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SECTION I: INTRODUCTION

1. PURPOSE

The purpose of case practice audits is to support practice to promote improved outcomes for children and
families served by the Ministry. Through a review of a sample of cases, case practice audits help to
confirm good practice and identify areas where practice requires strengthening.

The specific purposes of case practice audits are:

to confirm good practice and enhance the development of best practice,

to support the Ministry’s service transformation initiatives

to assess and evaluate practice in relation to current legislation and standards;

to determine the current level of practice across a sample of cases;

to identify cases where additional assessment and/or intervention is required;

to identify barriers to service provision;

to assist in identifying training needs;

to provide information for use in updating and/or amending practice standards or policy.

2. METHODOLOGY

To meet provincial standards case practice audits are conducted in accordance with the Director’s Case
Practice Audit Methodology and Procedures Document (Revised September 2007) utilizing two specific
audit tools:

a. Critical Measures Audit Tool for Child and Family Service Standards (May 2004)
b. Critical Measures Audit Tool for Child In Care Service Standards  (May 2004)

The audit of the Abbotsford Child Protection Team commenced in July 2009 and was conducted by a
Regional Practice Analyst of Service Quality.
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SECTION Il: COMMUNITY CONTEXT

3. SERVICE AREA

c) Geographics:

The City of Abbotsford is bounded by the Fraser River on the north, the U.S. border on the
south, and expands between Chilliwack and Langley, east to west. Continued commercial
expansion has now joined the original commercial centre, Abbotsford and the later commercial
centre, Clearbrook into one area.

The Abbotsford Child Protection Team or otherwise referred to as “Intake and Investigation” is
situated at 2828 Cruikshank Street, Abbotsford, BC and co-located with the Community Services
Manager as well as the following Ministry of Children and Family Development Teams:

Abbotsford Child Protection Family Services
Abbotsford Youth Team

Abbotsford Permanency Planning & Adoption
Abbotsford Resources; and,

Abbotsford Child and Youth Mental Health

b) Demographics:

The following information is derived via the site http://www.abbotsford.ca:

Abbotsford’s population has more than doubled since 1981. Between 1981 and 2006, the
population increased by 126%. While the rate of growth has slowed in recent years, the
community has continued to be one of the fastest growing in British Columbia. Results of the
2006 Census indicate that the City grew by 7.2% between 2001 and 2006. .. Abbotsford’s
continuing high birth rate is a major contributor to this trend. The implication for Abbotsford is
that the City will have to continue providing adequate services and facilities to service a family-
oriented community.

City of Abbotsford Total Population by Age Group

Age Range 1991 1996 2001 2006

[children/youth]

0 -4 years 7,247 8,543 8,262 8,270

5—9years 7,134 8,460 8,533 9,101

10 — 14 years 6,354 8,299 8,945 9,330

15 - 19 years 5,927 7,569 8,871 9,519
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Since 1961, the population has grown by 103,628 and the City has become the commercial hub
of the Fraser Valley. Abbotsford has long been a multicultural community consisting of people
from around the world. This diversity has existed for a number of generations and continues to
contribute to the economic and social make up of the City.

City of Abbotsford - Growth Estimates and Projections - 2006 to 2031
Low Medium High

2006 130,000 130, 000 130, 000
2011 141,612 143, 930 145, 364
2016 153 309 157, 878 162, 232
2021 164,833 172,905 181,057
2026 175,135 184,783 197,366
2031 182,796 195,071 210, 116

The City of Abbotsford’s housing stock is shifting from being predominantly single family to
increasingly multifamily. In 1981, multifamily housing made up only 30% of the housing stock.
In 2003, multi-family developments make up 41% of the City’s housing stock. This change is
not unique to Abbotsford. Research undertaken by Metro Vancouver indicates that the trend
towards higher densities will continue.

Abbotsford’s mid-year housing inventory estimate to the left does not include secondary suites.
There are currently more than 3,900 registered suites.

Predominant factors, indentified during interviews with staff of the Abbotsford Child Protection
Team, impacting the safety and well-being of children are:

Parental Substance Abuse

Spousal/domestic violence

Conflict between separated parents around custody and access
Gang involvement by Parent

Note: staff also identified an increasing concern around their own safety when meeting with
families who are gang affiliated.

c) Service Delivery:
As noted via the Ministry of Children and Family Development’s Intranet Site:

The greatest asset Fraser Region has is its staff. Fraser Region currently employs over 800
staff, each of whom provide a variety of skills and expertise: administrative staff, social
workers, probation officers, supervisors, financial and accounting officers, human resources
staff, policy analysts, mental health clinicians, as well as management and executive staff,
all work to ensure that the needs of Fraser Region clients are met.

