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CHILD FATALITY REVIEW 

Executive Summary 

On April 9, 2026, the Department of Children, Youth, and Families (DCYF) conducted a Child Fatality Review 
(CFR)1 to examine DCYF’s practice and service delivery to J.T. and the family. The child, J.T., will be referenced 
by initials throughout this report.2 

On Dec. 23, 2025, DCYF was notified that three-month-old, J.T. had passed away after mother fell asleep while 
holding 

RCW 74.13.

The initial concern for cause of death was co-sleeping, however after further investigation, fatal 
levels of fentanyl and methamphetamine were found in J.T.’s system at the time of death. This was assigned 
for CPS investigation, and the investigation is ongoing at the time of the child fatality review. 

Prior to the fatal event, the family had a history of DCYF-involvement. Since 2014, DCYF received eight reports 
about the family’s welfare. Five reports were screened out. Three reports met the guidelines to initiate a 
response, according to the Washington Administrative Code3. As a result, there was one Child Protective 
Services (CPS) investigation,4 and two CPS risk-only5 assessments. The CPS investigation from November 2025 
was still pending at the time of the review. 

A Child Fatality Review Committee (Committee) was assembled to review DCYF’s involvement and service 
provision to J.T. and the family. The Committee included members with relevant expertise selected from 
diverse disciplines within DCYF and community partners. The Committee members had no prior direct 
involvement with J.T. or the 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 DCYF staff who were 
assigned to the case prior to the critical incident. 

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) should not be construed to be a final or comprehensive review of all the circumstances surrounding the 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 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 the 
circumstances of a child’s fatal injury. Nor is it the function or purpose of a CFR to recommend personnel action against DCYF employees or other individuals. 

2 J.T.’s name is not used in this report because their name is subject to privacy laws. See: RCW 74.13.500. 

3For information about DCYF intakes, see: https://www.dcyf.wa.gov/policies-and-procedures/2200-intake-process-and-response. 

4 For information about CPS investigations, see: https://dcyf.wa.gov/policies-and-procedures/2331-child-protective-services-cps-investigation 

5 RISK-ONLY: A CPS risk-only investigation should be screened in when there are “reports [that] a child is at imminent risk of serious harm and there are no [child 
abuse or neglect] allegations”. For more information about CPS Risk Only Investigations, see https://www.dcyf.wa.gov/practices-and-procedures/2200-intake-
process-and-response. 
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CHILD FATALITY REVIEW 

Case Overview 

Below is a summary of events and casework provided by DCYF leading up to the critical event. This summary is 
intended to provide an overview and may not include every case detail or agency response. 

The family first came to the attention of DCYF in July 2014 after the mother gave birth to her first child. The 
mother was in a methadone program and seeking treatment for a heroin addiction. The baby tested positive 
for methadone and opiates at the time of birth. This referral screened in for CPS risk-only. The caseworker 
investigated the allegations and completed appropriate collateral contacts. The family was connected to 
community resources. No safety threats were identified for the child and the case closed in August 2014. 

Between August 2014 and September 2025, the agency did not have direct contact with the family but 
received two referrals that were screened out. 

In September 2025 staff at a hospital made a referral to DCYF after the mother gave birth to J.T. The hospital 
staff shared that they no longer complete toxicology screens unless there are behavioral or medical concerns, 
however the mother self-reported using fentanyl the day before J.T. was born. The mother had minimal 
prenatal services, claiming she had difficulty finding a provider through her insurance. The hospital staff 
reported that the mother was bonding and participating in the care of the baby with no concerns noted. This 
referral was screened-in for CPS risk-only. 

DCYF worked with the family to assess risk and safety and created a Plan of Safe Care (POSC). The mother and 
older sibling were staying with a relative. J.T.’s father was identified, but his level of involvement was limited 
due to being incarcerated. A Family Team Decision Making (FTDM)6 meeting was conducted and the mother 
expressed interest in receiving services, such as Help Me Grow7, substance use treatment, and Parent Child 
Assistance Program (PCAP).8 The mother was given information about the Period of Purple Crying9 and Safe 
Sleep10 practices. A harm reduction plan11 was created, and the mother was provided with a harm reduction 
kit, including a medication lock box, naloxone, and informational materials about high potency synthetic 
opioid (HPSO) substance use. The case remained open with Family Voluntary Services. 

