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SUMMARY OF FINDINGS

· Earlier, more aggressive interventions by the local school system would have been instrumental in identifying the neglect that Aquan was experiencing in his family’s care and in identifying his need for out-of-home placement sooner. 
· Child welfare interventions which occurred prior to major child welfare reform in 1995 may have contributed to Aquan’s problems over time. Child welfare interventions which occurred in this case after 1995 were much improved over the earlier interventions.

· Aquan S. was under the jurisdiction of the Judicial Department and the Department of Children and Families at the time of his death. He was mandated by the Court to wear an electronic monitor to verify his times of arrival and departure from his relative foster placement. This device was operational and found intact on his ankle at the time of his death. 
· Out-of-control children under the age of 16 present a danger to themselves and local communities. The present legal system does not empower DCF to mandate a child’s cooperation. 
· In the weeks preceding his death, Aquan S. violated the terms of his probation, giving probable cause for the Judicial Department to seek a "take into custody" order. Such a request would have set in motion a more intensive search for Aquan. Instead, agency officials filed another delinquency petition, which was not scheduled to be heard until one month later.

· Neither the Judicial Department nor DCF currently have collaborative policies that require ongoing and regular communication between caseworkers and probation officers when jurisdiction of both agencies is involved. 
· Case review reflects a disturbing lack of coordinated resources dedicated to finding a missing, out-of-control, fourteen-year-old child who had documented mental health issues.

· Communities must begin to take more responsibility for the plight of their youth. Family members and members of the community who knew of but did not report Aquan’s whereabouts contributed to the state’s inability to locate and protect this youngster.

· As highlighted in past fatality reviews, the child welfare case record contained few diagnostic impressions or assessments, limiting the DCF’s ability to conduct prospective case management. 
· Agencies and systems involved with Aquan did not identify his need for a higher level of therapeutic and placement services in a timely fashion. 
· Aquan’s case highlights that inner city youth are at greater risk of being lost in the system because there are insufficient resources and little coordination of existing resources to adequately meet the needs of these adolescents.

INTRODUCTION

Pursuant to Connecticut General Statutes sections 46a-13l (b) and (c), the Connecticut Child Fatality Review Panel is mandated to review the circumstances of the death of a child who has received services from a state department or agency addressing child welfare, social or human services, or juvenile justice.

Aquan S. died at 2:00 a.m. on April 13, 1999 at age 14 years, 8 months after being shot by a police officer. This youngster was the recipient of state and local interventions from a very young age until the date of his death. It is probable that the quality of those interventions significantly influenced the course of his life and its ending on the streets of Hartford following an evening of alleged "joy riding," assault, and attempted robbery.

After an initial examination of the records in this case, the Panel began an investigation into Aquan’s death. They agreed, at the outset, that it was critical to include representatives of Aquan’s community as consultants to the Panel to help Panel members better understand and make systems recommendations regarding the issues raised by his untimely death. Those consultants, Rev. Michael Williams and Naomi McCoy, were invaluable in this role.


Because of the concurrent criminal investigation in this case, the focus of the Panel’s review has been on Aquan’s involvement with state agencies and his community and the circumstances of his life leading up to his death. In conducting this review, the Child Advocate interviewed Department of Children and Families (DCF) employees, probation officers, juvenile justice service providers, members of Aquan’s family, and other social services providers and school personnel who could provide relevant information and suggestions for the Panel's consideration. Additionally, Panel members reviewed all records and documents pertinent to this case, including DCF records, the Department of Social Services (DSS) records, hospitalization and treatment records, educational records, and available law enforcement records.1 
After review of these materials, and after extended discussions, Panel members shared their findings with one another and drafted this report. The full names of specific individuals have been omitted from this report for reasons of confidentiality.


This report reflects a review and analysis of the interventions provided for Aquan by the Department of Social Services (DSS), the Hartford School System, the DCF, the Judicial Department, and the community. It is important to emphasize that this report does not focus on law enforcement actions or on any of the details or circumstances surrounding the specific incident of Aquan’s death. It is the Panel’s understanding that the investigation of that very important aspect of this tragic event is being investigated by the Connecticut State Police Eastern District Major Crime Unit and the New London State’s Attorney Office.

SUMMARY OF FACTS

Aquan S. was born to Donnette and Selvyn Maurice S. on July 24, 1984. He was the fifth of six siblings born to mother. Both the mother and father, Aquan, and four of his six siblings had police records.

The DSS and educational records reflect that the family moved many times and that the children experienced multiple caretakers. This pattern of transience continued over the course of Aquan’s life and was noted by school officials. At the onset of Aquan’s school years, he presented with both emotional and behavioral problems. With each new school year his emotional and behavioral problems escalated, and directly impacted upon his academic functioning. Special education services were offered as early as 2nd grade to address his behaviors and learning difficulties. While the school system appeared to be aware, early on, of the familial and environmental factors affecting Aquan’s emotional and behavioral problems, no formal referral was made to DCF requesting child welfare intervention until his 5th grade school year.

There were a total of three referrals regarding Aquan made to DCF during his life which resulted in varying degrees of agency involvement with Aquan and his family. The last referral was made by the Hartford Police in June 1996 when Aquan and his brother D. were found in their mother’s home, where she was harboring her adult son and his friend, both wanted on murder charges. Police also found a large amount of marijuana in the home and arrested the mother. As a result, DCF took a "96 hour hold" on the children, the criminal court issued Orders of Temporary Custody (OTCs) to DCF, and DCF filed neglect petitions on Aquan, D., and a third sibling in Superior Court for Juvenile Matters. In December 1996, Aquan and his brothers were adjudicated neglected and uncared for and Aquan and D. were subsequently committed to DCF.


In July 1998, Aquan became involved with the juvenile justice system; this involvement continued to the time of his death. During this period, he committed a series of delinquent acts resulting in a number of delinquency petitions being filed. Consequently, he was adjudicated delinquent and ordered to cooperate with and participate in a variety of services and sanctions. These services included probation and different forms of monitoring.


Months prior to Aquan’s death, it was clear to agencies involved that his behavior was beyond the control of his relative caregiver and that he needed the structure of a residential placement. As a result, several pre-placement interviews were set up. Residential placement never materialized, however, because Aquan was reported missing on March 30, 1999. Despite some attempts by local and state officials to locate him, and the fact that he was seen by family and community members within his neighborhood during this period, Aquan could not be located. He died on April 13, 1999 after being shot by a police officer.


DISCUSSION OF ISSUES

Throughout Aquan’s life, various state and local entities provided services or interventions to Aquan and his family.


The local educational system became involved with Aquan in 1988 when he began formalized schooling and was enrolled in a public school preschool program. This involvement continued until his 8th grade school year.

Beginning in 1991, the Department of Social Services (DSS)2

 HYPERLINK "http://www.ct.gov/oca/cwp/" \l "Footnote 2#Footnote 2"  provided financial and medical benefits to Aquan’s mother and her children. DSS records reflect the multiple residences and caretakers that influenced the course of Aquan’s life and the lack of presence of his primary parent. In 1991, when Aquan was five years of age, the mother’s residence changed on at least four separate occasions. Several changes of address were reported in 1995 and 1996, and the mother’s whereabouts were unknown on at least one occasion during this period. The mother displayed continual noncompliance with DSS regulations by failing to notify the agency regarding her changes of address, and on many occasions her benefits were discontinued for a failure to supply the required information to the agency. From 1994 through 1996, there were numerous instances when the children were removed from the mother’s DSS benefits and then added back on at a later date.

The Department of Children and Families (DCF) provided intermittent child protective interventions to Aquan and his family during three distinct time periods between 1994 and 1999. As the Panel reviewed these interventions, they were cognizant of the fact that the Department of Children and Families, as well as other child protection agencies throughout the country, underwent dramatic structural changes during the mid-1990s. These changes in Connecticut were, in part, the result of several highly publicized fatalities which heightened the public awareness to issues of child abuse and led to increased scrutiny of and accountability by the agency.


The panel further notes that nationally, since the mid-1990s, child protection agencies have undergone multiple changes in policy and practice to keep pace with the changing philosophies in child welfare. Along with enhanced resources, many of these reforms have significantly improved the capability of Connecticut’s child welfare agency to fulfill its critical mandate.

Nevertheless, a discussion of Aquan’s earlier years and the interventions provided is important in order to fully understand how he came to be a part of the juvenile justice system.

A.    AQUAN’S EARLY YEARS: 1984-1988

Facts

Aquan S. was the fifth of six children born to his mother. Although the mother was born in Jamaica in 1950, all of her children were born in Hartford, Connecticut. The siblings fell into two distinct age groups: the three older children, a sister and two brothers, were born in 1966, 1968 and 1975. The three younger children, who have the same father, were born in December 1981 (D.), July 1984 (Aquan), and in January 1986 (At.). The records reflect some admitted drug and alcohol use by the mother during her pregnancies.


