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information received on assigned cases. The Committee concluded that they would not be able 
to determine what exactly happened but that they found the inconsistencies to be concerning. 
They also discussed that when administrative tasks are emphasized, often client care is 
decreased as a result. 
 
There was also a discussion regarding systemic barriers. At the time of the intake in  of 
2018, the CPS supervisor had a large span of supervision due to supervisory vacancies. The 
FVS supervisor was new to supervision, having only two months of experience at the time of the 
fatality. These issues were discussed because the Committee noted that when there is a large 
span of supervision, combined with other stressors that occur with higher than usual caseloads, 
often it is difficult to provide consistent clinical supervision.  

 
FINDINGS  
 
The Committee did not identify any critical errors made by DCYF during this investigation. There 
were areas identified by the Committee where practice could improve. Those areas are 
discussed in this section. 
 
The Committee believed that there should have been more collateral contacts made throughout 
the life of this case. Specifically, connecting with the chemical dependency providers prior to the 
FTDM as well as post reunification, connecting with mental health professionals and safety plan 
participants, and obtaining the parents’ social security records or discussing with that 
administration the parents’ identified mental health issues or deficits related to the traumatic 
brain injury.  
 
The Committee noted that between the beginning of the case and the time that E-R.J. was 
returned to  parents’ care unsupervised, there had not been a significant change of 
circumstances to show that  parents had made progress toward ameliorating their identified 
substance abuse and mental health issues. The Committee did not agree with the decision to 
place E-R.J. back with  parents with an in-home safety plan. 
 
The Committee believes that the April 30, 2018, intake met sufficiency standards and should 
have screened in, necessitating a response by the field. 
 
The Committee also noted that the combination of the missed urinalysis test for both parents 
coupled with the screened out intake from April 30, 2018, should have warranted a response 
from the Department. The Committee believed that the behaviors identified by the caller, along 
with the parents missing their random urinalysis tests, raised the risk to E-R.J. enough to require 
a face-to-face assessment. 
 
The Committee also found that there was a lack of documented clinical supervision provided to 
the CPS investigator. The discussion surrounding this included concerns that without 
documentation of clinical supervision, the use of critical and comprehensive thinking is not as 
apparent.  
 
E-R.J.’s mother has Native American heritage. Even though her first child did not meet the 
standards for enrollment, the Committee noted that each time the department has contact with 
the family, the identified tribe should be contacted to determine eligibility for enrollment.7 
 
                                                                 
7 CA caseworkers must complete the Indian Identity Request DSHS 09-761 at the initial visit with the parent(s)/Indian custodian on 
all screened in cases for each child, including those who have not been identified as victims. https://www.dshs.wa.gov/ca/indian-
child-welfare-policies-and-procedures/3-inquiry-and-verification-childs-indian-status  

RCW 74.15

RCW 74.1

RCW 74.1

RCW 74.15.515
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The Committee did note that the CPS case notes were inputted in a timely manner and that the 
CPS worker worked hard to create a positive and supportive relationship with the parents. The 
inputting of case notes in a timely manner was also discussed in conjunction with the 
identification of staffing shortages, which made the timeliness stand out. 
 
RECOMMENDATIONS 
 
The Department should provide training to help staff understand how parental poly substance 
abuse, as well as marijuana abuse, can impact the risk to children and provide education 
surrounding co-occurring disorders and how that can escalate risk to children. 
 
The Department should have chemical dependency professionals (CDP) co-housed in field 
offices. This affords Department field staff the opportunity to receive education regarding 
substance use and abuse much easier than if they were not co-housed, it can create a 
smoother and less time consuming process of getting an evaluation for parents, and CDPs 
could be available to respond together with Department staff in the field. 
 
The Department should address the inconsistent use of founded findings regarding unsafe 
sleep related deaths. The Committee acknowledged that each case is unique with differing 
circumstances. However, the Committee noted that not all unsafe sleep deaths, with prior 
Department involvement including education to the care providers regarding safe sleep, result in 
a founded finding for abuse or neglect.  




