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VI.
STATE REGIONAL OFFICE
A.  OVERVIEW
Division of Child Welfare and Community Services
The Division of Child Welfare and Community Services (CWCS), supports local districts and youth bureaus, voluntary and community-based agencies, and communities, in providing quality services to children, youth, families and vulnerable adults. Services are designed to achieve safety, permanency and well-being for at-risk populations. These goals are achieved through guiding, funding, monitoring, assessing, and enforcing; and by working in partnership with internal and external stakeholders at the local, state and national level.
Support is provided on behalf of these at-risk adults, families, children and youth by the various program areas administered through the Division’s Home and Regional Offices. The primary program areas under the Division, include: Foster Care, Adoption Services, Preventive Services, Child Protective Services, Domestic Violence, Adult Protective Services, Native American Services, Institutional Abuse investigations, Family Type Homes for adults, Medicaid Home and Community-based Waiver Program (Bridges to Health), the Statewide Central Register, Delinquency Prevention programs, and support to Tribal communities. Division responsibilities are managed by the Office of the Deputy Commissioner and carried out by two offices:  the Office of Protective and Community Services (PCS), the Office of Regional Operations and Practice Improvement (ROPI).  A combination of State, Federal and other resources are utilized to support the Division's diverse responsibilities.

The Division mandates include the supervision, monitoring and provision of technical assistance to 58 local social services districts, the St. Regis Mohawk Tribe, and 100 voluntary agency providers as established under State and Federal laws and regulations.   Specific responsibilities include:
· Oversight of local district child protective, foster care, adoption, and preventive service programs serving children and families.

· Operation of the Statewide Central Register of Child Abuse and Maltreatment Hotline on a 24-hour, 7-day-a-week basis, including the Abandoned Infants Hotline.

· Clearance of individuals against the child abuse and maltreatment database.

· The St. Regis Mohawk State Tribal Agreement and the operation of the Tonawanda Indian Community House.

· Investigation of allegations of abuse and neglect within OCFS operated and licensed and certain other State-agency operated and licensed residential facilities.

· Supervision and licensing of domestic violence shelters statewide.

· Development and implementation of service delivery contracts in the youth development, domestic violence, adolescent pregnancy, family violence prevention and treatment, child welfare development and delinquency prevention areas.

· Operation of the New York State Adoption Service.

· Investigation of citizen and legislative complaints with respect to the provision of local services.

· Provision of training and technical assistance to local districts and voluntary agencies to improve the delivery of service and care.

· Certifying, licensing, inspecting and enforcing regulations for residential and non-residential programs.

· Developing new programs or methods of service provision for adults, children, youth and families that address changing social and demographic trends, as well as promote positive human development.

Office of the Deputy Commissioner:

This Office is responsible for overall direction and management of the Division of Child Welfare and Community Services.  The functions include administrative management and support of all operations and programs.  Additionally, under the Deputy Commissioner’s Office is the Child and Family Services (CFSR) Review, and CWCS Staffing Resources.  The structure of the Division is aligned to promote the most effective use of resources and support child welfare practices, youth development services, and adult protective services, which include regionally-based child welfare staff and youth development staff, as well as the major program operations in the Home Office.  
The Division of Child Welfare and Community Services consists of the following office:

Office of Regional Operations and Practice Improvement:

This Office is responsible for both direct program operations and support to the Deputy Commissioner on statewide issues integral to the management of the Division of Child Welfare and Community Services.  Operation of Native American Services and direct support to the districts and voluntary agencies who provide direct services to children and families rests with the Office of Regional Operations and Practice Improvement.
Under ROPI, the NYS Adoption Service also provides support and oversight for services that support permanency for children and youth in foster care, including foster care and adoption services.  The office also facilitates interstate placement of children through the Interstate Compact for the Placement of Children (ICPC).
Office of Protective and Community Services:
This Office provides oversight and monitoring of local social services districts for adult services and local youth bureaus and administers the Statewide Central Register.  In addition, this Office contracts directly with community-based agencies and allocates funding to local youth bureaus to provide funding for services and programs for children and families.  It consists of the Bureau of Adult Services, Bureau of Program and Community Development, the Statewide Central Register, Office of Youth Development, and the Bureau of Waiver Management Services (Bridges to Health).  

