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EXECUTIVE SUMMARY

Facts 

Shortly after two and one half years of protective custody and court involvement, 16-year-old Falan F. ended her life by hanging herself while incarcerated in an isolated adult prison cell.
Falan was born to a family with a reported history of alcohol abuse, involvement with the police and poor coping with behavioral problems.  She was referred for mental health services as early as age eight for “out-of-control” behaviors.  Although therapy and medications were recommended, treatment was never followed through and she was not reintroduced to any support or protection services until the Department of Children and Families substantiated allegations of abuse upon Falan when she was 13.
 
In school, detention, and finally adult jail, systems repeatedly focused on controlling Falan’s behavior through punitive measures such as school expulsions and confinement.  Any therapeutic treatment she received was sporadic.  Her out-of-control behavior became the focus of response, without regard for family dysfunction, learning disability, or actual physical abuse.  The system repeatedly gave little attention to the root causes of her problems: physical abuse and mental illness.  

Despite multiple placements in foster homes, group homes, shelters, detention, a residential treatment center, and emergency hospitalizations for attempted suicide, Falan was ultimately sent home to a family that did not change its behavior to respond to her needs.  A pattern of abuse, punishment, sporadic treatment, expulsion and confinement formed her life’s experience.  Without consistent therapeutic follow-up, or support for family relations and school demands, Falan had little chance of developing the skills she needed to cope with her life.

Falan was well known to the juvenile justice system as a child at risk for suicide.  Once she turned 16, she left the familiarity of the juvenile system behind.  The police in the adult system were not privy to the information juvenile justice had regarding her mental health.  In the past, when Falan made suicidal gestures she was taken to a hospital emergency department or placed on a suicide watch that meant she would not be alone.  Suicidal gesturing may have been her method of coping with feelings of isolation and hopelessness.  On July 21, 2000, Falan was left alone in a jail cell.  There were reports that she called for help and no one answered.  She tied two socks around her neck before a camera and no one came.
Falan was a girl with clearly identified mental health needs.  Yet despite identification of her needs, treatment interventions directed toward Falan were never consistent from placement to placement.  Falan was a victim of multi-system failure.  She died an accused criminal instead of a patient.

Findings

Falan’s death has systemic implications that can be immediately remedied.  Enough is known about the development and mental health of young girls to guide policy effectively.  For example, adolescent girls have unique characteristics that place them at risk when living under conditions such as Falan did.  Depression is common among girls; they attempt suicide more than boys do, they internalize their distress, hurt themselves, and rely on relationships for confidence and self-esteem.  Girls can fall apart when transitioning to middle school; and fall further if they do not experience success or receive positive reinforcement from significant others.  Children have better outcomes when their care is consistently adhered to.  Yet no therapeutic intervention will help if a child lives with a family that is excluded from the therapeutic process, is unable to adjust their own behaviors, and is unable to recognize high-risk behaviors or triggers for crisis.

 

In this case, school faculty and staff were ineffective assessors of Falan’s development and related risk factors for depression and suicide.  They did not or could not take the time to assess Falan’s behaviors for referral to mental health services.  The school system failed repeatedly to refer her to a pupil planning team meeting, violating state and federal laws designed to protect and support poorly performing students like Falan was.  Poor communication between juvenile justice, child protective services, health providers and school officials deepened the void in the oversight of her health and well-being.  This raises concerns that similar problems occur elsewhere.

 

In Falan’s case, the system did not respond well to her mental health needs; a punitive response to behavioral problems only exacerbated her condition.  A delayed or inconsistent access to mental health care increased the risk of crisis occurring.  Without access to juvenile records, the police could not predict that Falan would harm herself in an adult jail.  Furthermore, it is possible that use of a suicide-proof cell, equipped with video monitoring in this case, may have bred a dangerous over-confidence and breach of procedure.  This is particularly dangerous in the initial hours of incarceration because in-custody suicides commonly occur in the first 24 hours of lock-up, half in the first 3 hours.  Isolation in a jail cell may aggravate the feelings of hopelessness that can drive a girl to suicidal gestures.

 

Falan’s story is a wake-up call; it is time to take seriously the prevention, early detection, and treatment of mental health problems that our youth are experiencing, including those of children in the juvenile justice system.  Up to 19 percent of youth in the juvenile justice system may be suicidal.  Suicide is the third leading cause of death among adolescents in the State of Connecticut.  Self-inflicted injuries are the second leading cause of hospitalizations.  In a recent survey of Connecticut youth by the University of Connecticut Health Center, eight percent of the 7th and 8th graders surveyed agreed with the statement, “I wish I were dead.”  An astonishing more than 6 percent agreed they had “a plan to kill myself.”  When children are in the care and custody of state agencies, their risks of harm from others and themselves should be minimized, not increased.
 
Recommendations
 
Similar tragedies to Falan’s death are already occurring.  Connecticut must respond decisively to prevent more adolescent suicides in jail and out.  While this report makes a number of critical recommendations for systemic improvements to protect children, at a minimum, the following legislative administrative changes must be adopted. 
1.   Juvenile Justice Diversion 
 
Divert children and youth with mental health needs who have come in contact with the juvenile justice system away from that system before they get “too far” into it.  Specifically:
· Share children’s records between systems.  Record of a child’s mental health concerns noted by child protective services (CPS) or juvenile justice should be made available and shared with adult Department of Corrections facilities when identified needs or risks exist.  Intake protocols at both juvenile justice and adult DOC facilities must incorporate consultation with child protective services and/or Juvenile Justice to determine the presence of mental health concerns, in particular suicidal ideations.
· Establish a single point of entry.  Facilitate coordination with, and referral to, KidCare services. Assure each child involved in the state systems has a medical-psychiatric “home” that can coordinate services across systems and enable children and youth to move back and forth with ease between levels of care as clinically needed.  Provide specialized staff to identify the child’s eligibility for services and health care coverage.
· Conduct community-based behavioral health assessments that are more comprehensive than the court support services evaluation, but less intensive than a 30-day in-patient evaluation, to assess the child and his/her family’s needs.
· Divert children who are identified as having behavioral health needs from jails and detention to programs that provide appropriate treatment, including specialized treatment for children with a history of trauma.
· Develop alternatives to detention for Families With Service Needs (FWSN) violators including more emergency shelters, priority access to specialized residential beds, and emergency foster care placements. 

