Since 2005, complaints from relatives have consistently
accounted for about one-third of all complaints.

22 See http://search.leg.wa.gov/pub/textsearch/ViewRoot.asprAction=Html&Item=3&X=1112101447&p=1

23 This figure includes both children within the child welfare system who are under the supervision of DSHS and
children living with relatives through private arrangements.

24 http://www.aasa.dshs.wa.gov/about/factsheets /kinship%20navigators%20fact%20sheet%2012-07.doc

252007 CA Petformance Report at p.21 http://www.dshs.wa.gov/pdf/ca/07Report4Permanencyl.pdf

26 Region 6 includes Vancouver, southwestern Washington, and the Olympic Peninsula.

27 November 2008 data provided by Randy Hart, Director of Field Operations, DSHS, CA, Headquarters via e mail to
Linda Mason Wilgis on November 14, 2008. Region 5 includes Tacoma, Bremerton, and the surrounding area.
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Complaints in this category typically involve one of the following scenarios:

1. DCEFS did not allow or hindered contact between relatives and chﬂdren;28

2. DCEFS failed to place the child with a relative rather than in foster care,” or placed the
child with a less suitable relative when a more suitable one was available;

3. DCES did not adequately supportt a relative placement with appropriate services and/or
case management; and

4. DCFS inapproptiately removed a child from the care of a relative.”

State and Federal law prioritize placement of children with relatives. When DCFES removes a child from the
home’" due to abandonment, abuse, or neglect, and seeks court approval for placement of a child out-of-the
home, the court must give preference to placement of the child with a relative.”> RCW 13.34.130 (1) (b)
provides:

Unless there is reasonable cause to believe that the health, safety, or welfare of the child
would be jeopardized or that efforts to reunite the parent and child will be hindered, such
child shall be placed with a person who is: (A) Related to the child as defined in RCW
74.15.020(2)(a) with whom the child has a relationship and is comfortable; and (B) willing
and available to care for the child.”

Children may be placed with certain relatives without requiring the relative to be a licensed foster
pzlrent.34 However, a relative may choose to pursue foster care licensing. Placement of a child with a
relative who is not a licensed foster parent is commonly known as a kinship care placement.

There is momentum building across the country among legislators, child welfare policy makers,
judges, and child welfare agency workers to formally recognize the importance of relatives in the
lives of dependent children. State laws, policies, and social work practice have undergone
transformation to reflect this cultural shift in awareness. Relatives, whose primary role in the past
has been to help care for children through private arrangements with families as a means of avoiding
state intervention, are now being increasingly utilized by child welfare agencies for placement after
state intervention has been deemed necessary.3

28 Out of 659 total complaints received by the Ombudsman in 2008, relatives complained of the agency not providing
appropriate contact between a child and family in 43 complaints. In 2007, out of 615 complaints, this was an issue in 41
complaints.

2 Out of 659 total complaints received by the Ombudsman in 2008, relatives complained of the agency not placing the
child with a relative in 68 complaints (more than 10% of all complaints received). In 2007, out of 615 complaints, this
was an issue in 54 complaints.

30 Out of 659 total complaints received by the Ombudsman in 2008, relatives complained of the unnecessary removal of
a child from relative care in 28 complaints. In 2007, out of 615 complaints, this was an issue in 9 complaints.

31 The priority to place children with relatives was established in 1999 with the enactment of SB 5210.

32 RCW 13.34.130(2); RCW 13.34.060.

3 RCW 13.34.130; see also WAC 388-25-0445 which lists the factors the agency considers when selecting a relative
placement. It includes: “(b) The relative has a potential relationship with the child.”

3# RCW 74.15.020(2).

$Washington State asserts legal control, custody, and control of the child through the dependency process, set forth
under chapter 13.34 RCW.
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Promising Developments

New Federal Law — Fostering Connections to Success and Increasing Adoptions Act

This year, the U.S. Congress passed the Fostering Connections to Success and Increasing Adoptions Act
(hereafter referred to as the “Fostering Connections to Success Act” or “the Act”),% a major new initiative
that provides financial assistance to grandparents and other kinship caregivers who provide permanent homes
for children through legal guardianship.”” Dependency guardianships® have been disfavored in recent years
by the agency because guardianships were not considered a permanent plan for a child for federal
reimbursement purposes. This new Federal law removes that barrier and allows States that choose to provide
assistance to kin, such as grandparents when they become legal guardians of a child, to access Federal monies.
This new law helps ensure that children for whom guardianship is the most appropriate permanent plan are
able to remain with family regardless of financial resources. One requirement of the Federal law is that
potential relative guardians must have cared for the child as foster parents for at least six months prior to the
guardianship. The Legislature and the agency should consider whether WA state law needs to be amended to
reflect this requirement.

The Act also promotes kinship navigator programs by approving $15 million per year for Family Connection
Grants to promote kinship navigator programs and other efforts designed to connect and help relatives
serving as caregivers. The Fostering Connections to Success Act makes crucial strides towards improving out-
of-home care for children and families.

Key State Legislative Initiatives on Kinship Care
Building on the statutory framework that prioritizes placement of children with relatives, the Legislature over
the past several years has passed several initiatives to increase and support kinship care, including:

¢ Directing the Washington State Institute for Public Policy (W SIPP)39 to study the prevalence and
needs of relative care providers and compare services and policies of Washington state with other
states that have a high rate of kinship care placements in lieu of foster care placernents;40

® Authorizing a Kinship Care Workgroup to develop and prioritize recommendations based on the
WSIPP report (OFCO participated in this workgroup, which developed 23 recommendations);"'

® Requiring DSHS to implement a more effective relative search process, which included development
of a statewide standardized protocol for relative searches;"

*  Creating financial support programs for relative caregivers;

3% Fostering Connections to Success and Increasing Adoptions Act of 2008, Public Law 110-351, signed into law Oct. 7,
2008.

37 Financial assistance is provided through federal reimbursement to states that choose to provide assistance to kin, such
as grandparents, when they become legal guardians of children.