Both of Aquan’s parents, all of his older siblings, and Aquan himself had some history of criminal involvement. Both parents of the younger siblings have extensive substance abuse histories. One older half-brother was convicted of attempted murder in 1997 and is currently incarcerated. A comprehensive record of the exact dates of the parents’ and older siblings’ arrests, convictions, and incarcerations could not be compiled for this report. Although Aquan’s mother and grandmother were interviewed by the Child Advocate for this report, little information could be gleaned about who resided with the three younger children or had access to them during the early period when they lived with their mother. For these reasons, and since there were no referrals to DCF regarding the younger children before 1994, little is known about the parental home or Aquan’s life before he was enrolled in school, except that the family received financial support from the AFDC program (Aid to Families with Dependent Children) through DSS.

B.    STATE AND LOCAL INTERVENTIONS: 1988-1994 

Facts
 
1.     Aquan’s formal education: 1988-1994

According to school records, four-year old Aquan did not want to attend the pre-kindergarten program at School #1 and cried for his mother during the first few weeks. After that, he acclimated to the program and liked it very much. Aquan attended this program three days per week and was absent a total of 24 days during that school year. No explanation was given for the absences. However, by the end of the school year, the staff viewed him as improved in all areas, especially in his attitude toward school. Aquan entered kindergarten at School #1 in September 1989. On a developmental questionnaire, his mother described him as a child who was independent and had a lot of friends, preferred outdoor activities, needed a lot of things to keep him occupied and was easily angered. On an observation checklist, school personnel observed that he was overactive, distractible, had poor attention skills, did not listen to instructions and was hard to keep on task.


Upon completion of kindergarten, Aquan was promoted into first grade. However, in a letter to the mother dated June 5, 1990, the school principal expressed concern about a sudden change in Aquan’s behavior that had been noted over the preceding four to five weeks. This behavioral change included uncontrollable crying, using profanity, fighting with other students and refusing to cooperate with his teacher. On the date of the letter, Aquan had left the school without permission, crossed a busy street, and gone home. The principal noted that Aquan’s teacher had to go after him to bring him back to school and commented, "This is a very dangerous situation. It is necessary for us to meet to discuss his behavior. Please call my office as soon as possible so that we can try to decide what is happening to him." Aquan’s mother also was informed that Aquan would have to stay home from school for the remainder of that week, in effect, a three-day suspension. The records also reflect that Aquan’s mother made no response to this communication and do not reveal any explanation for the sudden deterioration in five-year-old Aquan’s behavior.


Little information was available regarding Aquan’s performance in first grade at School #1 during the 1990-1991 school year. However, records reflect that he had not mastered the skills necessary for promotion into second grade and that he should be retained. Aquan repeated first grade at School #2 but few records were available for this repeated year. It was noted, however, that Aquan had academic and behavioral problems during 1991-1992 and that his father left the home during that school year.3

In the 1992-1993 school year, Aquan attended second grade at School #3. Presumably, the changes in school reflected changes in residence. Records indicate that Aquan was becoming angry and aggressive and he was suspended twice for fighting with other children. His academic functioning was poor and the school noted that his mother did not seem to have much control over him. A special education evaluation referral was made for the first time at this school and psychological testing was recommended. This evaluation was performed on March 16, 1993 when Aquan was eight years and seven months of age. The examiner found that Aquan’s cognitive functioning was within the average range on verbal and performance tests of the WISC-III, while his personality assessment and interview data indicated that he was experiencing intense feelings of anger, isolation, and a need for power that were interfering with his learning capacity. Poor interpersonal relationships and a general distrust of others were noted as well. The Planning and Placement Team (PPT) was advised to consider a more structured educational setting for Aquan as well as counseling and social skills training.


Aquan’s mother attended a PPT meeting on June 7, 1993 and was advised of the results of these educational and psychological evaluations. She was informed that Aquan would be promoted by exception to third grade and would be enrolled in a special education class in September 1993. While she did not oppose the educational recommendations, Aquan’s mother disputed the school’s observation that Aquan often was out of control. Additionally, the records reflect that the teacher and principal recommended that Aquan’s mother seek outside counseling for her son.

The summer of 1993 passed with none of the recommended interventions of counseling implemented by either the school or the mother. In September 1993, Aquan was transferred back to School #2 to receive special education services. Additionally, he received school social work services for the first time. His disruptive behavior continued and notes reflect that Aquan’s mother was having difficulty with him at home as well, reporting that he would climb out of the window to get out of the house. In October 1993, he was suspended for four days because of "blatant disrespect for authority" and striking another student. In a PPT dated October 25, 1993, Aquan was described as needing full-time special education services that included a program with at least two adults and a counseling component. The mother attended this PPT and was asked to have Aquan evaluated for Attention Deficit Disorder and to participate herself in her son’s counseling. Unfortunately, Aquan’s behavior continued to worsen, and in November 1993 he was placed in a highly structured self-contained program at School #2. A PPT held on December 6, 1993, noted that a parent needed to be more involved in the program on a regular basis and to commit to regular contact with the teacher and the school social worker.

Aquan attended fourth and fifth grade, continuing in the self-contained program during the 1994-1995 school year at School #2. There were concerns that his adjustment into this program since the prior fall had been "uneven" due to moves in and out of his mother’s care. It was noted that between the period of December 1993-June 1994, Aquan had lived with his "godmother" and then had returned to his mother in September 1994. He continued to lose his temper easily and was quickly frustrated. He presented as an angry, lonely, and impulsive youngster who exhibited extremely unstable moods. Some suicidal ideation was noted in the spring of 1995, which resulted in a referral to an acute psychiatric unit and a psychiatric hospital program.

Analysis: 1984-1994

When school personnel observed significant behavioral deterioration in Aquan in May and June, 1990, the last weeks of his kindergarten year, they correctly interpreted the sudden onset of uncontrollable crying, angry outbursts, fighting with peers, lack of cooperation with his teacher, and leaving the school without permission as behavioral indicators of severe distress in a very young child. Given this appropriate level of concern regarding Aquan’s emotional well-being and physical safety, it is surprising that there was no follow-up by the school system when his mother failed to respond to a written request from the principal that she come in to discuss her son’s problems. The records indicate that there was no referral to a school nurse, or social worker to try to determine why Aquan had suddenly become so upset and to explore what could be done to help him. Presumably, Aquan’s mother received the principal’s letter dated June 5, 1990, as the records do not indicate that he attempted to return to school during the period of suspension (June 6-8, 1990). Accordingly, his behavioral indicators of severe distress in May and June, 1990 received only disciplinary intervention. As the school year was nearly over, the child effectively lost visibility to the school community for the next 10 weeks. This follow-up failure was unfortunate, because further interventions at this point might well have revealed the source of Aquan’s distress and identified him and his siblings as children in need of services.


By early 1993, it was apparent to school personnel that Aquan had significant psychological problems that were interfering with his academic performance and causing his disruptive behaviors. Although this impression was confirmed by a psychological evaluation in March 1993, the school’s intervention was confined to recommending a higher level of special education services and advising his mother to obtain "outside counseling" for him. There is no indication that the school followed up on this recommendation. Apparently, Aquan’s mother did not arrange for him to participate in counseling and, not surprisingly, his behavioral problems were even more severe when he returned to school in the fall.


Although the referral for school social work services during the fall of 1993 reflects an awareness that there were some problems in Aquan’s home, it is apparent that Aquan’s disruptive behavior had become the focus of the school’s attention, rather than the underlying reasons for it. The records do not reflect that any school professionals questioned why this nine year old boy had manifested such a severe deterioration in his behavior or gave serious consideration to the possibility that Aquan’s problem behaviors might be a cry for help. The records do not reflect a consideration of the fact that Aquan had severe mental health needs that were affecting his behavior, which he could not control, and that his behavior was a signal that he was possibly being abused and/or neglected at home. Apparently, his regular school attendance and his mother’s acquiescence to the school’s recommendations to place him in special education programs were enough to distract school authorities from addressing Aquan’s emotional pain. Because he was viewed as a troubled child who needed more psychological help than could be provided by the school, his mother’s failure to comply with the recommendation for counseling should have triggered consistent and frequent case review by the school’s planning placement team. The team needed to assess whether Aquan’s educational plan was truly adequate, especially given his deteriorating behaviors, which occurred even when some interventions had been rendered. Additionally, the team should have had more ongoing discussions as to whether a referral to DCF needed to be made.


In sum, this period reflects untimely and insufficient educational interventions provided to Aquan. The plan in place was simply not adequate to address Aquan’s behaviors that were obstacles to his educational progress. The school system appears to have followed its mandate of first providing the least restrictive school setting for Aquan; however, as it became evident that he needed a more restrictive, therapeutic placement in a private day school or residential facility, the necessary, more stepped-up interventions were lacking.