The Fraser Region Executive is comprised of the Regional Executive Director; Director of
Operations; Director of Integrated Practice; and Director of Corporate Services and the Fraser
Region Leadership Team is comprised of Community Service Managers and Contract Managers
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including the Manager of Service Quality; Manager of Practice Development; Finance Manager;
and Associate/Community Service Managers for Aboriginal Services, Resources, and After
Hours.

The Abbotsford Child Protection (CP) Team is responsible for the delivery of child protection
services in the areas of Intake and Investigation, Family Development Response (FDR), and
Offer of Support Services to children/youth 0 — 16 years of age and their respective families.
The Abbotsford Youth Team co-located with the Abbotsford CP Team provides services to
youth 16 — 19 years of age and their respective families; although, plans for the Abbotsford CP
Team to screen Intake Reports concerning children/youth 0 — 18 years of age is estimated to
commence in October 20009.

With respect to FDR, there was one position on the Abbotsford CP Team dedicated to the
delivery of this support service; however, due to staff shortage, FDR was put on hold in April
2009. During interviews with staff, FDR was described as a valuable service for children and
families and it is hoped that the delivery of FDR can re-start in the fall of 2009.

The main contracted service provider/agency is Abbotsford Community Services. The Team
Leader reports meeting with various community service providers on a monthly basis which
provides a venue to discuss and strategize about concerning issues such as lengthy waitlists and
limitations to particular services. For instance, the waitlist for Abbotsford Adult Addictions is
an approximate 6-8 month waitlist and the services via Women’s Resource Centre has its
limitations in that the agency will not provide service to women remaining in an abusive
relationship. These are seen as significant barriers for the Abbotsford CP Team as these factors
prevent the team from providing timely and highly needed support services for the vulnerable
children and families they serve.

It is noteworthy that during audit interviews staff referred to the “FFB Value Statements”
(Appendix 1) — developed a few years back and noted in a previous audit (2005) of the team — as
a continued guide for practice.

d) Residential Services

The Abbotsford CP Team reports good relations with Resources. The team further reports no
significant concerns regarding a shortage of foster placements for children/youth within their
own community; however, the team emphasized an increasing concern surrounding meeting
placement needs for youth. For example, staff report youth are often placed in a group home
setting when it would better meet the youth’s need for a placement in a family type home care
setting.

Note: the Team Leader estimates out of care options utilized 30-40%

e) Service Transformation:
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The following information is derived from the MCFD’s Intranet Site and the BC Government
Internet Site, http://www.gov.bc.ca:

Strong, Safe and Supported: A Commitment to B.C.’s Children and Youth report and
publication, 2008, provides an action plan framework - referred to as the “Five Pillars”:

1. Prevention, 2. Early Intervention, 3 Intervention and Support, 4. The Aboriginal Approach,
and 5. Quality Assurance - for enhancing and improving services to children and youth.

4. TRAINING

Ministry Training Program

X
X

Child Protection — Core

Resources

Guardianship - Core

Adoption - Core

X[ XXX

Clinical Supervision 1

Clinical Supervision 2

Risk Assessment - Core

Advanced Risk Assessment

Family Development Response

Cultural Awareness

Integrated Case Management

X[XX]X| X[ X

Investigative Interviewing

XIX|XPX| [ XX

XX XXX ([ XX

XX XXX ([ XX
X

FAS/E and NAS/E

Looking After Children

XX XXX XX XXX XX | X

X
X
X
X
X

Substance Misuse

Youth Alcohol & Drug

Youth Suicide Prevention X X

X
X
X

Youth Agreements

Leading the Way

Other: Domestic V & X X X
Attachment

Other: Parent with Mental X
IlIness

Other: Childhood Sexual X
Assault

a) Additional Training Information (optional):
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5. SUPERVISION/CONSULTATION

Clinical supervision/consultation on the Abbotsford Child Protection Team generally occurs via
an “open door policy” and scheduling time with the Team Leader on an as needed basis. The TL
appears readily accessible to staff and when not in office accessible via cell phone.

Staff report consults tend to occur frequently, daily due to the nature of the work, i.e. Intake and
Investigation, fast paced.

There does not appear to be a high need for “formal” supervision given case consults with the TL
occurs frequently; however, the TL acknowledges that formal supervision could be more regular.