38 The relevant provisions of WA state law are RCW 13.34.230-36.

3 WSIPP is the research arm of the Washington state Legislature and was established in 1983 to conduct tesearch on
issues of importance to the Legislature. http://www.wsipp.wa.gov.vlr

40 Engrossed Substitute Senate Bill 6153, Section 608(5), Chapter 7, Laws of 2001 directed WSIPP to identify possible
changes in services and policies that are likely to increase appropriate kinship care placements. WSIPP found that the key
barriers to successful kinship placements were inadequate funding, legal batriers, bureaucratic barriers, the need for
better access to social services, and gaps in information available to kinship providers about services, policies and laws
related to kinship care. A copy of WSIPP’s 2002 report entitled, “Kinship Care in Washington State: Prevalence, Policy,
and Needs” is available at http://www.wsipp.wa.gov/tptfiles/KinshipCareWA.pdf.

# Substitute House Bill 1397, Chapter 144(2), Laws of 2002. A copy of the November 2002 Kinship Care Workgroup
Report to the Washington State Legislature is available at

http:/ /www.dshs.wa.gov/word/ea/kinship/KinshipCareReport.doc

#2Substitute House Bill HB 1233.
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®  Creating Regional Kinship Care Coalitions; ™

¢ (Creating and expanding the Kinship Navigator Program to assist relatives with navigating the child
welfare system to find services and other resources;”

® Broadening the definition of “relative”, which had the effect of allowing more kin to care for
children without being subjected to foster care licensing reqllirements;46

® Allowing relatives to consent to medical'’ and mental health treatment for children in their care
without a parent’s signature; and

e Authorizing a Kinship Oversight Committee to oversee kinship care activities in Washington State.*®

DSHS Policy Changes to Support Relative Placement
In the wake of these legislative initiatives, DSHS has adopted policy changes to further encourage relative
placement.49 Some of the key agency directives, policy and practice changes follow:

* DCFS Review of Unlicensed Caregivers and Guardianship Cases

In 2008, DCFS completed a teview of all placements with unlicensed caregivers and open
guardianship cases. This review was requested in the Fall of 2007 by CA management due to the discovery
that background checks had not been completed on the homes of some unlicensed caregivers in one region.
The Ombudsman had contacted the agency in August 2007 with concerns after OFCO reviewed several child
fatalities and injuries and found these had occurred in homes where the agency had not completed
background checks on relative caregivers. We learned at that time that a statewide review was just being
initiated.

The purpose of the review was to determine if necessary home studies and background checks had been
completed and documented.” The agency examined 3,295 cases to verify whether home studies and
background checks were needed and if needed whether they were completed. DCES then directed staff to

# In 2004, the Kinship Caregivers Support Program (KCSP), which is designed to provide financial assistance for
relatives not involved in the child welfare system, was created with an initial appropriation of $500,000. It helps provide
funding for essentials such as food, clothing, transportation, and school activities.

# As of 2007, Regional Kinship Care Coalitions have been formed in King, Snohomish, Pierce, Clark

and Yakima counties to coordinate services between service providers. See:
http://www1.dshs.wa.gov/pdf/ea/kinship/WashingtonStateKinshipCare Accomplishments.pdf

#In 2007, funding was increased for the Kinship Navigator program (a public and private partnership) so that there are
currently a total of 7.5 navigator positions. These are located on both the Eastern and Western side of the state. You
may access more information on the kinship navigator program at:

http://www.aasa.dshs.wa.gov/about/factsheets /kinship%20navigators%20fact%20sheet%2012-07.doc. The DSHS
Kinship care website is: http:/ /www.dshs.wa.gov/kinshipcatre/ .

#House Bill 1377, enacted in 2007, expanded relative placement options by broadening the definition of “relatives”.
Relatives include blood and half-blood relatives; first cousins; second cousins; nephews and nieces; grandparents;
stepparents; and stepbrothers and stepsisters; and relatives of half-siblings of the child. RCW 74.15.020(2). For a
summary of the bill, see http://apps.leg.wa.gov/billinfo/summary.aspxebill=1377.

47 Substitute House Bill 1281.

8 The statewide Kinship Oversight Committee was established by the Legislature in 2003 with the enactment of
Substitute House Bill 1233. The life of the Committee was extended to 2010 in 2005 by SHB 1280. RCW 74.13.261.
To access the legislative history of SSB 1280 see http://dlt.leg.wa.gov/billsummary/default.aspx?year=2005&bill=1280
#To access information on programs to assist relatives, see “Washington A State Fact Sheet for Grandparents and
Other Relatives Raising Childten” at http://assets.aarp.otg/rgcenter/general /kinship_care_2006_wa.pdf

50 Some of the children had been placed in homes prior to changes in policy requiring more thorough home studies.
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complete a home study or background check when one was required but had not yet been completed.”
According to DSHS CA:

® Region 1 identified 181 cases that needed further work. Of those, 177 cases needed home studies
completed;

® Region 2 identified 142 cases that needed home studies and 206 cases that needed background
checks;

® Region 3 identified 107 cases that required home studies and 27 cases that required background
checks;

® Region 4 identified 32 cases requiring a home study which are now [as of September 2008] in process
and 12 caregivers with criminal conviction requiring a waiver or administrative approval™;

® Region 5 identified 171 cases requiring home studies of which 106 were pending completion. Five
cases with a pending background check were found.

® Region 6 identified 134 cases which needed home studies and 46 background checks which had not
been completed.53

The caregiver case review resulted in numerous home studies and background checks being done for the first
time, or being completed in instances where they were unfinished. This process led to further scrutiny of
homes by DCFS and the removal of children from some long-term placements after the agency concluded
they were not in safe placements.

The Ombudsman recommends that the agency conduct an annual case review to ensure that children are not
placed in any homes that have not undergone a sufficient home study or background check. Based on the
results of its case review, we then expect DCES to take appropriate action to ensure children are placed in
safe homes.