C.   STATE AND LOCAL INTERVENTIONS: 1994

Facts

The first referral to DCF regarding Aquan was made by a family friend in April 1994; the caller notified the agency that she had been caring for nine-year-old Aquan and his twelve-year-old brother in her home since discovering that their mother had left the children alone four months earlier. She claimed to be the children’s godmother, indicated that she had cared for them frequently in the past, and informed DCF that the children’s mother had a history of drug abuse. She reported no contacts or financial assistance from the mother and requested financial assistance from DCF to care for the children and to be licensed as a foster parent. Upon investigation, the children confirmed that they had been living with the caretaker for several months and that they had not seen their mother. The DCF investigator made several unsuccessful attempts to contact the children’s mother, who reportedly was homeless, notified DSS’s AFDC program that Aquan and his brother were no longer in their mother’s care, and assisted the caretaker in applying for financial assistance.


The case was then assigned to a DCF social worker for treatment services. The record reflects that DCF’s initial plan was to arrange a permanent placement for the children with the caretaker, either through a transfer of guardianship via the Probate Court or by filing petitions with the Superior Court for Juvenile Matters.4 During a July 24, 1994 visit, the caretaker told the DCF social worker that the children had been physically abused by their mother, and this was confirmed by the children. Ten-year-old Aquan also stated that while in his mother’s care, he stayed out late at night on several occasions, pumping gas to earn money, and was brought home by police on at least one occasion.

At that point, DCF had been unable to contact the children’s mother for three months and the whereabouts of both parents were unknown. Despite the allegations of the mother’s history of drug abuse, her abandonment of her children in January 1994, her failure to contact them or contribute to their care for more than six months, and the caretaker’s serving "in loco parentis," DCF, after consulting with their legal counsel, concluded that there was insufficient evidence to file neglect petitions on the children’s behalf.

In August 1994, the mother contacted DCF and later alleged that the caretaker sold marijuana and was keeping the children only to gain a bigger apartment. The DCF social worker made another visit to the caretaker’s home to discuss the allegations against her, but the children denied drug activity by anyone in the caretaker’s home. Aquan expressed an interest in visiting his mother in her home. In September 1994, an older half-sister reported maltreatment of the children by the caretaker and that Aquan had returned to his mother’s care. On that date, the caretaker confirmed that Aquan had returned to his mother’s house after the caretaker had hit him on the ear for calling her names and refusing to obey her. She further disclosed that she had hit Aquan a few days earlier because he was kicking the wall in her apartment. The DCF social worker also learned that the mother had been evicted from her apartment on the previous day for failure to pay her rent for the preceding five months.


The DCF social worker met with Aquan and the social worker at School #2 regarding this information, and Aquan confirmed that he had left the caretaker’s home and was with his mother. The school social worker informed the DCF social worker that Aquan’s mother had a long-term substance abuse problem, that Aquan had been severely neglected while in her care, and that his behavior had improved while living with the caretaker. She expressed concern that no one was picking Aquan up after school and there was no authorized person to whom he could be released. Aquan’s mother called the school on that date and gave permission for Aquan to be released to a family friend, but refused to provide her address. The mother then informed DCF that she and Aquan were staying with a relative, that Aquan had been physically abused by the caretaker, who was still caring for D., and that she had been threatened by the caretaker.


On September 21, 1994, the DCF social worker made a referral to a contracted agency for Aquan to receive counseling. She then met with D. at his school, where he claimed not to have seen or had contact from his mother since Aquan’s departure. The school reported no concerns about D.’s behavior at that time. By contrast, on a visit to Aquan’s school the next day, the DCF social worker learned that Aquan’s behavior had worsened since returning to his mother’s care, that he was fighting and lying and had been sent home from school for crying and screaming out in the class. 

A plan for him to be mainstreamed due to the improvements in his behavior while living with the caretaker was abandoned. The DCF social worker informed Aquan’s mother that the counseling agency required her to provide information and to give permission for Aquan to be evaluated and treated. The mother did not cooperate.

Three days later, the school social worker notified the DCF social worker that Aquan had gotten into a fight with another child on the school bus. On that date, the DCF social worker made an appointment for Aquan to receive a psychiatric evaluation. On September 30, 1994, a meeting was held at School #2 to address Aquan’s disruptive behavior. Aquan’s mother arrived 45 minutes late for the meeting, which was also attended by the DCF social worker and school personnel. The mother conceded that she handled Aquan’s behavior by hitting him because she was disciplined that way. She agreed to have Aquan participate in a psychiatric evaluation. The records reflect that the school social worker later reported that Aquan’s mother reiterated her intention to handle her son’s behaviors by corporal punishment.


On October 4, 1994, the DCF social worker referred Aquan and his brother to a community program geared to keeping children safe. Records do not reflect that the children ever participated in this program. On October 7, 1994, D.’s school social worker reported that his grades and behavior had improved while he was living with the caretaker. On October 12, 1994, the DCF social worker reminded the mother that she needed to contact the counseling agency for Aquan to be evaluated. On October 13, 1994, school records reflect that one PPT decided that Aquan’s behavioral problems required immediate placement into a full-time structured special education program.


Three weeks later, DCF closed their case, stating in the closing summary that there had been no evidence of abuse, neglect, or abandonment of the children. At the time of this decision, Aquan was residing with his mother, who was alleged to be using illegal drugs; his brother continued to reside with the caretaker with his guardianship unresolved; Aquan’s escalating behavior problems were unresolved; a recommended psychiatric evaluation of Aquan had not been conducted; and psychotherapy for Aquan at the counseling agency had not been initiated.


Analysis

As previously mentioned, many of the case management issues identified during the period of the 1994 referral reflect practices that existed prior to 1995, which have been improved by new policy, practice, and increased resources. For example, in 1995, DCF entered into a collaboration with the Connecticut State Police which allowed the agency to incorporate into their investigation protocol the process of conducting criminal background checks. In that same year, DCF developed and implemented an improved drug testing and evaluation policy in all cases where there is an indication of substance abuse by an adult member of the household. These were two major changes in practice implemented in the mid-1990s which have provided caseworkers with information that has better enabled them to assess all existing factors within the family system that might increase the risk of harm to a child.

With that caveat in mind, the investigation and case management of this earliest DCF referral in 1994 likely contributed to Aquan’s problems over time. DCF did not file petitions to prevent Aquan’s mother from assuming physical care of Aquan after she had neglected and abandoned him with no perceived rehabilitation as a parent.5 When Aquan reported that his caretaker had hit him, DCF did not oppose his return to his mother’s care, even though no proper assessment had been made as to whether she was capable of adequately caring for him. Despite a clear history of substance abuse and the school’s confirmation of her long-standing drug problem, no substance abuse assessment of the mother was requested. The mother’s assertion at a school meeting that she would handle Aquan’s acting out behaviors by physical force was not addressed. Finally, in the face of mounting evidence that Aquan ‘s behaviors deteriorated as soon as he returned to his mother’s care, DCF’s response to close the case on November 7, 1994 was certainly premature. The filing of neglect petitions in Juvenile Court could have, at the very least, secured court involvement to mandate that the mother cooperate with DCF and would have provided for continued DCF and judicial oversight of the children. Instead, a pattern of neglect was established and Aquan continued to deteriorate.

D.  STATE AND LOCAL INTERVENTIONS: 1995-1998 
Facts


After DCF closed their case on this family, Aquan continued to have behavioral problems in his structured educational program. His school referred him to a hospital’s partial hospitalization day program in early June due to behaviors such as aggression toward peers and adults, hyperactivity, impulsivity, and oppositional behavior. The mother denied that any of these behaviors were occurring in the home. Just one week prior to Aquan’s admission into this program, he had spent the afternoon at a hospital’s acute psychiatric unit, after threatening to jump out of a window.

Aquan began this program on June 6, 1995. At the outset, his clinician made contact with the referring school staff, who reported that the mother had substance abuse and alcohol problems but refused treatment, and that Aquan and D. periodically lived on their own and would search the garbage cans for McDonald’s coupons when hungry. Aquan reportedly lived for a time with a man who befriended him, until the man’s health declined, and then he lived with a former caretaker. Program notes reflect that the mother consistently missed her appointments with program staff and did not follow through on agreed-upon tasks thought to be essential to Aquan’s progress in the program. Aquan’s attendance in the program was inconsistent and he was repeatedly restrained due to out-of-control behaviors. As a result of the mother’s non-compliance with the program’s expectations, including her failure to seek an assessment for chemical dependency, Aquan was discharged from the program on July 13, 1995, with his condition deemed unimproved. Despite the program staff’s suspicions that the mother had a substance abuse problem and had physically abused Aquan, no report was made to DCF by the program at that time.