Child Protective Functions of the OCFS Regional Offices
The Regional Offices oversee field activities related to supervision, monitoring and technical assistance of child welfare services including child protective services.  These functions include:

· Child protective case reviews

· Child fatality reviews

· Technical assistance regarding child welfare policies, procedures and best practices

· Review of complaints 

· Institutional Abuse and Neglect Investigations

B.  TECHNICAL ASSISTANCE
OCFS Regional Office personnel also play a significant role in providing technical assistance to local district staff. Involvement of the OCFS Regional Office staff may begin through a number of different avenues.  The identification of a need for technical assistance can arise from many situations including: 

· a review of a child protective investigation or a foster care, adoptive, or preventive program review in which Regional Office staff have participated;

· a Regional Office review of performance data;

· local CPS request - the local district may call the Regional Office with specific questions or requests for technical assistance of a more general nature;

· SCR referral - the Statewide Central Register may contact the Regional Office to voice concerns about a local district. 

· a written complaint by a subject of a report, a mandated reporter or other person may be channeled to the Regional Office by the Governor's office or by the OCFS Commissioner's office. The Regional Office will investigate these complaints, and, where necessary, provide technical assistance. 

· as part of CONNECTIONS implementation and support, Regional Office staff may provide assistance to an LDSS on system functionality and how it supports child welfare practice.

In addition, the OCFS Regional Office may identify a need for training within a local district, make a referral for such training to Home Office and participate in the training activities. 

C.  CHILD PROTECTIVE INVESTIGATIONS
When alleged child abuse or maltreatment occurs in a residential facility for children, the New York State Office of Children and Family Services (OCFS), Division of Child Welfare and Community Services (CWCS) Regional Operations and Practice Improvement (ROPI) Regional Offices are authorized to conduct the child protective investigation (residential facility).

For cases involving day care programs, the OCFS Division of Child Care Services is authorized to participate with the local department of social services in the child protective investigation.  That division will also conduct its own investigation, which should be coordinated with the CPS investigation, when the local district is conducting a child protective investigation involving any day care setting including:  day care center, school age child care program, group family day care, or family day care home.  Reports involving child day care programs are referred to as Type A.

The OCFS  Regional Office is responsible for investigating child abuse and neglect allegations when the report involves a group residential care facility operated, licensed or certified by OCFS; the State Education Department; or licensed or operated by the Office of Mental Health (OMH) or the Office of People With Developmental disabilities Mental Retardation and Developmental Disabilities (OPWDD) and located on the campus of a facility that is also licensed by OCFS Reports involving residential facilities for children are referred to as Type B.
C.  CHILD PROTECTIVE INVESTIGATIONS

1. Type A

Similarly, the Office’s Division of Child Care Services will become involved in situations where the local district is conducting a child protective investigation involving a day care center, school age child care program, group family day care or family day care home.  Reports involving child day care programs are referred to as Type A.
C.  CHILD PROTECTIVE INVESTIGATIONS

2. Type B

For those child protective reports involving children who reside in OCFS licensed, operated, monitored or approved facilities including institutions, group homes, and agency boarding homes, or reside in facilities licensed, operated, monitored or approved by the State Education Department (SED), or reside in a facility licensed or operated by OMH or OPWDD that is located on the same campus as a residential care facility that is also licensed by OCFS, the Institutional Abuse staff located within the Regional Offices of OCFS have sole responsibility for the investigation.  Additionally, the Regional Offices play a major role in the development, approval, implementation and monitoring of plans of prevention and remediation and corrective action plans for facilities licensed by OCFS.

C.  CHILD PROTECTIVE INVESTIGATIONS

2. Type B
a. Investigations

Regional Office procedures for conducting an investigation of child abuse or neglect in a residential care facility are similar to LDSS CPS investigation requirements.   Requirements include an evaluation of the child’s safety, evaluation of the safety of all other children in the facility, and evaluation of the need for safety interventions including the possibility of a protective removal of the child.  Removing a child from a residential care facility is a rare occurrence because of the availability of multiple alternative protective options that may better address the situation.  However, if it is determined that removal of the child is necessary for the health and safety of the child, the Regional Office will notify the local department with custody of the child in question, and request that the local department take action to remove the child from the residential setting.  Additionally, there are situations where the Regional Office will need to make such a request for removal of a child to the local department in which the residential facility is located, rather than to the local department with custody of the child.  This would only occur when immediate action to remove the child is warranted, but due to the geographic distance between the local district with custody and the residential facility, the custodial district is unable to respond quickly enough to remove the child.