¢ Improvements in Identifying Relatives & Completing Relative Home Studies

In 2006 and 2007, DSHS adopted changes to its home study policy and put current background check
requirements into place. This created a more thorough, unified and expedited process for initiation and
completion of relative home studies, which are intended to evaluate the suitability of relatives for long term

51 September 19, 2008 Memorandum from Randy Hart, Interim Director of Field Operations, Children’s Administration
to Cheryl Stephani, Assistant Secretary, Children’s Administration re: REVIEW OF UNLICENSED CAREGIVERS
AND GUARDIANSHIP CASES.

52 When a disqualifying crime or negative action is found in the course of conducting a background check, CA may give
administrative approval or waiver to allow a child to be placed with an individual with a disqualifying crime or negative
action if the social worker determines that the child’s health and safety will not be jeopardized by the individual and
designated management personnel within DSHS grants the waiver or gives administrative approval. The type of approval
needed depends on the severity of the criminal conviction. For example, a “permanent disqualifying crime” would
require an administrative waiver by the DSHS Secretary whereas a negative action such as a suspension of a license
would require administrative approval by a Regional Administrator or Division of Licensed Resources Administrator.

33 September 19, 2008 Memorandum from Randy Hart, Interim Director of Field Operations, Children’s Administration
to Cheryl Stephani, Assistant Secretary, Children’s Administration re: REVIEW OF UNLICENSED CAREGIVERS
AND GUARDIANSHIP CASES
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placement or adoption.54 When the agency locates a potential relative placement resource, the social worker is
required to complete a criminal history/background check on the relative and assess their suitability prior to
placing the child in the home, unless it is an emergent placement.55 If the placement is done on an emergent
basis, the social worker is to initiate the background check immediately after placement.

DSHS policy provides that the social worker will work with the family to identify possible placement options
and absent good cause, will follow the wishes of the parent regarding placement of the child.”® The social
worker is to consider both in-state and if appropriate, out of state placement options.

Prior to these policy and practice changes, initial relative home studies were often cursory and focused more
exclusively on obvious safety issues. They typically did not address the long term suitability of relatives to care
for children permanently. As one Region 3 DSHS administrator observed, “We didn’t always pick the right
relative for placement. We didn’t always assess their ability to manage the child or to create appropriate
boundaries with the parent.””’

DSHS Policy now provides that within 72 hours of placement of a child with a relative, the CA social
worker will initiate the “Relative Placement” process.” There are four phases to this process and the final
written home study is to be completed within 120 days of out of home placement. If a relative is
identified later in the placement process, they complete a Unified Family Home Study, which is also used for
cases subject to an Interstate Compact on the Placement of Children (“ICPC”). * The relative home study
lays the groundwork for later foster care licensing or adoption of the child by the relative.

OFCO contacted DCFS Administrators in a variety of the regions served by DSHS to help gauge what the
agency thinks are hurdles to placement with relatives and permanency for children, and ingredients for
success. Over the last year, each of the 6 regions served by DSHS was allotted additional FTEs for relative
support. DSHS, CA has left it up to the discretion of individual regions to determine how best to allocate
their resources and develop programs that will support relative placements. According to John March, Region
4, DCFS Area Administrator, Adoptions/Permanency section, “some of the biggest battiers to implementing
permanent plans has been early assessments of relative placements, timely completion of relative or adoptive
home studies, supporting early permanency for children placed in relative cate, and staying on top of these

. 60
cases so permanency can be achieved safely.”

In early 2008, Region 4 created the kinship support unit to support permanency for children placed with
relatives; and the unit became fully operational in August 2008. Of the seven offices in the region, six field
offices are assigned at least one kinship support social worker whose main function is to complete relative
home studies for all relative placements using the unified home study format, support permanency efforts
and provide other case management supports. If adoption becomes the permanent plan, then a request is

5% Children’s Administration (CA) Practices and Procedures Guide, section 45274.

55 CA Practices and Procedures Guide, section 46273 (c).

5 RCW 13.34.260.

57 November 12, 2008 telephone call from Linda Mason Wilgis to Region 3, DCFS petrsonnel.

38 Section 45274 of the CA Practices and Procedures Guide sets forth the process social workers ate to use to identify
relatives (which is the first phase of the relative placement process), and initiate a relative home study. These include use
of: 1. The Relative Placement Checklist (DSHS 15-280); 2. The Relative Intake form (DSHS 10-392); and 3. The Placement Agreement form (DSHS 12-281) \ore broadly,
the provisions under section 4527 addresses different aspects of relative placement, including choosing relatives. This
may be accessed at

http:/ /www.dshs.wa.gov/ca/pubs/mnl_pnpg/chapter4_4520.asp#4527.

% The ICPC exists in state law throughout all 50 states. It was developed in 1974 and its purpose is to establish uniform
legal and administrative procedures governing children placed across state lines. Washington State’s ICPC is codified at
RCW 26.34.010.

% November and December 2008 telephone and e-mail communication between John March, Region 4, DCFS Area
Administrator, Adoptions/Permanency section and Linda Mason Wilgis, Ombudsman, OFCO.

Page | 44 Office of the Family and Children’s Ombudsman 2007 and 2008 Annual Report


http://www.dshs.wa.gov/ca/pubs/mnl_pnpg/chapter4_4520.asp#4527
http:process.58
http:child.56
http:placement.55
http:adoption.54

made to an adoption home study social worker to simply update the unified home study for that purpose.
The kinship workers help navigate the third party custody process when that is the identified permanent plan.
Mr. March also employs a “relative search specialist” who uses a specialized federal computer program
“ACCURINT” to link individuals to a family tree. This federal computer program also allows certain workers
to do a national search of criminal history on prospective relative placements which helps to expedite the
home study process. The relative search position went into effect in August 2008. These new initiatives in
Region 4 appear to be off to a promising start.

Additionally, with the implementation of FamLink, DSHS’ new computerized database which is just coming
online, home studies will be completed within the system. This will create an automated, rather than paper-
based, document and will make it easier for the agency to monitor completion of home studies and to include
ticklers to staff to remind them of steps that still need to be completed to finish a home study.