The TL reports both informal and formal supervision with the Community Services Manager
(CSM). For impromptu case consults the CSM is reported as accessible noting a benefit in that
the CSM is located in the same building. When not in the building, the CSM is also available for
consult via cell phone. Formal supervision tends to occur once every two months and the TL
reports this time provides an opportunity for feedback from the CSM, as well as more in-depth
discussions around case work.

6. INTAKE AND TRACKING SYSTEMS

The current system for intake/screening of reports, overall, is seen by staff as effective. As an
overview, the system in place was described as follows:

e The designated screener logs incoming reports via a binder

e The screener also documents all reports on the MIS database system

e The screener assesses the report and if an investigation is warranted or further
Assessment required prior to determining whether an investigation is warranted follow
up occurs with a SW assigned for investigation

e Investigations are assigned on a rotation basis.

e The screener manages all reports assessed as offer of support services or referrals

e File transfers to a family service (FS) team tend to occur following a completion of an
Investigation when longer term support services are required.

e When the child/youth is found in need of protection a Comprehensive Risk Assessment
is completed prior to transferring the file to FS.

Note: The TL reports an increase in workload by approximately 10% as a result of receiving
reports concerning the welfare of Aboriginal children and families that require screening and
assessment via Xyolhemeylh Child and Family Services.

The TL also reports that this increase in workload has lessened over the past few years, and, is
likely due to an increased understanding and awareness in the community surrounding the role of
Xyolhemeylh Child and Family Services.

The TL reports the utilization of a few tracking systems including:
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e Case Management Reports (CMR) via the MIS database system.

e Caseload reports via the MIS database system.

e Usage of tables (e.g. excel document) to activities such as notepads, file transfers, TL
sign offs on Intake Reports.

7. STAFFING

a) Professional Staff Complement:

SPO (i.e. TL, Length of Time on Education MCFD Delegation Status

SW) Position Team Experience
BA C6 Perm
BSW MSW C6 Perm
BA BSW C6 Perm
BSW C6 Perm
BSW C6 Perm
BACYC C6 Float
BACYC C6 Float
BACYC C6 Float
BSW C6 Float

Administrative Length of Time on
Position Team
oM
OA?2

The Abbotsford Child Protection Team report a high turnover of front-line staff over the past one
and a half years (e.g. 15 front line staff have come and gone), and more so, over the past few
monthsin part due Leave.

8. ABORIGINAL SERVICES

N/A with respect to the Abbotsford Child Protection Team.

SECTION I11: CASE PRACTICE REVIEWS
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9. AUDIT SAMPLE

The audit was conducted according to the procedures and methodologies outlined in the Critical
Measures audit tools. The audit sample typically includes a minimum of 20 - 25% of open

Family Services files, 20 — 25% of open Child Service files, and a small sample of files closed
within the last 6 months of the audit start date.
The sample was selected using a stratified random sampling process.

The total number of open and closed Family Service (FS) files audited meeting audit criteria and
using the Critical Measures Audit Tool for the Child and Family Service Standards (CMAT-

CFS) was thirty-one.

The total number of open and closed Child Service (CS) files audited meeting audit criteria and
using the Critical Measures Audit Tool for Child in Care Service Standards (CMAT-CIC) was

five.

10. CRITICAL MEASURES AUDIT

CRITICAL MEASURES AUDIT TOOL - CHILD & FAMILY SERVICE STANDARDS

Office Code: FFB
Rating Definitions:

C - Full Compliance to the Standard

PC - Partial Compliance to the Standard
NC - Non-Compliance to the Standard

NA - Not Applicable

#
%

Number of Applicable Cases
Percent of Total

Total # of Cases Audited: 31

CRITICAL MEASURES

PC

NC

NA

%
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Screening and Best Approach to Service
Delivery
CFS Service Standard #1 & #12

31

100.0

When a Child is at Immediate Risk of
Harm
CFS Service Standard #11 & #13

71.4

28.6

24

Assessing a Child Protection Report and
Determining the Most Appropriate
Response

CFS Service Standard #12

23

88.5

115

Family Development Response
CFS Service Standard #14

31

Determining the Time Frame to Begin
an Investigation
CFS Service Standard #16

15

93.8

6.3

15

Conducting a Child Protection
Investigation
CFS Service Standard #16

11

68.8

31.3

15

Seeing and Interviewing the Child and
Family
CFS Service Standard #16

13

81.3

18.8

15

Concluding a Child Protection
Investigation
CFS Service Standard #17

56.3

43.8

15

Concluding an Investigation in a Timely
Manner
CFS Service Standard #17

37.5

10

62.5

15

10

Developing and Implementing a Plan to
Keep a Child Safe
CFS Service Standard #18

100.0

11

Reassessing a Plan to Keep a Child Safe
and Ending Family Service Response
CFS Service Standard #18 & #21

