Child Fatality Investigations 1996-2003


A Summary of Findings and Recommendations

Related to the 

Department of Children and Families

Since my appointment as Child Advocate and chairperson of the Child Fatality Review Panel (CFRP) in June of 2000, I have personally had responsibility for the oversight of the fatality investigations of Alex B., Falan F., Ezramicah H. and Joseph Daniel S.  All of these children came from complex social environments and were referred to the Department of Children and Families (DCF) by concerned citizens, providers and family members who were worried about their safety and well-being.  We are currently investigating the circumstances of the deaths of several other children who have died in the past year, also known to DCF.  Many other children have died over the past years who were known to and receiving services from DCF and other public agencies.  While all child deaths reported to the Office of the Child Advocate (OCA) are reviewed, thorough investigations are conducted into those situations where there are indications of possible public systems failures.  The purpose of these investigations is to determine whether public agencies and professionals who are responsible for protecting children can do a better job and to identify opportunities to improve practice.  Specific recommendations are made in each investigation.
Since 1995, the Office of the Child Advocate and the Child Fatality Review Panel have conducted thorough investigations into the deaths of a total of 11 children who were involved with the Department of Children & Families (DCF).  Exhaustive investigations by the Child Advocate and the Attorney General were also conducted into Haddam Hills Academy, a DCF contracted residential treatment facility for court involved boys, and the Connecticut Juvenile Training School, a DCF owned and operated facility for boys who have been adjudicated delinquent.

While a number of other agencies and organizations were implicated for deficiencies in almost all of these investigations, the Department of Children and Families is the focus of this summary as the lead agency in Connecticut for child protection, children’s mental health and juvenile justice.  The purpose of this summary is to describe what only such a cumulative review reveals as disturbing patterns of problematic management and case practice in the DCF organization.

Following the release of the more recent fatality investigations, the Child Advocate and members of the CFRP have been asked about what appeared to be recurrent themes with regard to findings and recommendations identified in each investigation.  A retrospective review of the investigations concluded under my supervision as well as the previous two Child Advocates confirms this.  While there have now been three Child Advocates since 1995 and several changes to the membership on the CFRP, investigation findings and recommendations for change have not.  CGS 46a-13l articulates responsibility to advocate for necessary changes in public policy and practice to ensure the safety and well-being of Connecticut’s children.

Concerns about the lack of management and supervisory capability to monitor and support the implementation of DCF policies, and the quality of their professional practice in such areas as screening and assessment, and follow through in treatment, were noted in the first fatality review released by this office.  Eight years later, despite short lived efforts to respond to these findings and recommendations with plans of corrective action,  neither the administrative/supervisory oversight exercised by those in middle management roles within DCF nor the overall quality of practice in child protection have improved over the long-term.  We still see an agency directed by crisis, and engaged in planning and quality assurance processes designed only to meet externally imposed pressures.  

Specific themes identified in each of the child fatalities and the two facility investigations included: 1) poor screening and assessment of child safety; 2) insufficient abuse/neglect investigations; 3) inadequate supervision of social work practice, including insufficient knowledge of policies and performance expectations, procedure, and standards of practice; 4) consistently poor communication, both internally and externally, and 5) an absence of consistent quality assurance measures beyond the Central Office where, in fact, quality assurance mechanisms are well-resourced and sophisticated.  

Despite consideration of budgetary constraints, hiring freezes, staff layoffs and early retirements, there is no good explanation for DCF’s failure to fully implement the recommendations DCF has been operating under a federal consent decree for over 10 years and recently underwent a focused review of child welfare practices by the federal government.  Both have identified serious flaws in Connecticut’s child welfare practices.  DCF has not refuted any of the findings or recommendations issued.  The process of external oversight and review is rendered meaningless if recommendations made over and over again are not implemented.    

A summary of significant findings and recommendations, including newly developed recommendations based on this cumulative review of all thirteen of the above-referenced investigations follows below.

SAFETY

Findings:

· There is a critical lack of good assessments of child safety, often resulting in ineffective interventions.  

· i.e., in J.D., the house was in deplorable condition, with no access to bathroom.  The child was referred to DCF because of  poor hygiene in addition to truancy.  DCF closed the case without any reference to the conditions of the home.

· The progress of parents who are referred to classes/programs for parenting skills, anger management, etc. is measured only in terms of attendance compliance with required programs instead of observed changes in parenting behaviors.

· i.e., Ezramicah’s parents attended the required parenting classes.  Yet there were several calls to the police department for domestic disturbance and abuse of a dog in the home in days leading up to the child’s death by shaking.  Ezramicah’s father had even expressed that he wanted to scream at times in frustration at being home alone with the baby daily.

Recommendations:

· Home/Safety assessment skills must be taught and reinforced with Social Workers working outside of DCF offices directly with children and families in a meaningful way.  Assessment skills should be reevaluated regularly as part of staff development and performance review through not only documentation review, but direct observation and feedback from others involved with that worker.
When DCF mandates or refers families to classes or therapeutic programs intended to improve their parenting skills and behaviors, both participants and programs must be evaluated for results in changing and improving parenting behavior, not compliance with attendance requirements.

MANAGEMENT/SUPERVISION

Findings:

· DCF supervisors fail to adequately supervise caseworkers, regardless of the caseworker’s experience level.  Supervisors too consistently accept at face value what social workers say in reports or documents from visits.  (There is little direct observation of staff practice outside of the office and case review for the purpose of assessing and promoting staff competencies.) 