Ultimately the success of relative placement starts with identifying relatives at the front end of the
dependency process. This hinges on the cooperation of the parents and eatly efforts by agency social workers
to follow up on leads about potential relatives who could help care for a child. Washington State law®!
provides that at the shelter care hearinng the court will inquire into what efforts have been made to place the
child with relatives. Individual judges and commissioners have the discretion to ask parents for information

to assist in identifying relatives. However, in other states this is taken a step further and parents are notified of
specific consequences if they do not identify relatives for placement and provide names, addresses and other

contact information within a short specified period of time.”’
® Expansion of Family Team Decision Making

In recent years, DSHS has incorporated into its decision making process a variety of “shared planning
meetings and staffings” to support the safety, permanency, and well-being of children. Among these are
Family Team Decision-Making Meetings (FTDMs) which are designed to increase family and community
involvement in a case.”* FTDMs draw from a large community of participants and may include relatives,
family friends, service providers, community professionals, and the DCES social worker and supervisor.
FTDMs occur when a placement decision needs to be made.

While the Ombudsman supports the agency’s efforts to incorporate families into decision making, OFCO is
concerned about the number of caregivers who report they are not being invited, or encouraged to attend
shared planning meetings. In 2007, the Braam panel commissioned a comprehensive survey of caregivers to
gather information about their experiences to ensure that caregivers are receiving adequate support and
training from DSHS. In the 2007 Survey of Foster Parents and Caregivers in Washington State, 40% of
caregivers interviewed reported that they rarely or never received timely notification of shared case planning
meetings at least five days in advance. % In the follow up survey results released in 2008, there was a slight

SIRCW 13.34.065(4).

62 A shelter care hearing must be held within 72 hours. The court determines the need for shelter cate (temporaty out-
of-home placement of the child) based on the health, welfare, and safety of the child. RCW 13.34.065(4).

9 For example, Colorado requites parents to provide within 15 days the names and addresses of relatives with whom the
child may be placed. Parents are advised that if the parent fails to identify these relatives in a timely manner, the child
may be placed permanently outside of the home of the child’s relatives and that the child may risk life-long damage to
his or her emotional well-being if the child becomes attached to one caregiver and is later removed from the caregiver’s
home. Colo. Rev. Stat.. 19-3-403(3.6(a)(I). The law also authorizes the court to order the child welfare agency to make
reasonable and timely efforts to contact such identified relatives within 90 days of the hearing unless there is a showing
of good cause not to contact the relative. For a discussion of Colorado law and other selected state kinship efforts, see:
http:/ /www.ncsl.otg/programs/cyf/kinshipenact.htm

4 http:/ /wwwl.dshs.wa.gov/pdf/Publications/22-1171.pdf

0September 2007 “Benchmark Report for the 2007 Survey of Foster Parents and Caregivers in Washington State” may
be accessed at:.http:/ /www.braampanel.org/ParentSurvey07_Benchmark.pdf
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improvement, with 37% reporting they never or rarely received notification of shared planning meetings at
least five days in advance.

o Relative Visitation

In OFCO’s 2005 Annual Report,67 we recommended that DSHS provide ongoing contact between
dependent children and their relatives when that relative has an established relationship with the child. We
noted that state law at that time did not create an explicit right for relatives to have contact with these
children, even when the contact was mutually desired. Visitation was largely left to the discretion of the
agency and the court.”®

In 2008, the state Legislature passed SSB 6306 which provided a procedure for relatives to petition juvenile
court to obtain visitation rights with children.”” OFCO testified in support of the intent of SSB 6306 because
we recognize that by providing relatives a mechanism for securing visits, they can be a source of love,
strength and support to children whose ties to their parents have been severed. Under the new law, a
dependent child’s relative may petition juvenile court for visitation if:

® The child has been found dependent;
® DParental rights of both patrents have been terminated;
® The child is in the custody of DSHS or a private child placing agency; and

® The child has not been adopted and is not in a pre-adoptive home or other permanent placement
when the petition is filed.

Visitation may be granted if these criteria are met and the court finds it is in the best interest of the child”’
and that visits would not present a risk to the health, welfare, or safety of the child.

OFCO is encouraged by this new law. It signifies an important step forward by recognizing the importance of
maintaining relationships between children and their relatives even when children may no longer have a legal
relationship with their parents. However, as discussed in our Recommendations section below, we believe
the dependency laws should further encourage relatives to play a vital role in the life of these children by
encouraging visits long before termination occurs. Indeed, OFCO is concerned that if a relative has not had
ongoing contact with a child prior to termination, the relative’s chances for having contact after termination
are diminished.

Rationale for OFCO Recommendations

6 September 2008 “Braam Outcomes for the 2008 Survey of Foster Parents and Caregivers in Washington State” may
be accessed at: http://www.braampanel.org/ParentSurvey08_Outcome.pdf

7 The 2004-05 OFCO Annual Report may be accessed at:

http:/ /www.govetrnot.wa.gov/ofco/treports/ofco_2005_annual.pdf

% Despite the lack of an explicit right, DSHS policy provided that: “[ the] child’s social worker will discuss the
monitoring of the child’s contact with parents and relatives with the out-of-home care provider and ensure that the
child’s right to privacy regarding private telephone calls and uncensored mail is maintained.”

9 This was enacted into law and codified at RCW 13.34.385.

70 In determining “best interest”, the court must consider at a minimum: a) The love, affection, and strength of the
relationship between the child and the relative; b)The length and quality of the prior relationship between the child and
the relative; ¢) Any criminal convictions for or founded history of abuse or neglect of a child by the relative; d) Whether
the visitation will present a risk to the child’s health, welfare, or safety; €) The child’s reasonable preference, if the court
considers the child to be of sufficient age to express a preference; and f) Any other factor relevant to the child’s best
interest. RCW 13.34.385(3).
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While there are some promising programs within DSHS, many of the improvements have not been
implemented state-wide or are simply too new to gauge their effectiveness. This means that some regions of
the state are faring better than others. Because many of these are fledgling programs, it will take some time
for the Ombudsman to see the benefits of these programs translating into reduced complaints to OFCO by
relatives.