2.   Prevention/Early Intervention
· Reduce the number of children referred to the juvenile justice system and promote the mental health of children and youth in their local communities through early intervention initiatives for children identified as being at-risk of delinquency.  
· Increase alternative emergency placements that can maintain children who pose a risk to themselves or others, or cannot return home, where they can be assessed and stabilized.
· Provide care for mental health-related problems before behavior results in school expulsions, arrests and involvement with the juvenile justice system.  Specifically:

· Target and enhance early intervention efforts in schools and early care settings:
· Include mental health consultants in early care and pre-school programs, family resource centers, and school-based health centers ensuring that the consultants work with a family-inclusive approach.
· Reduce truancy and school drop-out rates through school-based early intervention programs for the families of elementary and middle school children with excessive absences; secondary school programs such as mentoring, after-school programs, on-site support groups like Alcohol Anonymous (AA), Narcotics Anonymous (NA), and peer mediation.
· Train teachers and other school personnel in early identification of children and youth with behavioral health problems and in making appropriate referrals and interventions.
·  Hold school systems accountable for adhering to Connecticut and Federal law assuring evaluation and services for children with special educational needs.
3.  Training and Preparation
· Train law enforcement and other first-responders (e.g. emergency medical personnel, pediatricians, fire personnel) in identification of children with behavioral health needs and appropriate interventions and referrals (e.g., police special response teams with mental health training who can assess whether a child should be referred for behavioral health care or into the juvenile justice system).
[1] 
____________________________

Jeanne Milstein
Child Advocate

Chairperson, Child Fatality Review Panel

METHODOLOGY

The Office of the Child Advocate conducted an extensive review of documents that chronicled the life of Falan F.  Sources included child protection service documents, health records, legal correspondence, law enforcement records, and school records.  Additionally, there was extensive research and consultation with experts regarding development and mental health risk factors experienced by adolescent girls; and incidence and characteristics of depression and suicide among girls in and out of court involvement.  

 

This report attempts to summarize the facts and circumstances that led to Falan’s death, including a research-based review of social and emotional development, mental health concerns, the importance of school success and the impact of court involvement affecting teenaged girls.  It is a review of the social factors of Falan’s life that are associated with the risk of mental illness, juvenile delinquency and suicide.  This report looks at the life of Falan F in the context of her family and the state systems that touched her life and ultimately exemplifies interventions that did or should have more effectively responded to her needs and circumstances.  

 

The Department of Children and Families (DCF) fully cooperated with this investigation.  DCF also conducted an internal review, the results of which were released on February 20, 2001.

 

BACKGROUND

The focus of this fatality review is a 16-year-old girl who committed suicide.  Her death was a tragic result of her individual life’s experience and situation.  Yet there were factors associated with her life and death that can be generalized as characteristics of her age, gender, illness, and home environment.  How we respond to children’s needs should be driven by what is known about how they develop - not just physically, but emotionally and socially as well.  The availability of support to a child and family; the ability to develop coping skills, to learn to reach out for help; and the level of success in a child’s life are all factors that affect a child’s growth, development, and pathology, including depression and suicidal tendencies.  In order to better understand how all of these factors impacted Falan’s life and death, it is helpful to review what is known about development in girls, school performance, mental health, the juvenile justice system and adolescent suicide.

DEVELOPMENT IN GIRLS
 
Girls develop differently than boys.  Gilligan’s
[2] research on female adolescent development posits that girls rely on relationships, and function in the context of relationships.  Therefore, connection with others is the central organizing feature of development in girls, and their relationship focus makes it difficult for them to resolve the conflict between being selfish and selfless.  This view of girls challenges traditional adolescent development paradigms, which equate maturity with separation, and mislabel the connection of adolescent girls to their families as a failure of individuation. 
Insufficient closeness to parents predicts depression in adolescent girls. The struggle to be loyal, and fear of abandonment and disconnection dominate girls' thinking from elementary through high school.  Girls are more upset than boys by stressful life events, they are prone to see themselves as helpless, fear abandonment by others, and express a greater need for closeness and nurturing. 

Girls report significantly lower levels of perceived self-worth, confidence in their physical appearance, and social, academic, and athletic competence than boys do. 

MENTAL HEALTH IN GIRLS
 
Half of all girls report being depressed and many more girls than boys attempt suicide, 3-5 times more
[3].  Depression and Post Traumatic Stress Disorder (PTSD) are common but often not diagnosed in court-involved girls.  Interventions typically focus on their behavior problems rather than their underlying sadness, isolation, and sense of loss.  The most frequent symptom of adolescent depression is irritability, which alienates adults and peers and makes it more difficult to get depressed girls involved in positive activities.    Girls’ signs of depression and other mental illnesses often manifest differently than for boys– that is, girls often focus their anger and aggression inward rather than outward.  This type of aggression has been coined Relational Aggression and is a common precursor to physical or overt aggression among girls. Girls who report having been physically and/or sexually abused are more likely than girls who have not been abused to have symptoms of high stress, depression, and low self esteem.
[4]  
Aggression is widely noted as a common defense against feelings of helplessness among traumatized girls, who often say they have no choice but to defend themselves when they feel threatened.  Low or ineffectual parenting is likely to increase the risk of behavior problems.
[5]  Girls who have been physically or sexually abused, or exposed to familial substance abuse or domestic violence react especially negatively to outside controls.  They may be labeled “oppositional,” even though they have had to develop and use this skill in order to survive. 
Many of these girls respond by running away.  Running away may start with normal adolescent impulsivity or the necessity of escaping abuse, and it often becomes a girl's habitual approach to problem solving.  Girls who run away from treatment programs are often blamed for failing.  However, a girl often will run away when her needs are not being met or if she cannot trust program staff to remain long enough to help her.  

SCHOOL SUCCESS
 
School adjustment difficulties are the strongest predictors of emotional and behavioral problems in girls. Transition to middle school is particularly difficult for girls and is a common precipitant of girls' depression.  Many middle school girls who previously seemed resilient appear to fall apart; they are preoccupied with perfection and view distinguishing themselves as a risk to their acceptance by their peers.  Their grades may decline and they are vulnerable to the influence of antisocial peers.  In a depressive cycle, their behaviors may become oppositional and disruptive, thus they are typically responded to with punitive rather than therapeutic interventions.
Research indicates that helping children become successful is more effective than interventions that focus on behavior control.  For example, suspending children from school is not usually the best option as there is no therapeutic value in excluding a child from school.  Learning disabilities that are not assessed or treated contribute to school failure and increase risks of behavior problems.  Since schools provide the earliest observations of a child and her family and spend more time with a child than anyone else, the schools are often witness to the earliest signs of problems.  

Finally, every child benefits from a consistent relationship with a caring adult in the school.  To an adolescent who is failing in any way, a caring adult may serve as an advocate for services and a mentor for support.