School records reflect that at a PPT meeting on October 25, 1995, concern was expressed about numerous negative reports regarding Aquan’s home situation and a referral to DCF was recommended at that time. There is, however, no indication that the school then filed the requisite report of suspected abuse or neglect with DCF. During the 1995-1996 school year, Aquan was suspended for a total of 16 days for physical attacks on others and property damage.6 In November 1995, Aquan was referred by the school for the second time to the same program at the same hospital for the same out-of-control behaviors that he presented during the first admission. It was recommended that he be placed in an alternative program that could manage his physical outbursts of rage that were placing him, his peers, and adults at risk of injury. Aquan was readmitted into the partial hospitalization program on December 6, 1995; initially disruptive, oppositional and defiant in this program, he resisted rules and limit-setting and participated poorly in daily psychotherapy groups. He was physically aggressive at times and had to be restrained and secluded, resulting in an out-of-program suspension. During this second admission, program staff continued to have problems with Aquan’s inconsistent attendance and the mother’s poor participation in the program.


On January 16, 1996, during this second admission to the program, program staff filed a report of suspected abuse and neglect to DCF. Aquan revealed to DCF that he had moved to his grandmother’s home because his mother often left him home alone. His grandmother also reported to staff that she suspected that the mother was using drugs again. DCF investigated this complaint, substantiated neglect, and transferred the case for ongoing treatment services. During DCF’s involvement, the mother denied using drugs and agreed to participate in a substance abuse assessment and screening. DCF requested a criminal history check and learned that Aquan’s mother and older half-brothers had criminal histories. It is significant to note that DCF was concurrently involved with Aquan’s older sibling D., who was rapidly deteriorating during this period.7

At a PPT meeting held February 15, 1996, it was noted that Aquan was living with his grandmother again and that he had experienced 3 changes of major caretakers and 4 changes of residences in the past year. It was also noted that a PPT recommendation that Aquan be placed on Ritalin had not been followed.


During this second admission, Aquan’s mother attended only one of ten scheduled multi-family group meetings, one unscheduled session and one session with other family members. In the latter session, she became angry when confronted about using drugs and alcohol and leaving Aquan unsupervised. Aquan was discharged on February 29, 1996 with recommendations for family treatment and a therapeutic school placement. Program staff shared their information, concerns, and recommendations with the DCF social worker and opined that Aquan’s mother could not responsibly care for Aquan, counseling against his return to her care.


On March 13, 1996, a substance abuse counseling agency reported that the mother had completed her substance abuse evaluation on March 8, 1996 and that, based on her negative urinalysis and her denial of substance use, they did not recommend treatment. On March 20, 1996, Aquan was placed at School #4 due to his history of serious acting out and emotional disturbances.8 On the following day, the school notified the DCF social worker that Aquan’s mother had not responded to their requests to provide the child’s asthma medication. The grandmother was noted as a positive support for Aquan. A few days later, a school social worker notified the DCF social worker that Aquan was back in his mother’s home and had not come to school on that date.


A little more than two months after Aquan returned to his mother’s home, the local police department notified DCF on June 6, 1996 that they had gone to the mother’s residence with a search warrant for one of her older sons and a friend, who were wanted on murder charges. The suspects were found hiding in the mother’s apartment and a large quantity of marijuana was confiscated. The police arrested the two men and the children’s mother, and Aquan and D. were taken into protective custody.

In response to this referral, a DCF investigator and the children’s social worker interviewed the mother in the lockup later that day. She denied harboring the men in her apartment, and denied knowledge of marijuana in the home or use of drugs. Aquan and D. were interviewed and both contradicted their mother’s statements. As a result, DCF exercised an emergency "96 hour hold" on D., Aquan, and At., the youngest sibling, who had been in his godmother’s care since six months of age, and placed the children with their grandmother. DCF then received an order of temporary custody for all three children from the criminal court during the mother’s arraignment on multiple charges. On June 13, 1996, DCF filed neglect petitions in Superior Court for Juvenile Matters on the three children.


Three days later, the grandmother reported that she was having difficulty getting Aquan and D. to obey her and requested assistance from DCF in placing the boys in summer programs, which they provided.9 On September 13, 1996, the DCF social worker met with the mother in her home and presented her with a service agreement that included expectations for her to meet in order to regain custody of the children. By the end of October 1996, DCF’s plan was still to vacate the Order of Temporary Custody on D. and return him to her care. On November 7, 1996, the counseling center notified DCF that no follow-up had occurred for D.’s therapy and his case had been closed. On December 20, 1996, the juvenile court, upon DCF’s request, transferred guardianship of At. to his godmother, committed Aquan to DCF’s guardianship, and deferred D.’s disposition until January 30, 1997.

Aquan attended the 6th grade year, 1996-1997, at School #4, in a special education placement. Although he was still unable to maintain self-control, Aquan was on grade level in math, and was extremely low functioning in reading, but was improving in all areas academically.


On January 16, 1997, a DCF supervisory conference was held to discuss the results of the mother’s second substance abuse evaluation report: specifically, her cocaine positive drug test results, her inability to acknowledge her substance abuse history or the negative impact of her lifestyle on her children, and her general hostility and lack of cooperation toward the state. The evaluator recommended intensive outpatient treatment.10

While D. continued to evidence serious behavioral issues, educational records reflect that by May 1997 Aquan’s behavior in school had deteriorated as well, with many violent explosions of temper in March and April. Although a PPT in November 1996 had considered moving Aquan to a less restrictive educational setting, his behavioral deterioration ruled out such a move. A plan was made to place him in a highly structured setting with a behavior modification program, academic remediation, a controlled time out component, and counseling for his seventh grade year, 1997-1998. During this period, the mother continued to abuse illegal substances, testing positive for cocaine on thirteen consecutive visits between March 21 and May 9, 1997.


By June 1997, school and DCF officials had concluded that Aquan was an angry child who needed individual intensive therapeutic counseling outside of the school setting to help him to learn to deal with his hostility and learn acceptable coping techniques to replace his angry behaviors. A similar recommendation for Aquan to participate in intensive outside counseling had been made by school personnel in June 1993, September 1994, and April 1996.

Although the DCF record indicates that by June 26, 1997 there was a plan to explore a transfer of guardianship of Aquan and his older sibling D. to the grandmother, it also reflected increased behavioral problems for the children at school. At that time and throughout the summer, the grandmother reported that Aquan and D. were doing well in her care. Notes also reflect that there was a waiting list for the counseling center and that DCF made some attempt to find another agency in which Aquan could receive therapeutic treatment. The plan to transfer guardianship continued until October 1997, when the grandmother expressed her wish to maintain her role as a foster parent. As a result, DCF continued as the children’s guardian when the commitment of the children was extended and the Court found that further efforts to reunite the children with their mother were not appropriate.


In the 1997-1998 school year, Aquan attended the 7th grade at School # 5 in its highly structured behavior modification program with a low student to staff ratio, academic remediation, a controlled time out component, and a counseling component. On November 7, 1997, a PPT was held for Aquan and D. It was reported that Aquan had been in several fights since the school year began in September 1997 and was verbally abusive to staff and other students. It was not until November that Aquan began anger management therapy at the counseling center.

There is much information in the record about the ongoing, rapid deterioration of D.’s behavior during this period while Aquan lived in the grandmother’s home with his brother. On December 20, 1997, D. was re-admitted to an acute behavioral crisis unit at a local hospital following complaints from his grandmother that he was threatening Aquan and was unmanageable.


Analysis

DCF’s investigation response to the second referral made in January 1996 was much improved over its earlier response. The agency responded promptly to this referral of lack of supervision and maternal substance abuse and, after a thorough investigation, substantiated neglect of Aquan. It was appropriate to open the case for treatment services and to request the mother to undergo a substance abuse evaluation. Unfortunately, the evaluating agency that performed this assessment did not see Aquan’s mother until six weeks after DCF made a referral. Although it is impossible to determine if an immediate urinary drug screen would have been positive for illegal drugs, the long delay before such screening was performed certainly may have been a factor in the negative results obtained on March 8, 1996.

Although the intake information for the January 16, 1996 DCF referral makes reference to the 1994 case record, the subsequent DCF notes do not indicate that the older record was, in fact, obtained or reviewed. It appears that the substance abuse evaluator had no other source of information besides the mother herself, who denied any past or present use of alcohol or drugs. Thus, in the face of the mother’s denial and negative drug and alcohol screening results, ongoing substance abuse treatment was not recommended, despite the mother’s own prior acknowledgment to DCF of past drug use.


Little weight apparently was given to either the concerns of Aquan’s and D.’s clinicians about the mother’s capacity to provide adequate support and care for either of her emotionally disturbed sons or her history of repeated failures to meet her sons’ needs. Nevertheless, both Aquan and D. were permitted to return to their mother’s care with no official agency opposition.