The Regional Office is required to notify the parents of any child named in a report, and the director or operator of a residential facility or program from which the report has arisen of the existence of the report.  Additionally, the regional office must also notify the appropriate state agency with oversight authority for the program, such as SED, OMH, or OPWDD, as well as the agency with custody of the victim child, typically a local social services, or the school district placing the child of the existence of the report, including the name of any child alleged to be abused or neglected, the name of the subject of the report and other information which may be necessary to safeguard the health and safety of the children in the residential care facility.

C.  CHILD PROTECTIVE INVESTIGATIONS

2. Type B
b. Determination

1)  Preparing To Make a Determination
After completing the investigation, but no later than 60 days from receipt of the report from the Statewide Central Register, the IAB investigator must make a determination about the case.  A determination is a decision based on the investigation of the alleged incident as to whether there is some credible evidence to support the allegations as true.
2)  Types of Determinations
The definitions IAB investigators use are not the definitions of abused and neglected child from the Family Court Act that LDSS CPS Staff use in familial and child care related investigations.  Rather, the IAB staff are mandated to use the definitions of an abused child in residential care and neglected child in residential care found in section 412-(a) of the SSL.

The named subject of the report must be the director, operator, employee, volunteer or consultant of a residential care facility as defined in section 412-(a)(5) of the SSL.  These persons are termed “custodians” of the child.

a) Abused Child in Residential Care
The definition of abused child in residential care was amended in 2008.  The definition now includes several categories of children, as follows:

(1)Children who have been thrown, shoved, kicked, pinched, punched, shaken, choked, smothered, bitten, burned, cut, or struck.
(2)Children who have been subjected to:  the display of a weapon or other object that could reasonably be perceived as being meant to inflict pain or injury, in a threatening manner; corporal punishment; the withholding of nutrition or hydration as punishment; or the unlawful administration of any controlled substance or alcoholic beverage.

(3)Children who have had inflicted upon the child a reasonably foreseeable injury that causes death or creates a substantial risk of death, serious or protracted disfigurement, serious or protracted impairment of the child’s physical, mental or emotional condition, or serious or protracted loss or impairment of the function of any organ.
(4)Children who have been subjected to a reasonably foreseeable and substantial risk of injury, by other than accidental means, which would be likely to cause death, serious protracted disfigurement, serious or protracted impairment of the child’s physical, mental or emotional condition, or serious or protracted loss or impairment of the functions of any organ.

(5)Children who are the victim of sexual abuse (including sex offenses, use of a child for a sexual performance, and incest).

b) Neglected Child in Residential Care 

The definition of neglected child in residential care was also amended in 2008.  The definition now includes the following:

(1)Children who impaired physically, mentally or emotionally or who are at substantial risk of impairment because of failure to receive:


(a)adequate food, clothing, shelter, medical, dental, optometric or surgical care consistent with the applicable rules and regulations of the licensing or operating State agency, provided that the facility has reasonable access to the provision of such services and that the necessary consents for health care have been sought and obtained;


(b)access to educational instruction in accordance with the compulsory education provisions in the Education Law; or


(c)proper supervision or guardianship, consistent with the applicable rules and regulations of the licensing or operating State agency.

(2)Children who have had inflicted upon them a physical, mental or emotional injury, excluding a minor injury, by other than accidental means, or who have been subjected to the risk of a physical, mental or emotional injury, excluding a minor injury, by other than accidental means, where such injury or risk of injury was reasonably foreseeable.
(3)Children who have had inflicted upon them a physical, mental or emotional injury, excluding a minor injury, by other than accidental means, or is subjected to the substantial risk of a physical, mental emotional injury, excluding a minor injury, by other than accidental means, as a result of a failure to implement an agreed upon plan of prevention and remediation.