MENTAL HEALTH AND JUVENILE JUSTICE 
 
Children’s involvement in the juvenile justice system is highly correlated with incidence of mental health problems.  Among the general population, an estimated 20 percent of children and adolescents experience some degree of mental illness.  Rates of common disorders in the general population are estimated as: Anxiety disorders, including Post Traumatic Stress Disorder (PTSD):  (8-10%); Depressive disorder: (up to 6 %); and Conduct disorders: (4-10%).   By contrast, mental health conditions and history of abuse are common denominators in the equation for a child’s entry into the Juvenile Justice system.  Among the incarcerated population, between 50 and 75 percent of youth have diagnosable mental health disorders, with 1 in 5 having a serious emotional disturbance. Youth in the juvenile justice system also have a significantly higher rate of psychotic disorders than the general population.  Estimates of the most common disorders among incarcerated youth indicate that 55% have clinical depression, 50% conduct disorder, and up to 45% Attention Deficit Hyperactivity Disorder (ADHD).  Many have multiple diagnoses.  At least half have a co-occurring substance abuse disorder 
[6].  

Up to 19 percent of youth involved in the juvenile justice system may be suicidal.  A large percentage of girls who become involved with the juvenile justice system have experienced sexual and physical abuse and those who are exposed to violence commonly suffer from post-traumatic stress as a result.  Nationally, reports of sexual, physical and emotional abuse range from 70 – 90% among girls in the court system.  Nearly half of incarcerated females meet the criteria for PTSD
[7].  More than half of adolescent females in detention facilities report attempting suicide – most of them more than once
[8].  Because of girls’ focus on relationships, in-custody occurrences increase risk of suicidal behavior.  “When we bring a girl into residential facilities, place her in isolation and do not provide any opportunity for connection, we are ignoring one of her basic needs and increasing her risk of self harm, including suicide.”
[9]  Fifty percent of all in-custody suicides occur within the first 24 hours of lock-up.  One half of those occur within the first 3 hours,
[10] and deaths frequently occur in isolation.
[11]
Most youth in detention are not violent offenders; in fact, many are “status” offenders, meaning they have not committed a crime, but have run away from home, been truant from school, considered beyond control, or defiant of rules.  To be placed in detention in Connecticut a child must be delinquent, and for many girls this may mean they have violated terms of probation or violated a court order stemming from a status offense.  In detention children are exposed to peers with dangerous or maladaptive, untreated behaviors.  That exposure may exacerbate mental illness or antisocial behavior.  
Factors highly correlated to delinquency include poor attachment between children and parents; the quality of parent-child relationships; a lack of success and commitment at school; and delinquent beliefs or involvement with delinquent peers.
[12] 
 
ADOLESCENT SUICIDE
 
Suicide is the third leading cause of death in adolescents in Connecticut.  More girls attempt suicide; more boys complete suicide.  In addition to being the 3rd leading cause of death amongst Connecticut adolescents, suicide attempts are the 2nd leading cause of injury-related hospitalizations.
[13] In Connecticut medical costs and lost wages associated with self-inflicted injuries among youth 10-19 years of age were close to 20 million dollars in 1996
[14].   In a recent survey of Connecticut youth by the University of Connecticut Health Center, 8 percent of the 7th and 8th graders surveyed agreed with the statement, “I wish I were dead.”  An astonishing more than 6 percent agreed they had “a plan to kill myself.”  The most common suicide attempts by adolescents are overdose and wrist cutting.  Firearms are the most common means of suicide, hanging is the second.  
Interpersonal conflict, generally with parents or romantic figures, is the most common precipitant of suicidal behavior.  Family discord, physical or sexual abuse, and an upcoming legal or disciplinary crisis are commonly associated with completed or attempted suicide
[15].  Adolescents who are suicidal frequently report experiences of hopelessness, helplessness, anger, and aggression. They tend to have an ineffective repertoire of coping strategies and are more likely to interpret unpleasant events as unchangeable.  They typically have unrealistically high expectations and view interpersonal situations as unbearable.  School problems, conflicts with family, and relationships with peers produce high stress, which constricts their problem-solving skills.  Suicidal adolescents come from families with a high prevalence of affective disorder, substance abuse and assaultive behaviors.  The family’s relationships are typically discordant and more likely to be violent, including physical and sexual abuse
[16].  

The suicidal adolescent is likely to have evidence of at least one major psychiatric disorder, a major depressive disorder being the greatest risk factor for attempted or completed suicide, with that risk heightened even further by the presence of anxiety, substance abuse, or conduct disorder.  Factors associated with a higher reattempt rate include chronic and severe psychopathology (depression and substance abuse), hostility and aggression, non-compliance with treatment, poor level of social adaptation, family discord, abuse or neglect, and parental psychopathology
[17].  Substance abuse among court-involved adolescents is strongly linked to suicide, particularly when combined with the presence of an affective disorder.
[18]   Diagnoses associated with adolescent suicide parallel those associated with involvement in the juvenile justice system:  mood disorders, disruptive disorders, and substance abuse.  High school students who have attempted suicide have reported, among other things, the presence of high stress, difficulties at home, running away, and having been physically hurt by a parent.  A history of physical abuse presents an additional group of risk factors for suicide.
[19]  “The most robust correlate of suicidal behavior is the presence of hopelessness."
[20] 
FALAN F.

On July 21, 2000 16-year-old Falan F. committed suicide by
hanging herself with a pair of socks in a Connecticut jail cell.
Early History
 
Falan was born on April 16, 1984.  There was a history of alcohol abuse within her family and a number of times the local police had been involved with family members.   One of her parents had a history of being abandoned as a child and growing up in residential facilities as a ward of the state.  Falan’s mother worked and her father was primarily responsible for childcare and the family’s home.  She had 3 sisters, one older and two younger.
There is little documentation available describing Falan’s early years; however, she reportedly exhibited behavior problems, including aggression toward her siblings and defiance toward her parents, as early as the age of five.  Falan reportedly resisted disciplining at home, and techniques used to control her behavior included hair pulling.  When Falan was eight or nine she was referred for outpatient mental health services at a local hospital for out-of-control behavior.  After a few months of counseling, Falan’s therapist recommended a prescription for an antipsychotic medication to control her moods.  Her parents disagreed with the recommendation and records indicate that Falan ceased attending therapy.  There is no record indicating that Falan received any further therapeutic intervention until adolescence.  

Falan was not successful in school and the record does not reflect any other success – athletic, artistic, or through other activities, in the last several years of her life.  By the time she reached middle school, Falan’s self-dislike appears to have been habitual thinking.  “I wasn't pretty, I wasn't skinny, and I didn't have the best clothes or shoes or friends,” she later told a counselor.   She was struggling in school, apparently without special services.  

