
 

District of Columbia Logic Model 
1. Fatality review process produces identifiable outcomes 
2. Field staff, administrators and CFRC see the value in the review proces 
3. Fatality review is less focused on specific case information and more on systems  
 

Inputs 

 
D.C. Child and 
Family Services 
Agency (CFSA) 
Center for the 
Study of Social 
Policy (Court 
Monitor) 
City-Wide Child 
Fatality Review 
Committee 
members (CFRC) 
National Center 
for Child Death 
Review Website 
and materials 
Other states’ child 
fatality review 
reports 
NRCCPS staff 

• Theresa 
Costello  

NRCCPS 
consultant  

• Kathy 
Simms 

 

Activities 

 
Research review 
Policy and 
regulation review 
On-site 
observation 

• CFSA 
child 
fatality 
review 
CFRC • 
child 
fatality 
review  

Interviews with 
key participants 
Written 
recommendations 
 
 

Quality of Activity 

 
1.  Response is 

thorough and timely 
2. Information is 

helpful and well 
researched 

3. Recommendations 
are based on many 
levels of 
information and are 
realistic 

4. Completion occurs 
according to the 
work plan  

 
 

Intermediate Outcomes 

  
1. Fatality review 

process produces 
identifiable 
outcomes 

2. Field staff, 
administrators and 
CFRC see the value 
in the review 
process 

3. Fatality review is 
less focused on 
specific case 
information and 
more on systems  
 

 

 
1. Written examples 

from other state 
fatality review 
systems 

2. Written 
recommendations 
based on 
observations and 
research on state 
of the art fatality 
review 

3. Review of newly 
developed 
protocols  

4. Develop strategy 
for integrating 
fatality review 
with ongoing 
Quality 
Improvement 
activities 

 
 

Final Outcomes 


