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Date 

 

 

October 26, 2018 

Purpose of Final 

Report 

Critical incident reports are used as tools for Department actions 

when the Department becomes aware of a critical incident resulting 

in a child fatality that was likely the result of abuse and the child, 

child’s sibling or another child living in the household with the child 

has had contact with the Department (DHS).  The reviews are called 

by the Department Director to quickly analyze DHS actions in 

relation to the critical incident and to ensure the safety and well-

being of all children within the custody of DHS or during a child 

protective services assessment.  The CIRT recommends which actions 

should be implemented and which individuals should be responsible 

for evaluating the implementation. Reports must not contain any 

confidential information or records that may not be disclosed to 

members of the public.  Versions of all reports are posted on DHS’ 

website. 

Date of Initial 

Report 

January 16, 2018 

Executive 

Summary 

The Department received four reports of abuse between 1998-2002. A 

period of ten years passed until additional reports were received.   

Between the years 2012 and 2017 the agency assigned a total of six 

assessments and closed a seventh at screening.  No abuse was 

founded however a consistent theme of neglect occurred.  T.C. was 

frequently truant from school, involved in the juvenile justice system 

and abusing drugs and alcohol.   

Summary of 

Critical Incident 

On January 27, 2017, the Department received a report alleging 

physical abuse of T.C. by an unknown perpetrator. According to the 

caller, T.C. had been a passenger in a vehicle with two other youth 

when an argument occurred. T.C. reportedly exited the car, ran into 



 

traffic and was struck and killed by a motor vehicle. It was reported 

that alcohol may have been involved.  

 

On February 28, 2017, the Department received a subsequent report 

alleging an adult with no relationship to the family had provided 

alcohol for T.C. on the night of the child’s death. The assessment 

concluded with a founded disposition against the unrelated adult 

who allegedly provided alcohol to T.C.  

 

Evaluation of 

Department 

Actions  

• The CIRT found no significant errors in terms of decisions and 

actions taken by the Department that directly led to the fatality of 

T.C. Additional casework activities may have been beneficial to 

the assessment of the family situation but these noted practice 

issues did not have clear significance to the death.   

Recommendations 

for improvements 

and associated 

tasks  

• The CIRT did not identify any systemic issues related to T.C.’s 

death.   

Methods of 

evaluating 

expected 

outcomes 

• NA 

 