The Ombudsman also finds that social work practice too often does not live up to the laws and policies on
the books. Unfortunately, there can be a strange disconnect between the intent of laws and policies to
encourage relative involvement and/or placement and the practice of agency workers. OFCO hears from
relatives who complain that the agency never considered them as a placement resource for children, or that
they were never notified of, or included in, important decision-making meetings about the case plan for the
child despite repeated efforts to contact the agency and be involved.

A Relative Excluded from Involvement

A grandparent contacted OFCO after discovering that her grandchild had been placed in foster care
three months previously following the arrest of one of his parents. The grandparent heard about this
via a news report about the parent’s long-term prison sentence. The child’s other parent was no
longer alive, and the grandparent had since been cut off from contact with the family. The
grandparent immediately contacted DCFS upon hearing the news, and was told that the child had
been placed with a distant relative on the other side of the family. The grandparent wanted to have
contact with the child and be considered for placement, but the agency did not offer either of those
options. Upon contacting the agency, OFCO found no clear rationale as to why the grandparent had
not been contacted when the child came into care (other relatives who had the grandparent’s contact
information had been contacted) and why this relative was not now being included in planning for
this child’s future. Following OFCO intervention, the agency arranged for the grandparent to attend
a Family Team Decision Making meeting, and began the process of considering the grandparent for

permanent placement of the child.
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A Relative Passed Over for Placement

A grandparent contacted OFCO concerned about DCFS’s decision to place an infant grandchild in
foster care rather than with family. Both the infant and the parent had tested positive for drugs at the
child’s birth, and DCFES arranged for them to enter a drug treatment program together as soon as an
opening became available. In the interim, the patent entered into a voluntary placement agreement
for the baby to be cared for by the grandparent. When a bed became available, the grandparent
expressed concern about safety risks to the child given the parent’s history of high-risk behaviors and
quitting treatment. The agency assured the grandparent that should the parent choose to leave the
program, the baby would not be released to the parent’s care.

A few days later, the parent left the treatment program with the two-week old infant. The parent
relapsed and exposed the child to an extremely hazardous situation. Once again, the grandparent
immediately sought to care for the baby. Due to the grandparent’s statements of concern about both
the parent’s and the agency’s failure to ensure the child’s safety while under their supervision, the
grandparent was viewed by the agency as “disruptive and confrontive” (the agency used this
description in its documentation) and unsupportive of reunification. The baby was placed in foster
care.

The grandparent reported to OFCO that when the family requested visits with the baby, they were
told that the relatives had no rights with regard to this child. Visits were denied, but since the
grandparent had requested placement, the agency requested that the grandparent undergo a
psychological evaluation and a home study. The home study approved the grandparent for
placement, as did the psychological evaluation. The psychologist recommended family therapy for the
grandparent and parent to address issues that would arise in the course of this placement. The agency
planned to recommend to the court that the therapy proceed “successfully” for at least one month
before it would consider placing the infant with the relative, and expressed concerns about disrupting
the 3-month-long placement of the child with the foster parents.

OFCO intervened at this juncture to ensure that the Department accurately presented all of the
assessments to the court, which would make the final decision, and requested that visits between the
relative and the child begin immediately. This was accomplished. Nonetheless, more than two
months passed before visits were arranged, and more than five months passed before the baby was
placed with the grandparent.

Even once the agency places a child with relatives, relative caregivers communicate to OFCO ongoing
hurdles and frustrations created by DSHS. They cite the agency’s failure to provide them with copies of the
agency’s Individual Service and Safety Plan (“ISSP”) and notice of court hearings about the child. When they
are informed about a hearing, they may not be told that they have the right to submit a caregiver’s report to
court or that it should be filed and distributed. Relatives also complain that they do not receive from the
agency adequate services to help stabilize and maintain placements of children with challenging behaviors,
developmental delays, or special medical needs.
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Willing and Able Relative Thwarted in Caring for Children

A grandparent contacted OFCO after becoming frustrated with the bureaucracy involved in her
attempts to provide care for her two grandchildren, ages 1 and 3, who had been removed after their
parent was arrested for manufacturing methamphetamine. She requested placement of the children
immediately, but the agency needed to do the necessary background checks and relative home study, so
the children were placed in foster care.

It took over two months for the children to be placed with their grandparent. In the interim, they
became ill from exposure to other sick children in the foster home. Once the children were in her
care, the grandparent made numerous requests to the CPS worker for paperwork and other necessary
arrangements to enable her to seek medical care and other needed services for the children. The CPS
worker was unresponsive. As soon as the case was transferred to CWS, the grandparent reported that
the level of service she received was so superior it was “like night and day”.

Relatives report that their advocacy for the children in their care is often misinterpreted. They state they are
accused of failing to cooperate with the case plan or of undermining reunification efforts with parents when
they are seeking to access services, protect the child, or make sure the permanent plan is moving forward.
OFCO has reviewed and investigated a number of cases in which the vocal and tenacious efforts of relatives
to secure more services or to express concerns about the permanent plan for the child have led to removal of
the child from the relative’s home. This has happened, to heart-breaking effect, even in cases where the child
has been in a relative’s care for several years.

Relative Receives Little Support

The relative caregivers of a 3-year-old dependent child, with developmental delays, contacted OFCO after
becoming frustrated with DCFS’s lack of response to their repeated requests for specialized equipment
recommended by the child’s health care providers. The agency had also failed to approve the child’s
attendance at a preschool program that could address the child’s special needs, which had also been
recommended by the child’s providers. The child had been born drug-atfected and had been in the
relatives’ care since birth. The relatives wanted to adopt the child if the child became legally free.

OFCO found that CWS communicated pootly with the relative caregivers and unfairly questioned their
representation of the child’s significant needs and their intention to adopt the child. OFCO requested that
the funding requests be given priority attention and be faitly considered. After OFCO intervention, CWS
approved the requests for the specialized equipment and the preschool program. CWS also prioritized
permanency planning for this child and, cooperated with the adoption home study specialist who
approved the home study. The child became legally free less than a year later.