31

12

Notification of Fatalities, Critical
Injuries and Serious Incidents
CFS Service Standard #25

31

13

Supervisory Approval
CFD Standard on Supervisory
Consultation & Approval

31

100.0

Total Applicable Indicators: 181

150

82.9

31

171

222

CRITICAL MEASURES AUDIT — CHILD AND FAMILY SERVICES (CMAT-CFS)
NARRATIVE SUMMARY
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In the 31 Family Service files audited the overall compliance is 82.9 %. Information for
determining compliance to the service standards is based on documentation. The following
provides a narrative summary and explanation of the ratings for each critical measure:

SCREENING AND BEST APPROACH TO SERVICE DELIVERY

The auditor looked for documentation, which demonstrated the following: sufficient information
was gathered and the family history was reviewed, requests for service were adequately assessed,
services offered and/or provided were appropriate and the least disruptive available, and where
applicable, an aboriginal service provider or delegated agency had been contacted.

Applicable Cases - 31 Compliance - 100.0%
WHEN A CHILD IS AT IMMEDIATE RISK OF HARM

In reports where a child is at immediate risk of harm, the auditor looked for documentation that
adequate steps were taken to see the child and ensure the child’s immediate health and safety,
including a safety plan. If a child protection social worker was not able to ensure that a child was
seen immediately, the auditor would look for documentation describing alternative steps taken
and who was asked to see the child instead to ensure his/her immediate safety.

Applicable Cases— 7 Compliance - 71.4%
Reason for non-compliance:

e File documentation not found to confirm steps were taken to assess immediate safety of a
child/youth

e File documentation not found to confirm an “Immediate Safety Plan” of placing a
child/youth

ASSESSING AND DETERMINING THE MOST APPROPRIATE RESPONSE TO CHILD PROTECTION
REPORTS

The auditor looked for documentation that demonstrated that the worker had collected sufficient
information to make a decision about the type of response and, in the view of the auditor, that the
decision to provide a specific response was supported by the information.

Applicable Cases — 26 Compliance - 88.5%

Reason for non-compliance:
e Inone instance, the response to investigate was not carried out in accordance with
a Regional policy around conducting an investigation when parents are separated.
e File documentation not found to confirm that the response to the report was
assessed within five calendar days of receiving the report.

e File documentation confirms
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FAMILY DEVELOPMENT RESPONSE

When a Family Development Response (FDR) option has been selected, the auditor looked for
documentation detailing the rationale for providing an FDR, a completed assessment, a plan for
supporting the family and keeping the child safe.

e N/A - FDR audit tool not operational at this time.
DETERMINING THE TIME FRAME TO BEGIN AN INVESTIGATION

Where a determination has been made to investigate, the auditor looked for documentation
determining that the time frame for beginning the investigation was appropriate to the report and
confirmation that the investigation was begun within that time frame.

Applicable Cases - 16 Compliance — 93.8%
Reason for non-compliance:

e Inone instance, file documentation indicated that the time frame to commence the
investigation was re-assessed from immediate to five days when the appropriate time-
frame is considered immediate. Although, the time frame was re-assessed by the District
Office, it is important to note that documentation confirms immediate steps were taken in
an effort to assess the child/youth’s immediate safety via After Hours to no avail.

CONDUCTING A CHILD PROTECTION INVESTIGATION

This critical measure outlines many of the activities involved in an investigation. These include:
documentation that all relevant information relating to the report has been reviewed,
documentation that information from people who have relevant knowledge of the family has
been obtained, documentation that the child’s living situation has been directly observed, etc.
The inability of staff to meet even one of those expectations would result in a non-compliance
rating.

Applicable Cases — 16 Compliance - 68.8%

Reason for non-compliance:
e File documentation not found confirming completion of collaterals key to the
investigation (e.g. school, doctor).
e File documentation not found for two cases confirming observation of the child’s living
situation.
e File documentation, in one case, not found confirming the child/youth underwent a
medical examination.
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SEEING AND INTERVIEWING THE CHILD AND FAMILY

This critical measure requires that the worker sees and whenever possible interviews the subject
child, siblings, parents, and if applicable, the family’s aboriginal community.

