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FROM THE OMBUDSMAN’S DESK
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The Louisiana Legislature created the State Child Ombudsman within the office of the 
Louisiana Legislative Auditor (LLA) through Act 325 of 2023, with an effective date of 
July 1, 2023. The State Child Ombudsman was appointed effective October 1, 2023, and 
began planning and implementing the statutory duties outlined in La. R.S. 24:525. This first 
Annual Report of the Child Ombudsman Division is to satisfy the statutory requirement in 
Section 525 (12) and report data from calendar year 2025.

The duties of the Child Ombudsman Division of the LLA fall into two distinct categories: 
(1) Assist individuals who raise concerns about state services to children, including acting 
as a liaison for a child or family with the agency or provider, as well as making appropriate 
referrals; and (2) Evaluate and monitor public and private agencies, including periodic 
review of policies and procedures, with a view to protecting the rights, needs, welfare, 
and safety of children and make recommendations for systemic reform. There are other 
specific statutory duties outlined, as well.

In its first full year of operation, 2024, the Deputy Director of Child Ombudsman Services 
joined the staff. In 2025, staff capacity was expanded to include an Intake Coordinator and 
Assistant Child Ombudsman for Education Matters. Working with a contracted software 
designer, the Child Ombudsman Division designed and implemented a case management 
system for accurate case tracking and data collection. Written operational procedures 
were developed and tested. The Child Ombudsman webpage has been updated with an 
online complaint form, and a dedicated telephone complaint line was launched.



On the Web:  lla.la.gov/services/child-ombudsman
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EXECUTIVE SUMMARY
In 2025, the State Child Ombudsman Division, established within the Louisiana 
Legislative Auditor in 2023, continued building infrastructure, expanding capacity, and 
addressing concerns related to children served by state agencies. The Child Ombudsman 
Division’s core mandate includes responding to individual complaints and identifying 
systemic issues affecting children’s safety, rights, and wellbeing.

Operations and Capacity

The Division added an Intake Coordinator and an Assistant Ombudsman for Education 
Matters, launched a case management system, established operational procedures, and 
expanded access through an online complaint form and dedicated phone line.

Complaint Overview

The Ombudsman handled 371 complaints involving 575 children. Eighty percent of cases 
were closed, with two-thirds resolved through full review. Complainants included families, 
foster parents, youth, attorneys, service providers, educators, and other concerned 
individuals.

Most concerns involved the Department of Children and Family Services (83%), followed 
by the Department of Education (10%), Department of Health (3%), and Office of Juvenile 
Justice (<1%).

Key Themes and Systemic Issues

Department of Children and Family Services Concerns:

•	 Communication Failures: 230 reports involved unreturned calls, inadequate 
information, or misinformation. 

•	 Relative Placement Barriers: Multiple cases showed failures in family notification, delays 
in home studies and ICPC processes, and departures from federal and state kinship 
placement requirements. Children often remained separated from relatives for months 
or years. 

•	 Children Held in Psychiatric Hospitals After Discharge: Twenty-four complaints 
involved children—primarily foster youth—remaining hospitalized for extended periods 
after clinical clearance due to a lack of safe placements. 

•	 Policy Noncompliance: Complaints revealed failures to follow required investigative 
procedures, breaches of confidentiality, improper denial of recording rights, untimely 
forensic interviews, and lengthy delays in case determinations.
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Education Concerns:

Thirty-seven complaints involved special education services, discipline practices, IEP 
implementation, and Child Care Assistance Program (CCAP) errors. Many issues were 
resolved through coordination with schools and the Department of Education.

Child Fatalities:

•	 DCFS reported two foster child deaths in 2025.  

•	 Following an August 2025 statutory change, the Ombudsman received 12 notifications 
of pending child death investigations but did not receive disposition outcomes. 

•	 The Ombudsman issued 21 legislative notifications for fatalities confirmed by DCFS as 
resulting from abuse or neglect; most deaths involved children ages 0–3 and occurred 
across 16 parishes.

Outreach and Statutory Duties

The Division collaborated extensively with DCFS, OJJ, LDH, LEAs, CASA programs, legal 
advocates, grandparents’ groups, behavioral health providers, and others. Staff served on 
commissions and committees, engaged in legislative advocacy, and advanced work on the 
first Biennial Conditions of Confinement Report.

Recommendations

The Child Ombudsman Division recommends:

•	 Enhance DCFS data tracking on sibling separation, family notification, and time to 
kin placement. 

•	 Review and revise hospital discharge placement practices. 

•	 Strengthen compliance with placement, investigation, and confidentiality policies.

In 2026, priorities include expanding staff capacity, improving complaint response 
timelines, monitoring family notification requirements, enhancing oversight of detention 
conditions and congregate care, and deepening analysis of child fatalities. 
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2025 ACTIVITIES
In 2025, the Child Ombudsman Division received 371 complaints. Complaints were 
received from parents, foster parents, grandparents, other family members, attorneys, 
CASA volunteers, service providers including medical personnel and mental health 
providers, teachers, former foster youth, DCFS caseworkers, and concerned citizens. 

Case Volume and Status

2025 Cases

In 2025, the Office handled 371 total cases.
•	 75 cases (20%) remain open as of December 31, 2025
•	 296 cases (80%) were closed as of December 31, 2025

Closure Types (296 Closed Cases)
•	 Completed: 198 (67%)
•	 Incomplete Complaint: 1 (<1%)
•	 Declined – No Stated Agency Involved: 22 (7%)
•	 Referred to Appropriate Agency: 15 (5%)
•	 Complaint Withdrawn: 16 (5%)
•	 Lack of Complainant Participation: 43 (15%)
•	 Administrative/Blank: 1 (<1%)
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Closure Types Breakdown

The majority of closed matters (67%) were completed through full review and resolution.

