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The questions before us today is pretty simple. 

• Do we want to surface problems we don't know about in the child welfare system? 

• Do we want to learn from these problems? 

OCYF and County C&Y do a great job in many areas of problem solving. We should be proud of 

Pennsylvania's Total Quality Improvement model for trying to surface problems and deal with them. 

However, Jerry Sandusky, Cash for Kids and the past and current grand jury's investigating clergy abuse 

sobers us to the reality that OHS, PCYA, PCCYFS, DA's, Family Court and all our child advocates have 

failed to surface abuse and shortcoming in the system. 

Reasons for an ombudsman: 

1. To Surface Problems that otherwise stay hidden and continue to harm children. To tell us 

about cases where the system may have failed to protect a child or group of children. This would 

include: 

• Those with unresolved questions about the actions or inactions of the children and youth 

system. How CPS operates? In Maine the Ombudsman does considerable clarification of CPS. 

• Those cases where the child has been abused or neglected but current laws and regulations do 

not provide protections. (Young children in residential facilities in schools for the deaf, sleep in 

rooms with older non-related children, some of whom could be perpetrators). These facilities 

are exempt from residential regulations, but the children aren't exempt from abuse. 

• Cases where child abuse is not handled as expected by the legislature or DPW. 

o Accepting referrals on drug exposed newborns from hospitals. 

o Use of Risk Assessment Models 

• Interpretation of Behavioral Health Managed Care agreements. 

• Calls to Childline that go unanswered. 

• Discrepancies at Child line as to why some cases are numbered and some are not. 

• Point out differences in county criminal justice proceedings. Melinda Shawley case in 

Westmoreland where hearing were continued three times for perpetrator. 

2. Surface Problems faster: 

• There was no one to listen to the Sandusky, Cash for Kids,.Philadeiphia Dioceses victims until 

well after the system failed them. 

• Those who simply don't trust the C&Y system. (former foster child who wouldn't report abuse 

because how she was treated) 

• Sometimes we have bad public and private employees in child welfare and reports to an 

ombudsman could help surface those people, so we can get them on to their "life's work". 

• A client who felt like the system didn't do an investigation as expected. 



3. To clarify inaccuracies in the media. (1985, Allegheny County Quick case.). Press reported with 

great frequency that C&Y did not investigate a dozen abuse referrals by the McKeesport School District. 

What wasn't in the media was that the dozen or more incidents weren't reported when they occurred 

but after the en~ of the school year when there was no forensic evidence to support a finding of abuse. 

The district failed to report as required by law, but the result was then Co. Commissioner Barbara Haffer 

holding several public hearings, which lead to the firing of the director, Mr. Carros. The problem of 

schools failing to report would eventually be addressed 30 years later. 

In the Westmoreland County child deaths of Ashely Decker and Melinda Shawley, people claimed to 

publicly report child abuse to CVS but didn't. The press reported CPS didn't investigate these reports, 

when in fact no Childline report had been made. In the Decker case a local doctor said he made a report 

but none existed. In both cases, DPW in death reviews never mentioned these facts. Had we had an 

Ombudsman, I would have asked them to investigate our CPS investigation and services. 

When DPW fails to tell the whole story on child deaths, county CVS becomes the scapegoat and we don't 

address the root problems. DPW/DHS under many administrations has had a culture of not addressing 

problems they weren't prepared to solve. The current OCYF/DHS county relationship appears to be the 

best it has been in decades, but that could change with a new administration. 

4. To tell us about cases where abuse occurred but the agency did nothing wrong and kids still 
died. (Indiana County kids who died in heated car). 

5. Provide a safe platform to Problem Solve: DHS (DPW) in the past has often placed political spin 

over problem solving. Currently we appear to be in a good position in PA. We have a Deputy Secretary 

of OCYF who has experience but looking back 35 years, the current situation is the exception rather than 

the rule. There have been times when we would average one Deputy Secretary a year often having no 

public or private child welfare experience. An Ombudsman would be in the position to do a neutral 

investigation of a case and render an opinion. 

6. Oftentimes OHS does not have the correct staff to interview children reported for abuse in 
residential, group or foster care. Yes, they have been through CPS training, but they are not trained 

forensic interviewers. What is the most embarrassing thing that has happened to you sexually? How 

comfortable are you discussing that sexual abuse with me? How long will it take for us to have a 

relationship where you feel comfortable? They have 30 days to do that investigation. 

7. Surface disparities in resources to children. 

Some counties have evidenced based services like Nurse Family Partnerships, MST and FGDM, and some 

don't. There will be cases an ombudsman might say "had MST, NFP or FGDM been available in this 

community, the outcome of this case would likely have been very different". This is turn will surface 

policy discrepancies in DHS. A decades long debate at PCYA has been how only kids in first class 

counties get first class services while 7th class county kids get 7th class services. 

Expected Outcomes: 

• Surface problems which heretofore we've been unwilling to discuss. 

o Risk Assessment models 



o County turnover in staff 

o County variance in local courts and DA's on prosecuting certain kinds of cases. 

o Lack of forensic training for CPS 

o County, state, DA or court decision making. 

o Lack of expertise in OCYF and County staff. 

• Put a child's face on the problem areas above. 

• Provide an avenue to solve problems. 

• Surface policy suggestions. 

What would an Ombudsman's office look like? 

I didn't get a chance to do a thorough study of the differences in how Ombudsman's operate but I was 

struck by the simplicity and straightforwardness of Maine's office. 

The Principles of Maine's system are: 

• To provide a safe and cooperative format to solve the problem 

--. To provide services in a caring objective and impartial manner 

• To foster a blame-free working situation 

• To work in the best interest of the child 

• To improve the system of service delivery and the way the Maine's DHHS provides services to 

children and families 

• To tell people about Ombudsman services and to continually work to improve those services. 

If you use a model like Maine's, then you could project around 1000 investigations annually. 

The Duties include: 

• Looking at complaints and seeing how the Ombudsman's office can help. 

• Gather more information on the complaint. 

• Notify Maine's DHHS of problems. 

• Work with people to determine the root cause of the problem and try to fix it 

• Provide services as needed to iron out difficulties 

• Help families get the assistance and support they need. 

• Provide information to Maine's DHHS caseworkers and managers. 

• Make recommendations to improve the system. 

• Answer questions about the role and duties of the Ombudsman 

• Families are encouraged to seek help from the Ombudsman when: 

o When you are concerned about what is happening between your children and DHHS. 

o You think DHHS is interfering with your rights as a parent 

o You disagree with the plan developed by DHHS for you child. 

Where should an Ombudsman's Office sit? 

• Not under OHS 

• Probably an independent office 



• Attorney General's Office? 

In Maine, DHHS objected to less than 1% of the findings and recommendations of the 

Ombudsman's Office. 

Staffing. Require all non-clerical go through the same certification as county CPS workers. 

Staffing could be regional but probably work out of their homes. 

Require all investigators be certified forensic interviewers. 

Require annual reports of the Ombudsman, which could be included with the annual child 

abuse report. 

Crete some version of a steering committee or advisory board that would include the Deputy 

Secretary of OCYF or her representative, and representatives from appropriate DHS offices, 

PCYA, PCCYFS, JCJC, Attorney General's office and the Child Welfare Resource Center. The 

committee would make policy recommendations and would structure rules for problem solving. 


