STATE OF CONNECTICUT

OFFICE OF THE CHILD ADVOCATE

18-20 TRINITY STREET, HARTFORD, CONNECTICUT 06106


Jeanne Milstein

Child Advocate                           
Dear Friends,

The Office of the Child Advocate (OCA) oversees the care and protection of children.  We determine when care and protection is reasonable and when it is not. If it is not, we advocate for its improvement.  We hold systems accountable.  We demand that every state dollar is spent carefully and with promise of a good outcome.  We hold ourselves accountable too, but articulating our accountability is no easy task.  Advocacy is a vague endeavor.  Articulating what advocates do can be challenging.  We work hard, we challenge, we listen, we educate, we learn, we persist, we call back, we testify, we lecture, we support, we inform, we watch, we remind, we demand, we negotiate, we show up, we review, we investigate, we report, we inquire, we mediate, we don’t let go, we keep at it, we advocate. 

This report attempts to describe the work of the Office of the Child Advocate in the 2004-5 fiscal year.  The concerns that we received from citizens about children drive that work and formulate priorities.  The format of this report outlines those concerns in accordance with the broad mandate set forth in Connecticut General Statutes.  Once again the office handled a large number of calls and complaints.  We embarked on a record number of special investigations and projects.  Hopefully through this description of the calls and projects the efforts of the office can be somewhat quantified and its effectiveness expressed.  

The 2004-2005 fiscal year was a year of learning.   Connecticut policy makers learned about developmental disabilities, the challenge to parents of children with special healthcare needs, the plight of children languishing in the Juvenile Justice System who have committed no crime.  People are talking about the effects of trauma on children in a way they have never talked before.  The Department of Children and Families (DCF) is holding talks with the Department of Mental Health and Addiction Services (DMHAS) to plan for better transitions of children from DCF to DMHAS adult mental health services.   The Department of Mental Retardation (DMR) is being tapped by the DCF to develop care services for children with mental retardation.  These are just a few of the changes we are beginning to see in the care and protection of children.  Where absolute change has not occurred, at least discussion is beginning.  I am encouraged by new and stronger partnerships between state agencies and programs.  

My staff has achieved enormous amounts of work despite their small size.  We look forward to two new dearly needed positions in the coming year.  Our work continues to be enhanced by assistance from many organizations and individuals.  This report is presented with gratitude to our partners and all those who have assisted us on behalf of Connecticut children.

With thanks, 

Jeanne Milstein

Child Advocate

THE OFFICE OF THE CHILD ADVOCATE

2004-2005 ANNUAL REPORT

Mission

The mission of the Office of the Child Advocate (OCA) is to oversee the care and protection of children and to advocate for their well-being.  

Purpose

The OCA reviews and monitors public and private agencies that care for and protect children, and reviews state agency policies and procedures to ensure they protect children’s rights and promote their best interest.  

Background

The OCA was established by state statute in 1995 following the very tragic deaths of children who were in the care of, or known to, the state child welfare system.  The intent of the legislators who proposed the office was for an independent state agency of oversight
.  Through that oversight, the Office of the Child Advocate ensures the protection of the civil, legal, and special rights of children.  

Independence

The independence of the office allows the Child Advocate to respond to concerns about children with objectivity and without undue influence.    

Authority

The Child Advocate is empowered with broad access to information in order to carry out the duties of the office.  This authority is supported by the power to subpoena.  State law provides the office with access to any and all records pertaining to services or care provided to a child that may be necessary to intervene on behalf of that child.  The OCA is the only agency able to review that breadth of information about a child, crossing all domains of the child’s life from home, to school, to health care, and beyond.  Informed by a “full picture” of a child, the OCA is often able to identify obstacles to communication and interruptions of care that might otherwise not have been noticed in a child’s life.  The OCA is frequently a catalyst for building partnering relationships that care for and protect the “whole” child.  

Confidentiality

The OCA’s access to information comes with significant responsibility to confidentiality.  The identity of any reporter to the OCA is strictly maintained, as are any records produced by the office.    The state law allows release of information about a child or investigation only when the Child Advocate determines it is in the child’s or the public’s best interest.  

Personnel

Staff

The Office of the Child Advocate is staffed by seven professionals and two support staff.  Backgrounds and professional experience is wide and varied, bringing a unique diversity of expertise to the office.  To date the Child Advocate has been unsuccessful at achieving official state positions and relevant state job descriptions for this relatively new agency.  The office has been staffed with levels of expertise in identified necessary areas and informal job descriptions developed from that need.  

Jeanne Milstein, the Child Advocate works closely with the Governor, the General Assembly and other state commissioners as the voice for children.  In the spring of 2005 she was re-appointed by the governor and reconfirmed by the General Assembly for a second four-year term.  

Mickey Kramer, the Associate Child Advocate, stands in for the Child Advocate in her absence.  The Associate also manages cases and conducts systems investigations.  She provides staff supervision, oversees investigations and ombudsman activities, supervises office interns and represents the Child Advocate on committees of interest.  