State Agencies Connected to Cases

Of the 371 cases handled in 2025, concerns involved the following agencies:
•	 Department of Children and Family Services (DCFS): 307 cases (83%)
•	 Department of Education (DOE): 37 cases (10%)
•	 Department of Health: 10 cases (3%)
•	 Office of Juvenile Justice: 1 case (<1%)
•	 No State Agency Under Office Jurisdiction: 16 cases (4%)

Agencies Connected to Complaints

The overwhelming majority of cases (83%) involved DCFS.
State of Louisiana Child Ombudsman8



ISSUES REPORTED – DCFS
A total of 307 cases involved the Department of Children and Family Services (DCFS). 
Reported concerns included:

Most Frequently Reported Issues:
•	 Lack of Communication by DCFS Case Worker: 123
•	 Insufficient Information Provided by DCFS Case Worker: 60
•	 Misinformation Provided by DCFS Case Worker: 47
•	 Relative Placement Concerns: 31
•	 Failure to Place Child After Discharge from Mental Health Facility: 24
•	 Sibling Separation: 18
•	 Policy Concerns: 14

Additional Reported Issues:
•	 Case Plan Deficiencies: 6
•	 Dilatory Referrals by Case Worker: 4
•	 ICPC Concerns: 4
•	 Lack of Services: 4
•	 Parent Representation: 3
•	 Child Representation: 2
•	 Child Treatment in Placement: 3
•	 Unprofessional Behavior of Worker: 3
•	 Notice Issues: 1

Note: Multiple issues can be reported per case. 

DCFS Case Descriptions

Communication Concerns:

Communication-related concerns (lack of communication, insufficient information, and 
misinformation) accounted for 230 reports, representing a substantial portion of DCFS-
related complaints. Complaints ranged from a case worker’s failure to return repeated 
phone calls to insufficient or inaccurate information provided to the complainant 
or contained in case records. In these cases, the Ombudsman’s Office facilitated 
communication with the Department to address the complainant’s concerns.
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Relative Placement Concerns:

Children entering foster care experience significant trauma associated with removal 
from their homes. Placement decisions are among the most critical determinants of child 
well-being system outcomes. Research and law at both the federal and Louisiana levels 
strongly support prioritizing placement with biological relatives and fictive kin whenever 
safely possible. [42 U.S.C. § 671(a)(19), 673(d) and 675 and La. ChC. Art. 622, 683 and 702] 

Children’s Code Art 672.3 places an affirmative duty on DCFS to conduct a diligent search 
for adult relatives within 30 days of the child’s removal and to continually search for 
relatives. DCFS has an affirmative duty to notify the family of the child’s circumstances 
and the options for placement with family. In the DCFS and court files reviewed, there 
were no required notifications documented.

Additionally, DCFS Policy 6-300, Guidelines for Selecting a Care Setting, clearly states: 
“Relatives and kin should always be considered as a care setting option for a child prior 
to placing a child in other types of family homes when the relative and kin have passed all 
criminal and agency clearance requirements...”

In 2025, the Child Ombudsman’s Division received 31 complaints regarding DCFS’s 
decisions and actions regarding child placement with family. This section highlights 
examples of barriers faced by grandparents and other family members attempting to 
provide placement for the child with family.

Example 1 – Two young children and the maternal grandmother

Two young children, ages 4 and 18 months, were removed from their mother’s care 
following a serious head injury of the 4-year-old. At the time of removal, the children’s 
mother provided the name and contact information for the maternal grandmother. 
There is no indication that the department made any effort to contact the grandmother, 
who was residing in Virginia. When the grandmother learned that her grandchildren 
were in foster care, placed in separate foster homes, in Louisiana, she contacted 
the Department. After DCFS failed to initiate the ICPC (Interstate Compact on the 
Placement of Children) for over five months, the grandmother moved to Louisiana. 
Even once she was in the state, it took another 22 months, and the intervention of the 
Child Ombudsman’s Division, for the children to be placed with their grandmother. The 
grandmother recently adopted these children.

Example 2 – A young child and maternal grandparents

A 2-year-old child was placed in state custody when his parents were unable to care for 
him. His maternal family members contacted DCFS regarding placement. He was first 
placed in a non-relative foster family and then moved to the maternal uncle’s home. 
He remained in this relative placement for 19 months when the Department decided to 
change his placement. The relatives weren’t told until they arrived at daycare to pick 
up the child. The child was then placed in a non-relative foster home for approximately 
8 days before he was moved to yet another non-relative foster home. The maternal 
grandfather and grandmother had consistently offered their home for placement. 
Even though these grandparents had previously been awarded custody of the child’s 
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two half-sisters, DCFS refused to consider their home as placement for the child. The 
DCFS case worker failed to give the grandparents the required forms to facilitate the 
placement, failed to follow Department policy regarding home studies, and required 
the grandparents to provide unnecessary and repetitive forms. After two years and four 
months, and intervention by the Child Ombudsman’s Division, the child was placed with 
his grandparents. He has since been adopted and is thriving.

