Critical Event Review and Assessment Guide 

	[bookmark: Text1]Worker:     

	Assigned Program Area:      

	Circuit/County:      

	Supervisor:      

	Circuit Manager:      

	Field Support Manager (if applicable):      

	Regional Director:      

	Date of Notification of Critical Event:      

	1. Employee years of service with the Division:      

	2. Caseload size of impacted worker: 
     

	3. Summary of Case Review of Critical Event: 
     

	4. Case Review of Current Caseload: 
     

	5. Previous Personnel Actions: 
     

	6. Extenuating Circumstances: 
     

	7. Worker Interview: 
     

	8. Supervisor Interview:
     

9. Circuit Manager Interview:  
     


	10. After reviewing the record and talking with others who are familiar with the employee’s work, what is your assessment of the staff member and their casework? 
     

	Recommendations following Evaluation:

	☐  No further action

	☐  Recommend Additional Training

	☐  Recommend Disciplinary Action (Complete EIR as appropriate)    

	☐  Other:      

	

	Review and Assessment Completed by:      

	Date:      




Sample Conversation Starters during Debriefing Conversations
· What were your thoughts when you received the referral/case?  About the family? Perpetrators? Children?
· What were the pressures you faced, professionally and personally? How did that impact casework?  How do you know when you are stressed?
· What were the pressures you faced, professionally and personally, that contributed to fatigue?  How did that impact casework? How much sleep had you received in the days preceding this incident?
· Was there anything you learned from this case that you previously had not known? Were there items you felt unequipped to assess or address? Were any records (i.e. medical records) difficult to interpret?
· If someone only read the notes, would they know what was going on?
· How did you decided what records to request in this case? Were historical records on previous services requested? How were assessments used to plan services?
· What barriers existed in communicating with outside partners during this case? How often did you communicate? What barriers existed in internal communication while working this case?
· What support was received from supervisors during this case? What is supervision generally like on this team? What was the supervisor’s leadership style?
· What case direction was received from supervisors during this case? Was case direction aligned with best practice?
· How pushed were you by deadlines in this case? How many other cases did you have? What was happening in other cases during the time of this incident?
· What was the staffing pattern at the time of this case? How long has it been that way? What problems did it cause in this case? What is the barrier to having adequate staffing?
· Were workarounds present at the time of the case?  Did these workarounds potentially affect the family in a positive or negative way?  Is the workaround widely-used in the county or across the state?
· What equipment would have been helpful in this case?  Were there any difficulties in acquiring or using certain equipment or technology?
· What policies, protocols, or forms affected this case? How did it impact decisions?  What would have been more helpful?
· What trainings affected decision-making in this case? Were needed trainings helpful and available? What trainings would have been useful?
· What services are available in the area? How accessible are those services?  How effective do services appear to be?
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