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CHILD FATALITY REVIEW 

Executive Summary  
On December 3, 2025, the Department of Children, Youth, and Families (DCYF) conducted a Child Fatality 
Review (CFR)

RCW 74.1

1 to examine DCYF’s practice and service delivery to A.W. and 
RCW 74.1

family. A.W. will be referenced 
by initials throughout this report.2 

On October 4, 2025, law enforcement notified DCYF that A.W. died while bed sharing with 
RCW 74.

 father. A.W.’s 
mother was at a casino but had accessed the family’s internal home cameras after A.W.’s father repeatedly 
failed to answer the mother’s telephone calls. A.W.’s mother observed her newborn and the newborn’s father 
laying on the bed and that there was no movement. A.W.’s mother called emergency services and drove to 
the family home. That information met the legal threshold for a Child Protective Services (CPS) investigation. 

At the time of A.W.’s death, DCYF had an open CPS investigation related to A.W.’s mother’s barbiturate and 
methamphetamine positive toxicology screen at A.W.’s birth. The family had two prior screened out intakes, 
and two prior Family Assessment Response (FAR) interventions. FAR intakes are an alternative response to CPS 
investigations. The allegations in FAR intakes are lower risk than those in CPS investigations. 

A CFR Committee was assembled to review DCYF’s involvement and service provision to this family. The 
Committee included members with relevant expertise selected from diverse disciplines within DCYF and 
community partners. Committee members had no prior direct involvement with A.W. or 

RCW 74.1

family. Before the 
review, the Committee received relevant case history from DCYF. On the day of the review, the Committee 
had the opportunity to speak with the majority of DCYF staff who were assigned to this case in 2024 and 2025. 

Case Overview  
The information documented in this section is not fully inclusive of all contacts and actions by DCYF staff. 

DCYF first learned of A.W.’s family in November 2024. 
RCW 74.13.51

At that time A.W.’s mother had three
RCW 74.13.51

 ages five, 
seven, and nine. The father did not live with the family, and the parents were divorced. The mother and 
her boyfriend lived together, RCW 74.13.515 . 

On November 25, 2024, a school counselor called DCYF. The counselor reported that the seven-year-old 
RCW 74.1

RCW 74.13.515reported that the mother’s boyfriend grabs the
RCW 74.13.5

 by the throat and throws them on the couch. 
also reported that the mother’s boyfriend has not stopped doing this when asked by the

RCW 74.13.51

 This 
information resulted in an assignment for a FAR intervention. 

On November 26, 2024, the assigned caseworker called the mother and informed her of the intake and FAR 
process. A.W.’s mother did not answer the call, and the caseworker left a voice mail message. The mother 

1 “A child fatality or near fatality review completed pursuant to [RCW 74.13.640] is subject to discovery in a civil or administrative proceeding but may not be 
admitted into evidence or otherwise used in a civil or administrative proceeding except pursuant to [RCW 74.13.640(4)].” RCW 74.13.640(4)(a). Given its limited 
purpose, a child fatality review (CFR) or a child near fatality review (CNFR) should not be construed to be a final or comprehensive review of all of the circumstances 
surrounding the death or near death of a child. The CFR Committee’s review is generally limited to documents in the possession of or obtained by DCYF or its 
contracted service providers. 
The Committee has no subpoena power or authority to compel attendance and generally hears only from Agency employees and service providers. It does not hear 
the points of view of the child’s parents and relatives, or of other individuals associated with the child. A CFR/CNFR is not intended to be a fact-finding or forensic 
inquiry or to replace or supersede investigations by courts, law enforcement agencies, or other entities with legal responsibility to investigate or review some or all of 
the circumstances of a child’s fatal injury. Nor is it the function or purpose of a CFR/CNFR to recommend personnel action against DCYF employees or other 
individuals. 

2 A.W.’s name is not used in this report because RCW 7 name is subject to privacy laws. See RCW 74.13.500. 
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CHILD FATALITY REVIEW 

they used together. The 
RCW 74.13.51

father believes the mother was still using substances. He said he ended their 
relationship because she would not stop using substances when he decided to become sober. The 

RCW 74.13.51

father 
shared concerns he heard from other people about his 

RCW 74.13.51

safety with their mother as well as photos of 
bruises on the body of children but there were no faces shown to identify whose body the bruising was on. 

RCW 74.13.515
On December 23, 2024, the 

RCW 74.13.51

father texted the assigned caseworker following up on their last contact. He 
sent her the photos of injuries he showed her at his home. The caseworker uploaded those photos into DCYF’s 
computer system, Famlink. 