Applicable Cases— 16 Compliance — 81.3%

Reason for non-compliance:
e File documentation not found confirming one of the child/youth’s legal guardian was
interviewed.
¢ File documentation not found confirming in person interviews with the child/youth’s
parent.
e File documentation not found confirming the child was at a minimum seen/observed
CONCLUDING A CHILD PROTECTION INVESTIGATION

This critical measure requires the auditor to review whether or not the decision about the child
needing protection is consistent with the facts that were gathered during the investigation and
that all steps required to address the child’s safety needs have been considered and implemented.
Applicable Cases — 16 Compliance - 56.3%
Reason for non-compliance:
e For seven of the sixteen applicable cases documentation indicates not all required steps
(Critical Measures #6 & #7) in an investigation were completed.

CONCLUDING A CHILD PROTECTION INVESTIGATION IN A TIMELY MANNER

This critical measure requires that there is documentation that demonstrates child protection
investigations are concluded within 30 calendar days.

Applicable Cases — 16 Compliance - 37.5
Reasons for non-compliance:

e For ten of the sixteen applicable cases documentation shows the investigation went

beyond 30 days.

DEVELOPING AND IMPLEMENTING A PLAN TO KEEP A CHILD OR YOUTH SAFE
The auditor looked for documentation that reflected safety planning occurred after there was a
“finding” that the child was in need of protection. This plan should include an assessment of
needs, risks, and strengths, review mechanisms, consider the child’s need for stability and the

participation of family in keeping the child safe.

Applicable Cases— 6 Compliance - 100.0%
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REASSESSING A PLAN TO KEEP A CHILD SAFE AND ENDING A FAMILY SERVICE RESPONSE

The auditor looked for documented evidence that the plan to keep the child safe has been
reviewed and updated as appropriate with key players. In ending a Protective Family Service
Response, the auditor looked for documentation that an assessment had been completed that
indicated the parents were able to keep the child safe without protection services.

Applicable Cases—- 0 Compliance - N/A

12. NOTIFICATION OF FATALITIES AND CRITICAL INJURIES (REPORTABLE CIRCUMSTANCES)

The auditor looked for documentation to confirm in the case of a fatality or critical injury, the
designated Director was notified and that the appropriate people were notified and offered
support in a timely way.

Applicable Cases— 0 Compliance - N/A
13. MANAGEMENT AND SUPERVISORY CONSULTATION

During this audit the auditor was looking for documentation that reflected consultation with a
supervisor (TL) or a manager (CSM) at the critical points: assessing reports, decision on a
response time, conducting and concluding an investigation, notifying police, determining a
child’s need for protection, developing an ongoing safety plan, the court process, removal of a
child, placement of a child, reunification, and transferring responsibility for or ending family
service. The quality of the supervision and/or the appropriateness of any documented clinical
direction from the TL were not assessed by the auditor.

Applicable Cases — 31 Compliance - 100.0%

PRACTICE STRENGTHS:

Screening and best approach to service delivery

Assessing a child protection report and determining the most appropriate response
Determining the time frame to begin an investigation

Seeing and Interviewing the Child and Family

Developing and Implementing a Plan to Keep a Child Safe

Supervisory Approval

AREAS FOR IMPROVED PRACTICE:
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Gathering of information via collateral sources key to the investigation

Observing the child/youth’s home living situation

Concluding Investigation in a timely manner

Documentation of practice. (note: in discussion with staff it appears, in part, particular
standards which received non-compliance are met; however, not reflected on the file
audited due lack of documentation).

CRITICAL MEASURES AUDIT TOOL - CHILD IN CARE SERVICE STANDARDS
Office Code: FFB Total # of Cases Audited: 5

Rating Definitions:

C - Full Compliance to the Standard

PC - Partial Compliance to the Standard

NC - Non-Compliance to the Standard
NA - Not Applicable

# = Number of Applicable Cases
% = Percent of Total
CRITICAL MEASURES C PC NC
# % # % # | %
1 Preserving the Identity of an 5 100.0 - |- - -

Aboriginal Child in Care
CIC Service Standard #1 & CFS
Service Standard #20

2 | Assuming Responsibility for a Child 5 100.0 - -
in Care
CIC Service Standard #4

3 Ensuring a Child’s Safety While in 4 80.0 1 20.0
Care
CIC Service Standard #5
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4 Ensuring the Rights of a Child in Care 1 33.3 2 |66.7 2
CIC Service Standard #6