At the time of the third referral, DCF appropriately exercised an emergency 96-hour hold on Aquan and D. on June 6, 1996 and placed them immediately in their grandmother’s care, due to the mother’s risk of injury charges and companion incarceration. Much of DCF’s involvement during this time, particularly the first half of 1997, centered around the severe mental health needs and serious criminal problems of Aquan’s older brother, D. Information pertaining to D. is relevant to this review only to the extent that D.’s behaviors impacted on Aquan. Because Aquan was exposed to, and at times bore the brunt of, his brother’s rapid deterioration and escalating behaviors while living in the grandmother’s home, it should be no surprise that these behaviors had a significant negative impact on Aquan.


Two DCF social workers were assigned to Aquan’s case during this time period to provide ongoing treatment services to the family. One gap identified by the panel in its review of the records during this period is the inconsistent contact maintained by the social workers with the children. In 1997, no face-to-face contact occurred in February, March, July, and September. This departure from policy is seen most often when children are deemed "safely placed" with relatives and particularly when no reports of maltreatment are made to DCF. Given what DCF knew about the history of this family, Aquan could have benefited from a greater degree of DCF oversight. Indeed, the infrequent contacts served as a series of missed opportunities to assess Aquan’s status, the grandmother’s ability to supervise and care for him, and the impact of D.’s behavior on his younger brother. On a positive note, regular telephone contact occurred between the DCF social workers and the grandmother during this period.

While the services offered during this period mainly centered around D., substance abuse assessment and treatment services for the mother were appropriately sought and offered by DCF, and therapy at a child guidance clinic centering around anger management was identified as necessary for Aquan. Although therapy was identified for Aquan in June 1997, it was not secured until November 1997, and by that time Aquan was refusing to participate in therapy and he missed numerous appointments. The delay in securing this critical service for Aquan likely contributed to his continued deterioration.


E.   STATE AND LOCAL INTERVENTIONS: JANUARY 1998-APRIL 1999

1.   Overview of the Juvenile Justice System

A child under the age of sixteen enters the Connecticut juvenile justice system in one of two ways. The first is when a child is the subject of a family with service needs (FWSN) petition and the second is through the filing of a delinquency petition which alleges that the child has committed one or more acts that violate the penal code of the state. Aquan entered the juvenile justice system through this latter path. Delinquency petitions are filed by juvenile court probation officers after a referral from the police or when a child has violated previous conditions of probation or other court orders.


Once a delinquency petition is filed, if the child is deemed to be a danger to himself or others, or at risk of flight, he may be placed in one of three detention centers operated by the Judicial Branch in Bridgeport, New Haven and Hartford. Otherwise, he remains in the care of his legal guardians pending the outcome of the case, with or without court-imposed conditions of release such as a curfew, regular attendance at school, and obeying the rules of the household.

Once a delinquency petition has been filed, there is a wide range of potential dispositional outcomes, whether the case is adjudicated by agreement or after trial. One alternative is for the court to place a child under the supervision of a probation officer for a specific length of time with certain conditions set, such as attendance at counseling or a period of community service. In the juvenile justice system, probation is a process built upon the central idea that to change a young person’s behavior requires both a structure to limit the range of potential wrongdoing, and an understanding and response to life experiences that enables prosocial behavior.


During a period of probation, the child is assigned a probation officer, who monitors the child and provides information and recommendations to the court. A probation plan is formalized in an Order of Probation from the court and is binding upon the juvenile. The Order is performance-based and clearly states the responsibilities of the juvenile and his family, along with the consequences to be faced if violated. If the terms of the Order are met, the juvenile may be considered for early release. If not, incremental or graduated sanctions are added, including imposition of community work service, curfews, stricter supervision, or an extension of probation.

One such graduated sanction is Intensive Supervision (IS), a community-based alternative to detention. It is a response to the combined problems of overpopulated detention centers, the nationwide mandate to de-institutionalize, and the need to provide for public safety. Its goals are to afford the offender an opportunity to remain with his or her family and to protect the community. These goals are accomplished by minimum standards of supervision providing for no fewer than three face-to-face contacts per week, which include at least one weekly home visit with the child; random telephone and in-person surveillance at school, home, and in the community; daily monitoring of court-imposed conditions of release from detention; and daily monitoring of school attendance and behavior.


Another graduated sanction utilized by the judicial department is electronic monitoring, which may be used in delinquency cases when it is determined that close monitoring of the juvenile’s absence from his home is necessary. This option permits judges to order high-risk juveniles to be confined to their homes during specified hours as an alternative to detention. Electronic monitoring is accomplished through the use of a "field monitoring device," which remains in the home, and a "transmitter," a metal ankle bracelet. Through the course of this investigation, the Panel learned that electronic monitoring does not track a child’s whereabouts, but rather monitors the time of the child’s arrival at and departure from the home.

In addition to the above-mentioned graduated sanctions, the judicial department contracts with independent outreach programs to provide services such as intensive counseling and more frequent contact with the youth. These programs serve to provide more intensive oversight, structure and support to adolescents and their families. Youths involved in these programs continue to be monitored by their probation officers as well.

2.  Judicial and Child Welfare Involvement, January 1998-April 1999

Facts

During this period, Aquan continued to manifest verbal and physical aggression toward others in his school setting. The DCF record reflects that by March 5, 1998, he had missed five therapy sessions and was refusing to attend further sessions. In May 1998, the grandmother reported that Aquan had spat on the school bus driver and was not permitted back on the school bus; he was also suspended from school for five days for fighting. He discontinued individual therapy and was referred to a school-based therapeutic group. On May 6, 1998, Aquan’s mother was arrested for failure to appear at a court hearing and was incarcerated for one month. In June, the grandmother reported that Aquan was getting home after 9:00 p.m. When questioned, Aquan explained that it was summer and he wanted to enjoy himself. He began to return home even later, and the police were called on at least one occasion when he did not appear until 2:00 a.m.
The DCF social worker attempted, unsuccessfully, to persuade Aquan to participate in summer programs, but he was not interested. Records also reflect that DCF’s plan was still to transfer guardianship of Aquan to his grandmother as soon as authorization for subsidized guardianship was obtained. The social worker noted that Aquan was starting to demonstrate "typical adolescent behavior including being oppositional and trying to assert his independence." Four weeks later, on July 18, 1998, Aquan became involved with the juvenile justice system after he was arrested and charged with breach of peace and carrying a dangerous weapon (a BB gun). A delinquency petition was filed, and Aquan was placed on probation and assigned a probation officer.

In August 1998, through the efforts of the DCF social worker, Aquan was able to attend a wilderness program for five days. He reportedly did well in the program and enjoyed himself, requesting to participate again in 1999. Aquan was again arrested on September 11, 1998 for attacking a boy at his school and a second delinquency petition was filed for Assault 3rd. After admitting to some charges, he was adjudicated delinquent and placed on six months probation. As the probation officer attempted to complete a pre-dispositional study on Aquan for the Juvenile Court, he concluded that the grandmother was reluctant to reveal essential information, such as the identity of other occupants in her home. During this period, the grandmother reported to the DCF social worker that Aquan was staying out in the streets at night; the grandmother did not share this information with Aquan’s probation officer.

On September 26, 1998, it was learned that Aquan was having visits with his mother in the community which were unsanctioned by DCF. He was then suspended from school for seven days after assaulting another student and received six months probation for these actions. Although he was ordered to participate in a youth program, he never did so because of a variety of circumstances, including his initial refusal to participate, his being severely beaten with a baseball bat, and other events, leading his probation officer to conclude that Aquan needed a different program.

Aquan’s deteriorating behaviors continued into the fall 1998 and on October 28, 1998, a PPT meeting was held to discuss these behaviors in the school setting. A psychiatric evaluation was requested. On November 16, 1998, the grandmother reported that he was breaking furniture at school and had been verbally abusive to the staff and peers. The next day, the DCF worker met with the school administrator, the probation officer and Aquan, who threatened physical harm to the psychiatrist if forced to participate. An emergency PPT meeting was convened and it was recommended that Aquan participate in the Hartford Transitional Learning Academy’s Alpha program. His probation officer also referred him to the North American Family Institute (NAFI)11 program.

On November 24, 1998, Aquan was suspended from school for threatening school staff; police were called when he became violent and needed to be restrained. He threatened to bring a knife to school and slash and "bust" a staff member’s face. He was arrested and transported to the grandmother’s home by the police. As a result, a third delinquency petition was filed, charging Aquan with four counts of threatening and disorderly conduct. He was ordered to participate in the NAFI program and initially appeared to meet the program’s guidelines. On December 10, 1998, school authorities informed Aquan’s probation officer that Aquan was using illegal substances and Aquan admitted that he had recently "got high." The probation officer also learned that Aquan had recently displayed bizarre behavior, including singing into their answering machines and talking to the staff in a rambling manner. 
Two days later, a summons for Aquan’s arrest was issued after Aquan reportedly punched a boy in the face. A fourth delinquency petition was filed.

