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Introduction

Executive Summary

The year 2012 was characterized by significant program growth. The agency added
staff, fine-tuned procedures, further developed the existing program, expanded
outreach and updated the website. These enhancements increased the effectiveness of
the Bureau in executing the statutory mandate.

Authority
The Department of Child Services (DCS) Ombudsman Bureau was established during
2009 by the Indiana Legislature to provide DCS oversight. IC 4-13-19 “gives the
Department of Child Services Ombudsman the authority to receive, investigate, and
attempt to resolve a complaint alleging that the department of child services, by an
action or omission occurring on or after January 11, 2005, failed to protect the physical
or mental health or safety of any child or failed to follow specific laws, rules, or written
policies.” The law also provides the Ombudsman the authority to evaluate the
effectiveness of policies and procedures in general and provide recommendations.

Activity Overview
During 2012 the primary activity of the office was to respond to complaints, determine
findings, provide recommendations and monitor DCS responses; the recommendations
provided were case specific as well as systemic. When case findings were determined to
have systemic implications, policies and procedures were reviewed and general
recommendations were provided. This year the DCS Ombudsman Bureau responded to
598 Information and Referral (I & R) inquiries, conducted 46 Assists, opened 174 Cases
and closed 167 Cases, provided 39 case specific Recommendations, and 16 systemic
Recommendations. Four of the systemic Recommendations were generated by the
Ombudsman interim report on DCS Assessments.

Administration
Location: The DCS Ombudsman Bureau is an independent agency housed in the Indiana
Department of Administration (IDOA). IDOA provides office space, furnishings,
equipment and utilities.
Staff/Resources: The Bureau consists of the Director and two full-time Assistant
Ombudsmen. During March 2012 the part-time Assistant assumed full-time
responsibilities, and the second full-time Assistant was added during September 2012.
(Attachment A – Staff Biographies) Legal consultation is provided as needed by a
Deputy Attorney General. Technical assistance is provided by the IDOA MIS Director.
Budget: The Bureau was appropriated $215,675 for the 2013/2014 fiscal year, which is
allocated from the general fund. This is an increase of $62,669 from the previous year.
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The majority of the expenditures are for personnel, with the remainder devoted to
supportive services and supplies.

Program Development
New Case Categories: During 2012 the “Assist” category was added to the DCS
Ombudsman Bureau database to reflect those contacts that resulted in the Ombudsman
office facilitating communication between the complainant and DCS. Assists require
more involvement than an I & R response, but less that a Review or Investigation.
During 2012 the Ombudsman also started participating in “Peer Reviews” in
collaboration with DCS. Peer Reviews are conducted following a child fatality/near
fatality that involves DCS history within the prior year; the review team is composed of
two DCS Regional Managers and the Ombudsman. The purpose of the Peer Review is to
identify learning opportunities.
Policies and Procedures: The Procedural Manual for the Bureau, which is posted on the
DCS Ombudsman website, was updated and expanded during December 2012.
Revisions included adding processes/procedures to be performed by additional staff,
guidelines for declining cases, and clarification related to the rights/ responsibilities of
the complainant and the agency in the complaint review process.
Website Enhancements: During December 2012 the DCS Ombudsman website was
updated. The updates include a complaint form that can be submitted electronically,
the “Rules of Engagement” for complainants (Attachment B), a mechanism for citizens
to request an educational presentation about the Bureau, updated reports and staff
biographies. These added features facilitate constituent’s access to the agency as well
as increase the functionality of the website.
Tracking and Reporting: This office continues to compile quarterly reports to document
complaint/case activity each quarter and to track responses to recommendations. The
quarterly reports are shared with DCS and serve as a working document for their agency
as well. The information from the quarterly is used to compile basic information for the
Annual Report.
Outreach: In an effort to increase public awareness of the office in 2012 pursuant to IC
4-13-19-5 (a) (5), the Bureau developed several strategies. As stated previously,
educational presentations are now available and can be requested via the website. The
Bureau participated as an exhibitor at the Indiana Youth Conference to disseminate
educational material and network with Child Welfare professionals. Bureau information
has been included in the Prevent Child Abuse Indiana Newsletter. Brochures and
posters have been distributed to all local DCS offices. The Ombudsman provided
presentations about the Bureau to the Legislative DCS Study Committee and all DCS
Supervisors. The Ombudsman is also a statutory member of the State Fatality Review
Team, a multidisciplinary team charged with reviewing child fatalities.
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Training: The Ombudsman continues to participate in educational programs, including
the National Conference provided by United States Ombudsman Association (USOA).
The Ombudsman is a member of the Child Welfare Chapter of the USOA, which is
available telephonically for consultation, support and education. Ombudsman Bureau
staff participated in additional trainings provided by DCS, the Children’s Justice Act and
Prevent Child Abuse Indiana in addition to webinars available with information of
interest to this office.
Metrics: The office continues to track the turnaround time for responses to complaints,
completions of reviews and investigations. The metrics indicate the Bureau continues to
meet the goals established for best practice.

Collaboration with DCS
Communication: The Ombudsman has bi-weekly meetings with DCS Executive staff to
discuss individual complaints, investigations, agency policies, programs, practice and
recommendations. All specific case reviews and/or investigations are initiated by
contacting the Local Office Director, who ensures that the Ombudsman office is
provided all requested information and/or facilitates staff interviews.
Information Access: DCS has provided the Ombudsman office with access to all records
on the MaGik Casebook system and MaGik Intake, in addition to the DCS reports
available on the DCS intranet.
Fatalities/Near Fatalities: To ensure this office is aware of child fatalities/near fatalities
with DCS history the Hotline forwards all such reports to the Ombudsman office to track
and/or assess for further review. In addition, the DCS Ombudsman participates in the
Peer Review process on the cases that meet the criteria.

Other
The Ombudsman is unable to draw any conclusions about the general status of children
in Indiana pursuant to IC 4-13-19-10(b) (2), as the focus of the Bureau has been on the
complaint process. It is noted, however, that the Indiana Youth Institute annually
publishes Kids Count in Indiana, a profile in child well-being data book, which provides
data on the general status of children in Indiana.
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Complaints
The Process Overview
The Bureau receives many telephone and email inquiries that do not result in an open
case, but require an information and/or referral response. To track this service,
pertinent information about the contact is recorded in the Information and Referral (I &
R) contact log database. Some inquiries require assistance with a resolution, but do not
necessitate opening a case file. This level of response is referred to as an Assist; the
pertinent information about the Assist is tracked and recorded in the Assist database.
A case is opened when a complaint form is received. The complainant is notified of the
receipt of the complaint and an intake process is initiated to determine the appropriate
response. DCS is notified of the complaint following the intake assessment, after which
a variety of responses are possible. The Ombudsman may initiate an investigation,
resolve and/or refer after a thorough review, refer the case back to DCS, refer to Child
Protection Team (CPT), file a Child Abuse/Neglect Report, decline to take further action,
or close the case if the complainant requests to withdraw the complaint. Following a
review the complainant and DCS are informed in writing in a letter as to the outcome. If
a case is investigated, a detailed report is completed and forwarded to DSC and
complainant if they are a parent, guardian, custodian, Court or Court Appointed Special
Advocate (CASA)/Guardian ad Litem (GAL). Other complainants receive a general
summary of the findings. If a complaint was determined to have merit,
recommendations are provided to address the issue, and DCS provides a response to
the recommendations within 60 days. The flowchart in Attachment C illustrates this
process.