5 Involving a Child and Considering the 4 80.0 - - 1 20.0
Child’s Views in Case Planning and
Decision Making

CIC Service Standard #8

6 Maintaining Personal Contact with a 2 40.0 3 60.0
Child in Care
CIC Service Standard #9

7 Meeting a Child’s Need for Stability 5 100.0 - - - -
and Continuity of Lifelong
Relationships

CIC Service Standard #10

8 Assessments and Planning for a Child 3 60.0 - - 2 | 40.0
in Care
CIC Service Standard #11

9 When a Child is Missing or Has Run - -- - - 5
Away
CIC Service Standard #14

10 | Notification of Fatalities, Critical - - - - - - 5
Injuries and Serious Incidents
CFS Service Standard #25

11 | Planning for a Child Leaving Care - - - - 5
CIC Service Standards #15 & #16
12 | Supervisory Approval 4 80.0 1 20.0

CFD Standard on Supervisory
Consultation & Approval

Total Applicable Indicators: 43 33 76.7 - - 10 | 23.3 17
(N/A Ratings Not Included in Count)

CRITICAL MEASURES AUDIT - CHILD IN CARE SERVICES (CMAT-CIC)
NARRATIVE SUMMARY

In the five Child Service files audited the overall compliance is 76.7%. Information for
determining compliance to the service standards was based on documentation. The following
provides a narrative summary and explanation of the ratings for each critical measure:

1. PRESERVING THE IDENTITY OF AN ABORIGINAL CHILD IN CARE

In this critical measure, the auditor looked for documentation that reflected whether a child in
care was aboriginal or not. In the case of an aboriginal child, the documentation identifies: the
Band and/or Community; the child’s status and membership number, or application for status;

the worker understands the child’s history and current circumstances; and a cultural plan for the
child.
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Applicable Cases—- 5 Compliance - 100.0%
2. ASSUMING RESPONSIBILITY FOR A CHILD IN CARE

The auditor looked for confirmation of the child’s legal status such as court orders, care
agreements, citizenship and immigration documents and an assessment of the child’s history,
current circumstances and needs. This measure also requires documentation that indicates the
nature and extent of involvement of family members.

Applicable Cases— 5 Compliance —100.0%

3. ENSURING A CHILD’S SAFETY WHILE IN CARE

Where a child has been brought into care, the auditor looked for documentation to indicate that
the child has been placed in a living arrangement that meets their needs, or for a child/youth
refusing placement reasonable efforts were made to ensure a placement. File information should
also indicate that there is an adequate plan in place to address a child’s safety needs.
Applicable Cases — 5 Compliance — 80.0%

Reason for non-compliance:

e In one case, documentation not found confirming sufficient background checks and
assessment of placement with extended family occurred.

4. ENSURING THE RIGHTS OF A CHILD IN CARE

The auditor assessed the file for evidence that the child’s care conforms to their rights as defined
by Section 70 CFCS Act, the SW has informed the child of the Rights of Children in Care, and
that any reports that a child’s rights may have been violated, have been addressed. The auditor
looked for documentation that when a child or youth comes into care, they are informed of these
rights and are assisted in the understanding of these rights, according to the child’s or youth’s
developmental abilities. Furthermore, the review of these rights with the child or youth occurs
on a regular basis.

Applicable Cases— 3 Compliance - 33.3%
Reason for non-compliance:
e Documentation not found confirming the child/youth has been informed the Rights of

Children in Care, Section 70 CFCS Act.

5. INVOLVING A CHILD AND CONSIDERING THE CHILD’S VIEWS IN CASE PLANNING AND
DECISION MAKING
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In planning and making decisions for a child, the auditor looked for documented evidence that
the child and others with significant relationships to the child were involved as fully as possible
in the process, and that any possible barriers to involvement were identified and addressed. The
auditor also looked for planning aimed to facilitate the involvement of a child or youth in care in
case planning by:

¢ including the child or youth in all stages of the planning process, according to the child’s
or youth’s developmental abilities;

e consulting with the child or youth throughout ongoing discussions and planning reviews

e encouraging the child or youth to fully express his or her views, and supporting him or
her in doing so;

e including caregivers and others who have a significant relationship to the child or youth,
consistent with the child’s or youth’s views and best interests, and informing the child or
youth of all care plans and decisions, according to the child’s or youth’s developmental
abilities.

Applicable Cases — 5 Compliance — 80.0%
Reason for non-compliance:

e Inone case, documentation lacking confirming extent of the child’s involvement in
planning.

6. MAINTAINING PERSONAL CONTACT WITH A CHILD IN CARE

The auditor looked for documentation that demonstrates the child has had private, in-person
contact with their Social Worker as per CIC standard #9. Frequency of contact with a child is
based on his or her level of vulnerability, developmental needs and visibility in the community,
and is consistent with the goals of the plan of care. The auditor looked for documentation that the
Social Worker has private in-person contact with the child.

