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SUMMARY: COMPREHENSIVE REVIEW
Of the Death of a Youth in the Care of the Ministry

A. INTRODUCTION

The Ministry for Children and Family Development (the Ministry) conducted the
Integrated Comprehensive Review (CR) to examine the involvement of the delegated
Aboriginal Agency (the Agency) and the Ministry to ensure that policy, standards and
practice requirements regarding the planning for the youth were met. The Agency and
Ministry Program areas, including Child Protection, participated in the CR.

For the purposes of the CR, Ministry files and BC Coroners Service documents were
reviewed. The CR focused on the time period of Ministry and Agency involvement until
the youth’s death.

B. BACKGROUND

The Ministry and the Agency had long-standing involvement with the youth’s family.
Support services were provided to the family to address the ongoing child protection
concerns; however, the unresolved concerns led to the granting of a continuing custody
order for the youth. The CR acknowledged that the youth’s strengths were recognized
by the community professionals with whom there was contact. While in care, the youth
participated in high risk behaviours. Numerous programs and services were provided in
an effort to address the youth’s concerning behaviours; these were largely met with
resistance. The youth was Aboriginal.

C. TERMS OF REFERENCE

1. Did the placement and preliminary independent living planning for the youth
adhere to planning for children in care standards as per the Aboriginal
Operational and Practice Standards and Indicators (AOPSI)?

2. Inlight of the youth’s high risk issues, was there effective communication and
service planning with community partners as per AOPSI, to address these issues?

3. Was monitoring of the youth in the community in compliance with the Ministry
Program’s case management policy and procedures? In particular, what was the
plan to address the high risk issues and behaviours?
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D. FINDINGS

1. When the Agency assumed responsibility for the youth, a Community Service
Worker was actively involved. There was no indication that life skills development was
part of the Worker’s role. The youth chose to leave the foster placement and live
independently prior to any independence planning with the Agency. After that decision,
there was discussion with the youth of life skills development and arrangements were
made to ensure that this became the role of the Community Service Worker. At the
time of the youth’s death, the Agency had not yet made a plan for independence or an
assessment of capacity for living independently. A Ministry Program assessment was
started prior to the youth’s death, and clearly indicated the youth was not ready for
independence.

2. The youth’s social workers worked closely with Ministry Program staff to address the
youth’s high risk behaviours. Working relationships remained strong and collaborative
as planning continued through changes in workers. Each subsequent worker was
diligent in efforts to support the youth. Most of the involved professionals recognized
that the youth did well with structure, but they were challenged to affect a change in the
youth’s behaviour in the community. It was clear that there was also a strong working
relationship between the two program areas, with regular, consistent communication,
review of services, and referrals to new services as needed. The Community Service
Worker was a constant in the youth’s life, an integral part of the team, and instrumental
as a source of information to other workers when the youth’s location was not known.

3. Review of the files from one of the Ministry Program areas revealed a general lack of
adherence to the policy regarding planning for monitoring the youth in the community.
Plans were neither completed nor reviewed according to the timeframes in policy. The
lack of documentation on the file made it unclear whether policy expectations were met
regarding monitoring the youth in the community. In a second Ministry Program, the CR
found that the youth’s high risk issues were addressed through services, although with
limited success. It was clear through file records and interviews that changes in the
youth’s circumstances were discussed thoroughly and planned in an organized way.
There were no gaps in services and the youth was seen both in placements and in the
community by staff.

E. ANALYSIS/DISCUSSION

Information gathered in the CR described the youth’s need for a sense of belonging and
connection, the only source of which appeared to be other youth with the same high risk
issues. Initially, the youth met with an Aboriginal Support Worker who discussed and
encouraged connections with family and culture. By all accounts, the youth did not want
to know more about his culture and was resistant when encouraged to participate in
activities. The youth enjoyed the in-program cultural activities that perhaps provided a
sense of connection, but was reportedly unwilling to participate in community based
cultural activities. The Agency was diligent in their efforts to ensure that the youth was
registered as entitled with the Band.





Integrated Case Management meetings were held infrequently and should have been a
key component of planning for the youth. There was no question that many dedicated
professionals went above and beyond in their efforts to work with the youth and improve
the life of the youth. Despite the latter, the case lacked a coordinated approach with
inclusion of all service providers for information sharing and planning. The assessment
completed just prior to the youth’s death may have provided helpful information to assist
with planning had it been conducted at an earlier time.

F. RECOMMENDATIONS

1. In cases where more than one program area is involved, an ICM approach as
described in Integrated Case Management: A User’s Guide will be utilized.

e The roles and responsibilities of all individuals and service providers involved
in the case will be defined and clearly documented on the file(s) as part of the
ICM process.

e Goals and outcomes from each ICM meeting will be documented and shared
with all service providers.

e In service training will be delivered by the relevant Ministry Programs and the
Agency to staff regarding their respective roles and responsibilities.

2. Documentation on the Ministry Program files in the District Office will be reviewed in
accordance with the Ministry Program Manual of Operations.
e The Regional Program Consultant will meet with the team to address the CR
findings as they pertain to documentation, policy and procedures.
e A sample of files will be selected and reviewed by the Regional Consultant for
adherence to policy and procedures. Subject to the initial findings, additional
files may be selected for further review.

3. The delivery of specific services in the area will be reviewed by the applicable
Community Services Manager and the Executive Director of the Agency with a goal
of including such services as part of the ICM team in all applicable cases.

e A protocol agreement will be developed which specifies the referral process
for specific services. The agreement will specify the roles and responsibilities
of the services, the Ministry, including the Program area, and the Agency.
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