Example 3 – A newborn child and paternal grandparents

The child was born substance exposed and, according to law, DCFS was notified. When 
the CPI (Child Protection Investigator) arrived at the hospital, the mother was on a 
Zoom call with the father, who was in jail. The CPI was provided with the father’s name 
and location. When the CPI later interviewed the father, he provided the name and 
contact information for his parents and his sister. However, the father’s family was not 
contacted by DCFS. When the child was discharged from the hospital, the mother was 
unable to provide a safe home, and the father was still in jail awaiting trial. The child 
was placed in a non-relative foster home. When the paternal grandmother contacted 
DCFS, she was told that grandparents have no rights. The paternal family persisted and 
DCFS then decided that paternity testing would be required before there would be any 
visitation. DCFS Policy 6-410 clearly states, “If an individual accepts paternity his claim 
shall be accepted, unless the mother denies his paternity or multiple individuals claim 
paternity.” Even though Department policy is clear that in this case paternity testing 
should not be required, the case worker nevertheless refused to work with the father’s 
family without paternity testing. The father, still in jail, cooperated with the testing, and 
his paternity was established. Department policy requires paternity testing within 30 
days, but in this case the Department’s testing took 23 months to complete. DCFS still 
refused to work with the paternal grandparents, claiming that the child had been with 
the foster family so long that it would be in the best interest of the child to be adopted, 
even though all delays were engineered by DCFS. The grandparents hired an attorney, 
filed an Intervention in the CINC case, and were ultimately awarded custody of the child 
after almost three years of opposition by DCFS.

There have also been complaints filed by foster parents and CASA volunteers when a 
child who has been with a foster family for over a year is abruptly moved to a relative 
that the child has never met. This type of disruption causes significant trauma for a child. 
Recognizing this, the Legislature enacted ChC. Art. 672.3 in 2021, requiring diligent efforts 
to locate and work with the child’s biological family as soon as the child is placed in DCFS 
custody. The Department is not following this law with fidelity. Additionally, Department 
Policy 6-305 requires a child-sensitive transition plan to minimize the trauma to the child. 
DCFS does not always follow its policy in transitioning children between placements.

Although federal and state law, as well as DCFS policy, prioritize relative placement, in 
2025 data reflects less than 20% of children in foster care were placed with their family in 
certified foster homes, and approximately an additional 20% placed with relatives in non-
certified family homes. Department data also indicates that relative family placement takes 
an inordinate amount of time to achieve.  Department Data regarding Family Placement is 
included in this report as Appendix C.
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Child Placement After Medical Discharge Concerns Identified  
  Through Complaints:

The Child Ombudsman’s Division received 24 complaints regarding children remaining in 
mental health hospitals after being clinically cleared for discharge. This reflects a systemic 
failure, including inadequate community-based behavioral health services, shortages of 
therapeutic foster placements, and delays in child welfare decision-making. These children 
no longer meet medical necessity criteria for inpatient care, yet remain hospitalized 
due to the absence of safe, appropriate discharge options, resulting in unnecessary 
institutionalization. This practice is costly, exposes children to potential harm from 
prolonged hospital stays, and restricts access to inpatient beds for other youth in acute 
psychiatric crisis. Moreover, it undermines federal and state legal principles favoring care 
in the least restrictive, most family-like setting. Addressing this issue is critical to ensuring 
timely access to appropriate care, protecting children’s rights, and improving overall 
system outcomes.

Of the 24 complaints received in 2025, there were 16 foster children placed in a psychiatric 
hospital, and at discharge DCFS did not place the child in either a home setting or a 
“step down” facility timely. The length of time these foster children remained in the 
hospital after discharge was months in some cases. The other 8 complaints regarding 
children left in the hospital were children originally hospitalized by parents or guardians 
and then abandoned. When DCFS was notified that the child had been abandoned, it 
sometimes took months for the Department to seek a custody order to place the child in 
an appropriate placement. 

The Child Ombudsman’s Division has addressed this issue with the Association of Hospital 
Administrators, the Mental Health Advocacy Services, and the Department. However, this 
issue has not been resolved.

Policy Compliance Concerns Identified Through Complaints: 

This section highlights examples of policy concerns identified through complaints received 
by the Child Ombudsman’s Division during the reporting period. In these cases, a review of 
documentation and applicable DCFS policies determined that required procedures were 
not followed. These examples illustrate areas where policy compliance issues occurred and 
demonstrate the types of concerns raised to the Child Ombudsman’s Division regarding 
investigative practices, confidentiality of records, and the rights of individuals involved 
in child welfare investigations. The cases summarized below are provided to illustrate 
recurring or notable policy adherence concerns identified during the review process.

Example 1 – Failure to Interview Mandatory Reporter

The Child Ombudsman’s Division received a complaint that a party with relevant 
information had not been interviewed in a case involving allegations of child sexual 
abuse. A review of the case records indicated that DCFS Policy 4-507 requires the 
reporter to be contacted during the investigation. Further review determined that the 
mandatory reporter—the child’s therapist who reported the child’s disclosure of abuse—
was not interviewed. This constituted a failure to follow DCFS Policy 4-507.
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Example 2 – Improper Disclosure of Confidential Records

The Child Ombudsman’s Division received a complaint from an adoptive parent stating 
that medical records pertaining to a different child were sent to her. The records 
received by the adoptive parent belonged to a child unknown to the family. A review 
of Department policy determined that this disclosure violated DCFS Policies 1-500 and 
1-510, which govern confidentiality and the proper handling of protected information.

Example 3 – Denial of Right to Record Interview

The Child Ombudsman’s Division received a complaint from an alleged perpetrator 
who reported being informed that they were not allowed to record their investigative 
interview. A review of DCFS Policy 4-510 indicates that individuals are permitted to 
record their investigative interviews. Denying this request constituted a violation of 
DCFS Policy 4-510.