The Ombudsman has also reviewed many cases in which children have been removed from relative care
when there is no evidence of abuse or neglect of the child by the relative. Even after the relative has been
cleared by a CPS investigation that concludes the allegations were unfounded or inconclusive, these children
may not be returned to the relative caregiver:
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A Relative is Threatened with Removal of Child

A relative contacted OFCO after DCFS threatened to remove a 2-year-old dependent child from the
relative’s care. A new agency had recently been assigned to arrange and supervise visits between the parent
and the child. The new agency’s poor communication with the relative and the child’s day care provider,
where the child was picked up for visits, caused the relative and the daycare to be confused and concerned
about the child’s safety. These concerns were appropriately raised by both parties with DCFS, and OFCO
found that rather than addressing the poor communication by the new supervising agency, DCFS threatened
to remove the child if the relative did not begin cooperating.

OFCO verified with DCFS that the relative had been fully cooperative with parental visits until the new
private agency was assigned to the case. OFCO recommended that DCEFS work to ensure that the relative
and the day care center were fully informed about visitation arrangements. The problems were resolved, and
DCES stopped threatening to remove the child.

Unreasonable Removal from Relative Care

A grandparent contacted OFCO after her two dependent grandchildren, ages 7 and 8, were removed from
the grandparents’ care. The children had lived with the grandparents or with their parents on the
grandparents’ property, much of their lives, but were officially placed with the grandparents by CPS ten
months previously due to concerns of abuse and neglect by one of the parents. The precipitating event for
the children’s removal from the grandparents was a CPS referral alleging that the 7-year old had ridden a
motorized dirt bike on the family farm unsupervised, and that the children were having unsupervised contact
with the other parent, who lived on the property. The grandparent had recently been told by CWS to
supervise the children on their bikes at all times, as the older child had had an accident a year previously.

The agency removed the children from the grandparent and placed them in a 20-bed group receiving home
two hours’ drive away from the grandparents’ home while CPS investigated the allegations of neglect. In the
course of the investigation, the grandparent sought to reassure CPS that the child was wearing a helmet while
riding the motorbike and that the grandparent accompanied the child in the car when the child was riding the
motorbike outside of the yard. The agency conceded that it could not substantiate the claims that the
children were having unsupervised contact with one of the parents and, in fact, there was evidence to refute
this. The findings were inconclusive for neglect (lack of supervision).

Despite the inconclusive finding, the agency did not return the children to the grandparent’s care. OFCO’s
investigation concluded that the neglect allegations were insufficient to warrant the children’s removal. There
were no credible, immediate safety concerns to justify the trauma to the children caused by removing them
from their primary caregivers and there was not sufficient justification for continuing to keep them out of the
home of their grandparent. OFCO intervened by requesting review of this decision by CA Headquarters.
Headquarters reached the same conclusion and almost two months later, the children were returned to their
grandparent’s care.
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Recommendations:

® Stabilize and maintain relative placements through greater scrutiny of agency decisions to
remove children, and by improving communication & access to services

o Prohibit removal of children from relatives unless CPS has received a credible referral
alleging abuse or neglect that presents an imminent risk of harm or the relative has
violated a court order.

The Ombudsman is concerned by the agency’s removal of children from relative placements in situations
where there has been no abuse or neglect and no finding that the relative has cleatly violated a court order.
Sometimes, the agency has removed children from long term (2 or more years) placements without sufficient
cause. This has been devastating to relatives and children alike and many of these decisions have appeared
arbitrary and capricious.

o Improve access to services by expanding the Kinship Navigator Program

Relatives complain to the Ombudsman that they have difficulty accessing services for the children in their
care, especially respite care and counseling. They also face hurdles receiving authorization and payment for
specialized equipment to assist special needs children, even when the need has been substantiated and
documented by other professionals. Unfortunately, by the time a relative contacts OFCO, the situation may
have reached a crisis level and the placement is in jeopardy. Either the relative feels “burned out” by not
having enough agency support to maintain the placement, or the agency has decided that the relative has
exaggerated the child’s needs and is simply ill equipped to care for the child.

The Kinship Care Navigator Program, a concept which arose out of recommendations made by the WSIPP
Kinship Care Report and by the Kinship Workgroup, goes to the heart of this issue. It provides a vital service
to relatives by providing information about how to navigate the social service system and access information
about services, laws, policies, and procedures. According to DSHS:

In fiscal year 2007, the two Kinship Navigator Program sites served 728 grandparents and other relatives
who were caring for 1901 children with a total of 2083 navigation/ assistance services. Seventy-two
percent of those served were grandparents and also over sixty years or older. Forty-two percent of the
relatives served were Black/African American, 49% were White and 9% were Native American.
Eighteen percent of those served were of Hispanic/Latino ethnic origin.71

Since the formation of the two initial pilot sites in Seattle and Yakima, 4.5 additional navigators have been

created for a total of 7.5 navigators. The current navigator sites serve both Eastern and Western Washington
and are located within the Area Agencies on Aging (AAA) within DSHS.

The Ombudsman supports the goal of eventually having at least one Navigator in every AAA geographic
area. Each county in the state of Washington is served by an AAA office, with some AAA offices serving
multiple counties.”” Towards this goal, we believe it is essential to not only maintain funding for existing
navigators but to provide additional funding for new navigator positions.73 The availability of Federal dollars
for this program through the newly enacted Fostering Connections to Success Act should be explored.

" http:/ /www.aasa.dshs.wa.gov/about/ factsheets/kinship%20navigators%20£fact%20sheet%2012-07.doc

72 For a list of Washington Area Agencies on Aging and the counties they serve, see
http://www.catewashington.org/list10_wa_Aging Setvices_senior_centers.htm

73 The Children’s Home Society Advocacy group is tequesting in 2009, funding for an additional 2.5 — 3.5 Navigators:
$85,000/Navigator x 3.5 = $297, 500 x 2 years = $595,000 + $40,000 for administration at the state level = $635,000.
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o Develop and implement clear strategies to improve communication with relatives so that
they feel valued and are clear on respective roles of agency and relatives in dependency
proceedings

Many of the problems seen by the Ombudsman relate to poor communication and to caregivers and the
agency not fully appreciating the role that each entity brings to the dependency process. Relative caregivers
report that they do not feel the agency respects their role in caring for dependent children. Feelings of
disrespect are fueled by poor communication or lack of communication altogether between the agency and
the caregiver. This can lead to the agency and caregivers assuming the worst of motives in each other and a
further deterioration of the relationship.

