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I. AUTHORITY 

The Director of the Child and Family Services Agency (CFSA or Agency) adopts this policy to be consistent 
with the Agency’s mission, and applicable federal and District of Columbia laws and regulations, including 
compliance with reporting requirements under 42 USC § 106(b)(2)(B)(x) and 42 USC 5106a (annual fatality 
reporting requirements of the 1988 amendment to CAPTA establishing the National Child Abuse and Neglect 
Data System); D.C. Official Code § 4–1303.32 (Disclosure of findings and information); D.C. Official Code § 
4–1371.06 (Access to information); and D.C. Official Code § 4–1303.11(Agency's responsibilities to the 
Office of the Ombudsperson for Children). This policy supersedes the Child Fatality Reviews Policy, 
dated January 6, 2020, and Critical Events Policy, dated April 4, 2011. 

II. APPLICABILITY 

This policy applies to all CFSA employees, contracted agency staff and contracted personnel.  

III. RATIONALE 

The Child and Family Services Agency (CFSA) recognizes that any severe injury or fatality involving a child 
has a profound effect on the safety, accountability, and quality of care provided to vulnerable children. Such 
incidents do not only affect the individual child, but also have significant consequences for families and 
communities, impacting the entire network of individuals connected to the child’s welfare. CFSA 
acknowledges these far-reaching effects and emphasizes the importance of addressing them within its 
policies and procedures to ensure the well-being of all children under its care.  
 

To this end, CFSA maintains an enduring commitment to ongoing continuous quality improvement for the 
notification, documentation and review of significant risks to a child’s safety.  This policy provides guidance 
and instruction to staff and Agency partners on reporting and documenting critical incidents.   

CFSA has also implemented an evidence-based, safety science framework for the review of critical 
incidents to lessen the possibility of these incidents being mishandled, repeated, or going unnoticed. This 
shift in practice replaces two (2) previous policies: Critical Events (now critical incidents) and Child Fatality 
Reviews. Further, the Agency has broadened the definitions of critical incidents while concurrently 
narrowing the criteria for certain reviews. All critical incident reviews shall be grounded in a system-
focused, safety-science-based process that bridges the experiences of the child, family, child welfare 
professionals and environmental factors that brought the critical incident to the Agency’s attention.  

Concurrent to this practice shift, CFSA will continue to comply with all federal and District data reporting and 
information-sharing requirements. 

https://acf.gov/sites/default/files/documents/cb/capta.pdf
https://code.dccouncil.gov/us/dc/council/code/sections/4-1303.32
https://code.dccouncil.gov/us/dc/council/code/sections/4-1371.06
https://code.dccouncil.gov/us/dc/council/code/sections/4-1371.06
https://code.dccouncil.gov/us/dc/council/code/sections/4-1303.11
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IV. POLICY 

The purpose of this policy is to ensure that all critical incidents regarding children received by the Agency 
are promptly reported, documented, reviewed and appropriately managed to ensure children’s safety and 
well-being.  

When a critical incident occurs, staff and resource providers shall immediately (preferably within 1 hour) 
report the incident to the Hotline at 202-671-SAFE (7233) and the assigned social worker, orally or 
electronically. Hotline staff and the assigned social worker are responsible for notification to appropriate 
stakeholders of critical incident occurrences. Additional response and follow-up is generally required by (1) 
the Hotline staff (2) the assigned social worker (3) the assigned supervisor and chain of command, and (4) 
the Agency’s program leadership. CFSA’s Critical Review Team shall conduct reviews and data collection 
of critical incidents, as appropriate.  

Within this policy, the term “child” refers to anyone under age 18 or a foster child up to age 21. “Resource 
provider” refers to resource parents, kinship parents, and staff of congregate care facilities. The term 
“caregiver” includes parent, guardian, or legal custodian (as applicable). 