Information and Referral Inquiries
The office received 598 I & R Inquires during 2012, an increase of 82 from 2011. The
graphs below illustrate the topics of inquiry and the Region of origin:
2012 Telephone + Email Information and Referral
Follow up Contact
9%
Public Assistance
4%
DCS Policy/Info
8%
DCS Complaint
(any topic)
53%

Ombudsman Bureau
Information
17%
Child Support
3%
Custody/Court issue
6%

4

2012 Information + Referral by Region
Region 11
4%
Region 12
2%

Region 10
21%

Region 9
3%

Region 13
1%
Region 14
3%

Region 8
5%
Region 7
3%

Region 15
2%
Region 16
4%
Region 17
2%

Region 6
5%
Region 18
10%

Region 5
2%

Region 4
10%

Region 3
Region 2
5%
4%

Region 1
7%

Unknown
7%

The I & R function has proven to be a valued service for constituents. Providing
potential complainants with education regarding the DCS process and/or contact
information for DCS staff is often the first step to a successful resolution. It is noted that
the number of I & R inquires has progressively risen each year. (See Attachment C for a
Regional map.)

Assists
Assists occur when a formal complaint is not necessary, but a higher level of
involvement is required than an I & R response. Assists are appropriate when
communication and/or clarity of specific aspects of a case are the main concerns.
During 2012 the DCS Ombudsman Bureau performed 46 Assists. The following graphs
illustrate additional details about the Assists:
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2012 Assists by Region
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Cases
During 2012 174 cases were opened, 167 cases were closed and 180 were active during
the course of the year; the cases were generated following the receipt of a formal
complaint. This number reflects an increase from the prior two years. The increase in
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the number of cases in addition to the increase in the number of I & R inquiries suggests
heightened community awareness about the Bureau.

Referral Source
In an effort to learn the most effective way to reach Indiana citizens, during 2012 the
Bureau began requesting information about how the complainant learned about the
Bureau. The graph below illustrates the results of the information gathered for 2012:
Referral Source
State or Public
Official
11%
Service Provider
2%

Unknown
18%

Attorney/Public Legal
Aide
3%
DCS
11%

Other
10%
Website/Brochure/
Prior Contact
37%

Friends/Relatives
8%

Complaint Source
Except as necessary to investigate and resolve a complaint, the complainant’s identity is
confidential without the complainant’s written consent. The complainant is given the
opportunity to provide written consent on the complaint form. During 2012 parents
continued to make up the greatest share of complainants followed by grandparents.
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Complaint Topics
During 2012 the major complaint topics included the DCS case plan, child safety, and
DCS findings. This is a continued trend from prior years, as illustrated in the graph
below.
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Complaints by Region
As DCS is organized in Regions, the DCS Ombudsman Bureau tracks contacts and cases
accordingly. The graph below illustrates the complaint activity in each of the eighteen
regions for 2012. The following graph depicts a comparison from prior years.
2012 Complaints by Region
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Response Categories
When a complaint is filed with the office, a case is opened and a preliminary review is
completed to determine the appropriate response. A variety of responses are possible
depending on case specifics. Following is a description of each type of response:
Review/Refer or Resolve: This type of response involves a comprehensive review of the
case file and documentation provided by the complainant. The local office provides
additional documentation requested and responds to Ombudsman questions. Other
professionals are contacted for information as needed. While the review is thorough,
the focus is on providing a resolution or a strategy that can assist with a resolution.
Depending on the circumstances in each case, some cases that are reviewed receive a
validity determination and others do not. In either case, the complainant and DCS are
notified of the findings in writing. A major portion of the complaints received fall into
this category.
Investigate: An investigation also involves a review of the case files and documentation
provided by the complainant. As needed, DCS staff involved with the case, in addition
to the (CASA/GAL) and service providers, are interviewed. Case specific laws, rules and
written policies are researched. Experts are consulted if needed. Complaints that result
in an investigation tend to have multiple allegations with little indication that a
resolution is likely. Upon the completion of an investigation, an investigation report is
submitted describing in detail the findings of fact regarding each allegation and a
determination of the merit of each allegation in the complaint. The report is provided
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to DCS and the complainant if they are a parent, guardian, custodian, GAL/CASA or
Court. If the complainant is not one of the above they are provided a summary of the
findings in general terms. During 2012 9% of the cases resulted in an investigation.
Refer Back to the Local DCS: The Ombudsman requires that complainants attempt to
resolve their issues with the local DCS office through the DCS internal complaint process
prior to filing a complaint with the Bureau. On occasion, it is discovered during the
intake assessment that the complainant overlooked this step and failed to address
his/her concerns with the local office before filing the complaint. These cases are
referred back to the local office. Appropriate contact information is provided. The
complainant may reactivate the complaint if a resolution is not reached.
Close due to Complainant Withdrawal: Some cases have been closed prior to
completion because the complainant decides to withdraw the complaint during the
process.
Decline: Cases that are not within the Ombudsman jurisdiction or otherwise meet the
criteria established in the procedural manual for screening out will be declined.
Refer to Child Protection Team: The Ombudsman has the option of seeking assistance
from the local Child Protection Team (CPT) and may refer cases to the team for review.
File a Child Abuse Neglect (CA/N) Report: In the event the information disclosed in the
complaint to the Ombudsman contains unreported CA/N, a report is made to the child
abuse hotline. This is not a frequent occurrence.
The graph below illustrates the frequency of each type of response for 2012 followed by
a three-year comparison.
2012 Responses to Complaints
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Complaint Validity
The standard for determining the validity of the complaint is outlined in the statute. If it
is determined DCS failed “to protect the physical or mental health or safety of any child
or failed to follow specific, laws, rules, or written policies”, a complaint is considered
valid. All investigations generate a validity finding, but all reviewed cases do not,
depending on the specific case circumstances. When determining the merit of a
complaint, the following designations are applied.
Merit: When the primary allegation in the complaint is determined to be valid following
a review or an investigation, the complaint is said to have merit.
Non-Merit: When the primary allegation in the complaint is determined not to be valid
following a review or investigation, the complaint is said not to have merit.
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Both Merit and Non-Merit: When there are multiple allegations, each allegation is
given a separate finding. This designation is applied when some allegations have merit
and others do not.
Not Applicable (NA): Some cases that are opened for a review reach closure without
receiving a validity determination. In these instances the findings fall into one of the
categories below:
•
•
•
•

NA/Complainant Withdrew
NA/Case Declined
NA/Reviewed & Referred
NA/Reviewed & Resolved

Unable to Determine: Occasionally the information uncovered is so conflicting and/or
the unavailability of significant documentation renders it impossible to determine a
finding.
Peer Review: When the Ombudsman participates in a collaborative review with DCS a
case is opened to reflect that a review is occurring. However, the peer reviews do not
receive a validity determination, and the results of the review are internal and
deliberative.