There is natural tension between the differing roles of DSHS and caregivers. In many of the cases the
Ombudsman investigates, the agency is intolerant of relatives or other caregivers who demand time of the
agency by questioning agency practice, or advocating for the child. This is particularly so when the direction
of advocacy runs counter to what the agency believes is in the child’s best interest or is not considered
practical and available given the constraints of time, energy, and money. In one case reviewed by the
Ombudsman, this even led DCFS, Child Welfare Services to make a CPS referral alleging that the caregivers
(in this case, a foster care provider, rather than a relative) who had consistently provided excellent care for a
now almost 3 year old dependent child, were in violation of nurturing/care licensing requirements because
they did not agree with the agency’s decision to remove the child from their care and send the child out of
state to relatives the child had never met. The foster parents had consulted with professionals about the
impact this would have on the child and sought to have this information presented to the court. Although the
allegations in the referral were found to be invalid, it was enormously stressful for the caregivers to be
subjected to a CPS investigation while they were simultaneously coping with the loss of a child they had
hoped to adopt.

Relatives may view the agency’s required monthly health and safety checks of the child in their home as an
“intrusion” into their home and family life. They are offended by the agency questioning their ability to care
for a child they may have spent years raising and they dislike what they view as agency intolerance of their
family customs and practices. Relatives must be clear that the agency has a duty to monitor the health and
safety of a child in out-of-home placement. By necessity, this means in home visits with the child,
interviewing the child outside the presence of the caregiver, and sometimes asking probing questions if it
seems necessary based on the child’s behavior, the condition of the home, or reports by third parties that
raise concerns.

Sometimes the agency’s efforts to comply with their statutory duty to safeguard dependent children can feel
heavy-handed. The following service episode record (SER)™ from a case OFCO investigated illustrates an
attitude of the agency social worker that was considered offensive by relatives. They viewed the agency as
having an overly proprietary attitude toward their family’s child:

Spoke with [relative] regarding ber criminal bistory. Told her that the children are the SWs children.

SW is looking for someone who the SW can trust and meet the needs of children and follow the court
orders and set the boundary with the parents. The SW may contact her employer for ber reputation of
caring for children. The SW would also do a home visit to ber place herself. [The relative] stated that SW
had visited her place already. The SW told ber that [she] is a covering SW while the assigned SW is on
vocation [sic]. The assigned SW wanted to do one more home visit. [The relative] is upset and called the
SW’s supervisor to complain.

(italics added.)

74 Service episode records document the DCFS social workers work on the case, including contact with parents,
caregivers, and service providers.
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Poor communication can be alleviated with common courtesy such as returning phone calls and e-mails on a
timely basis. The agency needs to remember to give the caregiver reasonable notice of hearings” and staffings
and assure them that their input to the agency and the court is valuable. DCFS can also facilitate providing
the court and parties with copies of the caregiver’s report.

Workers need to be responsive to caregiver requests for appropriate services and funding so that frustration
levels do not build. The agency should use regular health and safety checks of the child as an opportunity to
not only check on the child’s well being, but to establish a relationship of trust and communication with the
caregiver long before a problem arises, so that the caregiver feels free to raise questions or concerns.

RCW 13.34.130(6) provides that any placement with relatives is contingent upon cooperation by the relative
with the agency case plan, compliance with court orders and any other conditions imposed by the court
related to the care and supervision of the child including contact between the parent and child and sibling
contacts. If the relative does not comply with the case plan or court order, the agency may remove the child
from the relative's home, subject to review by the coutrt. Relatives need to be well informed by the agency
about the importance of complying with court orders and cooperating with the case plan. On the other hand,
when relatives advocate for the child in their care, this should not be readily mistaken for lack of cooperation
with the case plan.

¢ Improve notice and opportunity to be heard for relative caregivers
o Provide adequate notice of shared planning meetings and hearings

O Provide relatives with a minimum of 5 days written notice prior to a child being
removed from their home and ensure that the notice explains the reasons for removal of
the child

Relatives should be provided with a minimum of 5 days written notice prior to the removal of a child from
their home, just as the agency provides foster parents.”® RCW 74.13.300(1) requires that: “Whenever a child
has been placed in a foster family home by the department or a child-placing agency and the child has
thereafter resided in the home for at least ninety consecutive days, the department or child-placing agency
shall notify the foster family at least five days prior to moving the child to another placement . ...”
(emphasis added.) The goal of this provision is to minimize disruption to the child in changing foster care
placements.”” The only exception to this requirement is if: (a) A court order has been entered requiring an
immediate change in placement; (b) The child is being returned home; (c) The child's safety is in jeopatdy; or
(d) The child is residing in a receiving home or a group home.” Tt is inexplicable that current law does not
provide for such notice, when it requires that placement with relatives be prioritized by child welfare agencies.

5 In the September 2007 “Benchmark Report for the 2007 Survey of Foster Parents and Caregivers in Washington
State, ” 24% of caregivers reported that the agency rarely or never notified them about court hearings for the child, in a
timely way, within 10 working days prior to court hearings; and 37% reported that . the agency rarely or never advised
the caregiver that they had an opportunity to be heard at these hearings. See pp. 16 - 17 of the report at
http://www.braampanel.org/ParentSurvey07 Benchmark.pdf. In the 2008 Survey, which asked caregivers about
notification in 2007, 25% of caregivers reported rarely or never receiving 10 day notice prior to court hearings; and 36%
reported rarely or never being advised by the agency about their opportunity to be heard. See pp. 18 - 19 of the 2008
Sutvey teport available at: http://www.braampanel.org/ParentSurvey08_Outcome.pdf

76 RCW 74.13.300(1).

7RCW74.13.300(3).