On January 21, 2025, the caseworker called the 
RCW 74.13.51

mother to set an appointment for a home walk through 
and parent interview. The mother expressed her frustration with DCYF and said she would not agree to the 
request. The caseworker called again two days later to see if the mother had changed her mind. The mother 
informed the caseworker that she was recording their conversation. The caseworker told the mother she did 
not consent to the recording. The mother expressed her frustration with DCYF and stated her children had 
been manipulated. The mother became increasingly upset and continued to state she would not participate in 
the assessment. The caseworker told her she would call her back in a couple days to ask again. 

On January 31, 2025, the caseworker conducted a health and safety visit with the
RCW 74.13.5

 at their mother’s 
home. The mother was more cooperative during this contact and answered all of the caseworker’s questions. 
The mother stated her last use of methamphetamines was in 2005 and cannabis in 2001. She denied any 
domestic violence in any of her relationships. The home walk through and interviews did not provide the 
caseworker with any concerns for the safety of the children. 

Other DCYF staff assisted the caseworker by making collateral contacts. Those contacts included relatives. 

On February 11, 2025, the caseworker conducted another health and safety visit with the
RCW 74.13.51

 During this 
contact and the last health and safety visit, the caseworker attempted to conduct a telephonic interview with 
the mother’s oldest This youth  refused to speak with the 
caseworker. The caseworker also interviewed the mother’s boyfriend. When asked about substance use, he 

RCW 74.13 RCW 74.13.515

stated he had a history of using methamphetamine, but he went through family drug court and last used in 
2010. The mother’s boyfriend denied that he hurt the

RCW 74.13.5

 and said the situation was blown out of 
proportion. 

Later in February the caseworker spoke with a school employee about the family. She shared that one of the 
RCW 74.13.5

was worried that their mother is trying to kill their dogs because they don’t have access to water and was 
not feeding the dogs. 

RCW 7

also complained about “yelling” at
RCW 74

 mother’s home. The school had sent food 
home and the mother thanked the school but said they did not need assistance. The employee shared other 

3 For information about DCYF policy number 2.40.1, see: https://dcyf.wa.gov/dcyf-policies/2-40-1-reason-know. 
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CHILD FATALITY REVIEW 

interactions with the
RCW 74.13.5

 and their mother and expressed concern that sometimes when the mother 
volunteered at the school, she presented disheveled, anxious, and nervous. 

On February 26, 2025, the caseworker met with the five-year-old child at school along with a school personnel 
member.

RCW 7

 did not disclose any concerning issues. The caseworker then went to the high school and 
privately interviewed the mother’s oldest child. 

The youth denied knowing much of 
anything about the mother’s current boyfriend.  did share that  mother and the  father fought a lot 

RCW 74.13.515
RCW 74.13.515

RCW 74RCW 74 RCW 74.13.51

but did not provide any further context. 

Also on February 26, 2025, a DCYF employee called the mother’s boyfriend’s mother as a collateral contact. 
This woman reported she last saw the children around Christmas but has other types of contact weekly, and 
has known the

RCW 74.13.51

 mother since October. While the woman reported knowing a history of substance use by 
her son and a concern that it may be a current issue, she had not observed anything concerning related to the 
RCW 74.13.51

The assigned caseworker spoke with an elementary school counselor who meets weekly with two of the 
That contact was initiated at the mother’s request due to the

RCW 74.13.5

 struggling with interactions with peers and 
teachers. The counselor shared some of the same concerns that were shared earlier in the day by the other 
school personnel member.

RCW 74.13.51

 She also said that when the 
RCW 74.13.5

RCW 74.13.5

RCW 74.13.51

are staying with their father, they arrive at school 
calm and clean. This contrasts with when the  stay with their mother. She also shared that the November 
27 incident at the school included the  paternal grandmother. The paternal grandmother was present 
and sided with the mother stating their father caused the disruption. 

RCW 74.13.51

On February 28, 2025, the supervisor approved the case closure. 

On July 7, 2025, the
RCW 74.13.51

 father alleged physical abuse to his seven-year-old 
RCW 74.13

RCW 74.13.51RCW 74.13.5

 unsafe driving by the 
mother’s boyfriend with the  in the vehicle, and violence between the  mother and her boyfriend. 
This information resulted in a FAR intervention. 

The next day the assigned caseworker contacted the mother. An arrangement was made for the caseworker 
to interview the children the following day at the mother’s residence. 

On July 9, 2025, the caseworker interviewed all three
RCW 74.13.5

RCW 7

 at their mother’s home. Their mother was present 
for each of the interviews. The seven-year-old stated  does not feel safe with the mother’s boyfriend. They 
discussed the allegation of physical abuse and 

RCW 7

said his mom squeezed 
RCW 74

RCW 74.13.5

 head which resulted in a scratch. 
The scratch was not visible to the caseworker. The other two  did not make any disclosures and denied 
seeing violence at their mother’s home. 