Outcomes
During 2012 validity designations were determined in 78 cases. Of these 78 cases, 6
were determined to have merit, 15 had allegations that were both merit and non-merit,
and 57 were determined not to have merit. Thus 27% of the cases that received a
validity determination involved an allegation that was determined to have merit, and
73% did not have merit.
Based on this information it can be generalized that most of the cases that come to the
attention of the Bureau are most appropriately managed by completing a thorough
review for the purpose of facilitating a resolution or providing a resolution strategy. For
this reason it would be counterproductive to issue a finding. On the other hand, some
reviews, and all investigations, involve the depth of analysis that result in detailed
findings that generate recommendations. This latter group comprises a smaller portion
of the Ombudsman caseload, but no less significant. There are valuable lessons to be
learned from all Ombudsman intervention. The following graphs provide an illustration
of the validity outcomes for 2012 as well as a comparison with prior years:

13

2012 Complaint Validity and Outcomes
(180 cases)

57

60
50
40

33

38

30
20
10

10

15
6

7

3

8

3

0

2010-2012 Complaint Validity and Outcomes
60
50
40
30
20
10
0

14

2010
2011
2012

Recommendations and DCS Responses
During 2012 the Ombudsman offered 39 recommendations on specific cases following a
review or an investigation and 16 general recommendations with systemic implications.

Case specific recommendations
Pursuant to IC 4-13-19-5 (f), “If after reviewing a complaint or conducting an
investigation and considering the response of an agency, facility, or program and any
other pertinent material, the office of the Department of Child Services Ombudsman
determines that the complaint has merit or the investigation reveals a problem, the
Ombudsman may recommend that the agency, facility, or program:
(1)
(2)
(3)
(4)

consider the matter further;
modify or cancel its actions;
alter a rule, order, or internal policy; or
explain more fully the action in question.”

DCS is required to respond to the recommendations within a reasonable time, and the
Bureau has established 60 days for the response time frame. The following seven
example case summaries include 2012 cases in which the allegations were determined
to have merit and recommendations were provided and responses received. The last
example includes a case in which the allegations were determined not to have merit,
but recommendations were provided and follow up requested due to other issues
identified.
*It is noted that this office affirms the actions of DCS in the majority of cases reviewed
and it is important to maintain this perspective when reviewing cases in which problems
were identified. These examples are provided to depict the wide range of issues that
are brought to the attention of the Bureau and the types of recommendations offered.
Case Example # 1: This complaint had several components with compelling
implications. The complainant alleged that a DCS adoptive family sent their adopted
sibling group of five to another country and expressed concerns that their safety and
whereabouts could not be verified. It was further alleged that the adoptive family was
continuing to receive a subsidy for the children. The complainant alleged that DCS failed
to protect the children by initially screening out the report regarding this matter and
that the Department’s response advising the Report Source that adoptive parents were
free to place their children with whomever they choose, was not an acceptable
response.
Findings: The hotline report was initially screened out because it did not meet legal
sufficiency, but when Law Enforcement submitted a subsequent report the Assessment
was assigned and initiated. An Ombudsman investigation was launched to review the
15

Assessment. The Ombudsman office determined that DCS did not complete a thorough
Assessment according to the standards set in DCS policy. The reason for this was due to
the restrictions placed on the Assessment by the transnational circumstances, as DCS
believed that their hands were tied to proceed further due to the restrictions placed on
Indiana DCS by the children’s country of residence. Nevertheless, safety remained a
concern and the following recommendation was provided:
Recommendation: It was recommended the local office keep the assessment open until
enough information can be accessed to accurately determine the findings and respond
accordingly. This may involve exploring other methods of contact, such as telephone
contact, social media contact or a second interview with the school counselor following
the children’s return to school after the break. It was also recommended that DCS
review the adoption agreement regarding the subsidy to ensure that the agreement
reflects the children’s current living arrangements.
Response: The local office agreed to keep the assessment open until they could speak
with the school counselor. When school reconvened a second interview was conducted
with the school counselor, who provided enough information to warrant an
investigation and intervention by the authorities in the country of residence.
Outcome: After several months of transnational negotiations, DCS was able to make
arrangements to return the children to Indiana, where the children disclosed
maltreatment by the caregivers in the other country as well as the adoptive parents.
Services are being provided to the children, and the adoption subsidy has been
terminated.
Case Example # 2: In this case it was alleged that DCS failed to conduct a thorough
Assessment pertaining to the sexual abuse allegations of a child by her father.
Findings: Upon review it was determined that DCS failed to complete all the required
interviews and failed to address all the allegations in the report. The failure to address
all the allegations was the result of a breakdown in the linking process involving reports
about the same family.
Recommendation: It was recommended that the local office provide a review of the
requirements for Assessments with staff and emphasize the role of the Supervisor in
overseeing the work of the Family Case Managers (FCMs). It was also recommended
that staff review linking procedures.
Response: Printed copies of the policy manual (Chapter 4.4) concerning interview
requirements were passed out to the Assessment staff and discussed. The linking
process was discussed with Assessment staff at the Assessment staff meeting after
receiving the recommendations.
Outcome: It is unknown if the additional interviews had been completed and/or if there
had been better DCS coordination with law enforcement, if the findings would have
been different. However, it is likely these actions would have provided for a more
substantially supported conclusion, less subject to question.
Case Example # 3: The allegations in this complaint were in reference to DCS’s
management of a case involving a child who was removed from a parent while on a
16