In November 2025, DCYF received a referral with concerns that the mother was exposing J.T. to fentanyl by 
continuing to breastfeed. J.T. was experiencing pains of withdrawal while relatives provided care on the 

6 FTDM -Effective April 1, 2026, DCYF made changes to the Family Team Decision Making (FTDM). The meetings are now Youth and Family Meetings (YFM). For 
information about the Youth and Family meetings process, see: https://www.dcyf.wa.gov/1700-case-staffings/1720-family-team-decision-making-meetings. 
Youth and Family Meetings 

7 For more information about Help Me Grow, see Family Community Resources • Help Me Grow WA 

8 The Parent Child Assistance Program (PCAP) is an evidence-informed program that provides intensive case management and support services to pregnant and 
parenting women with substance use disorders and their young children see Parent-Child Assistance Program (PCAP) fact sheet 

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

10 Safe Sleep - For information about Safe Sleep, see: https://safetosleep.nichd.nih.gov/safesleepbasics/about. 

11 Harm Reduction - For information on harm reduction, see: Overdose Prevention | HHS.gov 
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CHILD FATALITY REVIEW 

weekends. The case was already open for services at the time and this referral screened in for CPS 
investigation. This investigation was ongoing at the time of this child fatality review. 

On Dec. 23, 2025, DCYF received a report that J.T. had passed away after mother fell asleep while holding the 
three-month-old. The initial concern for cause of death was co-sleeping, however after further investigation, 
fatal levels of fentanyl and methamphetamine were found in J.T.’s system at the time of death. This referral 
screened in for a CPS investigation. The investigation was ongoing at the time of the child fatality review. 

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 casework 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 
opportunities are not intended to suggest a direct correlation with the 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 met to discuss the casework prior to the critical incident. The Committee had the opportunity 
to speak with field staff who were involved with supporting the family. This discussion provided an 
opportunity for the Committee to learn about case specific details, typical office practice and resources, and 
system challenges. The Committee identified positive aspects of the casework practice and discussed 
opportunities for improvement. 

The discussion began with staff sharing about the office environment and broader community context in 
which this case was managed. The surrounding community is impacted by high rates of fentanyl use, and 
socioeconomic conditions including elevated levels of poverty. Community-based resources are limited, which 
often impacts service availability and accessibility for families. The DCYF office where the family’s case was 
located is the largest in the region and has historically experienced challenges with staff recruitment and 
retention. At the time leading to the critical incident, the office was considered adequately staffed; although, 
day-to-day staffing levels are often impacted with about 25 percent of the staff out for various reasons. The 
workers in the case had less than three years’ experience and the supervisors had more than five years’ 
experience working in the DCYF office. 

During the month leading to the critical incident, the CPS caseworker was assigned approximately10 cases, 
including two complex high potency synthetic opiates (HPSO) related cases, and one case requiring court 
involvement. The combination of high case volume, limited community resources, complex substance use 
cases, and service coordination challenges was identified as a factor influencing the workload. While the case 
documentation indicates that home visits occurred regularly, there was a time demand for the follow-up, such 
as requesting information from community providers multiple times. The Committee discussed how high case 
volume, particularly in areas with elevated complexity and limited resources, can have an impact on staff 
capacity and sometimes lead to staff fatigue, discouragement, and burnout. The Committee emphasized the 
importance of aligning staffing ratios with case complexity and community conditions to better support 
effective service delivery. 
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CHILD FATALITY REVIEW 

The Committee reviewed the initial assignment and subsequent transfer of the case. The case was originally 
assigned to one caseworker; however, a conflict of interest was identified, and the case was reassigned shortly 
after. Efforts were made to ensure a smooth transition between workers. At the time of the initial assignment, 
the case plan appeared to be trending toward court involvement. However, at the time the case was 
reassigned, an FTDM was held, and a Safe Child Consultation (SCC)12 occurred following the FTDM. The SCC 
aligned with the team’s decision that the child could remain safe in the home with services offered to the 
mother. 

It was noted by the Committee that the SCC was thorough, clear and well documented. The assigned 
caseworker reported feeling confident in their ability to engage the mother in recommended services under 
this approach. It was noted that on the day of the FTDM, the primary supervisor was out of the office and a 
supervisor from a different unit was covering. The Committee discussed the factors that contributed to this 
shift in decision-making and how team-based processes, including the FTDM and SCC, informed the outcome. 
The Committee emphasized the importance of structured communication when case direction shifts or when 
there is a differing perspective on case planning. It was noted that bringing together supervisors, caseworkers, 
and area administrators in these situations may support clearer decision-making, alignment, and opportunities 
to reassess when circumstances begin to change or decline. 

The Committee discussed how prior experiences with similar cases influenced decision-making. The staff 
described variability in court culture and noted instances in which judicial trust in DCYF’s assessment of safety 
was perceived as inconsistent. The caseworker shared that the court had recently denied a dependency 
petition in a similarly complex case involving HPSO. This prior outcome was reported to have influenced the 
caseworker’s decision-making in J.T.’s case. The Committee acknowledged that these dynamics may influence 
decision-making and staff experience when considering court involvement in cases. 

The Committee discussed that J.T. needed follow-up with medical care, particularly related to weight 
monitoring and overall well-being. While weight monitoring occurred in September, follow-up appears to have 
lapsed. The Committee noted that involvement from a public health nurse (PHN)13 or another medical 
professional may have supported consistent tracking of weight and developmental milestones, as well as 
provided guidance on feeding practices. Additional consideration was given to whether programs such as 
Women, Infants, and Children (WIC)14 or other community-based support could have helped maintain focus 
on the child’s nutritional and developmental needs. 