The caseworker then interviewed the mother. Over the course of the interview the mother denied current or 
historical substance use, denied any violence in her current relationship but did provide a copy of a protection 
order she has protecting her from contact with the

RCW 74.13.51

RCW 74.13.51

 father. The mother also denied remembering when 
she squeezed her  head causing a scratch. 
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CHILD FATALITY REVIEW 

The caseworker then interviewed the mother’s boyfriend. He shared that he has a residence of his own but 
mainly stays at the mother’s home. He denied knowing of any times that the mother has physically hit her 

 He acknowledged the incident in the vehicle, stating he was just trying to have some fun, but stated he 
will not do it again. He denied any violence between him and the mother. 

On July 14, 2025, the caseworker spoke with the father. He expressed his concerns for his safety 
when they are with their mother. 

RCW 74.13.51

RCW 74.13.51 RCW 74.13.51

RCW 74.13.515

RCW 74.13.515

On July 18, 2025, DCYF received records from the local sheriff’s office regarding all three adults involved in this 
case. The assigned caseworker received a call from a deputy. The deputy told the caseworker that his agency 
would not be responding to or investigating the current allegations. RCW 74.13.515

On July 21, 2025, DCYF received a law enforcement report regarding a lack of supervision. The information 
was screened out. On July 23, 2025, a DCYF staff person spoke with the paternal grandmother. The paternal 
grandmother stated she does not believe that the mother’s boyfriend is abusing the and she does not 
have any concerns for the safety with their mother.

 The grandmother provided 
very positive support for the mother’s parenting, 

. She also shared concerns for mental health of both 

RCW 74.13.51

RCW 74.13.51 RCW 74.13.515

RCW 74.13.515

the mother and father and that the parents used substances together in the past. She denied any current 
concerns for substance use by the mother or her boyfriend. 

On August 
RCW 74

2025, DCYF received information that the mother gave birth to A.W. She self-reported 
substance use of methamphetamines, had a positive toxicology test for methamphetamines and barbiturates, 
and refused to allow testing of A.W. A.W.’s mother would not discuss her substance use other than to say she 
last used over three weeks prior which is not consistent with having a positive toxicology test at the birth. The 
hospital staff did not have any concerns other than finding the mother asleep, in bed with A.W. and an 
inability to wake the mother to secure a safe sleeping environment. This information resulted in a CPS 
investigation. 

The next day the caseworker met with the mother and A.W. at the hospital. They completed a Plan of Safe 
Care and discussed Period of Purple Crying®4 and safe sleep.5 A.W.’s mother told the caseworker that she had 
been struggling with abusing Adderall. While she was in the hospital, she told family members where she hid 
the pills and they disposed of them. She said she has been using methamphetamines inconsistently and that 
she recently used because she felt overwhelmed. She did not know how barbiturates were in her system 
though. She denied A.W.’s father, the mother’s boyfriend, used substances. She did say that her boyfriend had 

4 For information about Period of Purple Crying®, see: https://dontshake.org/purple-crying, 

5 For information about Plan of Safe Care and safe sleep, see: 1135. Infant Safety Education and Intervention | Washington State Department of Children, Youth, and 
Families. 
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CHILD FATALITY REVIEW 

been telling her to stop using. A.W.’s mother agreed to engage in Family Voluntary Services (FVS)6, random 
urinalyses testing, and to complete a substance use assessment. The caseworker also spoke with a hospital 
social worker who stated there were no other concerns beyond the positive toxicology results observed by 
hospital staff. 

On August 25, 2025, the caseworker went to the family’s home and conducted a walk through. No concerns 
were identified by the caseworker. The caseworker observed and documented in a case note a safe sleeping 
environment, and discussed Period of Purple Crying®. The mother told the caseworker that she had not used 
substances since her RCW 74.13.515  birth. 

The facility where A.W.’s mother was registered to provide random urine testing had plumbing issues and 
therefore she was unable to provide a specimen. A few days later the mother told the caseworker she didn’t 
provide a urine test and agreed to provide an oral swab. She also said that she started using 
methamphetamines again so the test would be positive. A.W.’s mother said she only uses methamphetamines 
after the children have gone to bed at night and after she uses she changes her clothing, showers, and brushes 
her teeth. She said the substances are kept in a lock box in the garage with has a lock. She said she is not 
breastfeeding A.W. During that contact the caseworker met with A.W.’s six-year-old RCW 74.13.515  No concerns 
were identified during that contact. A.W.’s mother tested positive for methamphetamines on September 8 
and 10. 