Applicable Cases — 5 Compliance —40.0%
Reason for non-compliance:

e For three of the five applicable cases, file documentation not found confirming the child
has had private, in-person contact with their Social Worker as per CIC standard #9.

7. MEETING A CHILD’S NEED FOR STABILITY AND CONTINUITY OF LIFELONG RELATIONSHIPS

The auditor looked for documentation to demonstrate that efforts had been made to promote
continuity for the child by supporting contact with significant people in the child’s life and
maintaining connections to the child’s cultural heritage and identity. As well, the auditor looked
for evidence of strategies that were implemented to promote stability and continuity of lifelong
relationships and planning for the development of new lifelong relationships. According to CIC
Service Standard #10, throughout the time a child is in care, the SW should make it a priority to
promote the stability and continuity of lifelong relationships for the child, by:
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e actively supporting the child in maintaining positive attachments with parents, siblings,
extended family, friends, caregivers and others, consistent with the child’s best interest

e making every effort to prevent unnecessary delays in decision making by using
collaborative planning and alternative dispute resolution processes to reach agreements
on developing and implementing the plan of care;

e reunifying the child with family or extended family, or if that is not possible, developing
an alternative out-of-care living arrangement that will provide the opportunity to maintain
and develop lifelong relationships; and

e exploring on an ongoing, regular basis whether reunification with family or extended
family is possible.

Applicable Cases— 5 Compliance - 100.0%
8. ASSESSMENTS AND PLANNING FOR A CHILD IN CARE

The auditor looked for documentation that an initial plan of care was prepared within the first 30
days of a child entering care, a more comprehensive plan of care for a child in care for over six
months and that the plans contained the information outlined in CIC Standard 11. As well the
auditor looked for information that indicates the plan is reviewed when appropriate.

Applicable Cases—5 Compliance —60.0%

Reason for non-compliance:

e For one of the five applicable cases file documentation not found of an Initial Plan of
Care (POC) and for the other case;

e Comprehensive POC required prior to transferring the file to Adoption & Permanency
Planning and documentation not found confirming completion of a Comprehensive POC.

9. WHEN A CHILD IS MISSING OR HAS RUN AWAY (REPORTABLE CIRCUMSTANCE)

In circumstances where children are missing or have run away, the auditor looked for
documentation indicating that the appropriate individuals had been notified, a plan was
developed and implemented, and in cases of habitual running away the plan of care was
reviewed and strategies developed to address the behaviour. When a child or youth is missing or
has run away, notification should be made as soon as possible to:

o the designated director, if the child or youth is at high risk of harm;

e the child’s or youth’s parent, unless this compromises the child’s or youth’s safety;

e other people who may be able to play a role in locating the child or youth.

Applicable Cases— 0 Compliance - N/A

10. NOTIFICATION OF FATALITIES, CRITICAL INJURIES AND SERIOUS INCIDENTS
(REPORTABLE CIRCUMSTANCES)
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In circumstances where there is a death or critical injury of a child in care or there is a serious
incident that may affect the immediate safety or health of a child in care, appropriate members of
the child’s family, the designated director, community service providers, and delegated agencies
are all informed of the incident.
A critical injury is defined as an injury that may result in the child’s death or may cause serious
or permanent impairment of the child’s health, as determined by a medical practitioner. Serious
incidents are circumstances involving a child who:
e isin life-threatening circumstances, including illness or serious accident;
e s lost, missing or continually running away to a situation that places him or her at high
risk of death or injury;
e is missing for more than 10 days;
e is avictim of abuse or neglect by an approved caregiver, caregiver’s staff or caregiver’s
child;
e isthe victim of abuse or neglect by a care provider or care provider’s family in an out of
care placement;
e has been exposed to a high-risk situation or disaster which may cause emotional trauma;
e has been involved in crimes of violence or major property damage;
e has been abducted.

Applicable Cases— 0 Compliance - N/A

11. PLANNING FOR A CHILD LEAVING CARE

The Auditor looked for documentation that appropriate preparation takes place when a child
leaves care, including involving the child, relevant family members, caregivers, and other
significant persons in planning for the transition and arranging for appropriate services to support
the child and family after the child has left care. In a case involving a youth leaving care, that all
youth in care are supported in developing self-care and independence skills and that a youth’s
capacity for successful living in the community is assessed with the participation of others
involved in the youth’s plan of care.