Temporary Trial Visit (TTV) and placed in emergency foster care in a county other than
the county where the child was a CHINS (Child In Need of Services). It was alleged that
the Court was not notified of this change timely, that the Family Case Manager (FCM)
failed to visit in the foster home per policy, and that services were not offered to the
parent in a timely manner.
Findings: Upon review it was determined that all of the above allegations had merit,
prompting the following recommendations.
Recommendation: It was recommended the local office provide an analysis of what
happened in this case and what steps were taken to remedy the situation. It was
further recommended DCS clarify the role, expectations and communication required
between the county of jurisdiction and the county of placement with regard to the
provision of services for this parent. In addition the Ombudsman identified specific
challenges in this case, and recommended that these issues be clearly explored and
addressed either in a Child and Family Team Meeting (CFTM) or at a Child Protection
Team (CPT) staffing to ensure sustainability of the case closure.
Response: The local office reported that the Family Case Manager failed to follow DCS
policy and procedure even after being advised by the Supervisor. The Family Case
Manager is no longer assigned a caseload, and will be retrained should she resume Case
Management responsibilities. It was reported that the Supervisor took immediate
action once the problems were discovered. The local office stated that the
communication between the participating counties in this case was not up to standard,
and that the management team will discuss and reinforce with all managers at
upcoming meetings. With regard to the specific case challenges, it was explained that a
CFTM will be implemented to put pertinent agreements in writing and to request Court
orders of the same for incorporation in the custody order upon closure of the CHINS.
Outcome: The case has progressed and the children are on a TTV with a permanency
hearing scheduled for 2/11/2013
Case Example #4: This complainant alleged that her child was removed without just
cause because the results and time frame of her drug test were inaccurately reported in
the probable cause affidavit. Furthermore, when this information became available to
DCS, a month lapsed before the child was returned to her care.
Findings: Upon review procedural irregularities were discovered with regard to the
accuracy of the reporting of the drug screen results and the recorded timeline of
significant events pertaining to the allegations. In addition, the decision making process
regarding the safety assessment in response to the parent’s substance abuse was
unclear. It appears that during the Ombudsman investigation, the local office became
aware of the procedural irregularities, and a plan was set in motion to remedy the
errors.
Recommendation: It was recommended the local office explain further how the
procedure irregularities occurred and develop a plan to ensure this does not reoccur. It
was also recommended that local office management staff provide additional guidance
to field staff with regard to assessing safety and risk in substance abuse cases and
utilizing the Risk Re-assessment tool.
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Response: To avoid reoccurrences the local office established a procedure for the FCM
to staff drug test results with the Supervisor/Director and staff attorney within 1
business day of receiving drug test results when removal was based on positive screens.
Staff was advised to use protective factors as well as risk factors when assessing the
connection between neglect and substance abuse. Additional instructions were also
provided to staff on how to complete a preliminary inquiry affidavit. A plan was
developed to ensure that Risk Reassessments are completed on a regular basis. The
provider of the drug screens was also contacted to discuss the instances in which there
is a conflict between the results of the instant test and the lab test.
Outcome: In this case the CHINS was dismissed and an Informal Adjustment (IA) was
created so the child could return home while DCS provided services.
Case Example #5: This complainant alleged DCS failed to conduct a thorough
Assessment when it was inadvertently discovered that there was a substantiated sexual
abuse report against the complainant’s spouse. The allegations involved a former foster
child and the appropriate parties were neither interviewed nor notified of the report.
Findings: Upon review it was determined that the required interviews were not
conducted and the appropriate notification was not processed. In addition the findings
and inaccuracies in the report were questionable. It was also determined that upon
awareness, DCS began taking immediate action to remedy the errors.
Recommendation: It was recommended DCS explain further how these actions occurred
and provide the appropriate notifications to the parties at this time.
Response: DCS reported that in this particular case these errors occurred due to a
personnel issue, which was in the process of being addressed. The Assessment was
reviewed by the Division Manager, who concurred with the complainant that there was
no good evidence to support a substantiation. The findings were reversed by the Local
Office Director.
Outcome: The complainant’s DCS history was removed from the CPI.
Case Example #6: In this case it was alleged that DCS failed to complete a thorough
Assessment because the alleged perpetrators (APs) were not interviewed or notified of
the substantiated findings per policy. The complainant also believed that DCS failed to
take into consideration the dynamics of the custody dispute.
Findings: These allegations were difficult to analyze because there were three different
Assessments and two separate counties involved. Essentially the allegations were
determined to have partial merit: one of the APs was never interviewed due to Law
Enforcement’s involvement, and appropriate notification was not provided for one of
the Assessments. However, due to the fact that the local office filed a CHINS, these
oversights had additional implications.
Recommendation: It was recommended the local office provide additional guidelines to
staff regarding interviews with APs when Law Enforcement is involved. (This also
became a general recommendation because there was a need for clarification on a
statewide basis as well.) It was further recommended that the system for sending out
required notifications be clarified to ensure compliance.
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Response: The local office reported that in situations when Law Enforcement is unable
to interview the AP, the local office legal team will be consulted to ascertain how DCS
should proceed. In the event no criminal charges are going to be filed, staff has been
advised to proceed with this interview. The local office further designated a Clerical
Supervisor responsible for sending out required notices.
Outcome: The CHINS petition was amended to reflect the additional information
acquired during this review, resulting in a general admission to the CHINS.
Case Example #7: The allegation in this complaint alleged that DCS failed to perform
the appropriate background checks on a relative placement as outlined in policy.
Findings: Upon review it was determined that DCS was not compliant with the
background check policy for relative placements, and this incident appeared to be the
result of lack of communication between the Assessment worker and Ongoing worker.
Recommendation: It was recommended that the status of the fingerprint based checks
on the Resource Family be an agenda item at the transition meeting between the
Assessment worker and Ongoing worker.
Response: The local office transition checklist used at the transfer meeting was revised
to include fingerprint status of the Resource placement. This topic was also discussed at
a staff meeting.
Outcome: The progress of the fingerprint status of relative placements will be discussed
at all transition staffing.
Case Example #8: This complainant alleged the parent had completed all the
requirements for reunification with her child, but DCS continued to add more
requirements suggesting that DCS was not supportive of reunification.
Findings: Upon review it was determined that DCS’s actions were appropriate in regard
to the evaluation of the parent’s compliance with services. In addition the information
reviewed affirmed DCS’s support of reunification. Nevertheless, the case seemed to be
at an impasse due to the parent’s relocation to California and the child’s medical needs.
Therefore, recommendations were offered in an effort to move the case forward.
Recommendation: It was recommended that the local office begin to develop a
concurrent plan in addition to engaging the parent’s new spouse in the service plan.
Response: The local office began to contact relatives to explore a concurrent plan. The
child’s new stepfather was contacted and requested to participate.
Outcome: Although there is no way to know what the impetus was for the parent’s
change in behavior, there was a dramatic change in her compliance. As a result the
child was returned to her care and the case was closed.

