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Nondiscrimination Policy

The Department of Children, Youth, and Families (DCYF) does not discriminate and provides equal access to its
programs and services for all persons without regard to race, color, gender, religion, creed, marital status,
national origin, sexual orientation, age, veteran’s status, or the presence of any physical, sensory, or mental
disability.
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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)?! to examine DCYF’s practice and service delivery to K.Q. and their family. K.Q. is referenced by
initials throughout this report.?

On October 5, 2025, DCYF was notified by hospital personnel that K.Q., 10 months old, had been admitted to
the hospital in critical condition after experiencing a cardiac arrest at home. K.Q.’s initial toxicology testing
was positive for fentanyl. The father told the referrer that he believed K.Q. was exposed to fentanyl by the
mother. On October 6, 2025, DCYF received a law enforcement report detailing their response to the family’s
home the previous day, noting K.Q.’s sibling had been picked up by a relative. On October 8, 2025, K.Q. passed
away.

At the time of K.Q.”s death, DCYF had an open Child Family Welfare Services (CFWS)3 case as part of an
ongoing dependency court matter for the family. A Child Protective Services (CPS) investigation was opened to
investigate the circumstances surrounding K.Q.’s death.

A CFR Committee (Committee) was assembled to review DCYF’s involvement and service provision to the
family. The Committee included members with relevant expertise selected from diverse disciplines within
DCYF and community partnerships. Committee members had no prior direct involvement with 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 field staff who were involved with supporting the family.

Case Overview

Prior to K.Q.’s death, the agency received three calls reporting concerns about the welfare of the family. The
calls led to the assignment of two CPS risk-only investigations, one Family Voluntary Services (FVS)* case, and
an ongoing Child Family Welfare Services (CFWS) case for all three of the mother’s children. One call screened
out, not meeting criteria for agency response. The case overview provides a summary of DCYF’s involvement

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)].” Given its limited purpose, a CFR should not be
construed to be a final or comprehensive review of all circumstances surrounding the 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 only hears from DCYF 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 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 or near fatal injury. Nor is it the function or purpose of a CFR to recommend personnel action against DCYF employees or other
individuals. “The restrictions [described in this paragraph, and the paragraph immediately above,] do not apply in a licensing or disciplinary proceeding arising from
an agency's effort to revoke or suspend the license of any licensed professional based in whole or in part upon allegations of wrongdoing in connection with a minor's
death or near-fatality reviewed by a child fatality or near-fatality review team.” See RCW 74.13.640(4)(d). See:
https://app.leg.wa.gov/RCW/default.aspx?cite=74.13.640.

2K.Q.’s name is not used in this report because name is subject to privacy laws. See RCW 74.13.500.
3Child and Family Welfare Services (CFWS) caseworkers assume responsibility of a child welfare case after a dependency petition has been filed with the court.

“For information on Family Voluntary Services (FVS), see: https://www.dcyf.wa.gov/policies-and-procedures/3000-family-voluntary-services-fvs.
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with the family from initial contact up to the point of K.Q.’s passing. The case overview may not include every
case detail or agency action.

From November 2022 to June 2025, K.Q.’s mother had DCYF case involvement with her oldest child. A CPS
risk-only® investigation was assigned due to the mother testing positive for substances at the child’s birth and
receiving no prenatal care. The CPS investigation concluded and transferred to Family Voluntary Services (FVS)
for ongoing service provision and placement support for the infant, to which the mother agreed. Due to the
mother’s lack of participation during the FVS case, a dependency petition was filed, requesting juvenile court
oversight due to ongoing safety threats.

During this time, DCYF offered family time visitation, coordinated service
referrals through DCYF and community-based providers, offered concrete goods to meet the mother’s basic
needs, and attempted to engage her with service planning. Multiple shared planning meetings were held to
address the family’s needs and develop plans.

In November 2024, while the mother’s first-born child’s case remained open, a new CPS risk-only investigation
was assigned. DCYF received a report that the mother presented at the hospital in an altered state, giving birth
to K.Q. and a twin sibling. The hospital reported the mother had positive toxicology and the infants were being
monitored in the neonatal intensive care unit. The DCYF office decided to screen-out the CPS risk-only
investigation; a dependency petition was filed for K.Q. and sibling. The court granted shelter care for the
children, authorizing placement in licensed care while the father completed paternity testing. In January 2025,
after paternity was confirmed, K.Q. and sibling transitioned to the care of their father, as approved by
court order. Legal notices were provided to tribes based on the father reporting Indian ancestry and active
efforts® were documented. In March 2025, based on tribal responses indicating the children were not eligible
for tribal enrollment, the court determined the children were not Indian children.

During the case, shared planning meetings were held to identify and address needs of the children and
parents. Family time was offered to the father prior to the children transitioning to his care. A home walk-
through was conducted for the father’s home, and he completed a negative toxicology test. He denied the
mother was a household member. Concrete goods were provided to the father to meet basic needs, support
his housing, and provide for the infants’ basic care needs. Upon the children’s transition to the care of their
father, a referral for in-home parenting instruction was made, which was declined by the father. The father
was provided with guidance on how to address parentage and how to obtain birth certificates and a parenting
plan. The caseworker completed home visits with the father and children in his home and documented that
the children’s medical care needs were being met. Ongoing sibling visitation was coordinated. Throughout the

5A 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.

