
This case came to the attention of the OCA after a complaint was 

received, and the OCA preliminary investigation found problems with 

the CPS ongoing services case. A full OCA investigation was opened 

on September 26, 2024, to review Wayne County DHHS’ involvement 

with the family and to determine what services were provided to 

address issues that led to the ongoing services case.

Findings and Recommendation Report Summary

Case Background

The Child
Case Number: 2024-0379

Investigation Start: September 26, 2024

Recommendation Issued: October 31, 2025

Date of Birth: July 5, 2007

Case Objective

The objective of this review is to identify areas for improvement in the child welfare system by looking at how the case involving The 

Child and her siblings was handled by Wayne County MDHHS and the involvement of MDHHS staff. This report is not intended to place 

blame, but to highlight areas of concern regarding the case; inform policy, procedure, and practice of MDHHS and partners within the 

child welfare system; and advocate for changes within it on behalf of similarly situated children.

Findings

Response received from MDHHS: January 26, 2026

Responses

MDHHS Response to Finding 1: 

The child advocate finds MDHHS closing Category II cases when 

families are uncooperative with services leaves children at risk of 

further harm.

MDHHS Response to Finding 2: 

Finding 1: 

Finding 2: 

MDHHS agrees.
The child advocate finds Wayne County MDHHS did not comply with 

MCL 722.628d(1)(e)(iii), PSM 713-01 and PSM 714-1 when the 2023 

ongoing CPS case closed after Mother did not participate in services.

MDHHS agrees.

The child advocate finds a petition should have been filed during the 

2023 ongoing case as court authority was needed to order the parent 

to participate in services and secure the safety of the children 

involved.

MDHHS Response to Finding 3: Finding 3: 

MDHHS agrees.

For the purposes of this example, the names of the individuals involved have been replaced with the stand‑in identifiers like "Mother" and "Father". The term “The Child” refers to 
the subject child in this case.

MDHHS Response to Finding 4: 

The child advocate finds there was a delay in the case transferring 

from the investigative case manager to an ongoing services case 

manager.

The child advocate finds the assigned case manager had 23-33 cases 

assigned to them during the time the ongoing case remained on 

their caseload.

MDHHS Response to Finding 5:

Finding 4: 

MDHHS disagrees. In Wayne County North Central MDHHS, certain 

cases are retained by the investigator for continued case 

management as part of standard practice. All CPS specialists have 

been trained and have access to all PSM policies as it relates to 

investigation and ongoing policy. There is no policy that requires a 

transfer of the case from CPS investigation to CPS ongoing.

Finding 5: 

MDHHS agrees.



Findings

Findings and Recommendation Report Summary

The Child
Case Number: 2023-0859

Responses

The child advocate finds some Wayne County MDHHS staff do not 

believe they are adequately trained and lack supervisory support.

MDHHS Response to Finding 6:

Response received from MDHHS: January 26, 2026

Finding 6: 

MDHHS agrees. MDHHS recognizes the importance of ongoing 

training and support.

Recommendations Responses

MDHHS Response to Recommendation 1: 

The child advocate recommends MDHHS require a CPS program or 

section manager review and approve all Category II cases when there 

is no cooperation or benefit from services. The review should be 

completed before closure to determine compliance with MCL 

722.628d(1)(e)(iii) and PSM 713-01.

Recommendation 1:













MDHHS agrees in part. MDHHS recognizes there may be an 

opportunity to enhance practice in Category II cases and is actively 

working with CSA leadership and Evident Change to assess; however, 

it is unclear at this time if requiring CPS program or section manager 

review and approval on all Category II cases when there is no 

cooperation or benefit from services before closure is the best 

approach or whether it will have the intended impact.

The department is currently exploring a shift from the Structured 

Decision Making (SDM) Risk Reassessment to an SDM Progress to 

Case Closure Tool which may help mitigate the identified concern. 

This tool has been utilized in other jurisdictions and can be 

customized to meet the unique needs of Michigan children, families, 

and staff:

The tool emphasizes observable behavior change and the use of 

support networks, rather than mere service compliance. This 

allows staff to assess meaningful progress toward child safety and 

family stability.

The tool integrates safety with family service plan progress, using 

a clear decision tree to guide case closure recommendations. This 

structure supports decisions and reduces ambiguity.

Standardized criteria will help ensure all staff apply the same 

benchmarks, promoting equity and reducing subjectivity in case 

closure decisions.