Systemic Recommendations
Pursuant to IC 4-13-19-5(b) (2), (4) and (6), the Ombudsman may also review relevant
policies and procedures with a view toward the safety and welfare of children,
recommend changes in procedures for investigating reports of abuse and neglect, make
recommendations concerning the welfare of children who are under the jurisdiction of a
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juvenile court, and examine policies and procedures, and evaluate the effectiveness of
the child protection system. Each quarter general recommendations are provided to
DCS regarding systemic issues, and DCS responds to the recommendations within 60
days. During 2011 thirteen such recommendations were offered. During 2012, sixteen
recommendations were offered, including those that were generated from an interim
Ombudsman report on Assessments. The following is a summary of these
recommendations and the DCS responses from the last quarter of 2011 through the
third quarter of 2012, in addition to those recommendations provided during the last
quarter of 2012 and due during 2013. The recommendations are based on information
derived from the volumes of information reviewed in the course of case reviews and
investigations with systemic implications, in addition to information gleaned from
various DCS reports and discussions with community partners.
2011
Recommendation #10: The DCS Ombudsman Bureau received a number of complaints
from relatives regarding clarification concerning the resources available to them when a
child is initially placed with them. DCS concurred that clarity regarding this issue was
warranted. As a result DCS revised Policy 4.24 regarding financial assistance to
unlicensed relatives. The fact that the implementation of this policy requires the
involvement of the FCM in determining need and making referrals either during the
Assessment phase or the initial Ongoing phase presents a particular challenge because
this a time of heightened case activity. However, mindfulness of this policy and the
importance of its implementation is a critical factor in demonstrating support for the
relative placement. Therefore it was recommended DCS develop a plan for ensuring
consistent awareness and implementation of this policy, as well as further clarity
regarding the role of the Assessment and Ongoing workers in this process for those
counties that have this division of labor.
Response: A brief written summary of benefits available to children in the care of
relatives is being prepared for FCMs (along with Relative/Foster Care Specialists) to use
as a guide when meeting with the relative caretakers during or soon after the initial
placement. This “one-pager” will also provide information on DCS financial assistance as
well as WIC, TANF, etc. DCS now has approximately 100 specially trained FCMs stationed
in local offices statewide to assist in providing support and direction to relatives.
Recommendation #11: Various agencies have access to INSPECT, which is a
pharmaceutical database that provides information about the dispersion of prescription
medication. DCS access to INSPECT could provide beneficial information when assessing
a family with prescription medication abuse issues. It is recommended DCS explore the
possibility of gaining access to this information.
Response: Indiana Code 35-48-7-11.1 does not allow for DCS to access this
information. DCS has considered legislation to extend the access to DCS when abused
and neglected children are involved, but that is not in the 2012 legislative package for
this year. It may be revisited for next year. DCS is in the final stages of an interface with
OMPP that will provide very current information for FCMs as to services provided by
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Medicaid to the CHINS population. This interface will occur regularly and automatically
and will populate to the child’s medical passport screens in MaGik. It includes
prescription information on individual wards as well as management reports to track
multiple health issues including the use of psychotropic medications.
Recommendation #12: DCS has recently created a clinical unit to assist FCMs with
issues that require a mental health consultation. As the unit is new and policies are yet
to be developed, it is recommended DCS give consideration for the clinicians to have a
role in providing guidance to FCMs on substance abuse cases to address issues such as:
when/how and what kind of drug testing provides the desired information,
effectiveness of treatment, how to merge an addict’s road and timetable to recovery
with the CHINS timetable, and successful relapse prevention plans. It is also
recommended this unit provide a similar role in cases involving parents with significant
mental health issues.
Response: Attached is the description of duties for the clinicians as well as a recent
power point prepared for staff to help them understand when to refer to the new
clinicians. The Clinical Services unit is available to provide training for FCMs individually
or collectively concerning substance abuse cases and mental health issues. Even with
more training there will continue to be the broad issues of substance abuse treatment
availability and quality statewide.
Recommendation # 13: With the revision of Assessment Chapter 4, this office is
interested in reviewing cases regarding the implementation of the new policies and
resulting effectiveness. This revision was considered critical, as over time the nature of
the Assessment can be influenced by legislative and programmatic changes, creating the
need for continuous evaluation to ensure the effectiveness of the process. The law
requiring parental permission to interview children and the creation of child advocacy
centers are two such examples of the type of changes that can influence the evolution
of the Assessment process. It is important for DCS to acquire a process and skill set that
not only utilizes all the available tools to assist with accurate Assessments, but also
encourages staff to explore all leads and information that can assist with the
determination of findings. The quality of the Assessment phase of the Child Welfare
Program is reflected in the Department’s ability to protect children and in the ability to
determine the most appropriate case plan from the outset. It is recommended DCS
designate appropriate staff to meet with the Ombudsman to explore such Assessment
issues/concerns in more detail.
Response: Staff with experience in CPS assessment will be selected to convene and
provide input to the Ombudsman. The selection will be completed by 2-15-12. *It is
noted that this focus group convened for four sessions to discuss significant issues with
regard to Assessments. The information from these meetings, in addition to information
from case reviews and relevant literature, was used to generate the Ombudsman interim
report on Assessments.
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2012
Recommendation #1: Parental conflict when co-parenting is a frequently identified
issue in the families involved with DCS. As DCS continues to engage the absent parent in
the case planning, the likelihood that co-parenting issues will emerge increases. It was
recommended DCS review the online course www.uptoparents.org and
www.proudtoparent.org as a referral source to be offered to parents addressing coparenting issues. The course is free, interactive, and a certificate of completion is
provided.
Response: DCS will advise its home-based provider network of the availability of these
two resources as well as the DCS field staff. Additionally we will explore adding a link to
the DCS website.
Recommendation #2: Upon notification that DCS was developing a protocol for internal
reviews of child fatalities with DCS history, the Ombudsman requested to review the
protocol and recommended Ombudsman participation in these reviews.
Response: A draft of the DCS internal fatality review protocol has previously been
previewed by the Ombudsman. This protocol was to be reviewed with the Regional
Managers at the May 17, 2012 meeting. DCS began using the working draft as of May 1,
2012 to conduct reviews for fatalities with prior DCS involvement in the preceding 12
months. The protocol allows the Ombudsman to participate at her discretion and the
review is directed at the prior event independent of the active fatality assessment.
Recommendation #3: It was brought to the attention of this office that while the Child
Welfare Manual advises DCS staff to record interviews, this does not appear to be a
common practice. It was recommend DCS revisit this policy and revise the manual
accordingly. It was also recommended that DCS develop a policy/procedure/protocol
for the release of interview recordings when requested by parents. This office has
received requests regarding access to these recordings, and has been unable to provide
an answer.
Response: DCS Child Welfare Policy Manual Section 4.09 will be revised soon to address
the procedure for recording interviews at the local office level. Anticipated release date
is 9-30-12. Policy is being written to address the release of all records including audio
and video recordings. The anticipated release of this policy is in the fourth quarter
2012.
Recommendation #4: When a new report on an active case is determined not to meet
legal sufficiency for assignment but nevertheless includes important information that
should be assessed by the Ongoing worker, it is forwarded to the Ongoing worker.
Based on several case reviews, it was noted that there was inconsistency in the Ongoing
workers’ response to these reports, referred to as Information and Referrals (I & Rs). In
addition, sometimes these reports never found their way to the appropriate worker. On
a similar note, it was also observed that sometimes reports have been linked that do not
have the same allegations, which results in the FCM missing the opportunity to address
all of the allegations in the report. It was recommended that a practice be put in place
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in which the FCM is required to document how the I & R report was addressed. It is also
recommended that the linking process be fine tuned to ensure that only reports with
the same allegations are linked.
Response: When the Hotline sends an Information and Referral to the local office, the
Intake Specialist documents in the 310 narrative any referrals made as well as the name
of the FCM in the local office if there is an open Case or Assessment. To ensure that the
I & R is seen by the local office, the Hotline sends an e-mail to the active case. In order
to then document what action was taken as a result of the I & R, a directive will be sent
to field staff to document in a “note” regarding what action was taken. This directive
will be sent in September 2012 and will be forwarded to the Policy section for possible
inclusion into the policy or procedure sections of the Child Welfare Manual. The new
MaGIK Casebook system did not have linking at the time it was launched on July 5th and
this feature is expected to be implemented by the end of 2012. Field staff have been
advised that all allegations and report source information is to be included in the master
assessment so the appropriate 30 day notice can be sent. This process will be
reinforced periodically until system enhancements occur.
Recommendation #5: Based on cases reviewed, the most effective transition plans
appear to be those that are developed during Child Family Team Meetings (CFTMs) and
include the buy-in of all the parties. Best practice guidelines suggest implementing a
schedule that allows for a gradual increase in parenting time and sufficient preparation
time for the child, parents and resource family. Clearly, this model involves a great deal
of time, effort and facilitation/mediation skills. In many cases, the staff and teams are