The reasons for Falan’s school problems were not clearly identified; she was apparently never evaluated for a learning disability nor referred to a Planning and Placement Team (PPT) meeting
[21].  When she began to act out in school, she was viewed as a problem and punished rather than treated therapeutically.   In the first two months of her eighth grade year (September – October 1997), when Falan had served five in-school suspensions for disruptive behavior, her family was referred for family counseling.   There is no other evidence the school made any attempt to be proactive in meeting Falan’s intellectual, developmental or behavioral needs. 

First Report to a State Agency

 
Around the same time 13-year-old Falan and her family were referred for counseling there was a child protective referral made to the Department of Children and Families (DCF).  The allegation involved the use of a belt as discipline for one of Falan’s siblings.  During the investigation, it was further alleged that a sibling and Falan were physically disciplined on a regular basis, and that alcohol use was related to the intensity of the discipline. 
DCF substantiated physical abuse and recommended that the parents file Families With Service Needs
[22] (FWSN) petitions in order to enlist the assistance of the juvenile court with controlling their daughters’ behavior.  DCF opened a protective services case in order to provide oversight for the care and protection of Falan and her siblings.  There was also a referral for in-home family preservation services to support the development of parenting and coping skills within the family.  An agreement was signed specifying that there would be participation in family counseling and the physical disciplining of the children would cease.   

Less than a month after the allegations of abuse were substantiated, the family’s participation in family therapy was sporadic. The family had yet to participate in family preservation services that included an anger management course; the DCF social worker was unable to meet with the family in their home; and there was evidence the physical disciplining continued.  On December 19,1997 DCF filed neglect
[23] petitions in Juvenile Court on behalf of all four children.   

In that same month, Falan accrued several more in-school suspensions, and was charged with Disorderly Conduct for hitting her mother during an argument.   Her parents filed FWSN petitions in juvenile court, stating that the behavior of Falan and one of her sisters was beyond their control.  

Court Involvement

 
During the first months of 1998, Falan’s family was involved in both neglect proceedings and FWSN hearings in the juvenile court.  Prior to entering the final order, the court referred Falan’s mother and father to a 6-month parenting program.  There was also a court-ordered psychological evaluation of Falan.  The evaluation was completed in January of 1998.  It included three recommendations: 1) that Falan be referred to an adolescent partial hospitalization program for group and individual therapy; (2) that a psychiatrist evaluate the possibility of using mood stabilizing and/or anti-depressant medication to help the 13-year-old improve control of her impulses; and (3) that the family participate in family therapy. 

Out-of-Home Placement

On February 2, 1998 Falan was adjudicated neglected, and the court ordered six months of in-home protective supervision
[24].  The next day, February 3, Falan was adjudicated on the FWSN petition, and placed on probation. 
Her parents requested that she be placed out of their home and the court agreed.  The terms of Falan’s probation required that she comply with placement and treatment as arranged by DCF.  In the next two months, Falan moved several times.  First, on February 3rd she was placed in a DCF-licensed shelter
[25].  Falan stayed there only three days, when she was moved to a DCF-licensed foster home on February 6th. 
Falan’s adjustment to the foster home did not go smoothly.  She did not fare well in a structured home life and frequently disobeyed rules and violated curfew.  She described the foster parents as “too strict.”  Falan was removed from the foster home less than two months later, on April 3, 1998 at the request of the foster parents and placed again in the shelter.    During her second stay at the shelter, Falan completed an intake with a counseling agency, but her attendance at therapeutic sessions was irregular, due in part to the shelter’s lack of available staff to provide Falan with transportation to her appointments.  She ran away repeatedly from the shelter, and as a result she was charged with violation of probation.  

While at the shelter Falan roomed with a shelter resident who displayed self-destructive behaviors and was subsequently hospitalized.  A staff person wrote a daily progress note on Falan indicating that she “learned suicidal gestures/self-mutilation from another resident.”  Shortly thereafter, Falan began superficially cutting her own fingers and wrists.  She was evaluated at a local hospital on April 20, 1998 after telling her therapist that she had a suicide plan.  Falan would not divulge details of her suicide plan, and was discharged from the emergency room back to the shelter the same day.

The next day, April 21, Falan punched a fellow shelter resident and was charged with Assault in the 3rd   Degree by the local police.  Falan’s attorney requested she be placed at a state hospital for an evaluation followed by her return home.  The attorney’s request was denied.  For the assault charges and probation violation, Falan, age 14, was ordered that day to a juvenile detention facility where the court ordered that she be monitored for self-destructive behavior.  

DETENTION, PART 1 
 
At the juvenile detention facility the worker who completed Falan’s intake noted that she had self-inflicted scars on her extremities.  On an index of suicide risk survey, Falan endorsed statements indicating a high risk for suicidal behaviors.  She was classified as a suicide risk and placed on watch status
[26].

While in detention, Falan requested her fingernails be clipped due to her impulse to scratch herself.  On April 26 she scratched her wrist on a soda can; on April 28 her sheets were removed from her bed after she made suicidal statements.  On April 29 she was observed gathering rocks and pieces of plastic from the ground while outside for recreation; later that day she used one of the objects to scratch herself on the arm, attributing this action to disappointment that her mother did not keep a visit appointment.  

Falan’s attorney had petitioned the court several times on behalf of his client to revoke the neglect petitions and return Falan to her home.  On April 30, 1998 the court denied these motions, and ordered Falan to remain in detention while DCF sought an alternative placement for her.  Falan told her social worker that she would kill herself if she were not allowed to go home.  Her room at detention was stripped of any objects that Falan might have used to hurt herself.  Falan later recanted her suicidal statements but remained on suicidal watch.  

During the time she was being monitored or under suicide precautions, there is no corresponding evidence that she was receiving concurrent treatment for suicidal ideations. 

Placements Post Detention
 
On May 12, 1998, DCF moved Falan from detention to a group home.  There she began the individual counseling that had been recommended in January, on May 19.  On May 29, she threatened to hurt herself after being removed from school for slapping another student.  
Over the next two weeks, Falan repeatedly left school grounds without permission, and was ultimately expelled for school avoidance and physical aggression.  There is no indication she was referred for a PPT.  Her expulsion from school was another violation of her probation.  On June 11 the juvenile court ordered her probation to be extended for 9 months due to the violation of court orders.  Falan continued to disobey court orders, including leaving the grounds of the group home without permission.  The group home requested Falan be removed from their care.  She was again charged with violating probation, taken into custody and ordered back to detention on June 26.  The group home discharge summary recommended Falan be placed in a small, highly structured residential facility and school setting with mentoring and family therapy.