The tool will prompt detailed documentation of safety 

interventions and behavior change, improving decision making and 

supervisory review.

The tool can be used at regular intervals or when new information 

arises, allowing staff to respond promptly to changing 

circumstances.

The tool encourages the use of team meetings and other 

engagement strategies to assess progress collaboratively with 

families.

CSA is interested in exploring this tool further before making any 

changes to CPS policy or practice.
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The Child
Case Number: 2023-0859

Responses

MDHHS Response to Recommendation 2: 

Recommendations

MDHHS Response to Recommendation 3: 

MDHHS Response to Recommendation 5: 

Response received from MDHHS: January 26, 2026

The child advocate recommends if closure does not comply with 

policy, MDHHS require staff to comply with the cited law and policy 

above by submitting a petition to the court.

Recommendation 2:

The child advocate recommends Wayne County MDHHS hold regular 

trainings with their staff regarding MCL 722.628d(1)(e)(iii) and 

relevant policies to ensure future compliance. MDHHS should also 

hold regular training on how to handle ongoing cases and the 

provision of services to families.

Recommendation 3:

The child advocate recommends MDHHS discuss this Findings and 

Recommendations report with staff and ask what they think could 

help improve training and supervision.

Recommendation 5:

MDHHS agrees. This requirement is outlined in Child Protection Law 

and CPS policy, PSM 714-1.

MDHHS agrees.

MDHHS agrees. Wayne County North Central MDHHS will review the 

findings and recommendations at the local office level.

MDHHS Response to Recommendation 4: 

The child advocate recommends MDHHS conduct an anonymous 

survey for case managers who participated in CWTI training between 

2020 and 2024 to gather their genuine thoughts and feelings about 

CWTI training and its effectiveness in preparing them for their job 

responsibilities.

Recommendation 4:

MDHHS disagrees. The pre-service institute (PSI) for child welfare 

case managers recently went through a lengthy

redesign process and the new enhanced curriculum just launched in 

September 2025. Feedback has been, and continues to be, collected 

from case managers who attend initial training. All PSI trainees 

receive a level 1 evaluation after completing training. Additionally, 

level 2 evaluations (tests) are administered during training. All 

trainees also receive a level 3 evaluation, which measures training 

effectiveness and how trainees have applied their learning in 

practice, three months after completion of PSI, and again after nine 

months. This feedback, along with an in-depth needs assessments 

completed by Wayne State University, which included staff surveys 

and focus groups, informed the PSI curriculum redesign.
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The Child Case Number: 2024-0379

Case Objective

The objective of this review is to identify areas for improvement in the child welfare system by looking at how the case involving The Child and her 

siblings was handled by Wayne County MDHHS and the involvement of MDHHS staff. This report is not intended to place blame, but to highlight areas 

of concern regarding the case; inform policy, procedure, and practice of MDHHS and partners within the child welfare system; and advocate for 

changes within it on behalf of similarly situated children.

This case came to the attention of the OCA after a complaint was received, and the OCA preliminary investigation found problems with the CPS 

ongoing services case. A full OCA investigation was opened on September 26, 2024, to review Wayne County DHHS’ involvement with the family and 

to determine what services were provided to address issues that led to the ongoing services case.

Date of Birth: July 5, 2007

Family History and Case Background

Mother and Father are The Child’s parents (17). Mother is also the mother of Sibling One and Sibling Two (2); Siblings Father is their father.

The focus of the OCA’s investigation was on CPS’ investigation from September 2023 and the subsequent ongoing case.

On September 2, 2023, Centralized Intake received a complaint with concerns Mother placed Sibling One and Sibling Two at unreasonable risk of 

harm. The complaint expressed concerns Mother was observed in a parking lot on September 1, 2023, actively inhaling nitrous oxide with both 

children in the car. The complaint was accepted and assigned to Wayne County for investigation (MiSACWIS ID: 150123186).

Mother and the children were staying at a shelter at the onset of the CPS investigation. CPS staff interviewed Mother on September 3, 2023. CPS 

documented Mother appeared sober, alert, and articulate. Mother told CPS she was battling depression and dealing with a domestic violence 

situation involving The Child’s father. She told CPS the family went to the shelter about a month ago to escape an additional partner (not The Child’s 

father). Mother denied inhaling the can of nitrous oxide on September 2, 2023, but admitted to having the nitrous oxide can with her in the car. 