forced to approve a more abrupt transition, either because time is closing in on the
deadline for filing a termination of parental rights (TPR) petition or the resource
placement is becoming less cooperative. It was recommended DCS review the best
practice models for transition plans for reunification, explore the barriers, and provide
additional guidance to staff for facilitation.
Response: DCS field management does not believe that there is a need for new policy
regarding transition plans but that instead an opportunity exists to educate staff on
existing procedures and share best practices. Regional Managers and Local Office
Directors will be asked to revisit transition planning and identify barriers to successful
planning during regularly scheduled staff meetings in September 2012. Consultants and
Peer Coaches may assist in this project.
Recommendation #6: One of the dilemmas that DCS frequently encounters during an
Assessment is deciding when DCS is responsible for assessing risk to a child who does
not reside in the home of the alleged offending parent, but who regularly visits. This has
generated an ongoing discussion, as there are several challenging, conflicting yet equally
compelling issues to resolve. Thus far this scenario has been addressed on a case-bycase basis, and this may continue to be the best response. However, this response
usually excludes the visiting child from the Assessment unless there are specific
allegations that the visiting child was a victim or that he/she directly witnessed the
alleged abuse/neglect. DCS has referred this ongoing discussed to the Regional
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Managers for additional thoughts on the appropriate response. It was recommended
the Regional Managers provide a status update of this discussion.
Response: DCS is revising policy to include two additional requirements: 1) Assessors
will be required to always inquire as to the household composition including “part-time”
household members which could include siblings or half siblings who are in the primary
custody of another parent, children who spend extensive time in the home such as day
care situations, etc. This information is usually ascertained now during the Assessment
but it is not specific in policy; 2) DCS will revise policy to require FCMs to interview or
attempt to interview as potential witnesses any children who are part-time household
members. If the assessment determines that these children are victims, then the
Assessment results will be shared with that child’s parent. These situations often
provide confidentiality challenges in as to what information can be released to whom,
but the potential risk of harm to the visiting child must remain the primary concern.
Field staff have been advised of this practice and have already implemented. Policy will
follow with an anticipated date of 12-1-12.
Recommendation # 7: Per policy the Indiana Department of Child Services (DCS) will
conduct a face-to-face interview with the alleged perpetrator of Child Abuse and/or
Neglect (CA/N) unless:
1. An attorney representing the alleged perpetrator informs DCS that his or her
client will not participate in an interview;
2. The alleged perpetrator’s identity is unknown or he or she cannot be located;
3. The alleged perpetrator is a child and the parent, guardian, or custodian does not
give consent to an interview and a court order can’t be obtained; or
4. The alleged perpetrator has already been interviewed by Law Enforcement
Agency (LEA) regarding the same allegations and DCS is able to obtain a copy of
the interview.
In a number of Assessments reviewed it has been noted that DCS failed to interview the
alleged perpetrator and failed to obtain a copy of the Law Enforcement interview notes
prior to closing an Assessment. This appears to occur because Law Enforcement is not
on the same timetable and frequently takes longer than 30 days to complete their
interviews. While the reluctance to interfere with a Law Enforcement investigation is
understandable, this office will continue to determine an Assessment to be incomplete
if there is non-compliance with the above policy. It was recommended that the above
policy specify that the Assessment cannot be closed without interviewing the AP or
without documenting one of the four exceptions listed above.
Response: DCS believes the policy is adequate and is not inclined to allow Assessments
to remain open beyond 30 days absent extreme extenuating circumstances. However
DCS does agree that there is a need to improve documentation as to why the alleged
perpetrator was not interviewed. Rather than allowing the assessment to remain open
awaiting a perpetrator interview by DCS or LEA (which poses significant problems for
12/17 compliance), DCS supervisors will be advised to not approve the Assessments
without documentation. Additionally, there are other issues, which complicate this
process. Frequently law enforcement asks DCS to delay interviewing the alleged
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perpetrator until LEA completes their investigation which is often a significant delay
putting the worker at odds with their local LEA or prosecutor. Prosecutors have
occasionally threatened staff with obstruction charges if DCS interviewed the alleged
perp. Sometimes the police have in fact completed the interview but are slow to submit
the police report or interview transcript. Occasionally workers wait long periods of time
for LEA to follow through with the interview (at LEA’s request) and eventually LEA
decides they will not prosecute or interview the victim. Not having a perpetrator
interview or attempting an interview also hurts DCS’s position in CAPTA hearings
designed to provide alleged perpetrators an opportunity for due process. The
expectation is that perpetrators will be interviewed by DCS or LEA within 30 days. DCS
will continue to advise staff to attempt the interview within 30 days of the report if LEA
is unable or unwilling to do so in all but the most extenuating circumstances.
Recommendation #8: DCS policy requires the Indiana Department of Child Services
(DCS) to provide the resource family with as much information about the child and
his/her case as legally possible, including, but not limited to, the reason for removal,
health care information, educational information, any alternate permanency plan, and
any special needs to the extent known. Sometimes for a variety of reasons, placements
occur on an emergent basis. In order to ensure the resource placement is able to make
an informed decision, it is important for the resource placement to understand as much
about the child as possible, including the behavioral challenges. This step is important
to avoid disruptions and facilitate a good match. It was recommended that the placing
FCM prepare a brief summary in writing regarding the child’s information and have the
resource placement sign acknowledging that they have been informed accordingly. This
process occurs in adoptive placements, and a like process is being recommended for
resource family placements as well.
Response: Often in emergency detentions, the FCM knows little about the foster child
but DCS tries to gather as much information as possible in a short amount of time and
relay that to the resource parent. As more information becomes available or in
situations where the placement was not emergent, DCS has several initiatives, which
should lead to fully informing resource parents as to the child’s medical, educational
and behavioral, needs. Over 100 relative/foster home support specialists plus
supervisors have been deployed statewide to assist Family Case Managers with many
support functions including matching the foster child with an appropriate home. In
order to do that communication as to the child’s needs and the resource parent’s skills,
experience and preferences must be discussed early in the process. DCS has recently
developed a resource guide explaining many of the services available for caretakers and
children involved in the system. This document also serves as a discussion guide for the
specific child’s needs. Additionally DCS is required to perform a Child and Adolescent
Needs Survey (CANS) and review the CANS with caregivers and foster parents for more
child specific information. A medical passport is also provided and presents an
opportunity to discuss the authorization given to the resource parent to obtain medical
care as well as the child’s known medical history. Child and family team meetings are
another opportunity to share information. DCS will explore requiring workers to
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document that they have informed the caretakers of the particular needs of the child
and services available as well as developing a form to have the caretaker sign
acknowledging the conversation took place as is done in the adoption subsidy process.
In order to accomplish this, DCS will reconvene the foster care forms committee in order
to develop a form designed to provide as much child-specific information to the new
resource parent as possible. This form will later be incorporated into policy and used
statewide whenever children are placed in a resource home. Policy will further address
the role of the FCM or the foster/relative care specialist in discussing the form with the
resource parents.
* Recommendations #9 through #12 were generated as a result of the Ombudsman
interim report on DCS Assessments; the complete report can be found on the DCS
Ombudsman Bureau website.
Recommendation #9: When caseload numbers are above the standard, the work
suffers regardless of any other supports or resources available. Therefore, manageable
caseloads are a priority. It was recommended DCS reallocate staff and/or reconfigure
the calculations of caseloads to ensure that each individual FCM’s caseload is within the
12/17 limit. To accomplish this, consideration should be given to establishing a system
of “floaters” available to fill the necessary gaps when vacancies occur and/or excluding
trainees from caseload calculations.
Response: Effective October 2012, DCS received approval to hire an additional 120
FCMs to ease caseload burdens and to maintain compliance to the 12/17 standard. As
noted turnover combined with a volatile caseload contributes to the problems in
adhering to the 12/17 standard. DCS has traditionally had a sufficient number of staff
positions to handle the caseload; but due to turnover, medical leaves, and the large
number of workers unable to carry a caseload while involved in the initial 12 week
mandatory training, there have been times when active FCMs (those trained and
available to carry a caseload) experience caseloads in excess of the standard. In order to
maintain the caseload standard, DCS needs to ensure that the number of trained and
available workers always meets or exceeds the standard regardless of the number of
positions “on paper”. DCS is currently identifying the areas of greatest staffing need and
is targeting recruitment efforts for areas where there may be a deficit in the hiring pool.
Hiring is expected to begin in December 2012 with three new cohorts of approximately
25 workers each entering training beginning in January 2013. The 120 new positions will
be added to the cohorts along with the customary new hires needed to replace
departing workers. New workers entering training will be designated as trainees and
receive an increase in salary to the full FCM salary when their training has been
completed. Additionally since recruitment and retention are always issues in child
welfare due to the gravity of the job and the accompanying pressure and public scrutiny,
DCS received approval in October 2012 effective on the 11/14/12 paychecks to increase
the salaries of FCMs and Supervisors as follows:
o FCM 2-5 years – 8%
o FCM 5+ years – 10%
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o
o
o
o

