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Please indicate which responses were employed in this T/TA:

__X_    Technical Assistance

____    Training 
__X_    Phone Consultation

____     Referral to another NRC

____     Referral to Other Organization
__X_     Review of Policy and Materials

____     Publications Provided
____     Secondary Research
__X_     Other/Group Facilitation 

Situation and Technical Assistance Request

The D.C. Child and Family Services Agency (CFSA) requested additional technical assistance in FY 07 to implement issues and strategies from the FY 06 TA review of the D.C. child fatality review process. It was recommended in the FY 06 TA review that a workgroup be convened including members of the CFSA Internal Review Committee, members of the City-Wide Fatality Review Committee (CFRC) and representation from the Center for the Study of Social Policy, the court monitor. CFSA requested assistance with the facilitation of the workgroup. CFSA also asked for a review of the Maryland and Connecticut child fatality review processes to determine whether there were any similarities to the D.C. process and if the processes used in those states could support changes to the D.C. system of child fatality review. 
Technical Assistance Provided 

Technical Assistance Report Revision – Based on phone consultation with CFSA staff, the FY 06 TA report was revised and submitted to CFSA. The strategies and approaches were agreed upon and the TA report served as the framework for the facilitated workgroup activities. 

Review of Fatality Review in Other States – Significant review of other states had been completed in FY06 and informed the issues and strategies in the FY06 technical assistance report.  As requested, additional review was conducted on Connecticut and Maryland.  Review of these states indicated that the fatality review process used in those states were not comparable to the D.C. review process and did not offer additional information to enhance the current child fatality review system. This information was provided verbally to the CFSA staff. 

Workgroup Facilitation – After phone consultation with CFSA staff, it was decided that two separate workgroups would be organized during the two days of on-site technical assistance. The revised issues and strategies technical assistance report would serve as the outline for discussion for both groups.  The first workgroup would be a focus group discussion with field staff and supervisors.  The discussion would center on the impact of the child fatality review process on staff development and morale.  The second workgroup would be composed of key staff from CFSA, the CFRC and the Center for the Study of Social Policy.  In additional phone consultation, the activities of the workgroup were developed as follows: 
1. Establish an agreement between the CFSA internal and CFRC external review groups about timeframes on review of child fatalities. 

2. Discuss and reach consensus on the proposal to narrow the case history provided in the CFSA report to two years.  Provide assurance to the court monitor that the review process will remain thorough and will produce outcomes.

3. Discuss and reach consensus concerning the current external review focus remaining on the larger child welfare systems issues rather than quality of life issues. 

4. Discuss and reach an understanding about promoting the safe discussion of systems issues in the CFSA and CFRC fatality reviews. 

5. Reach consensus on ways to prevent defensive interactions during fatality reviews. 

6. Use information gained during the staff focus group to improve the child fatality review process for CFSA. 

Technical Assistance Results
Both meetings were held and the notes and workplans from both groups were completed and provided to CFSA on 1/22/07.  CFSA staff reported that the workgroups were productive and had been viewed very positively by the participants.  CFSA staff successfully implemented several steps in the workplan at the next child fatality review. CFSA will continue their work with the CFRC and the Center for the Study of Social Policy to assure that the long range goals in the workplan continue. 

Attachment: Workgroup Notes and Workplans

CFSA Focus Group Discussion

Child Fatality Review

January 11, 2007
1  What is your understanding of the purpose/expectation on the City-Wide and CFSA’s Child Fatality Review Process? 

· The purpose is to find out what went “wrong” and to determine who is responsible.

· The purpose should be to determine if the child fatality could have been prevented.

· The stated purpose is different from the actual purpose e.g. why are child fatalities due to natural causes reviewed if the purpose is to review preventable deaths? 

2   Do staff understand their role in the Fatality Review Process?

· Staff is unclear about their role when asked for information beyond the social worker’s responsibility, such as child fatalities of emancipated youth or uninvolved family members.