Three days later, petitions to extend the commitments for D. and Aquan were granted by the Juvenile Court. DCF’s proposed permanency plan to transfer Aquan’s guardianship to his grandmother was ruled out by the court because of his out-of-control behavior. DCF was ordered to submit a new permanency plan for Aquan. Soon thereafter, the probation officer filed a petition requesting that the court send Aquan to detention for violating the conditions of probation. The judge granted the petition and then suspended it, opting instead to place Aquan on intensive probation with electronic monitoring and house arrest until February 3, 1999. Aquan was ordered to participate in psychological and substance abuse evaluations as well.

Three drug screens were performed on Aquan on December 28, 30, and 31, 1998; all were negative. On December 31, 1998, Aquan participated in a psychological evaluation where it was noted that he appeared irritable and defensive, slamming the materials and making angry remarks. His grandmother denied his behavioral problems in her home although she commented, "sometimes he is a little mischievous," and reported that he occasionally violated his 9:00 p.m. curfew. She also minimized his behavioral difficulties in school, reporting that he had "little problems such as talking too much" and had been suspended twice in the past year. 
Aquan himself reported being in approximately thirty fights and using marijuana four times in the past year, that he had a good relationship with his grandmother and had an excellent relationship with his mother. He told the evaluator that he saw his mother and his father as often as he wanted to see them.

Testing revealed that Aquan was functioning in the low average range of intelligence and that his performance skills were significantly stronger than his verbal abilities. His vocabulary, conceptual ability, and attention were within the borderline range and his weakest verbal skill was social judgment, which was well within the mentally deficient range. His judgment was undermined by strong aggressive and antisocial attitudes and his weakest performance skill was social anticipation and planning ability. The testing reflected paranoid tendencies associated with a high degree of mistrust and a tendency to attribute hostile motives to others. Aquan appeared easily offended by minor slights and quick to counterattack, showing weak impulse control and indicating a strong propensity for aggressive behavior. A psychiatric evaluation was recommended to assess Aquan’s medication needs for controlling his behavior. Other recommendations included placement in a day treatment program with intensive counseling and schooling, and continued NAFI supervision. An alternative recommendation was made for Aquan’s placement in a residential program in the event that his behaviors continued.

On January 5, 1999, Aquan participated in a substance abuse evaluation where he did not meet diagnostic criteria for a substance abuse problem and appeared motivated to abstain from all mood-altering substances. It was also noted that if he continued his violent or illegal behaviors, he was at greater risk for substance abuse. Random urine toxicology screening for the duration of his probation was recommended, along with individual and/or group counseling to address his issues.

DCF submitted a new permanency plan for Aquan to the Juvenile Court on January 8, 1999. The plan now included residential treatment, pending results of the psychological and substance abuse evaluations. Aquan continued to be on house arrest and electronic monitoring. During this period of time, Aquan was described by his teacher as "a time bomb waiting to explode." At the same time, his behavior in school and within the NAFI program appeared to improve. Records reflect that he achieved 100% of his program goals for the month. Because of this, on February 3, 1999, the house arrest and electronic monitoring orders were discontinued. Within one week, however, Aquan was staying out past curfew and was tardy at school. His school behavior deteriorated and he admitted to drinking alcohol. Because of this noncompliance with orders of probation, house arrest was restored on February 16, 1999, with only electronic monitoring resumed.

On February 26, 1999, Aquan was sent home from school because he was agitated and appeared intoxicated. These events were reported to NAFI and Aquan was dropped one level in the NAFI program. On March 1, 1999, he was suspended from school for being verbally abusive, kicking a trash can, and pulling a water fountain off of the wall. Police were called and NAFI and DCF were notified about Aquan’s behavior. Aquan did not appear remorseful about any of these behaviors. He stated that he had been angry on March 1, did not care how others handled their anger and frustration, and was unconcerned about the impact of his behavior on others - he would say or do as he pleased. When warned of detention or a residential placement if he continued to behave in this fashion, Aquan again said that he did not care. During this visit, DCF learned that, in general, Aquan was no longer listening to anyone in his family. He was not permitted to return to school following his March 1st suspension. An emergency PPT was held on March 8, 1999 to discuss an alternative school placement and an interim tutoring plan. Ten days into the school suspension, the probation officer noted that tutoring for Aquan was not yet in place. Aquan’s grandmother reported no problems with him.

On March 17, 1999, the DCF social worker took Aquan for a pre-placement interview at Residential Facility #1 in Connecticut, but he was rejected because of his age and because he did not seem to be sincere about helping himself. On March 18, 1999, he had a pre-placement interview at Residential Facility #2. He was accepted by this program and expressed interest in participating in it. DCF learned on March 22nd that Aquan did not return home on the night of March 20 and that his negative attitude at home had worsened. A change was made in his curfew time.

On March 26, 1999, Aquan was psychiatrically evaluated and found to be "reasonably cooperative and forthcoming," soft-spoken, maintaining intermittent eye contact, and evidencing a restricted affect with poor self esteem. He expressed a wish to start his life over, and to listen to teachers and learn to read better. He did not protest the plan for residential placement and said he would like to go there and "just get it over with." He was diagnosed with Conduct Disorder, Adolescent Onset, Intermittent Explosive Disorder, Depressive Disorder Not Otherwise Specified, and a Reading Disability. The psychiatrist agreed with the DCF plan for residential placement and commented that "Aquan’s principal opportunity for success will be removal from his current environment and placement in a highly structured residential facility." Although Aquan presented as chronically depressed, angry, and in need of a trial of anti-depressant medication, his refusal to take the medication caused the evaluator to defer this treatment option.
Three days later, Aquan again failed to return home. On March 30, 1999, his grandmother reported to DCF and the police that Aquan had been absent from home since the day before. He had been scheduled to have a pre-placement interview at Residential Facility #3 on March 30, 1999, which could not take place. On March 31, 1999, the DCF worker called Aquan’s grandmother, who reported that her grandson was still missing but had been seen by a cousin on the preceding day. On April 1, 1999, she reported that Aquan was still missing and that she had been out looking for him without success.
The Panel learned from interviews during this investigation that a "take into custody" order12 was sought by a probation officer covering Aquan’s case but it was preliminarily determined that grounds for such an order did not exist. As a result, the request was not made to the court. Instead, on April 6, 1999, another delinquency petition was filed alleging a violation of probation. The petition was scheduled to be heard on May 4, 1999, but the hearing never took place.

On April 5 and 6, 1999, the NAFI caseworker searched for Aquan in the community, without success. The DCF social worker went to the grandmother’s house. During this period, a police officer was informally asked to inquire of Aquan’s whereabouts. On April 8, 1999, a fifth delinquency petition was filed on Aquan for violation of probation. On April 13, 1999, DCF learned of Aquan’s death from the Hartford Police Department. At the time of his death, the electronic monitor was still functional and intact around Aquan’s ankle.
During the above time period, there is one documented face-to face contact between Probation and DCF at a PPT in November 1998. There was also an indication in the record of the DCF social workers’ attendance at some delinquency hearings. Presumably contact occurred between the probation officer and the DCF social worker at those hearings but the records and interviews do not reflect a sharing of information between the agencies on those occasions. There is one documented telephone call from the Probation Officer to DCF on September 17, 1998, and two calls from the DCF social worker to the probation officer on February 19, 1999 and March 22, 1999. The records do reflect numerous communications between the probation officer and the NAFI caseworker and numerous contacts between Aquan and the NAFI caseworker.

A review of the DCF record established that the agency made intermittent visits during the 1998 year to monitor Aquan. During that year, no face-to-face contacts occurred in April, May, August, and September. In November, a DCF relicensing social worker visited the grandmother’s home. From January to April 1999, DCF had 6 face-to-face contacts with Aquan, several of which occurred when the worker was transporting Aquan for pre-placement interviews at residential facilities.

Analysis
Commendable efforts were made by the DCF social worker during the summer of 1998 to find summer programming for Aquan. Unfortunately, by that time his behaviors were such that he was refusing to participate in many of the services and programs identified as beneficial and offered by the social worker.