Mother told CPS she first used nitrous oxide in 2012 and that her last use was in 2022. Mother also told CPS she used marijuana and her experience at 

the shelter was triggering her to use it again. CPS completed a verbal safety plan with Mother around substance use where she agreed to refrain from 

substance use while driving and CPS suggested she use her support persons when feeling depressed. CPS noted the children were observed in their 

car seats, free of any visible signs of neglect. Mother completed a drug screen for CPS during this interaction.

On September 5, 2023, CPS spoke with staff at the shelter where Mother and her children were staying. CPS was advised that Mother is a great 

mother, is employed and doing well. The shelter staff were working with Mother to find permanent housing. The OCA investigator observed this 

contact was the same contact made in a previous investigation (CAT IV closed August 30, 2023; MiSACWIS ID: 148533197) and was not entered into 

this investigation until October 2, 2023.

The next social work contact in the investigation was from October 2, 2023, which documents the results of Mother’s drug screen. The drug screen 

results were negative for all substances; however, the sample comments indicate the device leaked in transit and was not sealed properly. CPS 

attempted to reach Mother to schedule a Family Team Meeting (FTM) and provide her with an update on the investigation status. Mother’s phone 

was not accepting calls, and their contact was not successful.

On October 17, 2023, CPS was informed by staff at the shelter that Mother had left the shelter about two weeks prior due to her behavior and being 

combative with others. CPS was also informed Mother was not on a list for the support group.

On October 18, 2023, CPS completed a home visit with The Child and her father at The Child’s father’s home. The Child was interviewed privately by 

CPS. The Child informed CPS she had not resided with her mother in about two years due to her current living situation. The Child said she sees her 

mom from time to time but that her mom did not have a house and was “kind of all over the place right now.” She told CPS her mom “drives like an 

idiot and unnecessarily fast.” The Child told CPS her mom used to smoke marijuana and cigarettes, but she stopped. The Child advised her mom does 

“whipped cream can[s]” but she did not know what they were. She explained she saw her mom use them a few times, inhaling from the cans. The Child 

told CPS there were a bunch of cans in the trash before they were kicked out of their previous home. CPS asked how her mom’s behavior was after 

she would inhale from the cans. The Child advised her mom would “just seem out of it.” CPS spoke with Father following the interview with The Child. 

Father expressed concern for the twins in Mother’s care. Father’s concern was because of Mother’s living situation as she was reportedly living in her 

car while continuing to use nitrous oxide.

Investigation Start: September 26, 2024

Recommendation Issued: October 31, 2025









On October 19, 2023, CPS spoke with Mother who advised she was staying at a hotel but would soon be moving in with a friend. A FTM was held (by 

phone) and Mother was informed the case would be opened for services as a Category II with a referral to Families First. At this point CPS had not 

physically observed or made contact with Sibling Two and Sibling One since September 3, 2023, a period of 46 days.[1]

On November 20, 2023, a request from the on-call support team was made to complete a home visit with Mother and the children for both the 

ongoing case and the CPS investigation. A scheduled home visit occurred at Mother’s new home. The home had minimal furnishings, and Mother 

advised the on-call support team that she needed beds for the children. The home was otherwise observed to be appropriate.

The investigation was concluded as a Category II with a preponderance of evidence supporting placing a child at unreasonable risk by Mother 

concerning Sibling One and Sibling Two. The investigation closed on December 15, 2023, noting a referral to Families First for services would be made 

and the family would be monitored by CPS ongoing.

In review of the CPS ongoing services case (MiSACWIS ID: 131045286), no services were referred to Mother when the ongoing case was opened. 

There was no referral made to Families First. The family had two additional CPS investigations while the ongoing case was opened. One investigation 

involved concerns for The Child at Father’s home; this investigation was closed as a Category IV on March 4, 2024 (MiSACWIS ID: 158583350). The 

second investigation (MiSACWIS ID: 178873514) began on July 5, 2024, following concerns Mother had grabbed The Child by the arms and forcibly 

pulled her onto a bus. This incident occurred after The Child tried to run away, as she did not want to purchase inhalants for Mother. Additional 

concerns were expressed Mother was doing inhalants from June 8, 2024, to June 10, 2024, which caused her to be in a daze for hours. The complaint 

also alleged The Child was responsible for caring for her twin sisters.

During the investigation, CPS spoke with Mother by phone on July 5, 2024, and documented that Mother had expressed her frustration with false 

reports and felt CPS was harassing her. She allowed CPS to verify the well-being of Sibling One and Sibling Two during a home visit on July 8, 2024. 