Example 4 – Failure to Conduct Timely Forensic Interview and Improper Disclosure  
  of Victim Information

The Child Ombudsman’s Division received a complaint that a child who made 
allegations of sexual abuse had not been interviewed at a Child Advocacy Center (CAC). 
A review of the case file indicated that the DCFS investigator interviewed the child 
on multiple occasions prior to scheduling a CAC interview. A CAC interview was only 
scheduled following intervention by the Child Ombudsman’s Division.

DCFS Policy 4-507(C)(2) requires that a forensic interview be conducted in cases 
involving allegations of sexual abuse, regardless of whether the child has disclosed the 
abuse to the investigator. The failure to timely schedule a CAC interview constituted a 
violation of policy.

Example 5 – Unauthorized Disclosure of Reporter Identity Due to System Error

The Child Ombudsman’s Division received a complaint from a mandatory reporter 
alleging that identifying information they submitted through the online reporting portal 
was disclosed to the alleged caretaker perpetrator.

The Child Ombudsman’s Division confirmed that the reporter’s identifying information 
was improperly shared in violation of DCFS confidentiality policy. The department 
attributed the disclosure to a system error that resulted in reporter information being 
included in correspondence sent to alleged perpetrators.

In response, the Department reported that it contacted affected individuals, alleged 
perpetrators, and requested that the improperly-disclosed documents be destroyed. 
In at least one instance, the alleged perpetrator could not be reached. The Child 
Ombudsman’s Division met with DCFS regarding this issue and received assurances 
that corrective measures had been implemented to prevent recurrence.
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Example 6 – Improper Emergency Placement Without Required Checks

The Child Ombudsman’s Division received a complaint regarding the emergency 
placement of a child with a neighbor without appropriate screening. The complaint also 
raised concerns that the child had special needs, and that insufficient information was 
obtained prior to placement.

A review determined that DCFS failed to follow Policy 4-807 and 1-1000, which require 
registry checks and appropriate assessment of emergency placement caregivers.
This case was discussed with the department, which reported that the worker involved 
received additional training on policies governing emergency placements.  

Example 7 – Timely Determination of Investigation Outcome

The Child Ombudsman’s Division received a complaint from a parent who was alleged 
to have abused the child. As a result of the investigation, the civil custody order was 
amended by the presiding judge pending the outcome of the investigation. The parent 
was allowed only supervised visitation with the child. DCFS Policy 4-525 states, “The 
final finding (validity determination) shall be completed on an investigation within 30 
days of the receipt of the report. The decision shall be made in a worker/supervisor 
conference.” In this case, the investigation was opened in November 2024 and was only 
closed as “Invalid” in February 2026 after repeated intervention throughout 2025 by the 
Child Ombudsman Division. The result is that the family was disrupted for more than a 
year and four months.
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ISSUES REPORTED – DOE
A total of 37 cases involved the Department of Education (DOE). Reported concerns 
included:

•	 Special Education: 4
•	 Discipline: 2
•	 Policy Concerns: 10
•	 Education Plan Implementation: 9
•	 CCAP: 2
•	 Lack of Services: 1
•	 Athletics: 1
•	 Child Find Evaluations: 1
•	 Child safety: 6
•	 Other: 6

Note: Multiple issues can be reported per case. 

Special education and discipline-related matters represented the largest categories 
of education-related complaints. In addition to communicating with DOE, the Child 
Ombudsman Division interacted directly with the Local Education Agencies (LEA) and 
school administrations to resolve most issues.

DOE Case Descriptions

The majority of complaints filed with the Child Ombudsman’s Division related to Special 
Education, including Child Find Evaluations, sufficiency of the Individual Education 
Program (IEP), Implementation of an IEP, and availability of services. Other issues 
raised concerns over school discipline, certification of teachers, and denial of Child Care 
Assistance.

Education Concerns: 

Special education and discipline-related matters represented the largest categories of 
education-related complaints. While special education is a broad category, the complaints 
received typically address the provision of services for children with disabilities or parents 
who wish to have their child evaluated for special education and related services.

Example 1 – Special Education Delay in Services:

The Child Ombudsman’s Division received a complaint from a parent whose child 
attends a Type 3 charter school and the provisions of services were delayed. The 
child was evaluated and found to be eligible for special education services under 
the Individual with Disabilities Educational Act (IDEA).  IDEA policy requires that an 
Individual Education Program (IEP) must be developed within 30 days of eligibility; 
however, the IEP was not developed and implemented within this timeframe, causing 
a delay in the services and accommodations for the child. The Child Ombudsman’s 
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Division reviewed IDEA policy with the parent and explained the relationship between 
Type 3 charters and the local education agency (LEA).  The Child Ombudsman Division 
also connected the parents with staff within the school responsible for ensuring that 
services were implemented. The Child Ombudsman’s Division contacted the LEA 
administrator to inform them of the delay of services, and the LEA was able to assist the 
family with scheduling the IEP meeting with the appropriate staff. However, the school 
was in violation of Sec. 300.323 (c) of IDEA.

Example 2 – Special Education Child Find

The Child Ombudsman’s Division received a complaint from the parent of a child with 
a disability who attends a public school. The student was previously identified as 
having a specific learning disability (SLD) in another state, and the parents requested 
an independent educational evaluation (IEE) to assess additional areas of learning. 
The independent educational evaluation found that the student was no longer eligible 
for the specific learning disability classification. The parents held several meetings 
with members of the students’ Individualized Education Program (IEP) team to 
determine what support the student needed. The parents alleged that the IEE results 
were inaccurate and filed a formal complaint with Dispute Resolution at the Louisiana 
Department of Education and alleged that the district violated the Individuals with 
Disabilities Education Act (IDEA) and Louisiana Bulletin 1508. The parents requested 
that the Office of the Child Ombudsman review the timeline of events, district, and state 
policies to determine if there were any misinterpretations of state and federal policies. 
The Child Ombudsman Division collaborated with the Local Education Agency (LEA) 
to discuss parent concerns and to develop possible resolutions that would meet the 
education and developmental needs of the child. This case is ongoing.