All of the agencies involved with Aquan were slow to recognize that he needed greater structure and more limit-setting than could be provided in a traditional relative foster care placement. This became evident after his arrests on July 28, 1998 and September 11, 1998 and as he showed continued problems in the fall of 1998 in the most structured school setting available within the local school system. When Aquan’s behaviors became progressively out-of-control with frequent delinquency involvement, the need for residential care was becoming increasingly clear; yet months passed while the agency waited for the recommendation of a psychiatric evaluator before a formal request by the region was made to DCF’s Central Placement Team (CPT) for a placement. The agency did not begin to make referrals or set up pre-placement interviews until after Aquan was suspended from school in early March. This processing delay allowed Aquan to remain in his grandmother’s home where he was out-of-control and often on city streets late at night. It also prevented Aquan from receiving the timely intervention of intensive residential services that he desperately needed.
The Panel learned during this investigation that DCF’s own review of Aquan’s case highlighted some deficiencies in the residential placement process. As a consequence, DCF has increased its focus and resources to address this identified problem and to streamline the process to expedite residential placements for children.
Although the indefinite suspension from school was warranted, it is probable that Aquan was shocked and depressed when it occurred. Until then, school had been a consistent and supportive refuge that he had, on some level, appreciated and depended upon, as evidenced by a record of nearly perfect attendance except during school suspensions from September, 1996 to March 1, 1999. Although he expressed defiance and lack of remorse about his behavior on his last day of school, it is likely that it was a severe blow to his self esteem to be told that he would not be permitted to return to his friends, familiar surroundings and school staff. Prior to this, Aquan always had been allowed to return to school and, in essence, given another chance, despite his severe acting-out behaviors.

There appears to have been good communication during this period of time between the probation officer and their contracted outreach program personnel from NAFI. That same level of communication was not as apparent between the DCF social worker and the Probation Officer and between the DCF Social worker and the NAFI caseworker. This apparent lack of communication placed both agencies and the program provider at a disadvantage in responding to Aquan’s deteriorating behaviors. The records of both agencies and program provider do not reflect regular meetings or ongoing regular communications. The probation officer, in particular, may not have been aware that Aquan’s grandmother’s reports to DCF more accurately reflected her inability to control her grandson. In this complex case, regular communications between the agencies and program provider representatives and Aquan and his caretaker would have accomplished two goals. It would have provided each agency with the transmission of valuable information regarding Aquan’s needs, and it would have made clear to Aquan and his family that his behaviors would be met with a coordinated, cohesive, supportive, and timely response.

In December 1998, the probation officer appropriately filed another delinquency petition with a request to send Aquan to detention once his actions became increasingly out-of-control. In response, the juvenile court imposed the lesser sanctions of intensive probation and electronic monitoring. Unfortunately, both of these sanctions were discontinued by early February after Aquan demonstrated a brief period of improvement. When it became almost immediately evident that he needed a higher level of monitoring, only electronic monitoring was restored.

Better state services could have been provided to Aquan when he failed to return to his foster home by the end of March 1999. DCF is not legally empowered with the ability to take an unwilling adolescent into custody during a period of a neglect commitment. However, the Judicial Department, through its probation office, does have the ability to request that an adolescent who has been adjudicated a delinquent be brought before the juvenile court through the Practice Book mechanism of a "take into custody" order, as previously defined. In Aquan’s case, the record and interviews reflect that the probation officer discussed requesting such an order with the prosecutor. Despite the fact that Aquan was not meeting his curfew, was violating the terms of house arrest set by the court, and was unavailable to his probation officer, NAFI caseworker and the DCF social worker, this request for intervention was ruled out because there was deemed to be no "probable cause," a necessary element under the practice book requirements.

The Panel has concluded that because Aquan was violating the terms of his probation, probable cause did exist to justify requesting such an order. Moreover, such a request would have been in Aquan’s best interests and would have set into motion a more intensive search for him and would have at least brought him before the court. Instead, only after Aquan’s absence from his foster home for over one week was a delinquency petition even filed. Unfortunately, this petition was not scheduled to be heard until one month later. By that time, Aquan had been absent from his foster home and on the streets with no supervision for over two weeks and then was killed.
Aquan’s refusal of medication that might have helped him was entirely consistent with the negative attitude about prescribed medication that he had learned from his mother and older brother. It appears that all of the professionals involved with Aquan were reassured when he said that he would cooperate with residential placement and wanted to "get it over with." Although this may have been a true reflection of Aquan’s feelings and intentions when he made these assurances, apparently no one anticipated that he might change his mind when the time for placement became imminent. With twenty-twenty hindsight, it is not surprising that, unable to face the terrifying unfamiliarity of being placed in a residential care facility that was not in Hartford, Aquan ran away instead. At the same time, the Panel concludes that based on Aquan’s prior behavior, he gave no overt signs that he was at risk of leaving his grandmother’s home for more than a day or two.

Aquan’s grandmother appears to have tried to provide Aquan with the best home she could, but she was ill-equipped to supply the structure and limit-setting that he needed. Unfortunately, she tended to minimize or deny the problems that she was having until Aquan’s patterns of defiant behavior were firmly established. This may have happened, in part, because of a fear of harsh consequences for her grandsons or other family members. However, it also interfered with DCF’s ability to assist her in a timely fashion.

It does not appear that stringent efforts were made by state or local authorities to find Aquan after he ran away. It also is true, however, that when inquiries were made about his whereabouts, DCF and NAFI received little cooperation from Aquan’s friends, relatives, or people in the community who had seen Aquan. It does not appear that the police made any official inquiries about him or made attempts to find him.

The DCF record in this case included very few diagnostic impressions or professional interpretations of what was taking place between April, 1994 and April, 1999 in the lives of Aquan and his siblings. Events, rather than the dynamics, of case situations were described as they unfolded. Sections labeled "assessment" or "supervisory conference" usually contained only summaries or updates of important occurrences with no professional interpretation about the meaning of these occurrences. Indeed, the Panel had to interpolate their own assessment of the events that were described. In essence, the entries recorded in the DCF case file reflected a lack of informed professional assessment of the meaning of important events in Aquan’s and D.’s lives during the period when they were in the custody of the state. This limited the agencies’ ability to place isolated events into a larger diagnostic perspective. As a result, the agency most often took a reactive posture with repeated bouts of crisis management, instead of prospective case management. Thus, a pattern was established of remedial interventions that occurred "too little, too late."13
3.  Community Involvement

Aquan’s mother moved to Hartford from Jamaica and continuously lived in the city’s north end community. As stated previously, she has a long history of receiving financial and medical assistance from DSS to support her family of six children, who currently range from 33 to 13 years of age.
While DSS records indicate a high degree of transience associated with this family, the family does not appear to have moved out of Hartford’s north end community. During these periods of transience, the children experienced repeated and frequent abandonment resulting in at least five different primary caretakers. These arrangements appeared to occur through an informal network consisting of family members and friends within the community. None of the caretakers were licensed through DCF or through any other legal process and their period of caretaking appeared to be relatively short in duration. It appears that the children’s reunification with the mother usually occurred whenever there was a threat to the mother’s receipt of state benefits.
While the community members’ willingness to provide refuge and periodic care and support to these children is to be applauded, the next logical step - to report abuse and neglect in order to procure the long term services that these children required - was not taken. This effectively enabled the mother to continue her pattern of chronic neglect and contributed to the continued instability of the children. Taking into account the number of caretakers that these children had, the mother’s history of substance abuse, as well as her criminal and legal problems dating back as far as 1981 (prior to Aquan’s birth), it is likely that her abandonment and neglect of Aquan and his siblings was well known by some members of the north end community. In fact, on one occasion, abandonment of the children was reported by a community member caring for the children. This caused DCF to become involved with the family for the first time, which resulted in the children remaining with the caretaker who had made the report. Three months later Aquan returned to live with his mother and she continued to struggle with her substance abuse issues and legal problems.

There is no indication that Aquan or his family had any involvement with any groups, churches, or activities within the community during his lifetime. Most of their involvement seems to have been with social service agencies, law enforcement, child welfare, and the educational system.
Aquan’s life in his community continued to be marked with frequent fighting and neglect. Several fights resulted in legal actions taken against Aquan or physical harm to him or the person with whom he fought. During the last three months of Aquan’s life in his community, he appeared to have had great difficulty in many areas, including his home, his school and with his peers. It appeared as though there was no one in his immediate community there to help him, outside of the social work and professional organizations. The magnitude and the severity of the problems facing Aquan’s family seemed to go unnoticed or were disregarded. With the exception of one caretaker who called DCF to report the abandonment of Aquan and his sibling, and various members providing informal care to the children over the years, there appears to have been no other attempt by community members to intervene on behalf of the children.
On March 22, 1999, Aquan’s grandmother reported to DCF that 14-year-old Aquan had not returned home on March 20, 1999. When confronted by his DCF worker as to where he had been, he gave no explanation or indication of what he had been doing while missing. Nine days later, on March 29, 1999, Aquan again failed to return to his grandmother’s home; his whereabouts were again unknown, and the police, DCF, and his probation officer were notified that he was missing. The DCF worker, the probation officer, and NAFI made some attempt to locate Aquan through contacting family members and looking for him, but were unsuccessful. These efforts, however, were not reflective of a level of concern commensurate with any 14-year-old boy missing for a significant period of time, let alone one who was an adjudicated delinquent with mental health issues, being supervised by a number of state agencies and an electronic monitor. The media did not cover the story of this missing 14-year-old. There were no pictures of Aquan posted in his community, nor police officers patrolling the area on foot and bike to locate him.
An insufficient response can be attributed to community members as well. Several members of the community later reported having contact with Aquan during that two-week period. In addition, Aquan’s mother indicated that she had spoken to Aquan on the day before his death and had given him three dollars, but she did not notify state officials or even Aquan’s grandmother of this contact. The Panel also learned that Aquan was seen by a cousin as well during that period.
The fact that any 14-year-old boy could be absent from his home for this length of time without the appropriate level of response is frightening. The assumption is that either Aquan was seen by individuals who did not want to become involved or who were not concerned, because the status quo may allow for unsupervised 14-year-olds to be out on the streets at night. It is also possible that community members knew where he was but were reluctant to report his whereabouts to authorities.