Mother denied doing anything to harm The Child and denied asking The Child to purchase inhalants for her. Mother admitted to using inhalants in the 

past but denied using them currently. She further advised inhalants were “laughing gas that last for minutes, and it did not affect her in any way.” CPS 

observed the home to be “untidy and cluttered” but sleeping arrangements were appropriate, utilities were in working order, and there was an 

adequate amount of food observed.

CPS interviewed The Child on July 8, 2024, at her father’s home. The Child told CPS she felt unsafe with her mother due to her mother’s behavior, her 

mother using inhalants, and making The Child clean constantly. She shared that her mother’s home is always in “horrible condition.” The Child told 

CPS her mom will spend $50 a day on inhalants and will sit in a daze for hours, leaving The Child to care for her twin sisters. She also shared that her 

mother is aggressive, and they argue a lot.

The investigation was closed on August 16, 2024, after determining that there was insufficient evidence to support claims of physical injury to The 

Child or that Mother had placed The Child, Sibling Two, or Sibling One at unreasonable risk. At that time, the ongoing services case (MiSACWIS ID: 

131045286) remained open with no services being provided to Mother.

The first three Updated Services Plans (USPs), (report dates: October 3, 2023-December 1, 2023, December 2, 2023-February 29, 2024, and March 1, 

2024- May 29, 2024), contained no social work contacts from the ongoing services case manager. All the USP contacts made were linked through the 

original Category II investigation, and the two subsequent CPS investigations. These USPs were not completed until June 15, 2024, and June 16, 2024, 

with supervisory approval occurring on June 17, 2024.

The USP dated May 30, 2024, to August 27, 2024, notes the risk scored as intensive. During this reporting period, the ongoing case includes 

documentation of a home visit that occurred on August 15, 2024. CPS met with Mother and attempted to engage her in services with Families First. 

Mother refused services.

______________________________________________________________________

[1] PSM 713-01 Extension and Overdue Investigation Requirements

Case managers requesting an investigation extension, or for investigations going overdue (without an extension request), must complete all the 

following within 30-calendar days from the date of the referral, and within every 30-days thereafter:

Face-to face contact with each alleged child victim(s).

Safety assessment.

Contact with parent/caregiver(s) of each victim.

The Child
Case Number: 2024-0379

Findings and Recommendation Report (page 2/5)

Family History and Case Background Cont.
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A closing USP was completed dated August 28, 2024, to September 24, 2024. This USP documents a closing FTM was completed with Mother by 

phone on September 13, 2024. CPS attempted to engage Mother in services, but she again declined. She continued to deny current inhalant use. CPS 

documented advising Mother that if another complaint was received and substantiated, a petition could be filed due to her non-compliance with 

services.

The closing USP documents an email was received from CPS Centralized Intake on September 23, 2024, noting a new complaint (MiSACWIS Intake ID: 

147640593) was received with concerns Mother had mental health issues, is unable to provide basic needs for her children and that her home was 

unsanitary with feces on the floors. Additionally, there were concerns Mother was diagnosed with schizophrenia and was prescribed medication but 

not taking it.

CPS made an unannounced home visit on September 23, 2024. CPS verified the well-being of Sibling One and Sibling Two. Mother denied the 

allegations about her mental health and told CPS she was potty training the twins and they remove their own diapers, but denied feces being spread 

on the floor. CPS documented they did not observe any feces in the home and documented the home to be “junky” but no visible safety hazards were 

observed.

The ongoing case closed on September 24, 2024, noting Mother refused to participate in services. The risk re-assessment continued to score at an 

intensive risk level.

During the ongoing case, monthly visits were not completed or documented with Mother and the children in February 2024, April 2024, and May 

2024. CPS documented observing Sibling Two and Sibling One on March 28, 2024, and not again until June 28, 2024.  At least monthly contact is 

required during open services cases with the primary caregiver, victim, and non-victim children in the family. Additionally, the ongoing case was 

opened from December 2023 to September 2024, approximately ten months, with no services being provided to the family.

The Child
Case Number: 2024-0379

Family History and Case Background Cont.

The OCA conducted interviews with MDHHS staff. The OCA was informed this case presented difficulties due to Mother’s refusal to participate in 

services, and her being difficult to deal with. MDHHS staff voiced further concerns regarding Mother’s choice of substance, specifically her use of 

inhalants. Inhalants do not appear on drug tests, and this posed difficulty capturing whether Mother was continuing to use inhalants during their 

involvement.

