Annual Report
FY 2017
Message from the Ombudsman:
In accordance with my statutory responsibility as the director of the Office of Children’s Ombudsman (OCO), I am pleased to submit to the
Governor, Legislature and the Department of Health and Human Services (DHHS) my annual report for the period of October 1, 2016 to
September 30, 2017.
By our participation in statewide initiatives, our response to complaints from the general public, and our child death
investigations, the OCO works diligently to recommend policy and practice changes designed to improve the safety
and wellbeing of children involved with the state’s child welfare system. We are especially encouraged by the positive
changes made by DHHS as a result of our recommendations related to foster care and children’s protective services.
From our initial contact with complainants to our formal investigations, the OCO ensures the safety and improves the
lives of many Michigan children. The entire office remains deeply committed to improving practice and identifying
additional recommendations for system improvements.
Orlene Hawks
Director and Children’s Ombudsman

The OCO
Reviews complaints about children who are
involved with protective services, foster care,
adoption services, and juvenile justice;
Figure 2 shows the number of complaints by program type.
Determines whether the Department of Health and
Human
Services (DHHS), foster care agencies, and adoption agencies followed
laws, policies and rules;
Takes all necessary actions, including legal action, to protect the rights
and welfare of Michigan’s children.
Reviews and investigates child death cases that may involve abuse or
neglect;
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Recommends to the Governor, the Legislature, and the DHHS
Director ways to improve the child welfare system; and

The OCO investigates two types of cases, Complainant
Investigations and Child Death Investigations.
The OCO may investigate a complaint from an individual who alleges that
DHHS and/or a private agency violated law or policy or made decisions harmful
to a child’s health and/or safety.
Figure 1 shows complaints received broken up by complainant source.
Child Death Investigations focus on determining whether
interventions made by DHHS and/or a private agency were
handled in accordance with law and policy. The OCO also
determines whether a correlation existed between previous agency involvement
with the family and the circumstances that led to the child’s death. When DHHS
is made aware of a Child Death, the Office of Family Advocate (OFA) notifies
the OCO via a Child Death Alert. Information in the Child Death Alert is used to
determine if the OCO will open up an investigation. The OCO must investigate a
child’s death when:
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♦

A child died during an active CPS investigation or open
services case, or there was an assigned or rejected CPS complaint within the
previous 24 months.

♦

A child died while in foster care, unless the death resulted from natural
causes and there were no prior CPS or licensing complaints concerning the
foster home.

♦

A child was returned home from foster care and there is an active foster care
case.

♦

The foster care case involving the deceased child or sibling was closed
within the previous 24 months.

The OCO can be contacted by calling 1-800-642-4326 or 517-373-3077; by fax
517-335-4471; by mail at P.O Box 30026 Lansing, MI 48909 or online at
www.michigan.gov/OCO
Please provide your name, telephone number, children’s names, dates of births,
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Figure3 shows the causes of child deaths in FY 17 per the Child Death Alerts received.
In FY 17, the OCO received 374 Child Death Alerts. The OCO also received four death
cases from outside complainants. Of those 378 child death complaints received, 168
were opened for investigation.

Figure 4 shows the number of Complaints and Contacts for FY
17. Of those 1016 complaints and contacts received, the OCO
opened 196 for investigation.

