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designated timelines for completed work. Additionally, Committee members
spent considerable time discussing the information-gathering activities by the
assigned worker in completing the Safety Assessment,7 the Structured Decision
Making Risk Assessment® (SDMRA®),8 and the Investigative Assessment.9

Findings
At completion of the review of the case file documents, staff interviews, and
discussions regarding CA activities and decisions, the Committee found no clear
critical errors by the department. However, the Committee identified several
missed opportunities in the May 2014 investigation for improved practice that,
while having no discernible implications for the critical incident occurring in July
2014, were determined to be worthy of inclusion in this report.

• Inconsistent with the department's current Child Safety Framework, the
CPS worker appeared to be incident focused on the alleged injury of an
older child in the home rather than safety focused on all the children in
the home.10 The case disposition appeared to be findings driven rather
than assessment driven in that significant weight was given to the medical
assessment that the child's injuries were not child abuse or neglect. The
Committee believes that the CPS worker may not have had clear
understanding of the family situation due to a lack of a broader curiosity
outside the determination of the allegation.

• While contact with a medical professional and school staff reflected good
practice, there were missed opportunities for contact with other
collaterals (e.g., relatives, California CPS, and Developmental Disabilities
Administration). These sources of information, if sought, may have
provided a rationale for offering the family services.

7 In partnership with the National Resource Center-CPS (NRC-CPS), Washington state Children's
Administration implemented the Child Safety Framework in November 2011. The safety framework is
built on key principles of gathering, assessing, analyzing, and planning for a child's safety through (1)
collecting information about the family to assess child safety, (2) identifying and understanding present and
impending danger threats, (3) evaluating parent/caregiver protective capacities, (4) determining if a child is
safe or unsafe, and (5) taking necessary action to protect an unsafe child.
8 The. Structured Decision Making Risk Assessment® (SDMRA) is an evidence-based actuarial tool from
the Children's Research Center (CRC) that was implemented by Washington state Children's
Administration in October 2007. It is one source of information for CPS workers and supervisors to
consider when making the decision to provide ongoing services to families.
9 A completed Investigative Assessment includes, but is not limited to, documentation of findings and
disposition such as case status following investigation.
10 In partnership with the National Resource Center-CPS (NRC-CPS), Washington State Children's
Administration implemented the Child Safety Framework in November 2011. A key concept of this model
is that the scope of child welfare work is not defined by determining the presence or absence of injuries or
incidents, but rather in identifying present or impending safety threats, and working with families to
mitigate those threats.
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The two month absence of any social worker activities (May 6th to July
11th) was somewhat concerning in that the SDMRA® and Investigative
Assessment for the May 2014 investigation were not completed until after
the fatality and were based on one family contact made 2 months earlier.
At least two items on the SDMRA® appeared to be marked inaccurately
resulting in under-assessment of risk. These items included failure to
account for prior CPS history from California and the identification of the
mother as primary caregiver rather than the father. The latter appears to
have reflected an unintentional gender bias acknowledged by the worker
when interviewed. Had the SDMRA® items reflected more accuracy, it is
possible that the cumulated risk score would have indicated moderately
high which would suggest staffing the case for voluntary services.
Some timeframes for completion of work for the May 2014 investigation
were not met. These included completion of the Safety Assessment,
SDMRA®, and Investigative Assessment, all of which were completed after
the July fatality.11

11 Per Children's Administration policy, a Safety Assessment is required to be completed no later than 30
calendar days from the date of an intake. The SDMRA® is to be completed no longer than 60 days after the
intake was received. Similarly, the Investigative Assessment is to be completed following conclusion of a
CPS investigation, within 60 calendar days of CA having received an intake.

5
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 74.13.649(4).