The OCA was advised MDHHS consulted with the assistant attorney general (AAG) the night before the ongoing case was closed. MDHHS advised the 

OCA that because of the length of time that had passed since the case was opened, there was not enough to file a petition for removal. This decision 

also weighed on the belief by MDHHS staff that they did not have evidence Mother was still using inhalants. When asked if MDHHS considered filing a 

petition to order Mother to comply with services, some MDHHS staff advised they were not aware this was possible, while others were aware this 

could happen but explained that Wayne County does not do this. MDHHS staff said it is a difficult process to get petitions filed in Wayne County, 

including urgent matters. MDHHS staff advised the OCA investigator that Wayne County courts do not accept petitions without an AAG signature. 

Due to the challenges in processing necessary petitions, cases in Wayne County are not being escalated to the court for instances of caretaker non-

cooperation.

MDHHS staff informed the OCA there was a delay in the case transferring from the investigative case manager to an ongoing case manager. This was 

a reason the case was not properly serviced in the beginning and the assigned case manager at the time was overwhelmed with a large number of 

investigations. Additionally, MDHHS staff expressed an overall feeling of not having supportive supervisors which “make or break” staff. The OCA was 

told supervisors need to provide more support and guidance to case managers to retain staff and prevent further staffing issues. The OCA was 

advised that most case managers need about two years to really learn the job and feel comfortable in the role, with a supportive supervisor involved.

MDHHS staff also expressed feeling the training received through the Child Welfare Training Institute (CWTI) is not adequate and does not prepare 

case managers for the work. MDHHS staff advised the information presented in CWTI felt removed from what happens in the community during 

these investigations. MDHHS staff expressed they believe part of the current staffing problem at MDHHS is due to the lack of proper training. It was 

explained that it felt as though they were “being pushed into the water and hope you figure out how to swim.”

Additional Information
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The Child
Case Number: 2024-0379

During the OCA’s investigation, the OCA obtained caseload count reports for Wayne County MDHHS and reviewed the caseload data for the case 

manager assigned to the CPS ongoing services case. The caseload count data was reviewed from October 2023 to September 2024. During this time 

period, the assigned case manager held between 27 and 33 cases. Caseloads of this size make it difficult, if not impossible, to meet all policy 

requirements in each case while ensuring the safety of each child.

Law and Policy
As part of the OCA investigation, the OCA reviewed law and the protective services manual (PSM) surrounding the department’s requirement for 

cases to be escalated when parents are non-compliant with services, in addition to the reasons a petition can be filed with the court.

MCL 722.628d Categories and departmental response: Sec. 8d.- outlines the department’s response and category classifications for investigations.

     (1) For the department's determination required by section 8, the categories, and the departmental response required for each category, are the    

           following:

               (d) Category II - child protective services required. The department determines that there is evidence of child abuse or child neglect, and the 

                     structured decision-making tool indicates a high or intensive risk of future harm to the child. The department must open a protective 

                     services case and provide the services necessary under this act.

             (e) Category I - court petition required. The department determines that there is evidence of child abuse or child neglect and 1 or more of the 

                    following are true:

                                (i) A court petition is required under another provision of this act.

                               (ii) The child is not safe and a petition for removal is needed.

                            (iii) The department previously classified the case as category II and the child's family does not voluntarily participate in 
                                    services.
                              (iv) There is a violation, involving the child, of a crime listed or described in section 8a(1)(b), (c), (d), or (f) or of child abuse in the first or 

                                     second degree as prescribed by section 136b of the Michigan penal code, 1931 PA 328, MCL 750.136b.

     (2) In response to a category I classification, the department must do both of the following:

               (a) If a court petition is not required under another provision of this act, submit a petition for authorization by the court under section 2(b) of 

                    chapter XIIA of the probate code of 1939, 1939 PA 288, MCL 712A.2.

               (b) Open a protective services case and provide the services necessary under this act.

PSM 713-01 CPS Investigation-General Instructions provides case managers with directions on when to reclassify Category III and Category II cases. 

For a Category II case, policy states a case must be escalated to a Category I when “the family refuses services or has not made any progress with 

services and there is continued and/or heightened risk of harm to the child.”