DETENTION, PART 2
 
During her second detention intake, Falan denied any past or current suicidal ideation.  Her intake sheet for detention noted that she had initials carved into her arm and that she claimed to have used alcohol and marijuana in the last week.  The court again ordered that Falan be classified as a suicide risk and placed on watch status.  
First Psychiatric Hospital Admission
 
Although Falan was monitored for suicidal attempts, there is again no evidence that she received any therapeutic intervention while in detention.  On July 1, less than a week after she arrived in detention, staff found Falan with a sock tied around her neck.  The staff nurse assessed Falan, observing a new set of initials carved into her arm.  Falan was transported to a hospital for admittance on a Physician’s Emergency Certificate
[27] for a psychiatric evaluation. 

During her hospital stay, Falan’s record reflects progress in improving her interactions with others.  For the first time since recommendations for medications were made in the previous January evaluation, she was prescribed and administered mood-stabilizing medication for her emotional liability and lack of behavioral control.  Falan’s record indicates she reported that she was no longer suicidal, but felt sad and hopeless.  After nine days in the hospital, she was discharged with a diagnosis of Major Depressive Disorder and Conduct Disorder.  The discharging clinician recommended that Falan be placed in a secure, structured, residential treatment setting.  Additionally, the clinician recommended that once Falan adjusted to the medication she had started taking to control her moods, she then be prescribed an antidepressant.  Falan was returned to detention.

DETENTION, PART 3
 
Upon her return to detention Falan reported suicidal ideations with a formulated plan to kill herself.  Several self-inflicted scars were noted upon the intake sheet.  She was placed on suicide watch and her bed linens were removed.  Three days later, her affect was brighter, and Falan reported that her treatment during her recent hospitalization was a positive experience.  
She was removed from suicide watch. It is not clear whether she continued to be given the mood stabilizing medication or received any therapeutic follow-up to her hospitalization. There is no evidence that she was prescribed an antidepressant as recommended by the hospital discharge instructions.  

In the meantime, placement planning for Falan continued.  Her DCF caseworker referred her to a diagnostic residential treatment program as ordered by the court, but she was not accepted for placement there.  Around the same time, Falan was charged with Breach of Peace when she threatened a corrections officer and was remanded to stay in detention.  In detention there were reports of male detainees exposing themselves to her as well as Falan engaging in and verbalizing sexually exhibitionistic behaviors.  There is record of disciplinary action for involved detainees, but no therapeutic intervention.

On July 22, 1998, 12 days after her hospital discharge, Falan again attempted suicide in detention by wrapping a pillowcase around her neck.  She was admitted to a hospital for a second time. Initially, her managed care health insurer denied authorization for admission, but the admitting provider was able to negotiate coverage.     

Second Psychiatric Admission

During this admission Falan was placed on an antidepressant as had been recommended at her discharge 12 days earlier.  She expressed a strong desire to return home to her family, and stated that although she found therapy to be a waste of time, she would cooperate with services if she were able to return home.  Falan was discharged one week later on July 29, 1998, and was returned to the detention center.  The hospital discharge recommendations were for placement in a long-term, structured residential treatment program to address a history of poor behavior control and mood instability.  Her discharge summary warned that outpatient treatment would not be desirable for Falan.  There was further warning that while awaiting [residential] placement, she would likely continue to experience depressive and transient suicidal impulses.  
The discharging physician recommended that Falan be admitted to a state hospital for interim placement in order for her behavior and moods to be adequately stabilized and further likely hospitalizations avoided.  In the meantime, DCF personnel and the family therapist both indicated that the family had made significant progress in parenting skills, although in this time Falan had not been at home as part of the family unit at all.  Nor had any therapeutic interventions coupled Falan with her family.

Despite recommendations for therapeutic placement, Falan was discharged to detention on July 29, 1998, and was placed on suicide watch.  At a court hearing the next day, she was convicted on the Breach of Peace charge.  Her neglect commitment to DCF was revoked and she was allowed to return home under protective supervision, probation, and a suspended sentence. 

There were reportedly no beds available at the recommended state hospital, so she was referred to a local partial hospitalization program
[28] (PHP) and family therapy. 
RETURN HOME
 
On July 30, 1998 Falan was released from detention to her parents’ home.   She was referred to a court-specified partial hospitalization program but her insurance did not cover that program.  
An alternative provider evaluated her ten days after she got home and referred her to another program for treatment nearly one month later at the end of August.  Documentation suggests she continued on her prescribed medications but there was no follow-up with a physician to monitor therapeutic levels, effect or dangerous side effects. 

Additionally, during her first month home Falan’s parents were accused of physically abusing her.  DCF investigated but did not substantiate
[29] the allegations. 
Falan began her freshman year at high school on August 21.  On September 3 she was suspended for five days for smoking in the boys’ locker room.   On September 15, less than a month into treatment, she was discharged from her partial hospitalization program.  Reasons for discharge were noncompliance and verbal aggressiveness toward her therapist, predictable manifestations of one of the diagnoses for which she was referred, conduct disorder.  Falan was suspended again from school for two days on September 29 for missing detention sessions.  In that first month of school she accrued seven missed days of school due to suspensions, and two unexcused absences.   There is no record of a referral to a PPT.  Falan was asked to leave school completely on October 26.  These incidents, along with reports that Falan had been missing her curfew, led to Falan being charged with violation of probation on October 26.  She had been home for just under three months.

MORE JUVENILE JUSTICE PLACEMENTS
 
On November 3, 1998 Falan was convicted of violating a court order, and was remanded for the fourth time that year to detention, where she was placed on suicide watch and was described by staff as depressed and withdrawn.   She made suicidal statements to staff on November 16.  The psychiatrist at detention recommended that Falan be admitted to the state hospital for psychiatric evaluation and treatment but that ultimately she required long term, well structured, residential treatment. 
Falan was reportedly on a waiting list for the state hospital.  In the meantime, she was transferred on November 18, 1998 to a DCF licensed group home for juvenile offenders.  She was again convicted of Breach of Peace on November 30, 1998 and committed for 18 months as a delinquent.
[30]  On that day Falan was remanded to a juvenile correctional facility.  Over the next month she was frequently described by staff as depressed and physically aggressive toward peers.  She was on and off suicide watch throughout the month and moved to a high-security cottage for closer observation.  It is not clear whether she continued taking her prescribed medications or that she received any therapeutic treatment for her diagnosed conditions. 
Falan refused several times to attend an interview intended to assess her for placement at a residential treatment program for delinquent girls. Finally, Falan agreed to attend the interview.  Fully one year after the original court-ordered psychiatric evaluation that recommended group and individual therapy, evaluation for medication and family therapy, Falan was accepted and admitted to the program on January 5, 1999.
 