The Committee explored risks related to breastfeeding in the context of substance use. The mother expressed 
a desire to breastfeed, and the Committee was curious about support available to guide safe breastfeeding 
practices. This was identified as an important consideration, particularly around key decision points in the 
case, including the period in November when risk factors may have shifted. The Committee was curious to 
know more about post-partum care and recovery supports that may have been explored and offered to the 

12 Safe Child Consultation (SCC): For information about Safe Child Consultations, see: https://dcyf.wa.gov/practice/practice-improvement/HB-1227. 

13 For information about Public Health Nurse (PHN), see: Public health - WSNA 

14 Women, Infants and Children (WIC) Nutrition Program. For more information about WIC, see: Women, Infants, and Children (WIC) Nutrition Program 
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CHILD FATALITY REVIEW 

mother. This included consideration of available services such as Narcotics Anonymous (NA)15 and other 
recovery-oriented supports. 

The Committee sought to better understand the mother’s mental health needs and how those needs were 
assessed and addressed throughout the case. During the initial interview, the mother reported a history of 
post-traumatic stress disorder (PTSD), anxiety, depression, and prior domestic violence involving the father of 
her older child. However, no formal diagnosis was documented in the subsequent biopsychosocial 
assessment. 

The Committee reviewed the mother’s participation in substance use disorder treatment and overall 
engagement. The caseworker reported that the mother was engaged much of the time and demonstrated an 
ability to meet J.T.’s basic needs when she was following through with professional recommendations. 
Concerns were noted related to a pattern of missed appointments and inconsistent engagement. This raised 
questions about whether the level of care for the mother remained appropriate or if a higher level of 
treatment should have been considered. The caseworker reported discussing the option of a higher level of 
care with the mother; however, she declined. Staff indicated they continued to engage with the mother to the 
best of their ability despite these challenges. While there were some positive indicators, such as improved 
school attendance for the older child, concerns around substance use persisted and staff remained closely 
involved with this case. When the case transitioned to voluntary services, the team maintained close 
engagement with the mother in an effort to monitor safety concerns as they noticed a decline in the mother’s 
engagement. 

In the context of fentanyl use and high lethality, the Committee emphasized the importance of continued 
education and support for staff, including opportunities for collaborative discussions on effective strategies for 
working with families impacted by HPSO use. The Committee identified a bright spot in the case work when 
the caseworker provided the family with a harm reduction kit and Narcan and engaged them in a conversation 
about harm reduction and how to utilize the tools properly. The Committee suggested building from the 
strength in current practice, including increased opportunities for collaboration, consultation and shared 
learning when staff are working with complex HPSO-related cases. 

The Committee explored engagement with family members, including paternal relatives. A bright spot noted 
by the Committee included the high level of engagement and effort by the assigned caseworkers. The 
caseworkers provided consistent and thorough communication with the mother and the relatives throughout 
the case, reminding the family about safe sleep practices during each visit. 

At the time of J.T.’s birth, the mother was residing with a paternal relative. The mother expressed reluctance 
to involve this relative in the DCYF case, which limited the relative’s participation and understanding in 
planning and decision-making. It was noted that the relative was Vietnamese and did not speak English. While 
the caseworker made efforts to engage the relative during home visits, including offering interpreter services, 
the mother opposed their involvement in the case. The Committee discussed how language barriers, cultural 

15 For information about Narcotics Anonymous, see: Narcotics Anonymous 
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CHILD FATALITY REVIEW 

considerations, and caregiver preferences may impact engagement with extended family support and limit 
opportunities for family involvement. 

The Committee discussed system-level challenges impacting service engagement. One system-level challenge 
identified was in efforts to engage the father while incarcerated. The caseworker completed an initial parental 
interview with the father, and he was invited to participate in the FTDM virtually. However, due to jail policies, 
the father was unable to attend. The mother also experienced a system-level challenge prior to DCYF 
involvement when she had difficulty identifying and accessing prenatal services. Another identified challenge 
occurred at the time of J.T.’s birth, when there was a delay in service between the referral and the initiation of 
PCAP services. The caseworker made efforts to connect with the assigned PCAP provider, but did not receive a 
response, highlighting challenges in coordination with external providers. 

A need for improved collaboration with substance use providers was highlighted, particularly in obtaining 
timely records and ensuring shared understanding of case progress. The Committee acknowledged that the 
caseworker was persistent in attempting to obtain records and coordinate with services providers, including 
accompanying the mother in person to request documentation after not receiving a response from the 
provider. 

Overall, the Committee noted that the level of involvement and dedication by staff in this case was significant, 
which highlighted the importance of strengthening the partnerships with community providers, courts, and 
AAGs to improve coordinated responses. 
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