PSM 714-1 Court Involvement states, “every effort must be made to keep families together whenever safely possible. When engagement efforts 

and service provision are insufficient to achieve and maintain child(ren) safety, a petition seeking court intervention may be necessary.” The case 

managers are then referred to PSM 715-3 Family Court Petitions, Hearings and Court Orders. PSM 714-1 continues on to explain “a request for 

removal is not necessary in all situations. Relief requested should be the least intrusive necessary to protect the child(ren) or resolve the emergency.”

OCA Analysis

In this case, CPS substantiated Mother for placing her children at unreasonable risk of harm. An ongoing CPS services case was opened and Mother 

initially agreed to participate in services. CPS failed to complete a referral for Families First for Mother. In August 2024, CPS attempted to engage 

Mother in Families First, however, she refused. This resulted in the CPS ongoing services case to close with an intensive risk level. This was in violation 

of the law (MCL 722.628d(1)(e)(iii)) and PSM 713-01 as both require a Category II case to be reclassified as a Category I, with a court petition, if the 

family does not voluntarily participate in services.

Additionally, PSM 714-1 outlines that MDHHS should make every effort to keep families together, and removal is not necessary in all situations. In this 

case, a petition to the court asking for in-home jurisdiction and orders for Mother to comply with services was needed initially to attempt to alleviate 

the risk of harm to the children.
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The Child
Case Number: 2024-0379

Factual Findings
The child advocate shall prepare a report of the factual findings of an investigation and make recommendations to the department or the child 

placing agency if the child advocate finds one or more of the following:

           a) A matter should be further considered by the department or the child placing agency.

           b) An administrative act or omission should be modified, canceled, or corrected.

           c) Reasons should be given for an administrative act or omission.

           d) Other action should be taken by the department or the child placing agency.

The Child Advocate believes their findings should be further considered by the department, and additional actions by MDHHS and other child welfare 

partners are necessary.

Findings
1.

2.

3.

4.

5.

6.

The child advocate finds Wayne County MDHHS did not comply with MCL 722.628d(1)(e)(iii), PSM 713-01 and PSM 714-1 when the 2023 ongoing 

CPS case closed after Mother did not participate in services.

The child advocate finds MDHHS closing Category II cases when families are uncooperative with services leaves children at risk of further harm.

 The child advocate finds a petition should have been filed during the 2023 ongoing case as court authority was needed to order the parent to 

participate in services and secure the safety of the children involved.

The child advocate finds there was a delay in the case transferring from the investigative case manager to an ongoing services case manager.

The child advocate finds the assigned case manager had 23-33 cases assigned to them during the time the ongoing case remained on their 

caseload.

The child advocate finds some Wayne County MDHHS staff do not believe they are adequately trained and lack supervisory support.

Recommendations
1.

2.

3.

4.

5.

The child advocate recommends MDHHS require a CPS program or section manager review and approve all Category II cases when there is no 

cooperation or benefit from services. The review should be completed before closure to determine compliance with MCL 722.628d(1)(e)(iii) and 

PSM 713-01.

The child advocate recommends if closure does not comply with policy, MDHHS require staff to comply with the cited law and policy above by 

submitting a petition to the court.

The child advocate recommends Wayne County MDHHS hold regular trainings with their staff regarding MCL 722.628d(1)(e)(iii) and relevant 

policies to ensure future compliance. MDHHS should also hold regular training on how to handle ongoing cases and the provision of services to 

families.

The child advocate recommends MDHHS conduct an anonymous survey for case managers who participated in CWTI training between 2020 and 

2024 to gather their genuine thoughts and feelings about CWTI training and its effectiveness in preparing them for their job responsibilities.

The child advocate recommends MDHHS discuss this Findings and Recommendations report with staff and ask what they think could help improve 

training and supervision.

Conclusion
Under authority pursuant to The Child Advocate’s Act, MCL 722.903, the OCA respectfully submits this report of findings and recommendations.

The matters addressed in this report must be further considered by MDHHS and the Michigan Legislature. These recommendations may effectuate 

positive change and can improve the lives of similarly situated children involved in Michigan’s child welfare system.

Before publishing, MDHHS has 60 days to provide a written response to this report in defense or mitigation of the action. The published report will 

include any statement of reasonable length made to the OCA by MDHHS.

Ryan Speidel, Michigan’s Child Advocate

Office of the Child Advocate

111 S. Capitol Avenue

Lansing, Michigan 48933

http://www.legislature.mi.gov/(S(dtjlqd0qrjfwqm1bg3wjtphe))/mileg.aspx?page=getObject&objectName=mcl-722-923