· Staff is unclear about their role when the child’s fatality is due to natural causes, homicide due to other than abuse or neglect and accidental causes not related to supervision concerns. 

· Staff is unclear about how to prepare for the Fatality Review since it appears that the Review goes beyond the circumstances and systems issues related to the child fatality.
3   What is challenging about the CFSA Child Fatality Review Process from the perspective of an administrator, program manager, supervisor and social worker?
· If the Review goes back in history, it is difficult to determine the policy and practice in place at the time.

· Social workers are unclear about confidentiality issues when the review goes beyond information about the child’s fatality. Questions were raised about HIPAA and family privacy issues.

· Staff who participate in the Fatality Review say that the review can feel like an interrogation.

· Social workers feel as though they are the lowest person in the administrative chain and yet they feel attacked during the Fatality Review process. 

· Some supervisors want to be prepared to take the responsibility of the review so the social worker does not have to be involved anymore than necessary.

· Social workers don’t feel prepared to answer medical questions and want experts available to answer those questions during the Review.  

4   How do you think you can be better prepared to participate in the CFSA Internal Child Fatality Review Process?
· Preparation needs to begin from the time the social worker is notified of the child fatality.  Social workers would like for supervisors to inform them of the child fatality rather than being informed by email. 

· Staff would like training on how to work with families concerning grief and loss..many feel unprepared to provide assistance to grieving families. 

· Since the social worker is so impacted by the child fatality, they believe that someone other than the social worker should make funeral arrangements and locate family members whose rights have been terminated or whose whereabouts are unknown. 

· The Fatality Review process needs to acknowledge how significantly the social worker is impacted by the child’s fatality.

· Standard questions would help the worker/supervisor prepare for the review. The questions should be based on the circumstances of the child fatality and should be questions pertinent to the child’s death.

· The standard questions should be driven by the CFSA Practice Model. 
5  How can CFSA make the Internal Review Process more strength based?
· Discuss the strengths of the family and actions of staff at the beginning of the Review. 

· Remind committee members of the difficulties staff have in participating in the Fatality Review process and remain sensitive to the traumatic impact the child’s fatality has had on the social worker. 

· Include discussion in the Review to determine whether grief counseling has been made available to social workers, foster parents and others such as mentors who had relationships with the child who died.

6   What strategies, particularly related to the agency’s practice model, do you feel should be added to ensure that the process leads to effective learning and impacts ongoing case practice?
· Include CPS administration in discussions about the types of child fatalities that should be investigated by CPS.

· Develop policy about child fatality debriefing.  Consider mandatory leave and grief counseling. 

· Supervisors should attend the critical events meeting.

· Supervisors should receive training on the child fatality review process and on helping their staff address grief and loss with families. The training should be provided as ongoing training. 

7 What are the five major changes you would make in the CFSA‘s Internal Child Fatality Review Process?
1. Have a set of prepared questions for the Review that are streamlined and focused on the practice issues related to the child fatality.

2. There needs to be a “clinical awareness” of the impact of the child fatality on the social worker and foster parent. The review process should be sensitive, non-judgmental and time-limited. 

3. Ongoing training should be provided for social workers and supervisors concerning grief, loss and the Fatality Review process. 

4. Develop policy about debriefing to include time off, as necessary, and grief counseling. There should be a designated unit with staff skilled in issues relating to child welfare that has responsibility for child fatality debriefing, funeral planning and birth parent location and notification.

5. Discuss the strengths of the family and process at the beginning of any child fatality review. 

8   Anything else you would like for us to hear or to take to the City-Wide Fatality Review Committee?
· Wishful thinking… food during the reviews and hazardous duty pay.
Work Group Discussion

CFSA and CFRC Child Fatality Review

January 12, 2007
Issue 1   Information discussed in the fatality reviews needs to be relevant to current practice and productive

Solutions:

· Continue preparation of detailed summary of CFSA contact with the family/child because it gives a context to the circumstances surrounding the child and family’s history with CFSA.