V. CONTENTS 

Section A: Critical Incidents Defined 
Section B: Notifications 
Section C: Agency Response to Critical Incidents  
Section D: Critical Incident Reviews 
Section E: Data Collection and Reporting  
Section F: Continuous Quality Improvement 

VI. SECTIONS 

Section A: Critical Incidents Defined 
The following three (3) events are deemed “critical incidents” and serve as the basis for CFSA’s policy on 
critical incident response and potential review when the incident involves a child served by CFSA:  
  
1. Serious bodily injury. These critical incidents involve a substantial risk of death, extreme physical pain, 

protracted and obvious disfigurement, or prolonged loss or impairment of the function of a bodily 
member, organ, or mental faculty, (e.g., suicide attempt/serious self-harm, liver lacerations, multiple 
fractures, lack of oxygen to the brain, serious burns/scalding, overdose or poisoning and severe 
malnourishment). 
 

2. Near-fatal incidents. These critical incidents are serious bodily injuries that are life-threatening, directly 
attributable to suspected abuse or neglect and result in cardio-pulmonary dysfunction, as evidenced, for 
example, by (a) respiratory insufficiency or failure that requires intubation, (b) respiratory insufficiency or 
failure that requires medication to reverse the effects of ingesting a toxin, or (c) cardiac arrhythmia (with 
or without cardiopulmonary resuscitation). 
 

3. Fatalities. Per the National Library of Medicine, a fatality is defined by the irreversible cessation of 
circulatory and respiratory function, or irreversible cessation of all functions of the entire brain.  

Section B: Notifications   

1. Upon learning of a critical incident, Agency staff and the resource provider shall immediately (within 1 
hour) notify the Hotline at 202-671-SAFE (7233) of the incident.  They shall also notify the assigned social 
worker, orally or electronically of the incident, if one is assigned. 

https://www.ncbi.nlm.nih.gov/books/NBK464649/#:~:text=For%20example%2C%20the%20standard%20definition,first%20page%20of%20this%20chapter).
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Note: As a priority, staff in the field who are first-hand witnesses to a critical incident shall ensure their 
own safety and take appropriate steps to protect the safety of others when possible (e.g., contact the 
police). In these instances, it may not be feasible to immediately report a critical incident, thus staff are 
expected to notify the Hotline of a critical incident as soon as reasonably possible.    

2. When an incident results in a significant threat to a child’s safety, but the reporter is unclear as to 
whether the incident constitutes a critical incident as defined in this policy, the reporter shall contact 
CFSA’s Hotline to make the determination.   

Note: Critical incidents are to be distinguished from unusual incident reporting as there is a different reporting 
process for each. [See the Unusual Incident Reporting policy for more information] 

3. The social worker is expected to advise resource providers of these reporting requirements, support 
them through the process, and verify that the required notifications and reports have been made.  

Section C: Agency Response to Critical Incidents 

When a critical incident report is made to the Hotline, there are four (4) potential procedural levels required 
for safety-driven Agency responses: (1) the Hotline level (2) the assigned social worker level, (3) the 
assigned supervisory level, and (4) the Agency program leadership level.  

Note: Secondary Traumatic Stress (STS) is the emotional distress that results from indirect exposure to 
trauma, such as hearing about or working closely with individuals who have experienced traumatic events. 
Such exposure can result in symptoms that affect a staff member’s cognitive, emotional, behavioral, or 
physical well-being, and may impede their ability to carry out professional duties. Any incidents resulting in 
STS shall immediately be reported to the supervisory worker. (See the Primary and Secondary Traumatic 
Stress policy for more information). 

1. Hotline: When a Hotline worker receives a critical incident report, the Hotline worker shall initiate an alert 

via CFSA’s electronic case management system. 

a. Alerts shall immediately (within an hour) be sent to CFSA’s Critical Incident Distribution List through 
CFSA’s electronic case management system. This list includes CFSA’s leadership and selected staff, 
the DC Office of the Ombudsperson for Children (OFC), and members of the CFSA Critical Incident 
Review Team (formerly the Child Fatality Review Team).  

Note: This Distribution List is updated, as needed, by CFSA’s Child Information Systems 
Administration (CISA).  

b. In the event of an open investigation or case, Hotline staff shall alert the assigned social worker, 
supervisor, program manager, administrator, Assistant Attorney General (AAG) and other appropriate 
parties through CFSA’s electronic case management system.  

c. The Hotline worker shall follow guidance from the Hotline Procedural Operations Manual (HPOM) to 
determine whether the critical incident meets the threshold for a CPS investigation.  