78 RCW 74.13.300(1) (a) — (d).
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Relatives should not have to engage in guesswork to figure out why a child is being removed from their care.
Unless it would compromise a CPS or law enforcement investigation, the agency should provide the relative
with a clear, written explanation as to why a child is being removed from their home and be able to
substantiate this.

o Provide relatives with the right to an administrative review process when children are
removed from their care

Relatives are not currently provided an administrative review if they wish to contest the agency’s decision to
remove a child from their care. In general, a commonly held principle of law is to grant individuals who have
been deprived of important rights, due process by which to contest such a loss. For example, a child care or
foster care provider who has a license denied, revoked, suspended, or modified has the right to challenge the
agency’s decision and have the decision reviewed in a hearing before an Administrative Law ]udge.79 It stands
to reason that relatives who have had a child placed in their care for 6 months or longer should have the right
to request a timely review of the agency’s decision. This could be accommodated either through an internal
agency grievance process and/or by providing relatives with the right to an administrative hearing if the
matter cannot be resolved by the agency’s internal review of the matter.

e Allow relatives who have an established relationship to play a meaningful role in the lives of
dependent children

o Expand the reach of newly enacted law to allow relatives who have an established
relationship with a dependent child placed out of the home to petition the court for
visitation when visits are mutually desired by the child and relative.

Newly enacted RCW 13.34.385 provides relatives with the right to petition juvenile court for reasonable
visitation with a child whose parents’ rights have been terminated. This law became effective in June of this
year, 2008, so it is too soon to tell to what extent it will effectively address what has been a common
complaint -- the lack of contact between relatives and children in the foster care system. Some relatives feel as
if they have wrongly being punished for the deficiencies of the parents by having their relationship with these
children severed as well.

The new law does not address visitation between relatives and dependent children whose parents’ rights have
not been terminated. The Legislature should give consideration to extending the reach of this new law so that
relatives are provided a legal procedure to petition juvenile court for unsupervised visitation with dependent
children who have been placed out of the home, but whose parents’ rights have not been terminated. This
would be appropriate when the child is placed out of the home, the relative has had an ongoing relationship
with the child, contact is mutually desired, and it would be in the best interest of the child.*

o Authorize all persons who have cared for a child within the last 6 months prior to a
review hearing to provide a report to the court.

The Adoption and Safe Families Act (ASFA), passed by Congress in 1997 % provides that caregivers (relatives
and foster parents) must be provided notice of, and the opportunity to be heard in, any review or hearing to
be held with respect to the child. Current caregivers in Washington may provide the court with a caregiver’s
report. The agency and the courts need to consistently recognize that caregivers can be a source of invaluable
first hand information about a child. The Ombudsman believes it would be useful to allow not only current

77 RCW 74.14.130(2); RCW 43.20A.205; WAC 388-148-0105.
80 This would not affect a parent’s rights to raise objections to the visitation at a hearing on the petition.
81 The Adoption and Safe Families Act of 1997, Pub.L.. No 105-89, 111 Stat. 2115, amending 42 U.S.C. §§671-675.
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caregivers, but all caregivers who have provided care to the child within 6 months of a review hearing to
provide a report to the court, unless the child has been removed from that caregiver because of abuse or
neglect by the caregiver.

¢ (larify ambiguity in the law governing relative placement preference

o Ensure that language in statute and governing regulations and policies is consistent as
to “relationship” between child and relative.

RCW 13.34.160 plainly states a preference to place a child with a relative “with whom the child has a
relationship and is comfortable.” The Washington Administrative Code (WAC) implementing the law
states in pertinent part, “The department reviews and determines the following when selecting a relative
placement: (b) The relative has a potential relationship with the child.”® The practical effect of this
language is to broaden the preference for relative placement so that even if a child has never met a relative
and has no relationship with that relative, the agency will prioritize this placement over a non-relative
caregiver. This may occur even in instances where the child has been living in a non-relative placement for a
lengthy period of time (well over a year). The variation in the language between statute and regulation has
been brought to the attention of the Ombudsman by many citizens who have contested placement moves for
children. This discrepancy needs to be resolved by the Legislature and the agency so as to avoid confusion.

Conclusion

The goal of these recommendations is to avoid the prolonged uncertainty and inherent instability that seems
to characterize too many placements of dependent children. This has a detrimental effect on the
psychological well being of the children in care and leads to the loss of family members who would like to be
a resource for these children.

82 RCW13.34.160(1) (b).
83 WAC 388-25-0445 (emphasis added.). see also CA Practices and Procedures Guide, section 4527 at
http:/ /www.dshs.wa.gov/ca/pubs/mnl_pnpg/chapter4_4520.asp#4527
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LIVE UP TO THE PROMISE OF GREATER PERMANENCE FOR CHILDREN

Recommendation: Comply with Permanency Timeframes in the Adoption and Safe
Families Act (ASFA) of 1997

Background

In 1997, Congress enacted the Adoption and Safe Families Act'® (“ASFA”) in response to growing concerns
about the length of time children were remaining in foster care. This law reformed the child welfare system to
prioritize child safety, permanence, and well-being over family preservation. Its intent was to increase the
likelihood and the speed with which children in the child welfare system attain a permanent home. One of the
key provisions of ASFA is the requirement that state child welfare agencies file a petition to terminate
parental rights (or to support a petition filed by a third party) when a child has been in foster care for 15 out

of the most recent 22 months.'"!

Multiple Agency Snafus Result in Delayed Permanence for Young Child

The Division of Children and Family and Services (DCES), Child Welfare Services (CWS) unreasonably delayed
permanence for a now 5 year old dependent child. The child was taken into protective custody and placed in
out-of-home care at less than a year of age due to severe neglect, lack of supervision, and suspected physical
abuse. The agency and/or court returned this dependent child to the cate of the parent three times after the
removal: the first time, for 7 weeks; the second time, for 1 month; and the third time, for 10 %2 months. Each
time, the child had to be taken back into protective custody because the parent continued to violate court
orders (e.g. not informing the agency of the parent and child’s whereabouts when the parent changed
residences; allowing the child to have contac