· A list of prepared questions will be developed and provided to the applicable social workers/supervisors. The questions will cover key issues that will be necessary to discuss at any review.


· The social worker/supervisor is to be prepared by reviewing the case record in case additional questions are asked.


· Narrow the discussion during review to the recent past (2 years). If there is pertinent information from the past which is connected to the current situation, those issues can still be addressed.


Issue 2   Reviews will be less stressful for staff if they are prepared in advance of the review, understand their roles and responsibilities and are supported when they experience a child fatality.

Solutions/Preparation:


· Provide training for CFSA supervisors on how to prepare their staff to address grief and loss with families. Provide ongoing training to CFSA staff on how to respond to child fatalities and the child fatality review process.  


· Staff will be notified of a child fatality through an in person contact by their supervisor rather than by an email. 
  

· Social workers will be given opportunities and encouraged to attend CFSA internal child fatality reviews and City-Wide Fatality Review Committee (CFRC) reviews as an observer to see how the fatality review meetings are conducted. The observation can be a part of ongoing CFSA training regarding child fatalities.  


· Supervisors can attend CFSA internal child fatality review meetings on behalf of the social worker as long as a thorough case review has been done. Social workers should still be encouraged to attend and for professional skills development.


Solutions/Roles and Responsibilities


· Roles and responsibilities during the CFSA internal review should be clarified during appropriate meetings such as “All Staff Meetings”.  


· It will be stressed that participants are expected to provide information about their own analysis of systems issues and should not to wait for the issues to be brought up during questions asked by the committee members. 


· Staff should feel free to seek the expertise of staff during the review. 


Solution/Support


·  CIRC members will continually acknowledge how difficult it is for staff that experience a child fatality and will remain mindful of this when asking questions during the review.


· The physical layout of the meeting will be changed to avoid a “head of the table”. 


· If a social worker/supervisor has very little information or involvement in the child fatality or case history attendance at the CFSA internal child fatality review may not be necessary.


· During the CFSA internal child fatality review, the positives about the family and the CFSA involvement will be discussed after the case synopsis has been presented. Discussions during the review will include what staff has done well. 


· An automatic debriefing process and ongoing support system will be developed for staff. 


Issue 3   Required timeframes for the review need to be clarified.

Solutions:


· Discuss alternatives with the Center for Social Policy.


· Determine whether deaths can be reviewed in accordance with a review schedule that coordinates with the City Wide Review Committee.


Issue 4  The dissemination process for issues and recommendations identified by the CFSA internal child fatality review and the CFRC will be expanded. 


Solutions:


· Include discussion about strengths/issues resulting from child fatality reviews as an agenda item during the “All Staff Meetings. 


· Provide regular electronic communication about recommendations in formats such as “Lessons Learned”.


· Review the current dissemination process for the CFSA internal review committee quarterly report and the CFRC reports. 


· If information is needed regarding a specific child, the CFSA specialist can discuss the information with the staff of the CFRC.


· When notifying staff of the fatality review the staff person’s role in the case and some description of the case will be provided.
Short Range Goals:S

 1. Implement standard questions to provide staff prior to the CFSA child fatality review.

2. Limit discussion in the CFSA internal child fatality review to the past two years of history whenever possible. 

3. Develop training regarding child fatalities, grief and loss and the child fatality review process for social workers and supervisors.
4. Include discussion of positive aspects of the case in the fatality reviews.

5. Make the dissemination of fatality review recommendations and “lessons learned” more widespread and coordinated. Assure that the key points are discussed in staff meetings.

Long Range Goals:

1. Develop a debriefing and ongoing support process for staff.  Make policy changes to make it mandatory to offer debriefing services.

2. Have further discussion between member of the CFSA child fatality review committee and the CFRC about the focus of child fatality reviews and whether the emphasis should be on preventable deaths.
 