Note: The Office of Hotline and Investigations (OHI) does not investigate critical incidents that do not relate 
to suspected abuse and neglect. 

2. Assigned CFSA Investigations and Ongoing Social Worker:  

a. Upon receipt of a critical incident alert where there are concerns for abuse/neglect, the 
Investigations or on-going social worker shall respond with appropriate steps to ensure Agency 
compliance with the following practice standards: 

i. Assessment of the critical incident, assurance of child and family safety and identification of 
any urgent needs (e.g., housing, as well as service continuity). See the Investigations POM 
for more information.  

https://cfsa.dc.gov/publication/gap-sts-policy#gsc.tab=0
https://cfsa.dc.gov/publication/gap-sts-policy#gsc.tab=0
https://ofc.dc.gov/
https://cfsa.dc.gov/publication/hotline-pom#gsc.tab=0
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ii. Coordination between the investigative social worker and the ongoing social worker, if the 
critical incident triggers an investigation that involves an open case.  

iii. Be available, when necessary for the Agency’s response or outreach to law enforcement, 
public statements via the Agency’s Office of Public Information (OPI), or responses to any 
other external inquiries. 

iv. Notify relevant parties impacted by the incident, including, but not limited to the parents, 
caregivers, resource providers, AAG or the Office of General Counsel (OGC). 

1) Attempts to notify parents, caregivers and resource parents must occur as soon as 
possible, but no later than one (1) business day after the agency becomes aware of the 
critical incident.  

• In life-threatening or fatal situations, notification should occur immediately, ideally 
within 2 hours.  

2) Notification shall occur in person, when feasible or via phone. Initial notification may be 
provided via email to Agency staff.  

3) Notification shall include: 

a) Nature and date/time of the incident 

b) Current Condition and location of the child 

c) Actions taken to ensure the child’s safety 

d) Next steps, including investigations or services  

e) Contact information for follow-up questions.  

Note: Information shall be shared in a manner consistent with confidentiality and privacy laws, 
especially when multiple parties are involved. If there are any concerns regarding notification, 
the assigned social worker shall contact the AAG or OGC.  

4) All notification attempts shall be documented in the contact notes section of CFSA 
electronic case management system.  

b. If the critical incident is not related to abuse or neglect, an investigation will not occur. The assigned 
social worker shall notify their chain of command and work with the family to provide assistance and 
address concerns, based on the circumstances. 

3. Assigned Supervisors  

a. Provide resources and supports to staff, as needed.  

b. Identify and provide services to staff who have experienced primary and secondary traumatic stress 
in accordance with the Primary and Secondary Traumatic Stress policy. 

c.  Ensure timely and appropriate follow-up of all critical incidents.  

d. Ensure on-going communication and consultation with the chain of command, as necessary.  

4. Program Leadership  

a. Ensure collaboration across all appropriate agency personnel to support clear communication, 
defined roles and responsibilities, and coordinated decision-making. 

b. Identification of any issues that require follow up, including review of safety plans and compliance 
with Agency or contracted agency practice protocols (e.g., the Procedural Operations Manuals for 
the Office of Hotline and Investigations and the Office of In-Home and Out-of-Home Care). 

https://cfsa.dc.gov/publication/gap-sts-policy#gsc.tab=0
https://cfsa.dc.gov/publication/hotline-pom#gsc.tab=0
https://cfsa.dc.gov/publication/investigations-pom-pdf#gsc.tab=0
https://cfsa.dc.gov/publication/home-pom#gsc.tab=0
https://cfsa.dc.gov/publication/home-and-out-home-pom-pdf#gsc.tab=0
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Section D: Critical Incident Reviews 

CFSA’s Critical Incident Review Team (CIRT, formerly the Child Fatality Review Unit) shall receive 
notifications of all critical incidents for review via CFSA’s electronic case management system. They shall 
also receive notifications of “non-hotline related” child fatalities, where there is no suspicion of child abuse or 
neglect through various means (e.g., the Office of Chief Medical Examiner (OCME) or DC Vital Records 
Division). 