Figure 4

RECOMMENDATION 1
The OCO recommends that the Michigan Legislature amend MCL 722.623 to clarify that children’s protective services (CPS) investigators are mandated to report all
allegations of suspected child abuse or neglect to CPS centralized intake (CI), regardless of whether there is an active investigation.
MCL 722.623(1)(a) states in relevant part:
An individual…who has reasonable cause to suspect child abuse or neglect shall make an immediate report to centralized intake by telephone, or, if available, through the
online reporting system, of the suspected child abuse or child neglect.
MCL 722.623(1)(b) specifies that,
A department employee who is 1 of the following and has reasonable cause to suspect child abuse or neglect shall make a report of suspected child abuse or neglect to the
department in the same manner as required under subdivision (a):
(iv) Social services specialist…
CPS workers are classified as Social Services Specialists. As such, MCL 722.623(1)(a) and (b) require CPS workers to report all suspected child abuse or neglect to CI so
that CI may document the allegations in the Michigan Department of Health and Human Services’ (MDHHS) database and decide whether the new allegations should
be assigned for investigation.
Despite this, MDHHS has created a loophole to this statutory requirement via their own policy. CPS Program Services Manual (PSM) 712-1 p. 4 states,
Note: Children's Protective Services investigators are not required to file a separate report of suspected abuse and/or neglect on their own active investigations. If the CPS
investigator learns of a new allegation, suspects new maltreatments, or identifies additional household victims, they must thoroughly investigate those allegations as
part of the active investigation and document the findings in the disposition.
This “Note” allows CPS workers to ignore their statutory obligation to report to CI, fails to ensure that all allegations of child abuse or neglect are thoroughly investigated,
and often results in MDHHS failing to notify the OCO and others of a child death as required by MCL 722.627k. The OCO has found on multiple occasions, through
its own investigations, that when a CPS worker learns of new allegations during an active CPS investigation, those allegations are not thoroughly investigated. Most
importantly, CI initiates the “child death alert” system within MDHHS. If a child dies under suspicious circumstances during an active CPS investigation, and if the
investigating CPS worker does not notify CI of the child’s death, MDHHS is unable to fulfill its obligation under MCL 722.627k to notify the OCO, a court, and the
legislators in the district in which the child died. The OCO recently learned that MDHHS failed to send it over 100 child death notifications, due in large part to CPS
workers’ failure to make a new CPS complaint to CI during an active investigation. (See http://woodtv.com/2017/09/07/target-8-dozens-of-child-deaths-not-reportedpromptly-to-watchdog/ and http://woodtv.com/2017/09/16/target-8-update-100-child-deaths-not-reported-to-watchdog/.)

MDHHS Response to OCO Recommendation 1: MDHHS disagrees with the recommendation as existing law and policy adequately accommodates
situations where a new allegation of abuse or neglect occurs during an active investigation, including the death of a child. The list of mandatory reporters
identified in the Child Protection Law compels certain professionals who have unique professional expertise related to children to report suspected child
abuse to CPS so that a CPS investigation may occur. When CPS is already in the process of actively investigating suspected abuse or neglect concerning a
child/family, the CPS investigator must pursue, investigate, and collect all pertinent information and evidence as it becomes known or available during the

RECOMMENDATION 2
The OCO recommends that MDHHS revise PSM 713-1, Temporary Voluntary Arrangements, pp. 19-20, by adding the following:
•

Prohibit the routine use of safety plans requiring out-of-home placement of surviving siblings during investigations of child death complaints alleging only
violations of the “tenets of infant safe sleep” or a “sudden unexplained infant death.”

•

Communicate clearly the identified concerns and the possibility of interventions including, but not limited to, court involvement.

•

Clearly direct workers that families must be able to participate with the creation of the safety plan and provide written notification of the right to refuse to agree to
the plan and the consequences of their refusal to agree or comply.

•

Require signatures from both the parent/guardian and the family/friend involved in the safety plan.

•

Strictly ensure that the strategies developed in the plan are temporary measures put into place to mitigate immediate risk to the children. If the risk cannot be
lowered by the safety plan within 30 days, a petition should be filed.

•

Require frequent parent-child visitation and/or contact during the time that the safety plan is in place.

Regarding “unsafe sleep” or “sudden unexplained infant death” investigations, CPS’ routine request for a parent or guardian to voluntarily place surviving siblings in a relative’s
or friend’s care and have either no contact or supervised contact with their children pending completion of the CPS investigation is inherently coercive and, given the length of
such investigations, emotionally damaging to the parent or guardian and child.
CPS workers should ensure that families voluntarily participate in a plan’s development by clearly communicating the concerns necessitating a safety plan and the possibility of
other CPS interventions, such as court oversight or court-ordered removal of the siblings from parental custody. Providing a parent or guardian with written notice of the right to
refuse the proposed safety plan and the consequences of such refusal and requiring the signatures of the parties to a safety plan, will ensure that safety plans are indeed voluntary.
PSM 713-01 describes safety plans requiring separation of parent or guardian and child as “temporary voluntary arrangements.” In some cases, CPS requests that such a safety
plan continue until law enforcement (LE) and CPS complete their investigations. Typically, LE doesn’t decide about the status of the case until they receive the final report from
the medical examiner (ME), and CPS waits for LE and the ME report before closing its investigation. This could take six months or more. If the risk to the surviving siblings
cannot be mitigated within a shorter period, CPS should seek court intervention.