RESIDENTIAL TREATMENT
 
At the residential treatment facility, Falan’s treatment goals were described as (1) To express her emotions in a calm and respectful manner; (2) To exhibit signs of an improved self-image and ability to make positive peer choices; and (3) To develop stronger parent-child relationships with improved communications.  During the first three months of placement, Falan frequently threatened to run away, hurt herself, and attack staff members.  She was uncooperative with therapeutic evaluators and consistently refused medication.  
Only in early April did Falan agree to start medication to treat her depression.  After that she began to make significant progress toward her treatment goals.  She requested and received several passes for home visits that reportedly went very well.  Additionally in that month, Falan’s parents were documented as participating in family counseling twice a month and requesting that the counselor assist in teaching them to set rules for their home.  In June records indicate concerns that Falan was not taking her medication consistently and that family participation in therapy was inconsistent as well.  Professionals working with the family expressed concerns about skills for limit-setting at home and delays in parenting training.  

Despite the concerns expressed in June of 1999, Falan did progress and was ultimately discharged in August.  Upon her discharge from this program, Falan was reported to have made significant progress toward her treatment goals, her communication and social skills were improving, and she was doing well in school.

RETURN HOME ON PAROLE
 
After less than eight months of treatment, Falan returned home on August 26, 1999.  Now 15 years old, she was on an in-home parole-monitoring program that would last until her parole expired in May 2000.  Falan was enrolled in high school and referred to individual and family therapy.  She struggled at times with her classes, but worked cooperatively with her guidance counselor and parole monitor during the first half of the school year.  She completed her community service requirements and continued to volunteer occasionally even after her obligations were fulfilled.  Falan reported to her parole monitor that she occasionally argued with her sisters and father, but was able to work out these disagreements.  There is no indication that the family therapy continued.  
Falan’s school attendance and compliance with parole deteriorated during the early months of 2000.  She reported more frequent arguments with her parents and she often did not make the check-in phone calls that the parole-monitoring program required.  On February 10th DCF substantiated physical abuse of Falan.  There was evidence that the substantiated abuse, beatings as a form of discipline, could become chronic.  Falan’s parents expressed frustration that their efforts at counseling had not resulted in improvement in the children’s behavior. DCF recommended family counseling and closed the case on March 13.   Throughout March and April, Falan’s school performance and attendance did not improve.   There is no record of a referral for a PPT or evaluation for Falan at school.  Anticipating her parole expiration in May, Falan’s parole monitor attempted to increase the frequency of visits.   Falan turned sixteen years old on April 16, 2000. 

On May 9th Falan made a suicide attempt.  She was evaluated and released at a local emergency room. Her parole monitor placed her on a crisis prevention plan advising Falan to contact her or another adult immediately if she felt like hurting herself.  Falan’s parole expired on May 30, 2000, and the parole officer closed her case.  The closing report noted that Falan had complied with her parole requirements, including completing community service, participating in group counseling and recreation sessions.  There is no indication, however, that individual therapy had continued.  Furthermore, while adherence to her prescribed medication regimen is documented in monthly reports, there was no mechanism to assess whether she actually did take medications.  It is unlikely that she did adhere to her medications because she was not under the care of a physician at the time and thus had no one to prescribe or monitor medication use.  The parole officer noted a continued need for counseling and academic support after parole.

AFTER PAROLE
 
In early July 2000, Falan’s former parole monitor received a phone call from one of her parents indicating that Falan had run away from home.  The caller was advised to call the police and report Falan missing. She returned home the next day.  In mid-July, the former parole monitor was contacted again, this time with a request that Falan and her sister be removed from their home due to their disrespectful and out of control behavior.  The former parole officer again suggested that assistance be sought from the police, DCF, or the town’s Youth Services bureau, explaining that Falan was no longer on parole and the officer had no authority to be involved with her family’s needs.  
 
ARRESTS AS AN ADULT
 
On July 20, 2000, Falan was arrested for stealing a bicycle and charged with burglary and larceny.  Unable to post bail, she spent the night in jail and returned home the next day on a promise to appear in court.  The next day, Friday, shortly before 5 p.m. Falan was arrested a second time for attempted robbery and assault.  She was detained again at the local jail.  For a second time, she was unable to raise bail but this time she faced an entire weekend in jail.
Falan denied past and current suicidal ideation on the jail’s intake forms.  Because Falan was over 16, her Juvenile Justice records were sealed and unavailable to the police.  A parent phoned the jail once over the weekend.  There is no record that there was an exchange of information regarding Falan’s mental health status.  Police officers on duty recorded observations of Falan every half hour via video monitor.  They did not check Falan in person every 30 minutes, as required.  

As the only female prisoner, Falan was in a segregated cell unit where she had no contact with anyone.  Other prisoners reported that Falan was calling for someone to help her from approximately 3:00 to 6:00 p.m.  One officer reportedly opened the door and yelled to her but did not enter the cellblock.  The observation log entries indicate that Falan had been sitting or lying down all day, until the 5:30, 6:00, and 6:30 entries, which described her as “standing.”  Presumably, Falan was hanging during these times.  

Two years after Falan had attempted suicide with a sock in juvenile detention, police reports and Medical Examiner records indicate she fashioned a noose out of a pair of white socks, tied them around a bar of the cell door in full view of the monitoring camera, and hung herself.  She was pronounced dead by an Assistant Medical Examiner at 8:15 p.m.   Cause of death was asphyxiation due to hanging; manner of death was ruled suicide. Her autopsy showed no evidence of antidepressant or mood stabilizing psychotropic medications in her bloodstream.  