FCM Supervisors – 7%
LOD – 7%
FCM Trainee salary $33,748.
New FCM 2 salary after completion of training ($35,776).

Recommendation #10: Supervisors play a critical role in ensuring quality work and staff
retention. Supervisors provide hands-on guidance necessary to operationalize and
integrate policy and training information into best practice. The Supervisor is in a
position to model and promote the type of critical thinking that is essential for sound
decision making in Assessments. Supervision is particularly important in Assessments
because this is frequently the only resource available to assist the worker in the
decision-making process. The number of inexperienced workers in Assessments
heightens the need. Therefore, providing Supervisors with a workload that enables
them to perform these important functions is a priority. Adopting the CWLA standard
for Supervisor/Case Manager ratio would demonstrate a vision alignment with the
caseload standard. It was recommended DCS seek additional Supervisor positions to
meet the CWLA standard of a 1:5 Supervisor/Case Manager ratio instead of the current
1:7 ration. Correspondingly, the role of the Supervisor to educate, mentor and oversee
should be emphasized and supported via trainings and allocation of time.
Response: DCS agrees that the Supervisor’s role in staff development, quality control,
and retention is critical and is pleased to report that in October, 2012 permission was
granted to add an additional 75 Supervisors statewide to oversee the work performed
by the FCMs. The addition of these new Supervisors will bring the Supervisor ratio to
approximately 5.3 positions per Supervisor if all FCM positions were filled and available,
or practically speaking approximately 4.9 active workers per supervisor. Additionally
DCS was able to increase the salaries of each supervisor by 7% effective 11/14/12. DCS
is currently reviewing the hiring plan and location of these new supervisors. Because
Supervisor positions are usually filled by FCMs who promote, care must be taken to
thoughtfully increase the Supervisory staff without creating a larger FCM deficit in the
field.
Recommendation #11: DCS appears to be heading in the direction of a Differential
Response System, as evidenced by the shift from an Investigative approach to an
Assessment approach, as well as the collaboration with Community Partners in response
to abuse/neglect allegations. However, the fact that the Assessor is still responsible for
determining findings influences the approach to the Assessments, and has ultimately
created limitations in the ability to actualize the type of Assessment that focuses on
underlying causes. The range in the depth of practice observed in the Assessment
reviews suggests Assessors are conflicted about the expectations when conducting an
Assessment. Adopting this flexibility in response would continue to promote family
engagement and enhance the quality of the Assessment, and it appears to be the
natural progression for what is currently in place. It was recommended DCS develop a
Differential Response System in response to allegations of abuse and neglect and seek
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any changes required to implement the program. The model developed should be
tailored to meet Indiana’s needs.
Response: DCS has formed a work group to study differential response and agrees that
it may well compliment our practice model. We are currently gathering data from other
states that currently use an alternate or differential response. Additionally, the DCS
Interim Study Committee has recommended this as a topic for their recommended DCS
Oversight Committee.
Recommendation #12: Secondary Trauma Stress (STS) has been identified as a factor
influencing worker performance and retention. Agency provided education regarding
STS and/or resiliency training would assist the worker in developing stress management
skills and demonstrate organizational support. It was recommended Secondary Trauma
Stress training be provided to DCS staff on an ongoing basis and that recognition of the
need for staff support should be reflected in the day-to-day operations:
Response: DCS Staff Development team has recently developed and implemented
secondary trauma training. This full day training is available for experienced workers
and provides practical examples and tools to deal with secondary trauma. Additionally
DCS is revitalizing its long-standing “Critical Response Team” to be more responsive by
using our Clinical Specialists to aid counties or regions requesting assistance with
particularly traumatic events experienced by local offices. DCS practice Support team is
currently arranging specialized training in Critical Incident Stress Management. This
training would be provided to our clinical specialist staff and a few others who may be
interested. The Clinical Specialists would then take the lead in organizing our response
to critical incidents. We are gathering up to 15 individuals from the field and clinical
staff to respond to these incidents.
*Recommendations #13 through #16 were provided the last quarter of 2012
and the responses are not due until the following quarter in 2013.
Recommendation #13: Based on feedback from the local offices and the hotline staff,
there appeared to be some confusion as to when and how reports are referred to the
Institutional Unit for Assessment when sexual abuse allegations involve two minors and
the alleged incident occurred in a facility. It is recommended DCS provide clarification
to staff regarding the above and develop a plan for ensuring that the Hotline,
Institutional Unit and the Local Office receive the same information regarding the
process.
Response: Pending.
Recommendation #14: This office has reviewed a number of cases in which a child has
been moved from a foster home for reasons other that abuse/neglect or a Court order.
These usually involve instances of foster parent non-compliance with DCS expectations
and/or with the case plan. In most of the cases reviewed DCS’s reasons for the
placement change could be supported, but the process frequently involved conflict
which in turn would result in an abrupt removal and foster parent complaint. While DCS
complied with the foster parent resolution process in these instances, the complainants
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continued to express a desire to be heard, as there appeared to be a misunderstanding
regarding DCS’s authority with regard to the final decision. It is recommended DCS
expand the Foster Parent Resolution Policy to include what outcomes can be expected
from this process and DCS’s authority in these matters.
Response: Pending.
Recommendation #15: The name of the Report Source (RS) is entered on the
abuse/neglect report, if applicable, but there is no place on the form to add the RS’s
relationship to the child victim. It is recommended that RS’s relationship to the child be
added to the 310 forms.
Response: Pending.
Recommendation #16: Sometime during 2010 the DCS Ombudsman Bureau began
receiving notices of Fatalities/Near Fatalities that are reported to the Hotline and
assigned for investigation. Upon tracking these reports it was learned that some of the
investigations were taking nearly two years to complete. The Ombudsman tracking
system revealed documentation for the average turnaround time for the past three
years. To address this issue DCS implemented a policy on January 1, 2012 requiring
Fatality/Near Fatality Assessments to be completed in 180 days. Based on the data
collected by the Ombudsman Bureau, there has been noted improvement, but there are
still many Assessments that will not be completed within this time frame and
outstanding from prior years. Not only does this impact the interpretation of data, but a
more timely turnaround time would provide DCS with needed information while
working with the family. It is recommended DCS continue to monitor this process and
identify and address any barriers to completing the reports during this time frame. It is
also recommended that DCS establish a timeframe for eliminating the backlog.
Furthermore, the effort to eliminate the backlog could influence the annual fatality
report, as the Assessments included in that report consist of those that were
substantiated in that particular fiscal year. It is recommended DCS consider adding the
year that the fatality occurred to the annual report information.
Response: Pending.

