Recommendation 1
The OCO recommends that CPS Program Office create
a process in MiSACWIS that clearly documents new
allegations of child abuse or neglect received or discovered
during an active investigation and the disposition reached
regarding those allegations.
New allegations of child abuse or neglect may arise during an
active CPS investigation that meet the criteria for assignment
and investigation. Either the CPS worker observes new
instances of child abuse or neglect during the investigation,
or someone else complains to CPS centralized intake (CI). If
the new allegations are reported to CI, CI may assign the new
allegations as a new investigation or notify via email the active
CPS worker and the supervisor.
All new allegations must be investigated. The OCO has
observed and made findings and recommendations regarding
instances when new allegations do not get investigated as
required.
MDHHS Response to OCO Recommendation 1: MDHHS
agrees that all allegations of suspected child abuse and neglect
must be investigated by Children’s Protective Services and/or
law enforcement. Policy currently requires CPS to respond to
new allegations that are reported during an already assigned
investigation. To increase compliance with requirements to
fully investigate and reach disposition on all allegations, CPS
implemented the supervisor control protocol in February 2019
in all counties. The protocol will require supervisors to review
and verify that all requirements were met throughout each
investigation.

Recommendation 2
The OCO recommends that the Michigan Legislature
amend the Children’s Ombudsman Act (COA) to
permit the OCO to publicly release its findings and
recommendations and an agency’s written responses to
those findings and recommendations in all child death
investigations that the OCO conducts under MCL 722.926.
The OCO was established to foster agency accountability, effect
changes to the child welfare system, and educate the public.
MCL 722.923(1). In 2005, the Michigan Legislature permitted
the OCO to investigate complaints involving child deaths,
and in 2014, the legislature required the OCO to investigate
child deaths if the child’s family had contact with the child
welfare system in the previous two years. MCL 722.926(1)(2). However, OCO records, including reports of findings and
recommendations, remain confidential. See MCL 722.929(1).
Greater transparency fosters accountability and an informed
public, which may lead to needed changes in law and practice
to lessen the number of children who die after contact with

child welfare agencies. When releasing its formal reports in
child death investigations, the OCO would redact all otherwise
confidential information, information that would allow
the identification of involved individuals, and information
that may impair a child’s or parent’s legal rights. See MCL
722.926(1)(d) and MCL 722.929(1).
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MDHHS Response to Recommendation 2: We agree
that greater transparency is needed to increase public
understanding, participation, and trust in critical government
services. MDHHS welcomes the opportunity to work with the
OCO to discuss the most effective way to educate the public
about the child welfare system and create greater transparency
in service delivery.

OCO Systemic Recommendation

Annual Report

The OCO recommends that when evaluating a transplant
candidate’s medical and social stability, medical professionals
providing organ transplants to children who are under court
jurisdiction pursuant to MCL 712A.2(b) consider a foster care
agency’s legal obligation to make reasonable efforts to reunify
a child with his or her family, and the ability of a child’s foster
parent to provide the necessary medical and social stability,
even on a temporary basis, to the transplant candidate.
MCL 712A.19a(2) requires a foster care agency to make “[r]
easonable efforts to reunify the child and family . . . in all
cases except [those involving “aggravated” or other serious
circumstances].” A child’s foster parent must assist in meeting
the child’s medical and social needs while in the foster
parent’s care. See Michigan Administrative Rule 400.9412(1).
These factors should be considered by medical professionals
determining whether a candidate has sufficient medical and
social stability to make a transplant successful.
MDHHS Response to OCO Systemic Recommendation:
All Children in Michigan, regardless of whether they live
with their parents or in foster care, deserve access to needed
medical interventions, particularly life-saving transplants.
Such treatment, and social supports to maximize health
outcomes, should be available and provided to children based
on medical need, recommendation of the child’s physician,
and concurrence of the child’s family. Medical providers need
to include the caseworker in discussions about transplant
candidates who are in foster care to plan for and understand the
role of foster and birth parents in a child’s recovery. Making
decisions about whether a child is provided needed medical
care based on a child’s foster care status and/or likelihood
of reunification, has the potential to result in inequitable
treatment of children in foster care and may disproportionately
harm children from families experiencing social and financial
insecurity.

For more information regarding the OCO and the Children’s Ombudsman Act, please visit our website:
www.michigan.gov/oco
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Message from the Ombudsman:
It is an honor of mine to be named Children’s Ombudsman for the State of
Michigan. I was appointed to the position by Governor Gretchen Whitmer
effective January 1, 2019. This report outlines the work of the office from
October 1, 2017 – September 30, 2018.
Prior to my appointment, I spent 21 years as Prosecutor for Ingham County
with the last nine years being served as Chief Assistant Prosecutor. I spent
my career advocating for victims whether they be adult or child. One of my
proudest accomplishments in those 21 years was recognizing the need for every
child to have a safe place for healing and to have a voice. This basic necessity
led to me founding Small Talk Children’s Advocacy Center during my tenure at
Ingham County Prosecuting Attorney’s Office. I am excited for the opportunity
to advocate for all children across the State of Michigan through my position
as Director of the Office of Children’s Ombudsman. I welcome the collaboration with MDHHS and other
partners to address the needs of our child welfare system as not one singular agency can tackle the task
alone. We simply must work as a unified team with the betterment of children and families in mind. I
also look forward to recommending strategies and protocols that work best for the individuals whom
fight every day to make sure children are safe. The children of today are tomorrow’s leaders and I am
committed to doing everything in my power to ensure their health, safety and wellbeing.
With gratitude

Lisa McCormick
Children’s Ombudsman

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

Figure 1

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:

Figure 2

u 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.
u 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.
u A child was returned home from foster care and there is an active foster care case.
u 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, the agency involved (County DHHS or private), a
description of your concern and what you would like the OCO to do.

Figure 3

Figure 3 shows the causes of child deaths in FY 18 per the death notifications received. In FY 18, the OCO received 337 child death
notifications. The OCO also received one child death complaint from a member of the public. Of those 338 child death complaints
received, 141 were opened for investigation. Unsafe sleep practices were identified as an issue in 104 of the total notifications received.
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