Historically, social organizations were thought of by some community members as doing more harm than good. The community only interacted with social service agencies when there was a problem; therefore, these agencies were often thought of as "police," so to speak, and not as partners with the community. While this lack of cooperation from individuals who may have known of Aquan’s whereabouts might be reflective of an individual unwillingness to become involved, it may also be suggestive of this historical phenomenon that continues today. This lack of cooperation by some community members, understandable or not, raises serious questions regarding a community’s responsibility to its children.
Without question, the state’s inability to locate Aquan during the two weeks he was missing surely deprived Aquan of his right to receive proper physical, educational and emotional care from appropriate providers. At the very least, the state’s less-than- stringent efforts to locate Aquan and the lack of cooperation they received from community members certainly highlights the serious need for initiatives to bridge this "communication gap" between state and local agencies and the communities that they should be serving. The children deserve nothing less.
RECOMMENDATIONS
· Focused dialogue between the community leadership and state agencies must be developed to facilitate better communication, understanding and cooperation to address the needs of inner city youth. 

· The filing of neglect petitions should simultaneously provide for mandates that children cooperate with child welfare agency services and should provide for sanctions, in the event that cooperation is absent. 

· A task force should be established to identify problems and examine the adequacy of resources to meet the needs of troubled adolescents in the inner-city. 

· A pilot program should be established in the city of Hartford to provide mentoring services to at-risk adolescents. 

· The child welfare agency must stress to its supervisors and social workers the need for compliance with agency policy which has established benchmarks for social worker visitation with children and families. 

· Child welfare agency supervisors should randomly conduct reviews of case narrative notes to ensure that social workers are performing periodic global assessments in their cases and are appropriately documenting those assessments. 

· When therapeutic services are identified as necessary for a child, both the school system and involved agencies must ensure that these services are made available and procured in a timely manner. 

· The child welfare agency should continue to focus on streamlining the Child Placement Team Process to allow for more timely access to residential placements for troubled children. 

· More stringent efforts must be made by authorities to locate missing or runaway, out-of-control adolescents who are in the legal custody of the state. 

· Local school systems should establish a protocol with local service providers and the child welfare agency to collaborate on and better coordinate the provision of services to children. 

· Each school should take a more global view of assessing children identified with behavioral and educational problems in order to determine if a higher level of services or a referral to DCF is warranted. 

· The Judicial Department and the child welfare agency should develop a protocol to share information on a regular basis in those cases where children are involved with both agencies.
FOOTNOTES

[1]Many of the law enforcement records were unavailable for the Panel's review because of the ongoing status of the criminal investigation of Aquan's death.

[2]The Department of Social Services (DSS) provides a broad range of services to families and individuals who need assistance in maintaining or achieving their full potential for self-direction, self-reliance, and independent living.  In the early 1990s, DSS provided assistance to qualified families under its Aid to Families with Dependent Children (AFDC) program.

[3]Little information was available to the Panel regarding what role, if any, Aquan’s father played in Aquan’s early years. There is no question, however, that the absence of a father figure negatively impacted on Aquan in his early development. The consequences of fatherlessness are well established in connection with socioeconomic status, substance use and abuse, physical and emotional health, educational and occupational achievement, crime rates, sexual activity and pregnancy, and child abuse and neglect. From 1960 to 1996, the proportion of children living with just one parent rose from nine to twenty-eight percent. Currently, fifty-seven percent of black children and thirty-one percent of Hispanic children as compared with twenty-one percent of white children live in single-parent homes. The percentage of childhood spent fatherless has consistently increased from 1950 through 1980 from eight to thirty-one percent for white children and from twenty-two to fifty-nine percent for black children. Multiple male figures passing through the home only compounds the difficulties and is a further aspect of the social disorganization represented by this epidemic of fatherlessness.

[4]At some point, the children’s older half-sister was contacted and she indicated that she did not support a transfer of guardianship to the caretaker. On a June 22, 1994 visit, Aquan told the DCF worker that his father lived in an abandoned building and that the police were looking for him because he had “thrown hot water on someone.”
[5]DCF did evidence their concerns for the children and some consideration for filing neglect petitions by consulting with their legal counsel. It is not clear what information the legal counsel was provided when she concluded, from a legal standpoint, that there was insufficient evidence to support the filing of petitions. It is also unclear to the panel to what extent the philosophy of the juvenile court during that period played a role in her legal advice and DCF’s ultimate decision not to file petitions.
[6]The first suspension was for assault of an adult teacher and classmate, using profanity in the classroom, and breaking classroom and school rules; the second suspension involved threatening and attacking a student with a chair; the third suspension was for breaking a window on the school bus and out-of-control behavior.
[7]On January 16, 1996, D.’s school notified DCF that D. was totally out of control, picking up chairs and threatening to kill and harm teachers.  He was admitted to a hospital’s acute psychiatric unit with a diagnosis of acute psychotic episode.  Initially, he had to be restrained because his mother would not give permission for him to receive the anti-psychotic medication recommended by the hospital.  On January 22, 1996, hospital staff called DCF and requested that they obtain an order of temporary custody on D. because his mother had initially agreed then subsequently withdrawn permission for him to receive the anti-psychotic medication that he needed to control his behavior.  At that time, he was in a full-body restraint because of violent behavior.  When the mother eventually consented to medication for D., his condition improved.
[8] During this period, a psychological evaluation provided by the Hartford Public Schools found Aquan’s cognitive functioning to be within the normal range, but also found him to be anxious, frustrated, and extremely sensitive, with a great deal of underlying anger stemming from unresolved feelings toward both of his parents. The examiner opined that Aquan used this anger to control his environment and lacked control over his impulsive behavior and that he required intensive individual therapeutic counseling in addition to the highly structured school environment already in place.
[9]On the night of August 1, 1996, D. was arrested for participating in a gang sexual assault and, due to the seriousness of the offense, was prosecuted as an adult.  DCF immediately began to explore vacating the order of temporary custody and transferring guardianship of D. back to his mother.  On August 13, 1996, a clinician from the Village for Families and Children told the DCF worker that D. needed residential care, rather than outpatient treatment, because he had no impulse control and was a danger to the community. On August 23, 1996 during a judicial pre-trial hearing in Juvenile Court, DCF was told that D.’s two younger siblings should be referred to counseling if such referrals had not already been made. 
[10]Notwithstanding this information, in a status report filed on January 30, 1997, DCF continued to recommend to the court that D.’s custody remain with the mother.  On February 11, 1997, the DCF worker made a home visit to the mother and conveyed DCF’s and the Court’s expectations that she enter a drug treatment program.  Soon thereafter, DCF filed another status report, reversing their earlier position and requesting that D. be committed to DCF’s custody.  On March 27, 1997 commitment was granted, retroactive to December 20, 1996 to run concurrently with Aquan’s commitment. DCF’s plan was to continue the boys’ relative foster placement with their grandmother and to work toward their reunification with their mother.
[11]The North American  Family Institute (NAFI) provides  intensive counseling and a higher level of monitoring on an outreach basis to adolescents referred by the court. The program serves as an alternative to a more restrictive setting,  providing intensive contact with each youth while assisting him/her in achieving stabilization and effective functioning within the community. It provides weekly face-to-face contacts, detailed progress reports, and at least weekly communication with the probation officer.  Juveniles receiving NAFI services continue to be involved with their regular probation officer with the same amount of contact that would ordinarily occur had NAFI not been involved.
[12]Pursuant to Conn. Prac. Book §1036.1, upon application to the court in a delinquency proceeding when probable cause is found to believe that a child is responsible for the conduct alleged, for failure to appear in court in response to a petition or subpoena, or for failure of a child to respond to court process such as pretrial or probation officer appointments or for failure to comply with any duly warned court condition or order.
[13]This observation is not unique to Aquan’s case. The Panel has made similar observations in reviewing other child fatalities and other DCF case records. 
PAGE  
8