(4)Children who have been subjected to the intentional administration of any prescription or non-prescription drug other than in substantial compliance with a prescription or order issued for the child by a licenses, qualified health care practitioner. 

3)  Making the Determination
To make the determination, the investigator weighs what s/he has learned through the investigation against the definitions of an abused child in residential care and neglected child in residential care.  The investigator must make a determination concerning whether there is some credible evidence supporting each of the elements of the definition of an abused child in residential care or a neglected child in residential care.

C.  CHILD PROTECTIVE INVESTIGATIONS

2. Type B
c. Notification
The following individuals and agencies, as applicable, will receive notice of the existence of the report:
· Subject of report

· Other person named in report

· Child’s parent or guardian

· Director or operator of the residential facility
· Custodial agency of the child 
· New York State regulatory and oversight agency including OCFS, SED, OMH, OPWDD
The following individuals and agencies, as applicable, will be notified of the determination of the report:

· Subject of report

· Other persons named in the report

· Child’s parent or guardian

· Director or operator of the residential facility
· Custodial agency of the child
· New York State regulatory and oversight agency including OCFS, SED, OMH, OPWDD
· Child’s law guardian
C.  CHILD PROTECTIVE INVESTIGATIONS

2. Type B
d. Prevention and Remediation

IAB investigations and procedures contain specific requirements for the development, implementation and monitoring of plans of prevention and remediation.  Such plans are developed both to remediate the immediate circumstances, and to prevent future abuse or neglect in residential care facilities.

In addition to a determination of indicated or unfounded, the IAB investigation must also determine:

1. Whether a separate familial report should be made to the SCR regarding the children involved in the case.

2. Whether a crime may have been committed, and, if so, to transmit information regarding the case to the appropriate law enforcement authority, and
3. Whether there may have been a violation of the statutory, regulatory, or other requirements of the licensing agency or operating State agency, regardless of whether a report is indicated or unfounded.

IAB must report its findings to the director of the facility and the appropriate licensing or state agency.  It shall recommend appropriate preventive and remedial actions.  The facility and the State licensing agency shall initiate any necessary and appropriate corrective action within a reasonable prompt period of time.  IAB will receive a report of the actions taken to address the finding. 
D. FATALITY REVIEWS
1.  Investigation
OCFS Regional Office staff and the OCFS DCWCS Regional Operations and Practice Improvement staff are responsible for preparing and issuing a report on the deaths of some children in New York State  unless a fatality review report is issued by an approved local or regional fatality review team as defined in Section 422-b of the SSL.  The responsibility to issue a report on the death of a child arises in the following instances:

1. a child has died whose care and custody, or custody and guardianship has been transferred to an authorized agency,  

2. a child has died and their  death was reported to the SCR as suspected abuse or maltreatment, and

3. a child in an open child protective services (CPS) or preventive services case dies. 

When a child dies under one of the circumstances described above, the OCFS is responsible for the following:
1. Investigate or provide for the investigation of the cause and circumstance surrounding such death.  "Providing for the investigation" means overseeing the investigative activities of a local department of social services. 

2. Review the investigation of the cause and circumstances surrounding the death. 

3. Prepare and issue a report on each death unless such report is issued by an approved local or regional fatality review team in accordance with 422-b of the SSL.

The purpose of this examination is to address:  a) the safety and well being of children, especially surviving siblings; b) action to prevent similar fatalities in the future; and c) appropriate and legitimate individual and systemic accountability for child welfare actions taken prior to and subsequent to a child fatality.

Child Fatality Review Teams
OCFS is also responsible for preparing and issuing an annual cumulative report concerning such deaths. 

In 1999, the Social Services Law was amended by adding a new section 422-b that allows the establishment of local and regional fatality review teams.