Example 3 – School Discipline 

The Child Ombudsman Division received a complaint from a parent who was concerned 
about how her child was being disciplined in the school setting. The parent reported 
that she would receive multiple calls each week regarding the child’s behavior and 
would be asked to pick up the child from school. The mother stated that some of 
the behaviors were a manifestation of the child’s disability and did not feel that the 
school made efforts to understand the causes of the behaviors, nor did she feel they 
worked with the child to decrease behaviors. The Child Ombudsman Division was 
able to communicate with the principal of the school to discuss Positive Behavior 
Intervention and Supports (PBIS) and community resources for families with children 
with disabilities. PBIS is supported by both the Individuals with Disabilities Education 
Act (IDEA), and Act 1225, Juvenile Justice Reform Act (R.S. 17:252), which prioritizes 
the use of positive behavior interventions and school-based strategies that reduce or 
eliminate punitive disciplinary options. The principal agreed to work with the family to 
develop behavioral goals and strategies for both home and school. Due to the advocacy 
and mediation of the Child Ombudsman Division, it was established that the school was 
able to provide behavioral support and community resources to improve outcomes for 
the child.
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Example 4 – Child Safety 

The Child Ombudsman’s Office 
received a complaint from a parent 
of a child with autism who is blind 
and non-verbal and attends public 
school. The parents raised concerns 
about the safety of children with 
disabilities in school settings 
when students are non-verbal 
or use augmentative or assistive 
communication. The concern was 
raised after the parents were 
notified by school administration 
of incidents where their child was 
assaulted by paraprofessionals. The parents were initially unsuccessful with obtaining 
video footage from the incidents but were told that the staff involved in the incident 
were either terminated, retired, or resigned. After obtaining video footage, the family 
filed a civil lawsuit against the school district. The Child Ombudsman Division consulted 
with the family to review state and federal policies regarding child safety in schools, 
mandatory reporting, and the use of cameras in special education classrooms. The 
parents requested to be informed of state initiatives regarding child welfare and safety. 
Louisiana’s Act 479 of 2025 mandates that all public and charter schools install audio 
and video in self-contained classrooms and require districts to be in full compliance by 
February 1, 2026. The implementation of this Act will be an area of policy review for the 
Child Ombudsman Division.

Child Care Assistance Program (CCAP) Concerns:

CCAP assists families with the cost of childcare needed for the parent to be employed, 
attend school, or complete training. This service is administered by the Louisiana 
Department of Education (LDOE).  The Child Ombudsman’s Division received a complaint 
from a parent whose CCAP renewal was denied, and her case had been closed in error. 
This error prevented the daycare from receiving payments, and her child was unable 
to attend daycare. The Child Ombudsman Division communicated with the Louisiana 
Department of Education - Early Childhood Office on behalf of the parent to share 
required documentation and to evaluate how the case closure impacted the parent and 
child. The LDOE was able to research the case and determined that the case was in 
fact closed in error. Although the case closure was overturned, the mother waited over 
a month for a resolution and was unsuccessful contacting her case worker during this 
process.
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During 2025, the Child Ombudsman’s Office received 10 complaints raising concerns 
about hospital discharge (3); Medicaid and Waiver applications (2); accessibility of 
services for children, particularly ABA therapy (2); and complaints regarding SNAP 
applications (3) after The Louisiana Department of Health (LDH) assumed responsibility 
of the SNAP benefits program in October 2025. In each matter, the Child Ombudsman 
Division was able to connect the individual with appropriate Department personnel to 
resolve the concern.

ISSUES REPORTED – LDH

During 2025, the Child Ombudsman’s Division received only one complaint involving the 
Office of Juvenile Justice (OJJ). The concern was regarding the probation supervision of 
a 16-year-old child. The Child Ombudsman’s Division was able to facilitate communication 
with the probation officer. The child successfully completed probation.

Additionally, the Child Ombudsman’s Division operates the 24-hour PREA (Prison Rape 
Elimination Act) hotline for the juvenile secure facilities in Louisiana. In this reporting year, 
the Child Ombudsman’s Division received 12 calls that required reporting to the facility 
and the OJJ PREA coordinator for intervention and further investigation. 

ISSUES REPORTED – OJJ

In 2025, complaints handled by the Child Ombudsman Division pertained to 575 children. 
This reflects that many complaints involve multiple children within a single family or case.

CHILDREN IMPACTED
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Based on issues identified through 
complaints and case reviews, the Child 
Ombudsman’s Division recommends 
targeted efforts to strengthen data 
collection, improve placement practices, 
and enhance decision-making processes 
affecting children in care.

Enhanced Data Collection  
  and Monitoring:

The Ombudsman’s Division recommends 
that the Department of Children and Family 
Services (DCFS) expand data collection 
and tracking in key areas impacting child 
placement and family connections. This includes:

•	 The frequency and duration of sibling separation following removal;
•	 The timeliness of notification to relatives when a child enters care; and
•	 The amount of time between a child’s entry into care and placement with a relative.