At the end of September, the caseworker met with A.W.’s father at the DCYF office to conduct the remaining 
parent interview. A.W. and  came along to the DCYF office. During the interview, A.W.’s father 
denied any domestic violence with A.W.’s mother, 

and admitted using methamphetamines. He stated that he too uses the substance after the 

RCW 74.13.515

RCW 74.13.515

children go to bed. The substance is kept in a lockbox and used inside their garage. He stated, after he uses it, 
he changes his clothing, washes his hands, and mouth. The caseworker discussed with A.W.’s father the 
dangers of using methamphetamines, including that it could be laced with fentanyl. She provided him with a 
harm reduction kit that included fentanyl test strips, naloxone (an opioid overdose reversal medication) and 
reading material regarding the dangers of fentanyl. The caseworker then interviewed the

RCW 74.13.5

RCW 74.13.5 RCW 74.13.5

 separately. All 
three  said they felt safe. The two older said they knew what drugs and alcohol were but have not 
seen them at their home. 

On October 4, 2025, DCYF was notified that A.W. died. A.W. was placed in an unsafe sleep environment with 
RCW 74.1

 father. The event was recorded on the family’s in-home cameras. The video was reviewed by the 
caseworker at the parent’s request, prior to the parents providing it to law enforcement. 

Committee Discussion  
The following section reflects the discussion and perspectives of the Committee. These discussions explore 
systemic challenges, suggested areas for improvement, and aspects of the case handled well by DCYF staff, as 
identified by the Committee. While these insights inform broader learning and potential systemic 
improvements, they do not represent formal findings or policy positions of DCYF. Any identified improvement 

6 For information about Family Voluntary Services, see: 3000. Family Voluntary Services (FVS) | Washington State Department of Children, Youth, and Families. 
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CHILD FATALITY REVIEW 

opportunities are not intended to suggest a direct correlation with the presumed fatality in this case. 
Improvement opportunities are defined as the gap between what the family needed and what they received 
from the child welfare system. Improvement opportunities may also identify systemic barriers. 

The Committee had the opportunity to speak with DCYF staff who were involved in supporting the family. This 
discussion provided a chance for the Committee to learn about case specific details, typical office practice and 
resources, and system challenges. 

The Committee appreciated the 2025 CPS caseworker’s diligence and detailed documentation of her 
conversations with the family and household members. They were even more impressed when they learned 
that the caseworker was fairly new to DCYF and that she had a high caseload at the time she was assigned in 
July 2025. 

The Committee also identified that the assessment and ongoing contact with A.W.’s RCW 74.13.515 father was 
robust. While it is an expectation for staff to include all parents and household members in assessments and 
investigations, the Committee identified that the work done on this case was above the standard. 

The Committee discussed child welfare assessments of child safety with a parent who is impacted by 
substance use, specifically a substance that is not a high-potency synthetic opioid (HPSO), such as 
methamphetamines. The Committee wondered if due to the increased focus on cases involving fentanyl, a 
HPSO, that non-HPSO substances may not be seen as impactful to child safety. 

They also discussed that some regions within Washington state have a regular practice of conducting shared 
planning meetings when a child is born, substance affected or impacted, prior to the newborn’s discharge 
from the hospital. The Committee members agreed that this is a good practice, though not required by policy 
or statute, and may have benefited this family. The Intake and CPS Program Manager on the Committee 
identified that she would discuss this with her peers. 

While discussing that the mother did not tell the caseworker that she was pregnant and therefore A.W.’s birth 
was a surprise to DCYF, the Committee identified that the mother’s pregnancy was known to a DCYF employee 
who conducted some collateral contacts on the case. The Committee discussed that it may be beneficial to 
have other staff who are helping on cases included in the monthly supervision meetings so that details like this 
may be captured at that point if not shared with the primary caseworker prior to supervisory staffings. 

The Committee discussed that there was a missed opportunity to review and incorporate the adult’s child 
welfare history in to the 2024 and 2025 cases. While A.W.’s mother’s history as a mother was short, she had 
child welfare history from her childhood. A.W.’s father had a prior case with his now adult daughter as well. 
The Committee identified that knowing more about the experiences the adults may have had as children and 
in other child welfare cases, may be beneficial for having a more inclusive assessment of current risk. 

Upon reflection, the CPS caseworker shared that gathering more collaterals and medical records after A.W.’s 
birth would have been appropriate. She also identified that A.W.’s adult 

RCW 74.13.515

who lived with the family on 
and off, would have been an appropriate collateral contact. The Committee agreed with the caseworker. 

The Committee agreed that the parents were not exhibiting dangerous behaviors (prior to the fatality) and 
there were no known negative impacts on child safety due to their substance use (also prior to the fatality). 
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However, more assessment of the A.W. and 
RCW 74.

needs to include care throughout the night after the parents 
were using (parents stated they only used methamphetamine at night after the children went to bed) was 
warranted. 
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