· Policy and procedural changes are frequent, yet very ineffectively communicated.  DCF social workers are often informed of policy changes and procedural information through e-mails and supervisory meetings.  There is little follow up to determine if workers understand the changes and are actually modifying their practice to ensure compliance.  Critical incidences and tragedies too often serve as the catalyst for practice review.

· i.e., the Interstate Compact policy requires background checks and home studies be completed by the receiving state before a child can be sent out of Connecticut.  When Alex B. left for Florida, where he was subsequently murdered, none of that was done.  There was no review of the social worker or social work supervisor’s knowledge or appreciation for Interstate Compact Law.

· The Bureau of Quality Management Special Review Unit within DCF has the responsibility to review DCF case practice in situations of critical incidents and child fatality.  Reports are produced describing the findings of the internal review and with recommendations for corrective action.  OCA has interviewed many DCF employees in the past years and has learned that many staff have never have read or participated in internal discussions regarding the SRU reports.  In fact, many have reported that they were unaware of the SRU.  
Recommendations:

· DCF leadership must reform its system of supervision of employees, particularly of caseworkers.  Supervisors need access to objective information about the case and the child in order to monitor the quality of case practice and to prevent tragedy resulting from lack of knowledge, poor judgment or error.  Changes to the supervisory system need to include requiring field supervision and purposeful review of cases to ensure adherence to established policies and procedures as well as an appreciation of best practice standards.  Documentation of supervisory activity must adequately describe the supervisory process and staff response.

· Effective disciplinary action must be taken in cases where there is evidence that DCF staff have received appropriate training and supervisory support yet their performance is negligent or in violation of policy and procedure.

· Managers and supervisors should be held accountable for those that they are responsible to supervise, at all levels.

· Evaluate the collective bargaining contracts that cover the involved DCF employees to consider the implementation of a fast-tracking removal process for incompetent employees or employees unwilling or unable to meet DCF standards.

ASSESSMENTS/INVESTIGATIONS

Findings: 

· Failure to accurately determine if abuse is taking place:

1. OCA repeatedly found evidence that DCF neglects to conduct complete and thorough investigations and assessments.  A rapid, comprehensive, ongoing formal assessment is essential to establishing the safety status of children.  

· i.e., Because J.D.’s house was not adequately assessed; the full picture of his home life was not learned.  On just the issue of hygiene, had an adequate assessment of the home occurred, it would have revealed that the child had no way to bathe.

2. Cases often lack a complete assessment of family functioning and needs, ongoing risk assessment, risk factors such as substance abuse, domestic violence, unrelated adults/boyfriend in and around the home, the state of the home including overall cleanliness, access to water, etc., recognition of the importance of multiple reports of abuse/neglect on an open DCF protective services case, appreciation of children’s statements, and clarity of the role of the ongoing protective services social worker.

Recommendations:

· Every case must be reviewed for thoroughness and quality of work.

· Supervision and oversight must not be limited to compliance with requirements.  There must be an emphasis on professional competencies and staff development.  
· DCF must provide education and support to social work supervisors to assist them in engaging staff in continuous reassessment of skills and knowledge.  Learning and practice opportunities must be available and meet the individual learning needs as well.

· DCF practice should be guided by professional practice standards which are generated from knowledge, research and experience.  These standards must be constantly evaluated and modified as new knowledge is gained.

· Screening and assessment instruments utilized by the department must reflect current professional practice standards.

COMMUNICATION
Findings:

· There are consistent problems with the quality of communications as well as process. 

· Problems regularly result from a lack of effective communication:  DCF personnel are not communicating effectively with their contractual service providers or others who are providing services and supports to children and families; DCF staff do not ensure the juvenile court and police are consistently and adequately informed of vital information.  

Recommendations:

· DCF leadership must establish clear expectations with their staff regarding the need to effectively communicate information relevant to child safety.

· Communication about policies, expectations and practice of workers and supervisors must be strengthened between DCF central administration and the regions.  Electronic communications alone are inadequate and should be complemented by discussion and supervision.  

· Contractual agreements with providers must include expectations for effective treatment planning as well as responsibilities for reporting of compliance and outcomes.  Providers must be included in discussions and planning in a meaningful manner.

QUALITY ASSURANCE

An effective quality assurance system is a necessary management tool for helping to keep children safe.  DCF has a Quality Assurance Division that supports DCF with the capacity to conduct sophisticated reviews as well as disseminate information regarding research and changing practice standards.  However, the information is not shared or utilized effectively.  

Findings:

We see no evidence that the information acquired through DCF QA processes is disseminated to those it affects most and actually then impacts the practices of the department.  Child Welfare officials are not working in concert with Quality Management officials towards the goal of improved outcomes for children.  The quality assurance mechanism should be the first line of accountability outside of the direct supervisory chain of command.  It should not be necessary for personnel from the Office of the Child Advocate to continually provide monitoring for DCF.

Recommendations:

· Leadership at DCF must incorporate the findings of quality assurance reviews into child protection practice.  Valuable information is often not reviewed by the Bureau of Child Welfare and is not used to change practice.  As a matter of practice – DCF staff should be encouraged to review all reports of quality assurance review, fatalities, critical incidents and given periodic opportunities to meet in facilitated groups to discuss.

· DCF central administrators must create a climate from the top in which supervisors are accountable for the work of their staff and managers are responsible for the work of the supervisors.  Those responsible for programs at the bureau level must manage, and insist that those who report to them, likewise, monitor and manage for quality.
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