Improved data in these areas would support greater transparency, allow for better 
oversight, and inform policy and practice improvements aimed at preserving family 
connections.

Review of Hospital Discharge Placement Practices:

The Ombudsman’s Division recommends that DCFS reevaluate its processes for handling 
child placements when children are medically discharged from psychiatric hospitals.

RECOMMENDATIONS
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Staff of the Child Ombudsman’s Division 
engaged in ongoing outreach and collaboration 
with a range of state agencies, local entities, and 
community stakeholders to address systemic 
issues and improve outcomes for children and 
families.

The Child Ombudsman Division participated 
in meetings with the Office of Juvenile Justice 
(OJJ), the Department of Children and 
Family Services (DCFS), Special Education 
(SPED) directors, and the Office of Behavioral 
Health. Staff also met with individual parish 
administrations to discuss local concerns and 
coordination of services.

In addition, the Child Ombudsman Division 
engaged with community-based stakeholders, 
including Grandparents Raising Grandchildren, 
Court Appointed Special Advocate (CASA) 
program directors, the statewide network 
of Family Resource Centers (prior to the 
Department cancelling the FRE contracts), 
Disability Rights Louisiana (formerly known as 
the Advocacy Center), the Louisiana Center for 
Children’s Rights (LCCR), and Early Childhood 
Supports and Services providers, to better 
understand the needs of families and identify 
service gaps.

The Ombudsman’s Division is also in the 
process of scheduling a meeting with the 
School Superintendents Association to further 
strengthen collaboration with education partners.

OUTREACH AND COLLABORATION
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LLA team members always welcome 
the chance to talk to people outside 
the office, and in 2025 State Child 

Ombudsman Kathleen Richey – with 
Sandra Adams of Rotary Club of Baton 
Rouge – spoke to club members about 
the work her section does. (LLA Photo)
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La. R.S. 24:525

Public Education and Legislative Advocacy – Section C (6)

The Child Ombudsman Division staff serve on several commissions, task forces, and 
committees designed to improve services for children and families, including:

•	 The Children’s Cabinet Advisory Board and its work groups
•	 The Task Force on Child Sexual Abuse Investigation
•	 The State Child Death Review Panel [in accordance with Section C (9)]
•	 The Children’s Code Committee of the Louisiana Law Institute
•	 The Children’s Law Committee of the Louisiana Bar Association

In fulfilling the duty of Legislative Advocacy, the Child Ombudsman Division staff have 
worked with several Senators and Representatives to identify and craft needed legislative 
and policy revisions.

Community Outreach – Section C (10)

The Child Ombudsman Division staff have communicated and met with many individuals 
in the community, including parents, grandparents and family members, foster children, 
foster and adoptive parents, attorneys, CASA volunteers, agency staff, and service 
providers, including mental and behavioral health professionals, hospital administrators, 
residential care staff, and school personnel.
	
The Child Ombudsman Division has deferred implementation of a formal public awareness 
campaign due to current staff capacity and the potential for increased complaint volume. 
The office anticipates that a broad awareness initiative would likely result in a significant 
rise in calls and complaints requiring review and response.

Despite postponing a formal campaign, the office continues to engage in community 
outreach and stakeholder engagement activities. These efforts include providing 
education to community partners, service providers, and the public regarding the role, 
responsibilities, and functions of the Child Ombudsman Division. As a result of these 
engagements, the office regularly receives additional calls and inquiries raising concerns 
about child welfare, juvenile justice and education matters.
 
Biennial Conditions of Confinement Report – Section C (11)

The Child Ombudsman Division is preparing its first Biennial Conditions of Confinement 
Report in this reporting period. This report, which evaluates the conditions under which 
children are confined in secure detention facilities operated by a state agency, will be 
published on the Legislative Auditors’ website and formally submitted to the legislature.

ADDITIONAL STATUTORY DUTIES 
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The Biennial Conditions of Confinement Report serves as a tool in identifying systemic 
issues affecting the treatment and rehabilitation of youth in confinement. The findings 
and recommendations provide a roadmap for future legislative action and facility reforms, 
emphasizing that a holistic approach is needed to improve both the physical environment 
and the treatment of children in state-run facilities. The Child Ombudsman Division will 
continue to monitor progress and advocate for the necessary reforms to ensure the rights 
and well-being of all children in the care of the state.

Report of Death of Children in State Custody – Section D (1)

The law requires that any state agency having responsibility for the custody or care of 
children provide monthly notice to the Child Ombudsman of the death of a child in its 
care or custody. In 2025, the Office of Juvenile Justice reported no (0) deaths of youth in 
care. The Department of Children and Family Services reported the death of two (2) foster 
children, although the circumstances of those deaths were not reported. In 2025, the 
Department of Health did not make any reports.
 
Child Fatality Notifications – Section C (13) and D (2)

Statutory Notification Requirement

The law requires DCFS to notify the Child Ombudsman of any child death that has been 
reported to the department for alleged abuse or neglect. The department was not 
statutorily required to report open investigations of child deaths until August 1, 2025. As 
a result, the Child Ombudsman’s Division did not receive notice of pending investigations 
prior to that date unless and until a final determination was made.

Pursuant to statutory mandate, the Child Ombudsman is required to notify the Senator 
and Representative of the legislative district in which a child has died as a result of abuse 
or neglect within twenty-four (24) hours of being informed of the death. Notice is made 
once DCFS confirms that the child fatality was the result of abuse or neglect.