1. The CIRT shall ensure that all critical incidents and “non-hotline related” child fatalities receive a Critical 
Incident Review, which consists of a preliminary review to gather data and determine which incidents are 
appropriate for a Safe Systems Review. A Safe Systems Review is a structured process that uses the 
Safe Systems Improvement Tool (SSIT) to analyze how system conditions contribute to a critical incident 
and identifies opportunities to improve safety and practice. 

2. A preliminary review shall determine whether the agency had involvement with the child’s family in the five 
(5) years prior to the critical incident or “non-hotline related” child fatality and will gather high-level data 
regarding demographics, agency history, and the circumstances of the critical incident. Additionally, it will 
track which critical incidents were related to suspected abuse or neglect. 

• All reports of “non-hotline related” child fatalities that satisfy the above “agency involvement” 
criteria shall be reported to the OFC by the CIRT.  

3. A Safe Systems Review shall occur when the critical incident meets one of the following criteria: 

a. Requests by program leadership for a review on a case-by-case basis.  

b. The family has an open investigation or case with the Agency, either from the Agency’s In-Home or 
Out-of-Home administrations, at the time of the critical incident. 

c. The family had history with CFSA within 2 years and abuse or neglect was suspected related to the 
critical incident.  

d. Family history includes either of the following two circumstances: 

i. An investigation occurred related to the family (regardless of disposition). 

ii. CFSA provided services to the family via the Office of In-Home and Out-of-Home Care.  

4. Specialists from the CIRT shall complete an exhaustive review of assigned critical incidents, including 
examination of documentation (e.g., investigation summaries, contact notes, functional assessments, 
case and safety plans), within the most recent 2-year history of the family’s involvement with the 
District’s child welfare system.  When appropriate, CIRT specialists shall debrief with staff to enhance 
learning and identify barriers to meet the family’s needs.  

5. The CIRT shall present the findings from Safe Systems Reviews with CFSA internal stakeholders and 
select community partners during Safety Action Committee Meetings. 

6. A Safety Action Committee shall examine trends and aggregate data gathered from Safe Systems 
Reviews to recommend high-impact strategies that support family needs and enhance child safety. 
Participants shall include CFSA leadership as well as the following external stakeholders: 

a. Office of the Chief Medical Examiner (OCME) 

b. Office of the Ombudsperson for Children (OFC) 

c. Representatives from the Healthy Families/Thriving Communities Collaboratives (as appropriate or 
relevant)  

d. Representatives from other District agencies (as appropriate or relevant) 

https://dcgovict-my.sharepoint.com/:w:/r/personal/cfsa_opppsdrive_dc_gov/_layouts/15/Doc.aspx?sourcedoc=%7B3B86214A-0907-4CFA-AB58-8C7532AE8E30%7D&file=2025%20SSIT_Rating%20Sheet_NPCS.docx&fromShare=true&action=default&mobileredirect=true
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Note: The CIRT shall determine the schedule for Safety Action Committee Meetings on an as-needed 
basis, but at least once a year. Findings, and recommendations made by the Safety Action Committee 
and approved by the Director shall be incorporated into the Annual Critical Incident Report (formerly the Annual 

Child Fatality Review Report) 

Section E: Data Collection and Reporting 

While Safe Systems Reviews of critical incidents are partially contingent to the 2-year history with the 
Agency, data collection shall include information on the family’s history within 5 years from the date of the 
critical incident.    

1. The Agency’s procedures for data collection and reporting shall include the following data points: 

a. Demographics of children involved in critical incidents  

b. Family histories with CFSA, including at time of critical incident  

c. Cause and manner of death, if applicable 

2. CFSA shall report child fatality data per federal and District requirements (e.g., data sharing with the DC 
OCME, DC OFC  and the federal National Child Abuse and Neglect Data System). 

3. The Agency shall publish high-level data in an Annual Critical Incident Review Report. 

Section F: Continuous Quality Improvement 

CFSA shall ensure a continuous quality improvement (CQI) engagement of internal and external 
stakeholders throughout all stages of the process. The CQI framework is designed to promote a culture of 
safety and learning, utilize data to inform system improvements, and drive meaningful actions that enhance 
supports to families and ensure the safety and well-being of children. 

 

https://ofc.dc.gov/