A fatality  review team  may be established at a local or regional level, with the approval of the Office of Children and Family Services, for the purpose of investigating the death of any child whose care and custody or custody and guardianship  has  been  transferred  to an authorized agency, any child for whom child protective services has an open case, any child for whom the local department of social services has an open preventive case, and in the case of a report made to the SCR involving the death of a child.   A fatality review team may also investigate any unexplained or unexpected death of any child under the age of eighteen.
A local or regional fatality review team may exercise the same authority as the Office of Children and Family Services with regard to the preparation of a fatality report. The team members must include, but need not be limited to, representatives from:
· child protective service, 

· Office of Children and Family Services, 

· county department of health, or should the locality not have a county department of health, the local health commissioner or his or her designee, or the local public health director or his or her designee, 

· office of the medical examiner, or, should the locality not have a medical examiner, office of the coroner, 

· office  of the district attorney, 

· local and state law enforcement, 

· emergency medical services, and 

· a pediatrician or comparable medical professional, preferably with expertise in the area of child abuse and maltreatment or forensic pediatrics.  

A local or regional fatality review team may also include representatives from local mental health agencies, domestic violence agencies, substance abuse programs, hospitals, local schools and family court.


The statute allows an approved Child Fatality Review  access to confidential information concerning pending or indicated SCR reports and to legally sealed unfounded reports regarding the deceased child and his/her family.  

D.  FATALITY REVIEWS

1.  Investigation
a. Regional Office Investigation / Review of Investigation
As stated in the previous section, when a child dies under one of the circumstances described in the preceding section, OCFS is responsible for the following:

1. Investigate or provide for the investigation of the cause and circumstance surrounding such death.

2. Review the investigation of the cause and circumstances surrounding the death. 

3. Prepare and issue a report on each death (unless handled by a fatality review team under section 422-b of the SSL).
Within OCFS, the CWCS Regional Office staff is responsible for completing the above referenced investigation review and writing the required report.  When the SCR registers a report of suspected abuse or maltreatment regarding the death of a child, they assign secondary jurisdiction to the appropriate OCFS Regional Office.  As such, the OCFS Regional Office and the local district are notified of the CPS report regarding the fatality at the same time.  Immediately upon receipt of the report, the Regional Office begins their oversight and monitoring function.  

Initially, the Regional Office staff make an assessment of the level and intensity of review that is needed given the individual case circumstance. Some case situations will require intensive intervention by the Regional Office.  As such, the Regional Office may decide, on a case by case basis, that it is necessary to conduct an independent investigation of the cause and circumstances of the child’s death.  In most cases, the Regional Office determines review and analysis of the child protective investigation is sufficient.   
Some situations that may prompt more active oversight by the Regional Office include:

· A child dieing while the county was involved with the family through an open services case, and the child has allegedly died as a result of abuse or maltreatment.

· A report to the SCR regarding the death of a child while there are cases with previous "indicated" cross references.

All Regional Office reviews will include: 

1. telephone contact with the local district CPS unit 

2. review of the official reports that the district is required to submit, such as the 24-Hour Fatality Report, the 7-Day Safety Assessment, 30-day fatality report 

3. Review of the report determination for timeliness, clarity, completeness and accuracy. 

Depending upon the case circumstances, Regional Offices reviews may also include: 

1. site visit to the local district CPS unit to review records and interview staff 

2. consultation with other agencies such as law enforcement and the medical examiner or the Coroner’s Office.

3. a request to the child protective service to provide the autopsy report and/or an updated status report at any time during the course of the investigation.

D.  FATALITY REVIEWS

1.  Investigation
b. 30-Day Fatality Report
Thirty days after the initial report of the fatality the child protective services must submit or transmit to the SCR a 30-Day Child Fatality Summary Report providing pertinent information on the case. The Regional Office must review the 30-Day Report and, if there are unresolved concerns, clarify such concerns with the local district CPS. 

In the 30-Day Fatality Report, the child protective service must provide pertinent information on the case, including, but not limited to the following: 

1. whether there are other children in the family. If so, their names, dates of birth, where they are located and what actions have been taken to assess their safety. If child(ren) have been placed outside the home, the caretaker(s)' name(s) and address(es) should be provided; 

2. the nature of the deceased child's injuries including the cause of death. Any history of prior injuries to the child should be provided; 

3.
whether the family previously was known to the local district in general, and to child protective service in particular; 

4.
a summary of child protective service activity to date and what plans, if any, there are for future activity with the family; 

5.
confirmation that the Coroner or medical examiner and the district attorney were notified of the fatality pursuant to Sections 418 and 424.4 of the Social Services Law.
D.  FATALITY REVIEWS

1.  Investigation
c. Report Determination
No later than 60 days after the initial fatality report was made, the local district CPS must submit or transmit a determination to the SCR. This determination should clearly address whether the district found some credible evidence to determine that the child's death was attributable to abuse or maltreatment caused by the child's parents or other person/persons legally responsible for child's care. The Regional Office will review the determination for clarity, completeness and accuracy, and resolve any issues or concerns with the local child protective service. 