Pending Death Investigations (Post–August 1, 2025)

The department was not statutorily required to report investigations of child deaths 
resulting from abuse or neglect until August 1, 2025. Since that date, the Child 
Ombudsman Division has received notification of 12 pending death investigations that 
occurred in 2025. However, DCFS has not provided dispositions as to whether these 
deaths were the result of abuse or neglect.

Additionally, the Child Ombudsman Division has not been informed by the department of 
any investigations initiated prior to August 1, 2025, that remain outstanding.

During the reporting period, calendar year 2025, the following investigations were pending 
with no determination of abuse or neglect provided by DCFS as of December 31, 2025:
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Confirmed Fatalities Reported in 2025

In calendar year 2025, the Child Ombudsman’s Division issued legislative notifications 
in accordance with the statute for twenty-five (25) child fatalities. Of these notifications 
twenty-one (21) were made upon receipt of confirmation from DCFS that the department 
had determined the deaths to be the result of abuse or neglect. Four of the notifications 
were made after Child Ombudsman staff was made aware of a child death by the media. 
The dispositions received from DCFS are attached as Appendix A.

The ages of the children whose deaths were confirmed by DCFS to be the result of abuse 
and neglect ranged from newborn to twelve (12) years old. A significant majority of the 
fatalities — sixteen (16) of the twenty-one (21) deaths (76%) — occurred among the most 
vulnerable population: children aged zero (0) to three (3) years. 

Ages of Children
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Of the twenty-one fatalities of which the Child Ombudsman Division was notified by 
DCFS, twenty (20) occurred in 2025, and one (1) occurred in 2024. The Child Ombudsman 
Division received notice in May 2025 that the death occurring on August 7, 2024, had been 
determined to be the result of abuse and neglect. Upon receipt of this determination from 
the department, the Child Ombudsman Division notified the appropriate parties within the 
relevant legislative district on the same day the notification was received.

The fatalities occurred across sixteen (16) different parishes statewide. In accordance with 
statutory requirements, the Child Ombudsman Division provided notice to the respective 
legislators representing those districts.

Fatalities
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Child Fatality Data Provided by the DCFS 

In response to a request from the Child Ombudsman Division, DCFS submitted the 
following child fatality data. The department indicated that 17 additional investigations 
were pending as of January 5, 2026, and are therefore not included in this table:

Number of Fatalities • Calendar Year 2025

Note: Although DCFS provided the Child Ombudsman Division with 20 individual notifications of fatalities, 
DCFS data lists only 18 fatalities. 

Proposed Amendments to Child Ombudsman Statute:

During the current legislative session, proposed amendments to Louisiana Revised Statute 
24:525, which governs the authority and duties of the Child Ombudsman’s Division, have 
been introduced to strengthen oversight and transparency in Senate Bill 237.

The proposed amendments would authorize the Child Ombudsman Division to obtain 
more comprehensive information from DCFS regarding the agency’s involvement with 
a family prior to a child’s death. Additionally, the amendments would provide the Child 
Ombudsman Division with real-time access to relevant department records necessary 
to evaluate agency actions preceding the fatality and to determine whether policy, 
procedural, or systemic recommendations are warranted.
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In Calendar year 2026, the Child Ombudsman’s Division plans to engage in the following 
projects:

Enhance the Capacity to Respond to Complaints and Inquiries 

•	 Ensure the office has the resources and staffing needed to provide timely responses. 
Continue to recruit, hire, and onboard staff to address the growing number of 
complaints. Improve response times for complaints by 20% and ensure that 75% of 
complaints are resolved within 90 days.

 
Expand Public Awareness and Education on Child Welfare Issues

•	 Increase public awareness of the Ombudsman’s role, encourage reporting of 
concerns, and educate the community about child protection laws and services.

Monitor Compliance with Family Notification Requirements

•	 Evaluate the effectiveness of notification to family upon a child entering foster care, 
including compliance with statutory notification requirements, response by family 
once notified, and timeliness of placing the foster child with family.

Improve Conditions of Confinement and Juvenile Detention

•	 Evaluate and advocate for better conditions for children in state detention facilities, 
with a focus on health, safety, and rehabilitation. Advocate for policy or facility 
changes based on the Biennial Conditions of Confinement Report.

Expand the Child Ombudsman Capacity to Review Child Placement Facilities

•	 One of the statutory duties of the Child Ombudsman Division is to review the 
facilities and procedures of any institution or residence where a child has been 
placed by any state agency or department [Section C (5)]. The statute further 
requires a review of the policies and procedures for the placement of special needs 
children [Section C (8)]. The Child Ombudsman Division plans to onboard an 
Assistant Ombudsman to evaluate and monitor congregate care settings, develop 
and implement an evaluation process, and work with state agencies to improve 
outcomes for this vulnerable population.

2026 GOALS AND PROJECTS
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Evaluating Child Fatalities 

•	 Systemically review child fatalities reported to the Department of Children and 
Family Services (DCFS) to identify patterns or trends and the need for targeted 
public awareness campaigns. Provide recommendations to DCFS, and other 
stakeholders regarding policy changes or systemic interventions that could help 
prevent future fatalities. 

•	 Additionally, the Child Ombudsman Division has proposed legislation to increase 
access to records and information regarding child fatalities. This legislative proposal 
aims to improve transparency and enable more comprehensive analysis to prevent 
future child deaths.