FINDINGS

The Juvenile Justice System is not Prepared
to Respond to the Mental Health Needs of Children
Falan had an identified risk of suicide.
In the last two years of her life, Falan made three serious suicidal threats requiring evaluation by a psychiatrist; in fact, she killed herself two months after a hospital assessment and release. A warning for such a risk was made at each discharge.  In Falan’s case traditional interventions were not even implemented completely or consistently.  There was no follow-up therapeutic support, no integrated family intervention and no ongoing assessment of prescribed medication use.  Her behavior deteriorated throughout the spring of 2000 to the point of a suicide attempt, two arrests and a suicide completion.
The Juvenile Justice System:  Controlling behavior vs. treating behavior problems.
Falan’s parents sought protective services and court intervention to control their daughter’s behavior.  Falan ran away from her placement and the confines of that structure.  The juvenile court remanded Falan to detention, where the focus is clearly shifted from treatment of behavior problems to managing behavior.  Her mental health status and coping skills deteriorated rapidly.  
Courts are not able to follow up on court-ordered interventions and contrary decisions were made in regards to Falan’s placements.
Court orders never corresponded to the recommendations of Falan’s clinicians, Falan’s attorney, or DCF.  The court ordered complete psychological evaluations of the child in early 1998 yet the recommendations from that evaluation were never followed until she was finally in residential treatment over a year later.  Even then, recommended family therapy was not integrated into Falan’s treatment and court-ordered parenting classes did not include Falan or consider her role in the family.  
In a system where juvenile justice cannot communicate with adult jails, Falan could not be protected.
Connecticut is one of only 3 states in the union that routinely places 16-year-olds in adult jails.  The local police who arrested and jailed Falan assessed her risk of suicide with a standardized form.  Falan did not indicate that she was considering suicide.  Based on her answer “no” to all questions on the detainee interview, including those pertaining to past or current suicidal ideation, the police assumed she was safe.  A youth’s juvenile record is sealed after age 16.  Therefore, the police had no way of knowing that Falan had repeatedly attempted suicide, had been in custody as an abused child and delinquent, and had been released from juvenile parole seven weeks before.    In nearly any other state, Falan would have been placed in juvenile detention rather than an adult jail, and her records would have alerted the authorities of the risk she posed to herself.  
Adult jails and personnel are not equipped to assess children for risk of suicide.
It is not sufficient to ask a teenager if and how frequently she is having thoughts about suicide. If they are determined to commit suicide, they might not tell the truth, and if their suicide is impulsive or by mistake, as so many teenaged girls' deaths appear to be, then they might not have considered suicide long before doing it.  Every other time Falan had made a suicidal gesture, she was brought to an emergency department or placed on one-to-one observation and received attention of some kind.  In the adult jail, she made a suicidal gesture in front of a camera, and the necessary attention did not come.  Police officers relied on video cameras to protect her from herself; Falan may have been relying on those cameras too.
 

There was no transition for Falan and her family into the adult criminal justice system. 

In mid-July 2000 Falan’s father called her former parole officer to report that Falan had run away and requested that she be removed from the home. Parole services no longer had jurisdiction over his daughter. Instead he was advised to contact the police, seek court involvement, or engage in community outreach programs.  At age 16, however, youth are no longer eligible for FWSN supervision, and leaving the home is not “delinquent” behavior
[31].    When Falan was arrested for the last time and held in an adult jail, one of her parents did speak with the police, but they did not discuss Falan’s mental health needs or risk of suicide.  The police apparently did not think to ask and the parent apparently did not offer any information that would have alerted the police to Falan’s risk.  Every time in the past when Falan was in trouble with the police, she went into the juvenile justice system where her record and history were available.  These police did not have access to that information.   Falan’s parents’ behavior suggests they did not know whom to call as a resource and they did not know what information the police needed to keep her safe.  The police were no more prepared. 
School Systems, Learning Assessment, and the Middle School Crisis
Falan had significant unmet needs in her transition to middle school that predicted the exacerbation of her mental illness and behavior problems.  
Falan’s problems identified in her childhood were exacerbated as she transitioned into middle school, clearly predicting her troubles ahead.  Falan had not been successful in school and the record does not reflect any other success – athletic, artistic, or through other activities, in the last several years of her life.  

Falan’s school system violated state and federal law mandating the assessment and intervention for special education and counseling services.
There were clear signs of academic and behavioral health problems early in Falan’s life that would have warranted early intervention.  She was never evaluated for a learning disability or for the cause of her disruptive behaviors.   There were no referrals for Pupil Planning Team meetings despite multiple suspensions, expulsions and general poor performance.  The reasons for her school struggles were never addressed.  The school system also neglected to file a Family With Service Needs petition, even though Falan’s repeated suspensions, disruptive behaviors and absences were cause for filing on her behalf.  Instead that responsibility was shifted to her parents.  The school system disciplined Falan for her behaviors with suspensions and expulsions rather than recognizing her need for therapeutic intervention.
Mental Health Infrastructure and Response
Falan’s needs and those of her parents were never addressed in a coordinated, integrated manner.
In January of 1998, a court-ordered psychological evaluation of Falan recommended group and individual therapy; evaluation for mood stabilizing and anti-depressants medications; and family therapy.  Over a three-year period of time Falan was associated with seven outpatient treatment services, a foster placement, two shelter placements, two group home placements, three brief inpatient psychiatric admissions, a residential treatment placement, four stays in detention, and a stay in a state juvenile justice facility.  At no time during those three years did Falan receive the recommended treatment in the manner prescribed by the evaluation of January 1998.  

 

There was no coordination of Falan’s care.  Each service provider produced his or her own assessment of Falan and her family; this information was not shared among providers, resulting in several incomplete clinical and educational pictures.  The assessments provided Falan’s diagnosis, concentrating on pathology and recommending treatment without clarifying the underlying needs causing her depression, such as, her experience of abuse; exposure to substance abuse; poor performance in school; and middle school transition crisis. 

Despite considerable efforts on the part of child welfare, juvenile justice, and educational systems, all failed to arrange an individualized service plan to fit her needs.  There was no transition plan developed to support Falan’s return to her home and family.   Without support, Falan’s family and coping dynamics reverted to the “old” ways, and Falan’s troubles resumed.    

Falan did not have consistent access to services and supports.
Falan was not able to attend therapy sessions while at a shelter in April 1998 because shelter staffing was limited and transportation was unavailable.  In July 1998 Falan was initially denied hospital admission for suicidal behavior because of managed care network limitations.  Shortly after discharge from the hospital, Falan returned home with a court-specified referral to a partial hospitalization program that was not covered by her insurance.  During most of her juvenile justice placements, her receipt of services was inconsistent or nonexistent.  There was no successfully implemented discharge plan from any placement for after care and follow-up.  Without case management or a means for courts to follow-up on ordered interventions, Falan was sent plummeting into failure.
Multi-system Failure
Falan was a victim of multi-system failure.  Her family, in their difficulty coping with her illness, or setting limits with her behaviors and keeping her safe from harm; DCF, in their inability to place her in an appropriate therapeutic setting and keep her safe, and their provision of inadequate or ineffective parental supports; the juvenile justice and school systems that were punitive rather than rehabilitative excluding her rather than referring her for treatment or develop special education services to support her; her medical and psychiatric providers who did not follow-up; and the Court that did not enforce the recommendations of its own ordered psychiatric evaluation; all failed to meet her needs. 
When dealing with severe mental illness, interventions are most likely to succeed through combined efforts of the state, community and family.
Falan did not receive proper follow-up for prescribed medications.
Falan’s behavior was most stable when she was known to be compliant with medications (at the residential treatment center).  Psychotropic medication can, in conjunction with therapeutic supports, be effective in reducing feelings of depression and anxiety.  However, its use requires careful monitoring by a physician for effectiveness and side effects.  Falan was discharged from two hospitalizations with medication prescriptions, but without follow-up appointments with a physician or consistent, ongoing therapeutic support.  When she was discharged from the residential treatment center, she again had prescriptions for medication.  There is no clear evidence that she continued to take medications consistently and no record of her seeing a physician or psychologist following her discharge.  If she had stayed on medication consistently, would she be alive today?
EPILOGUE
 