Applicable Cases— 0 Compliance - N/A
12. SUPERVISORY APPROVAL

The auditor looked within the Child Service file for documentation of supervisory approval when
a child was placed, when reuniting a child with his or her family, when transferring
responsibility for or ending services and when a child’s plan of care is developed. The Child and
Family Development Service Standard on Supervisory Consultation and Approval ensures that
supervisory consultation is obtained in all significant circumstances and at all decision points
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relating to service delivery.
Applicable Cases - 5 Compliance - 80.0%
Reason for non-compliance:

e In one case, file documentation lacking confirming supervisory approval sought during
key decision points.

PRACTICE STRENGTHS:

e Identifying whether or not a child/youth is Aboriginal

e Assuming responsibility for a child/youth in care

e Ensuring a child/youth’s safety while in care

e Involving a child/youth and considering the child/youth’s views in case planning and
decision making

e Supervisory Approval

AREAS FOR IMPROVED PRACTICE:

e Ensuring the rights of a child/youth in care
e Maintaining personal contact with a child/youth in care
e Assessments and Planning for a child/youth in care

ADDITIONAL COMMENTS:

The current audit tools cannot capture all team or practice strengths; thus, it is noteworthy to add
that from observation, information gathered via interviews with staff, as well as file reviews, it is
evident that the Abbotsford Child Protection Team puts into practice their “Value Statements”
(Appendix 1). A number of positive team traits were identified by staff and observed during this
audit such as:

e Efforts to work collaboratively with community partners

e Cultural sensitivity

e Dedication to the work and self-driven

e Thorough practice e.g. from documentation to assessing Intake Reports to assessing risk
to time spent with families.

e Managing a case beyond the expected time frame for an Intake & Investigation team
prior to transferring to Family Service when found in the best interest of the child, youth
and/or family.

e Team cohesiveness

e Positive outlook

e Importance on Health & Wellness, self-care

Director’s Case Practice Draft Audit Report 22
Abbotsford Child Protection Team (FFB)





With specific areas noted for improved practice, the overall results of this audit is commendable
ranging from an overall compliance for the CS files of 76.7% to 82.9% for the FS files.
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Lisa Poley
Practice Analyst
Fraser Region

Henry Grayman
Manager of Service Quality
Fraser Region
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11. RECOMMENDATIONS

Recommendations Development Meeting: November 20", 2009

Present:

— Team Leader

Diane Bruce- A/Manager Practice Development
— Community Service Manager

Lisa Poley — Practice Analyst

Henry Grayman — Service Quality Manager

Recommendations:

Within the next three months:

1.

Notes:

The FFB Team Leader will renew working with the Xyolhemeylh Intake Team Leader to

streamline the aboriginal intake process. The goal is to reduce the number of Aboriginal

Intakes for the FFB team as well as ensure that any Aboriginal intakes are accepted by

Xyolhemeylh without delay.

a) Within the next 3 months, the FFB Team Leader will begin to negotiate an update to
the protocol between the mainstream Child Welfare teams and Xyolhemeylh.

The Team Leader will invite one of the Guardianship Consultants to review with the
team, Guardianship Standards particularly how to explain the Rights of Children to a CIC
(CM#4), maintaining personal contact (CM#6) and plans of care (CM#8).

The Team Leader has reviewed already with the team the need to document contacts with
collaterals.

Staff turnover has stabilized and thus the compliance on CM#9 (Concluding an
investigation in a timely manner) will rise.

The Team Leader has reviewed with the team the need to review Section 70 Rights with
significant care-givers of pre-verbal children.

The Director of Integrated Practice will recognize the team for the good practice
demonstrated in this audit.
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Bruce McNeill
Executive Director of Practice
Fraser Region

Additional (Executive) Recommendations (if any):

Date
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SECTION IV: APPENDICES

APPENDIX 1:

FFB TEAM : OUR VALUE STATEMENTS:

We recognize and acknowledge each other’s efforts and successes.
We value and encourage fun and humor in the office.
We will encourage and maintain a positive and optimistic team atmosphere.

We acknowledge the work we do must be done as a team, not as a collection of
individual workers.

Our team will consistently strive for best practice.

We will be open, honest, respectful and non-judgmental towards our colleagues, our
clients, our community partners and our employer.

Our team atmosphere will be one of support and encouragement, which includes and is
not limited to: debriefing, checking in, working in pairs, etc.

We will demonstrate a genuine interest to know and respect each other.
We will strive to teach each other and to learn from each other

In the very stressful climate of child protection work, self-care is paramount.

We will strive:

e to look after our health

e to take work breaks

e not to work free overtime

e to have interests outside of work

e not to discuss work during our breaks
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