Since its inception, the Child Ombudsman’s Division of the Legislative Auditor’s Office 
has prioritized responding to issues raised by Louisiana residents who are concerned 
about Louisiana’s children. The Ombudsman’s Division has diligently advocated with 
state agencies, service providers, and others to promote the rights and best interests of 
children. Working with complainants and state agencies, the Child Ombudsman’s Division 
has identified systemic issues in the state’s provision of services to children. Efforts to 
implement systemic reform are ongoing.
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DCFS Summary Dispositions Provided for Legislative Notifications

APPENDIX A
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Reports and Investigations Data provided by DCFS

APPENDIX B
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Family Placement Data Provided by DCFS

APPENDIX C
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Key Terms and Definitions

1.	 Parent representation - Complaint concerning attorney’s representation of the parent. 

2.	 Child representation - Complaint concerning attorney’s representation of the child. 

3.	 Lack of Services - Agency has failed to provide services in accordance with child’s 
needs, or school is unable to provide services recommended in child’s evaluation. 

4.	 Case Plan Deficiency - The case plan does not adequately address the issues that led 
to the child’s removal. The case plan includes unnecessary or unrelated requirements 
that prolong the parent’s ability to complete it without addressing their actual needs.

5.	 Misinformation provided by DCFS case worker - Worker provides information that is 
misleading or untrue, impacting the case or services.  Examples:

a.	 Case worker tells grandparents they will be able to get foster parent stipends for 
the children placed with them prior to becoming certified foster parents.

b.	 Case worker states something that is untrue in the verified complaint. 

6.	 Insufficient Information provided by DCFS case worker - Worker fails to give 
sufficient information for a party to obtain a service they need or accomplish 
requirements of their case plan. Examples:

a.	 Worker tells parents they need to attend parenting classes but fails to give them 
information on how to do so. 

b.	 Agency fails to provide timely notice regarding case updates, supervised visits, 
family team meetings, or other critical matters affecting the child or involved 
parties. 

c.	 Agency fails to notify a caregiver of a finding.  

7.	 Notice - Failure of an agency to properly notify a party about an issue, a policy, or a 
right. 

8.	 Dilatory referrals by DCFS case worker - Case worker does not provide referrals in 
a timely manner, delaying parties’ ability to obtain services or complete case plan 
requirements.

APPENDIX D
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9.	 Child Find/Evaluations - Concerns regarding parent requests for an evaluation or 
district recommendations for evaluations to determine eligibility for services under the 
Individuals with Disabilities Education Act (IDEA) or Section 504 of the Rehabilitation 
Act.  Parents or guardians may express concern or opposition to the findings, 
conclusions, or eligibility determinations made during the evaluation process. Parents 
and guardians may also express concerns when a district does not deem an evaluation 
necessary.

10.	 Education Plan Implementation - Concerns regarding the implementation and 
adequacy of educational services in situations in which a child is not receiving 
required services or accommodations, progress toward Individual Education Program 
(IEP) goals is insufficient or not communicated, or parents disagree with the current 
placement or seek changes, including the addition of new services to better meet the 
child’s needs.

11.	 CCAP - The Child Care Assistance Program (CCAP) is a program that assists eligible 
families with paying for childcare while they are working, participating in training, or 
attending school. Concerns arise when a family’s case is closed in error or the childcare 
facility is not receiving payments in a timely manner, which may prevent a child from 
attending daycare.

12.	 Discipline - Concern that a student is being disciplined in a manner believed to be 
inappropriate or excessive. The concern may involve repeated punitive actions, lack of 
communication about disciplinary measures, or consequences that appear inconsistent 
with school policy. The reporting party requests a review to ensure the students’ 
rights are being respected and that disciplinary practices are fair, reasonable, and in 
accordance with established guidelines.

13.	 Special Education - Concerns regarding district programs that support students with 
disabilities. Concerns may include teacher training, certification status, and inaccurate 
student records. 

14.	 Athletics - Situations in which a student is restricted, excluded, or unable to fully 
participate in school-based sports or physical activities due to eligibility decisions, 
lack of appropriate accommodations, medical or disability-related needs, or disputes 
regarding access and inclusion.

15.	 Child Safety - Child safety concerns refer to situations in which a student’s physical or 
emotional well-being may be at risk within the school environment, including incidents 
of injury, elopement from campus, alleged bullying, inappropriate use of physical 
restraint or discipline, or any event resulting in harm such as bruises, cuts, or other 
injuries.

16.	 Lack of communication by DCFS case worker - Worker does not return telephone 
calls or respond to any other forms of communication. 

17.	 Lack of communication by OJJ case worker - Worker does not return telephone calls 
or respond to any other forms of communication.
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18.	 Lack of communication by LDH case worker - Worker does not return telephone calls 
or respond to any other forms of communication.

19.	 Policy Concern - Complainant or LCO staff identifies a specific policy relevant to the 
case that is potentially not being followed.  

20.	Sibling Separation - Failure to place siblings in DCFS custody together. 

21.	 Relative Placement - Failure to place child in DCFS custody with available relative, 
including fictive kin.

22.	Unprofessional Behavior of Worker - Worker engaged in behavior that was 
unprofessional. 

23.	Failure to place child after discharge from mental health facility - Failure to request 
that a child be taken into DCFS custody after being abandoned at a hospital or failure 
to secure an appropriate placement for a child in DCFS custody upon discharge from a 
mental health facility. 

24.	Child Treatment in Placement - Concerns about how a child is being cared for while 
living in a placement managed or overseen by a state agency.

25.	ICPC - Delays, miscommunication, or failures in coordination between Louisiana and 
other states regarding ICPC procedures. 
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1600 NORTH THIRD STREET • P.O. BOX 94397
BATON ROUGE, LOUISIANA 70804-9397
833-543-7452 (833-Kids4La) PHONE
www.lla.la.gov/services/child-ombudsman ONLINE

#BETTERLOUISIANA
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