29

Reflections and Moving Forward
2012 DCS Scrutiny
During the past year, several DCS issues became topics of community concern and media
attention. These issues included the Centralized Hotline, CHINS 6, and child abuse fatalities
with DCS history, to name a few. One response to these concerns was the creation of a DCS
Legislative Study Committee to analyze the problems and provide legislative recommendations
for improvement. Several bills regarding DCS are expected to be introduced this session. While
criticism of a public agency provides learning opportunities to improve agency practice and
accountability, the issue of child safety is far reaching and impacts the lives of individuals,
families and communities. Forging ahead, it is the hope of this office that these public
conversations have paved the way for agency/community partnerships and support as we work
together on behalf of our most vulnerable citizens.

DCS Strengths and Future Initiatives
Any comprehensive evaluation of DCS also needs to consider the strengths of the organization,
of which DCS has many. The adoption of the Practice Model has made a significant impact on
the quality of case management services. DCS outcome reports, published on the DCS website,
reveal noted improvement in most case management categories. This office has repeatedly
reviewed cases of exemplary quality and this is also important feedback to provide to the
community and the Department. In spite of the criticisms about the Central Hotline, the
consistency and quality of the reports have improved, as evidenced by Ombudsman reviews of
the reports and the infrequency of complaints filed with this office regarding the Hotline. The
DCS Training Program is another identified system strength. Therefore, any future initiatives
should build upon what has proved to be the strengths of the organization. As most of the
dramatic program changes have occurred in the Ongoing/Case phase, it is a natural progression
to now focus on the Assessment phase. As stated in the DCS Ombudsman report on
Assessments, this office would support an initiative that includes the development of an
alternate response approach to DCS Assessments.

DCS Ombudsman Bureau Future Initiatives
The DCS Ombudsman Bureau will continue to fine tune and develop the existing program and
staff responsibilities. Bureau staff will continue to engage in regular telephone conferences
with Child Welfare Ombudsmen from other states to discuss and share ideas about issues
related to our profession. These networking efforts result in an increased awareness about
additional possibilities for the depth and breadth of Child Welfare Ombudsman work.
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Additional future plans include increasing outreach efforts, creating a system for more long
range follow up to systemic recommendations, data base enhancements, and assessing the
value of a program evaluation component. In that regard, while consumer satisfaction cannot
be the only evaluative factor in any complaint driven program, the Bureau is pleased to report
the occasional positive feedback. Following is a list of such statements submitted to DCS
Ombudsman Bureau staff from either complainants or DCS staff regarding their experience with
the Bureau:
• “I really have learned much and have much to teach as part of this…I appreciate your
continued persistence to assist and in many ways to affirm my learned lessons and my
thought process.” (Regional Manager)
• “I just wanted to tell you thank you so much for listening and giving me some direction!
I feel a lot better already.” (Complainant)
• “I would like to thank you for all you have done for us and it is my belief that without
your intervention, this could have dragged out for a much longer period of time with a
great deal more damage than has already been done.” (Complainant)
• “I think of you often and I am very grateful you took the time to listen to me about the
boys and DCS…You were a big help in me saving their lives.” (Complainant)
• “Wow…Thanks for your outstanding assistance in this matter.” (DCS Local Office
Attorney)
• “We are confident that our voice advocating for the rights of foster children will
improve the communication process and appreciate your continued investigation of our
concerns.” (Complainant)
• “I am thankful for the establishment of your office and its role in ensuring accountability
and improving the quality of service we provide.” (Retiring Local Office Director)
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ATTACHMENTS

Attachment A
DCS Ombudsman Bureau Staff
Director
Director Susan Hoppe assumed the position of the first DCS Ombudsman in December 2009.
She brings over 30 years of Child Welfare experience to her role, serving in a variety of
capacities. Director Hoppe worked at the local level in Marion County, Indiana as a child
protection service caseworker, supervisor, assistant manager of the Marion County Child
Advocacy Center, and CPS Division manager. She served as a child welfare policy consultant
with DCS’s predecessor agency where she authored sections of the Child Welfare Manual and
promulgated the regulation requiring training for foster parents. Ms. Hoppe has also been
employed as a custody evaluator for the Marion County Courts. She holds a BS from Northern
Illinois University and an MS from Butler University. She is a licensed social worker, a certified
forensic counselor and an active member of the United States Ombudsman Association.

Assistant Ombudsman
Jessica Shanabruch is native to the Indianapolis area. She graduated from Bishop Chatard High
School and went on to earn a bachelor’s degree in Criminal Justice from IUPUI in 2011. She was
hired as an assistant ombudsman in August 2011 and divided her time between the DCS
Ombudsman and the DOC Ombudsman offices. She began working for the DCS Ombudsman
full time in March 2012.

Jeffrey Gates grew up in Crown Point, Indiana, and attended Lake Central High School. After
high school, Jeffrey chose to attend Indiana University, where he split his time between his
studies and serving as a resident assistant. Jeffrey graduated from Indiana in 2009 with
bachelor’s degrees in Criminal Justice and English. After college, Jeffrey attended Indiana
University Robert H. McKinney School of Law in Indianapolis, Indiana. During this time, Jeffrey
worked as a law clerk at a successful Indianapolis law firm, in both the social security disability
and personal injury departments. Jeffrey graduated from law school and was admitted to the
Indiana Bar in 2012. He joined the DCS Ombudsman Bureau in September 2012 as an assistant
ombudsman.

Attachment B
Rules of Engagement
DCS Ombudsman Guidelines
Agency and Complainant Rights and Responsibilities
in the DCS Ombudsman Bureau Complaint Process
Complainant Rights
Complainants are entitled to:
•
•
•
•
•
•

A timely response acknowledging receipt of the
complaint.
Professional and respectful communication from
agency staff.
An impartial review.
A credible review process.
Contact by the Bureau if additional information is
required.
Communication regarding the outcome of the
review.

Complainant Responsibilities
Complainants shall:
•
•
•
•
•

Attempt to resolve problems with the local office prior to filing a complaint.
Complete the complaint form as directed.
Ensure that the allegations in the complaint are pertinent to the role of the ombudsman.
Ensure the accuracy and timeliness of requested information.
Communicate respectfully with agency staff.

DCS Ombudsman Bureau Rights
The Bureau may:
•
•
•
•

Decline to accept a complaint that does not fall within the jurisdiction of the Bureau.
Determine the level of review, the documentation and interviews necessary for gathering the
information required to determine findings.
Expect the complainant to provide any additional information requested.
Determine when a case requires no further action.

DCS Ombudsman Bureau Responsibilities
The Bureau shall:
•
•
•
•

Complete reviews in a timely manner.
Complete a thorough and impartial review.
Ensure professional and respectful communication.
Provide the results of the review to the complainant in accordance with IC 4-13-19-5.

Attachment C
How We Work

Attachment D
Regional Map

Attachment E
Contact Information

DCS Ombudsman Bureau
Office Hours
8:00 am to 4:30 pm
Telephone Numbers
Local: 317-234-7361
Toll Free: 877-682-0101
Fax: 317-232-3154
Ombudsman E-mail
DCSOmbudsman@idoa.in.gov
Ombudsman Website
www.in.gov/idoa/2610.htm
Mailing Address
DCS Ombudsman Bureau
Indiana Department of Administration
402 W Washington Room 479
Indianapolis, Indiana 46204