Falan’s response to, and ways of coping with, her life’s experience was typical of adolescent girls.  Depression is a growing problem among girls and the tendency to treat it punitively rather than therapeutically intensifies it.  The abuse Falan experienced, the substance abuse she was exposed to, and the reaction to her mental illness as a behavior problem warranting discipline placed her at great risk for suicide.  Girls often focus their despair inward.  The aggression Falan exhibited in assaultive, disruptive behaviors paled in comparison to the despair she expressed inwardly through self-mutilation with carvings and three attempted suicides until she completed that act.

RECOMMENDATIONS

I.    Juvenile Justice 
A.   Diversion. 
Divert children and youth with mental health needs who have come in contact with the juvenile justice system away from the system before they get “too far” into it.  Specifically:

· Share children’s records between systems.  Record of a child’s mental health concerns noted by child protective services (CPS) or juvenile justice should be made available and shared with adult Department of Corrections facilities when identified needs or risks exist.  Intake protocols at both juvenile justice and adult DOC facilities must incorporate consultation with child protective services and/or Juvenile Justice to determine the presence of mental health concerns, in particular suicidal ideations.
· Establish a single point of entry.  Facilitate coordination with, and referral to, KidCare services.  Assure each child involved in the state systems has a medical-psychiatric “home” that can coordinate services across systems and enable children and youth to move back and forth with ease between levels of care as clinically needed.  Provide specialized staff to identify the child’s eligibility for services and health care coverage.
· Conduct community-based behavioral health assessments that are more comprehensive than the court support services evaluation, but less intensive than a 30-day in-patient evaluation, to assess the child and his/her family’s needs.  
· Divert children who are identified as having behavioral health needs from jails antion to programs that provide appropriate treatment, including specialized treatment for children with a history of trauma.
· Develop alternatives to detention for FWSN violators, including more emergency shelters, priority access to specialized residential beds, and emergency foster care placements 
B.  Training and Prevention
 
Train law enforcement and other first-responders (e.g. emergency medical personnel, pediatricians, fire personnel) in identification of children with behavioral health needs and appropriate interventions and referrals (e.g., police special response teams with mental health training who can assess whether a child should be referred for behavioral health care or into the juvenile justice system).
[32] 
· Ensure the following provisions for any child requiring treatment for suicidal behaviors who is in custody or under the supervision of the juvenile justice system.
Require written medical clearance to return children to secure correctional facilities or detention centers from inpatient medical facilities.  
Provide uninterrupted access to prescribed medications and follow-up treatment.  

Assess medication administration and monitor for efficacy and side effects when medication is judged to be useful and appropriate.
Develop and implement discharge plans at admission or at time of diagnosis that will include family services, if appropriate, and address provisions of after care services.
· Provide cross training for juvenile court judges, public defenders and prosecutors   with community mental health and substance abuse professionals and school officials.
· Cease placing incarcerated or detained children in isolation unless for immediate and short-term safety or security.  If isolated, monitor a child at least every 15 minutes in person.  Any child kept in isolation more than 4 hours should be examined by a physician or licensed psychologist.
· Inform Children who “graduate” out of the juvenile justice system at the age of 16, and their families, of their ineligibility for juvenile justice programs or detention.  They must be made to understand that in addition to the sealing of their records for the purpose of confidentiality, there is also a preclusion of information sharing with police about their mental health needs and risk of suicide should they be arrested and placed in an adult jail.  For this reason, families should be educated about developing therapeutic crisis plans.  In addition to developing a general crisis plan for suicidal behavior, there should also be a plan for communicating risk of suicide and other mental health needs to police authorities in the case of arrest and detention.  The police should also be trained to question families regarding a child’s mental health needs or risk of suicide. 

II.  School Systems
A.   Prevention/Early Intervention.
 
Reduce the number of children referred to the juvenile justice system and promote their mental health through early intervention initiatives for those children who are identified as being at-risk of delinquency.  Provide care for mental health-related problems before behavior results in school expulsions, arrests and involvement with the juvenile justice system.  Specifically:
· Target and enhance early intervention efforts in schools and early care settings. 

Include mental health consultants in early care and pre-school programs, family resource centers, and school-based health centers ensuring that the consultants work with a family-inclusive approach.

Reduce truancy and school drop-out rates through school-based early intervention programs for the families of elementary and middle school children with excessive absences; secondary school programs such as mentoring, after-school programs, on-site support groups like Alcohol Anonymous (AA), Narcotic Anonymous (NA), and peer mediation.
Train teachers and other school personnel in early identification of children and youth with behavioral health problems and in making appropriate referrals and interventions.

· Hold school systems accountable for adhering to Connecticut and Federal law assuring evaluation and services for children with special educational needs.
III.  Mental Health and Development
· Develop and promote educational programs to better inform professionals and the general public regarding the differences of child development by gender.  Staff school, therapeutic, justice and all other services with persons who are able to assess and treat girls in a manner that allows girls to communicate their needs, respond to treatment and feel safe.
· Include children in family therapy.  Include family in a child’s therapy when possible. 
· Include the basic tenets of child development, differences of gender, signs and symptoms of mental illness, coping skills with mental illness, crisis planning and effects and side effects of psychotropic medications in parent education and family preservation programs. Evaluate all interventions with parents periodically to determine, beyond participation, level of understanding and degree of commitment to change in parenting practice.
· Increase alternative emergency placements that can maintain children who pose a risk to themselves or others, or cannot return home, where they can be assessed and stabilized.
· Develop and promote collaborations between hospitals, community providers, and child protective services or juvenile justice for confirmation of mental health follow-up appointments after emergency room treatment.
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