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This Annual Report is dedicated to the memory of the children and youth who con-

tinue to lose their lives to medical problems, senseless acts of violence, accidents 

and suicide.  

 

It is our vision that as we learn lessons from circumstances surrounding the deaths 

of the Districtôs children, we can succeed in positively affecting the future of other 

District of Columbia children by reducing the number of preventable deaths and 

promoting quality of life for all residents.  
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EXECUTIVE  SUMMARY 
 

The District of Columbia Child Fatality Review Committee (CFRC) is pleased to present its 17th Annual 

Report. This Report covers data from 109 child/youth fatality cases reviewed by the Child Fatality Review 

Committee in 2012.  

 

The CFRC is a citywide collaborative effort authorized by the Child Fatality Review Committee Estab-

lishment Act of 2001 (see Appendix B: DC Code, Ä 4-1371). The Committee was established for the pur-

pose of conducting retrospective reviews of the circumstances contributing to the deaths of infants, chil-

dren and youth who were residents or committed to the District. The primary goals of the Districtôs child 

death review process are to: 1) identify risk reduction, prevention and system improvement factors, and 

(2)  recommend strategies to reduce the number of preventable child deaths and/or improve the quality of 

life of District residents. The primary agencies that report child deaths to the Committee are: the Depart-

ment of Health (DOH), the Office of the Chief Medical Examiner (OCME), the Child and Family Service 

Agency (CFSA), the Department of Youth Rehabilitation Services (DYRS), and the Metropolitan Police 

Department (MPD).   

 

 

KEY CHILD  FATALITY  REVIEW  DATA  FINDINGS  
 

DECEDENT DEMOGRAPHICS 

The age of the decedents reviewed by the CFRC in 2012 ranged from birth to 22 years of age.  

§ Sixty-three percent (N=69)  of the decedents were infants. 

§ Eighty-seven percent of the decedents (N=95) were black. 

§ Fifty-nine percent (N=64) of the decedents were males. 

 

MANNERS OF DEATH 

 

Natural Deaths 
In 2012, the Committee reviewed 73 natural cases involving infants, children and youth.  The majority of 

these cases , 86% (N=63) were infants.  

 

Homicide 

The Committee reviewed 24 fatalities of children and youth whose deaths were the result of violent acts.  

Of these, two infants and one child were victims of fatal abuse.  

 

Accidental Deaths 

The Committee reviewed 5 accidental deaths involving infants and children. The circumstances leading to 

these accidental deaths were as follows: motor vehicle accidents (3); fire (1) and drug toxcicity(1).  

 

Undetermined Deaths 

The Committee reviewed seven infant/child fatalities in which the manner of death was classified as Un-

determined.  
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CFRC 2012 Recommendations  
 
The following were recommendations developed by the Child Fatality Review Committee to address the 

need for improvements in systems and/or program initiatives to improve outcomes for children and fami-

lies in the District of Columbia. 

2012 Child Fatality Review Committee Annual Report 
Recommendations 

Area of  

Focus 

Recommendation Response 

  

  

  

  

District  

Government  

Policy 

and 

Practice 

 

The Child and Family Services Agency should develop and 

implement a protocol to address issues related to poor liv-

ing conditions found in publicly funded housing (e.g. mold, 

poor air quality) that may present health risk to the homeôs 

residents. The Child and Family Services agency should 

provide all agencies with a review of the Mandated Report-

er Law for child abuse and neglect to ensure that employees 

and their contractors are aware and adhere to this statute to 

ensure the safety of children residing in publicly funded 

housing programs.  

  

  

 

 

 

Disagreed  with  

Explanation 

See Page 25 

  

 

Dual Agency  

Policy 

and  

Practice 

 

The Office of the State Superintendent for Education and 

the District of Columbia Fire and Emergency Medical Ser-

vices Department should collaborate to disseminate infor-

mation about fire safety and prevention to children and 

youth attending District of Columbia Public and Charter 

Schools.  

 

 

Agreed  

See Page 27 

  

 

Agency  

Policy and 

Practice 

 

 

The Department of Behavioral Health (formerly the Depart-

ment on Mental Health) should identify and disseminate 

information regarding community based mental health pro-

viders that support children, and youth struggling with gen-

der identity.  Providers that can provide awareness and sup-

port to parents and caretakers of children and youth should 

also be identified. 

  

 

 

Agreed  

See Page 27 

 

Agency Policy 

and Practice 

 

 

The Metropolitan Police Department should provide infor-

mation regarding domestic violence and child abuse to par-

ents involved in domestic disputes.  The information should 

contain information for parents on how to recognize perpe-

trators of domestic violence and early stages of child abuse 

in toddler and young children.  