MDHHS Response to OCO Recommendation 2: MDHHS will consider clarifying policy to emphasize engagement of family when developing child and
family safety plans. Safety plans are developed in coordination with family members, neighbors and others, including CPS and are a critical component during a CPS
investigation in ensuring the safety of children. Family engagement and parental participation in developing the plans is essential to increasing their effectiveness and
consistent with the MiTEAM case practice model which outlines how staff, children, families, stakeholders, and community partner’s work together to achieve outcomes
that focus on safety, permanency, and well being of children and their families. It is important to remember that without a court order, parental commitment and/or
participation in any safety plan is voluntary and variable. If voluntary agreement is reached concerning a safety plan, a parent may freely discontinue or change the
arrangement at any time. CPS has no ability – by securing a parent’s written signature or otherwise – to compel implementation of a safety plan. Staff from the OCO
recently attended MDHHS’s “Safety by Design” training which instructs workers how to develop, apply, and engage families regarding safety plans and MDHHS
welcomes their feedback regarding the training.

RECOMMENDATION 3
The OCO recommends that MDHHS amend PSM 713-01, General Instructions, pp. 3-4, to emphasize that substance use, improper supervision, or a hazardous
environment must cause or substantially contribute to the sudden unexplained death of an infant before CPS may find a parent or caregiver responsible for child
abuse or neglect for the infant’s death.
PSM 713-01 states that “[w]hen a sudden and unexplained infant death occurs, evidence of [substance use, improper supervision, or a hazardous environment] should be
considered and may affect the case disposition . . . .” (Emphasis added.) The direction for assessing specific situations involving substance use, inadequate supervision and a
hazardous environment is concise and direct, but the policy gives CPS workers discretion to find a parent or caregiver responsible for child abuse or neglect in connection
with the infant’s death even though the identified factors played little or no role in the death. The OCO sees many instances where the required connection between the
identified factors and the child’s death is missing. This may lead to a parent being unfairly found responsible for child abuse or neglect for their child’s death.

MDHHS Response to Recommendation 3: MDHHS agrees that a determination of child abuse or neglect must be based on evidence that the parent’s behavior
caused harm or threatened harm to the child. This is true in any case, including investigations involving a sudden and unexplained infant death. Confirming child
abuse or neglect by a parent in cases involving an unexplained infant death without establishing sufficient evidence is contrary to existing policy and would
constitute a significant concern. MDHHS will assess this policy and related training and oversight to determine what changes are needed to promote consistent and
accurate practice.

OCO SYSTEMATIC RECOMMENDATION
The OCO recommends that courts adopt a court rule that prevents a court from placing a child with or releasing a child to a non-custodial parent prior to
disposition in a child protective proceeding until MDHHS provides the court with written documentation containing a thorough and accurate background inquiry
of the non-custodial parent and any other people living in their household. The inquiry should be similar to that performed for prospective relative placements and
include, at a minimum, written documentation of a statewide MiSACWIS search, central registry clearance, observation of the home’s condition, a criminal
history check and a review and evaluation of any CPS complaints related to those individuals. The court’s receipt of this information would assist it in making the
finding required by MCL 712A.13a(5).
If a court authorizes a petition alleging child abuse or neglect, the court may release a child to his or her parent pending adjudication of the petition. MCL 712A.13a(3).
Typically, this occurs when one of the parents did not have custody of the child at the time the petition was filed and is not a respondent to the petition. Before releasing a
child to the non-custodial, non-respondent parent, the court must find “that the conditions of custody at the placement and with the individual with whom the child is placed
are
adequate to safeguard the child from risk of harm to the child’s life, physical health, or mental well-being.” MCL 712A.13a(5). To ensure the accuracy of this finding and
child safety, the OCO recommends that the Michigan Supreme Court adopt a court rule requiring CPS to submit written documentation to the court evidencing a thorough
background check of the parent to whom the child may be released.
MDHHS Response to OCO Systemic Recommendation: MDHHS does not support the recommendation for a new court rule as CPS policy 715-2 requires CPS
workers to investigate the non-custodial parent and any other adult members in the household before placement. In pertinent part, the policy provides:
When CPS evaluates placement with the non-custodial parent, CPS must complete the following as soon as possible but within 24 hours or the next business day:
• Central registry clearance on all members of the household who are age 18 or older.
• Criminal history check on all household members.
• A home visit.
• Risk assessment and family assessment of needs and strengths on the non-custodial parent’s household; see PSM 713-11, Risk Assessment, and
PSM 713-12, Family and Child Assessments of Needs and Strengths, sections for more information on completing these assessments.
(PSM 715-2, pp 9-10)
***
The results of the clearances and assessments outlined above must be documented in the DHS-154, or the current DHS-152, Updated Services Plan. The
documentation should include whether placement with the non-custodial parent is appropriate and why, and any services that will be provided to the
non-custodial parent to ensure the child’s safety. (PSM 715-2, p 10)