5For information on Active Efforts, see: https://dcyf.wa.gov/dcyf-policies/2-40-50-active-efforts-and-tribal-collaboration.
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case, efforts were made to locate the mother and encourage her participation with recommended services
and family time. The mother was documented as not participating in services or family time for any of the
children. The mother was provided with concrete goods to address basic needs.

In July 2025, DCYF received a report, which was screened out, not meeting criteria for agency response. A
secondhand referrer called to express concerns their client had reported about the well-being of the children
in the father’s home and that they had smelled fentanyl in the home. The client did not report if the children
were in the home at the time they smelled fentanyl. The intake caseworker attempted to gather more details
regarding the allegations from the referrer and contacted the CFWS caseworker. The intake caseworker
documented the conversation with the CFWS caseworker who reported they were not aware of substance use
concerns in the home and that the father previously provided a negative toxicology test. The CFWS
caseworker followed up with the father regarding the report during a home visit and he agreed to complete
an updated toxicology test, which was negative for all substances.

In September 2025, a shared planning meeting was held to address next steps, with an emphasis on resolving
the father’s legal parentage, so his court case could be dismissed. The mother was invited to participate in this
meeting, but she was documented as not being in attendance. At a health and safety visit in September with
the father, K.Q., and sibling in their home, the CFWS caseworker documented the children’s medical care
plans, that they appeared to be meeting age-appropriate milestones, and assisted the father in coordinating
the childcare plan for the children. The father requested additional baby gates, which the caseworker said
they would bring to the next visit, scheduled for early October.

On October 5, 2025, DCYF received notification that K.Q. had been hospitalized in critical condition and was on
life support. It was reported that K.Q.’s toxicology was positive for fentanyl. On October 8, 2025, K.Q. passed
away. The CPS investigation regarding K.Q.’s death was completed with the mother and father being assigned
founded findings’ of negligent treatment of K.Q.

Committee Discussion

The following section reflects the discussion and perspectives of the Committee. These discussions explore
systemic challenges, suggested areas for improvement, and positive aspects of the case, 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. Importantly, 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 had the opportunity to speak with field staff from the child welfare office the case was
assigned to. This discussion provided a chance for the Committee to learn about case specific details, typical
office practice and resources, and system challenges.

7RCW 26.44.020(14) defines “founded” as follows: “the determination following an investigation by the department that, based on available information, it is more
likely than not that child abuse or neglect did occur.”
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The Committee discussed how the agency completes assessments of safety and risk and possible impediments
with completing comprehensive assessments. In this case, the Committee wondered if there was a higher
emphasis placed on assessment of immediate safety versus risk, which considers the likelihood of child abuse
or neglect in the future based on risk factors. Through the Committee’s review of the case file, they identified
several risk factors for the children and family, which they felt could have been further explored to inform the
overall assessment of child safety. The Committee spoke to the DCYF staff about how risk is considered when
completing assessments and how that information is shared with the court and legal parties. Based on the
conversation, the Committee considered where tension may exist within this work, such as caseworkers trying
to balance information gathering expectations while also trying to minimize the intrusion into a family’s life.
The Committee wondered if caseworkers feel they have the right to ask families difficult questions and how
the anticipated response from court partners may impact this aspect of the information gathering process.
The Committee also identified possible tension surrounding collaboration with legal parties and the court
system given the different roles that each individual plays in a family’s life. The Committee was curious if
legislative changes may have impacted day-to-day casework practice related to gathering information with
families and sharing with the court and legal parties.

The Committee had curiosity about different aspects of the assessment related to the risk factors they
identified and discussed barriers that may exist in gathering information related to risk. One specific area of
interest was the relationship between the mother and father. The Committee did not feel they had a clear
picture of the relationship dynamics, if there were concerns about domestic violence, or an established plan
between the parents regarding co-parenting. The Committee noted it may be difficult for families when one
parent is in the position of caring for the children and maintaining boundaries or the expectations identified by
the court system regarding access to the children. In this case, the Committee wondered if the father had
difficulties establishing boundaries with the mother despite what the court order had outlined. The
Committee believed it can often be challenging for DCYF to obtain a clear picture of parental relationships or
household functioning as families may not be forthcoming in the assessment process for a variety of reasons.
The Committee believed additional information gathering and conversations with the father about his
individual needs, case planning expectations, and the danger that high potency synthetic opioids pose to
children may have contributed to developing a more comprehensive assessment of safety and risk.

This Committee placed value on partnerships across systems to include community-based organizations that
can offer support to families. The Committee members all believed that families are best supported when
DCYF, the court and legal partners, community-based organizations, and natural support come together to
wrap around a family. The Committee identified that DCYF was responsive to this family’s needs, specifically
related to providing for basic economic needs and housing stability. The Committee also pointed out the
agency’s efforts over time to refer and encourage the mother to participate with community-based support
and case planning. However, the Committee speculated about how additional community-based support for
the father may have been beneficial or helped to mitigate risk factors, while also understanding that families
have the autonomy to determine if they wish to participate with services prior to the court ordering a service
plan. One specific community partnership discussed was related to housing programs. While the caseworker
did have communication with the manager of the housing program, this Committee emphasized their belief
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that creating strong partnerships with housing programs may be mutually beneficial in providing support to
families across systems.

The Committee strongly emphasized the importance of caseworkers feeling empowered to make critical
decisions on behalf of families, stressing the importance of access to meaningful training, internal partnerships
to help guide and inform decision making, and strong community partnerships. One area focused on was the
court partnerships, again highlighting this Committee’s value in system partners working together to ensure
the safety and wellbeing of children and families.
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