 

 

 

Agreed  

See Page 28 

 

Agency Policy 

and Practice 

 

The Department on Youth Rehabilitative Services should 

outline and comply with established aftercare protocols to 

ensure discharge plans for committed youth are developed 

prior to their discharge from treatment and adult correction 

facilities, implemented and tracked for compliance. This 

may require the development of protocols and training for 

direct service staff and supervisors.  

 

 

Agreed with Modifications 

See Page  28 



 

   

I NTRODUCTION  
 

The Districtôs child fatality review process is the only formally established mechanism within the District  

for tracking child/youth fatalities, assessing the circumstances surrounding their deaths and evaluating 

associated risk factors. This process assists in identifying family and community strengths, as well as defi-

ciencies and improvements needed in service delivery systems to better address the needs of children and 

families served. It is an opportunity for self-evaluation, through a multi-agency, multidisciplinary ap-

proach. As such, it provides a wealth of information regarding ways to enhance services and systems in an 

effort to reduce the number of preventable deaths and improve the quality of children and youthôs lives.  

 

The Child Fatality Review Committee (CFRC) is divided into two teams; the Infant Mortality Review 

Team reviews the deaths of District infants from birth through 12 months.  The Child Fatality Review 

Team reviews the death of District children ages 1 through 18 years, and youth older than 18 who were 

known to child welfare and juvenile justice programs.  When a child dies in the District, the Committee is 

notified through several established sources. Once notified, the Committee staff obtains copies of the de-

cedentôs birth and death certificates, copies of records from the medical examiner, police, hospitals and 

other major child and family-serving agencies. Records are reviewed, and a summary is developed for 

presentation during the monthly case review meetings. 

 

In accordance with DC Official Code Ä4-1371.04 et. seq, Committee membership is multidisciplinary, 

representing public and private child and family service agencies and programs, and includes, community 

members representing the District of Columbiaôs Wards. All fatality review meetings are confidential.  

Committee members seek to identify shortfalls related to the services and interventions provided to the 

child and/or family.  More importantly, the Committee also indicates potential system improvements and 

makes recommendations for the prevention of deaths. 

 

This annual report summarizes data collected from 109 child and youth fatalities reported to and reviewed 

by the Committee during calendar year 2012. The statute mandates an Annual Report be published reflect-

ing the work of the Committee during the year of  review. 

 

Section I: Summary of Case Findings: This section summarizes decedentôs demographics and the caus-

es and manners of death. 

 

Section II: Summary of Child Welfare and Juvenile Justice Decedents:  This section summarizes de-

cedentôs demographics and the causes of death for CFRC decedents known to child welfare and the juve-

nile justice system. 

 

Section III:  Recommendations:  This section contains the Committeeôs recommendations and the agen-

cy responses. 

 

2012 Child Fatality Review Committee Annual Report 



 

 2 

SECTION I: SUMMARY OF CASE FINDINGS 

 

MANNER  OF DEATH  OF CASES REVIEWED   

BY THE CFRC IN  2012  
 

Manners of death are categorized as Natural, Accidental, Homicide, Suicide or Undetermined. 

The manner of death is determined based on information provided by investigative bodies and by 

examination of the decedent.  

 

In 2012, the Committee reviewed data associated with 109 infants, children, and youth deaths.  

Seventy-three of these deaths (67%) involved infants, children and youth who died of natural 

causes and twenty-four (22%) were infants, children and youth whose deaths were the result of a 

homicidal act. Of the remaining fatalities reviewed, seven deaths were classified as Undeter-

mined, and five as Accidents.  
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DECEDENT DEMOGRAPHICS BY MANNER OF DEATH  

 
During the 2012 review year, the CFRC reviewed the fatalities of decedents whose ages ranged 

from birth to 22 years old.  The majority of the cases reviewed involved infants (N=69) and 

youth between the ages of 15 and 19 years old (N=26).   
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RACE AND  GENDER BY MANNER  OF DEATH  
 

As Figure 3 illustrates, Black children and youth represented 87% (N=95) of the total CFRC 

decedent cases reviewed in 2012.  Black children and youth had the highest percentage of rep-

resentation in all manners of death.    
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DECEDENTSõ WARD OF RESIDENCY  BY MANNER  OF DEATH  
 

The Ward of residency is primarily determined by information contained on the death certificates 

and other supporting documentation (i.e., child welfare, public assistance records/databases, etc.). 

Of the cases reviewed in 2012, Ward 8 had the greatest number of child and youth fatalities with 

27% (N=29), Ward 5  had the second  largest number with 18% (N=20), and Ward 4 was third 

with 16% (N=17).   
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