D.  FATALITY REVIEWS

2.  Fatality Review Report
The Regional Office, or the regional/local fatality review team must produce a written report within six months after the death of a child whose care and custody, or custody and guardianship has been transferred to an authorized agency, resides in foster care or whose death was reported to the SCR, or who died while receiving services in an open child protective or preventive case.

Contents of the Fatality Review Report
The case report to be prepared by the Regional Office or an approved Child Fatality Review Team must contain at least the following: 


1. the cause of death - specifically whether from natural or other causes;

2. any extraordinary or pertinent information concerning the circumstance of the child's death;

3. identification of child protective or other services provided or actions taken regarding such child and their family;

4. information concerning whether the child or the child's family had received assistance, care or services from a social services district (or authorized agency) prior to the child's death;
5. any action or further investigation taken by OCFS, local social services district, authorized agency or other investigative agencies since the death of the child;
6. as appropriate, recommendations for local or state administrative or policy changes or recommendations and required actions to be taken by the local department of social services or authorized agency. 

The Fatality Review Report must not contain any information that would identify the deceased child, his or her siblings, the parent(s) or other person legally responsible for the child, or any other members of the deceased child's household. The report must also exclude any medical diagnoses not directly related to the child’s death.

Further, except as it may apply directly to the cause of death of the child, the department may not disclose to the public the substance or content of any psychological, psychiatric, therapeutic, clinical or medical reports, evaluations, or like materials or information pertaining to such child or the child's family. 

Sharing the Fatality Review Report

Once the report is prepared, but no later than six months after the death of the child, the report is sent to the following officials: 

1. the commissioner of the local department of social services for the county in which the child’s death occurred,
2. the chief county executive officer for the county in which the child’s death occurred,
3. the chairperson of the local legislative body for the county in which the child’s death occurred,
4. the commissioner of the local department of social services which had care and custody or custody and guardianship of the child,

5. for reports prepared by an approved child local or regional fatality review team, OCFS must forward copies of any such report to all other local or regional fatality review teams established under Section 422-b of the SSL, as well as to all citizen review panels established pursuant to section 371(b) of the SSL and to the governor, the temporary president of the senate and the speaker of the assembly.


The fatality review report may be shared with the commissioner of the social services district of the county in which the child died, prior to its finalization. The purpose of this sharing is to provide the social services district the opportunity to correct factual information or to supply missing information.  A draft copy of the final report must be submitted to the local social services commissioner for her/his review and response under the following circumstances: 

1. The fatality review report contains findings that of errors by the local department of social services during the course of the fatality investigation and/or
2. The fatality review report contains significant recommendations for change or corrective action by the local department. 

When a draft fatality review report is shared with the LDSS commissioner, it must be provided to the LDSS Commissioner sufficiently before the six-month finalization date to allow the commissioner at least 10-days within which to respond. Additionally, the Regional Office should consider the time necessary for an appropriate LDSS review and response, and the need for Regional Office finalization of the fatality review report in determining when to provide the draft copy to the LDSS Commissioner. 

Once the report is completed and submitted to the required parties, Regional Office staff must notify the Temporary President of the Senate and the speaker of the Assembly that the fatality report has been issued. The notice sent to the Senate and Assembly also must not contain identifying information regarding the specific individuals involved in the report. 

Fatality Review Reports that have been issued by OCFS are available to the public under certain circumstances. OCFS may not release a fatality review report unless the OCFS Commissioner determines that such disclosure is not contrary to the best interests of the deceased child’s siblings or other children in the household.
Please Note:
these procedures do not preclude the ability of OCFS to issue another report to the appropriate local commissioner, under separate cover, which specifically identifies the pertinent parties.
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