Assistant Child Advocate Julie McKenna serves as the OCA Intake Coordinator.  She reviews all citizen concerns made to the office, provides information and guidance when appropriate, and refers cases for investigation to the other Assistant Child Advocates.  

Assistant Child Advocate Faith Vos Winkel staffs the Child Fatality Review Panel (CFRP).   She manages the CFRP database, reviews all unexplained and unexpected deaths of children and leads full fatality investigations when warranted.  She also manages general cases and takes part in system investigations, specializing in special education and developmental disabilities.  Ms. Vos Winkel oversees interns assigned to the CFRP and other special projects and represents the Child Advocate on committees of interest.  

Assistant Child Advocate Heather Panciera monitors all state-run facilities that serve children.  She manages individual cases and assists with other facility investigations as well.  She also represents the Child Advocate on committees of interest

Assistant Child Advocate Moira O’Neill manages individual cases and conducts investigations involving services to children with special health care needs.  She oversees office interns and other special projects. Ms. O’Neill represents the Child Advocate on committees of interest.  

George Hayes is the Child Advocate’s Independent Monitor of the Connecticut Juvenile Training School,  (CJTS).    

Denise Scruggs and Janet Santiago support the office administratively.  Ms. Scruggs left the OCA in the spring of 2005 after seven years of service.  Lily Tata was recently hired as the new Administrative Assistant.

The size of the OCA staff is incompatible with the breadth of responsibilities.  While there are specialty assignments, the work of the office is shared by all.  The bulk of new calls or intakes are directed to the Intake Coordinator but each professional staff does intakes and opens cases as well.  The work of investigations and report writing are always shared regardless of specialty area.  Complex cases of children involved with multiple systems or with particularly problematic circumstances and facility or program investigations are frequently teamed.  

Consultants 

To supplement office resources, the OCA has pursued grant funding to support consultants on special projects.  A federal Juvenile Justice and Delinquency Prevention Act Grant has supported several such projects over the past few years and is due to run out in September 2005.  Several consultants were hired with grant funding in 2004-5.  

· Susan Rousseau O’Connell, MSW:  Children’s Mental Health Investigation, developed an instrument to review treatment plans of children in residential treatment facilities

· Abby Alter, MPA:  Connecticut CASA (Court Appointed Special Advocate)  – OCA began a review of CT CASA this past year due to numerous concerns/complaints expressed regarding its efficacy and utilization.

· Michele Melly:  Child Fatality Review Panel, Five Year Report – a review of trends in child deaths from 2000 to 2005.

· Gary Carman, Ph.D., MSW:  – Children’s Mental Health Investigation:  Review of treatment records of children placed in residential treatment settings.

Interns and Volunteers

The OCA has benefited greatly in the past year from the diligent and generous work of several college, graduate school, and professional interns and volunteers.  

· Ryan Burns, Hamilton College:  Connecticut CASA Investigation

· Cassandra Schiller, Yale School of Nursing:  CT Family Support Council Legislative Support

· Sarah Eilers, Colby College:  History of the Office of the Child Advocate

· Jennifer Gosselin and Lindsay Chepega, St. Joseph College:  Early Childhood Education

· Carolyn DeRochers, Esq: Fatality Review, Hartford Transitional Learning Academy Investigation, Infant Mortality Data and Age of Mother Report
· Kristen Davey R.N., Quinnipiac School of Nursing:  Fatality Review

· Bridgid Curry, Angela Micah, Natasha Kanagut, and Katya Klumpp Yale School of Public Health:  Early School Suspensions and Expulsions

· Jennilee Carrasco, Bulkely High School Afternoon Academy:  American Bar Association Teen Dating Violence Prevention Initiative

· Preston Britner, Ph.D and Lilly Alpert Ph.D Candidate, University of Connecticut:  Consistent School Programs in Foster Care

THE WORK OF THE OFFICE OF THE CHILD ADVOCATE

The Office of the Child Advocate performs its duties in several ways including ombudsman activities, facility and program review, special investigations, special projects and pursuit of policy and legal change.

Ombudsman Activities

Pursuant to Connecticut General Statute Sections 46a-131(a)the Child Advocate shall:

· Pursuant to an investigation, provide assistance to a child or family who the Child Advocate determines is in need of such assistance including, but not limited to, advocating with an agency, provider, or others on behalf of the best interests of the child…

· Review complaints of persons concerning the actions of any state or municipal agency providing services to children and of any entity that provides services to children through funds provided by the State, make appropriate referrals and investigate those where the Child Advocate determines that a child or family may be in need of assistance from the Child Advocate or that a systemic issue in the State’s provision of services to children is raised by the complaint.

Citizens contact the Office of the Child Advocate for information about services, programs and children’s rights.  They also contact the OCA with complaints about state agencies and/or other programs.  These “calls” represent the heart of the OCA’s work as they reflect the circumstances of individual children.  The experiences of individuals are monitored over time for trends in children’s issues and initiatives or systems investigations on behalf of groups of children.  

Ombudsman activities are generally focused on individual children.  A wide variety of citizens contact the office about children of concern, including health professionals, parents, children themselves, school professionals, child welfare professionals, attorneys and many others
.  Calls and reports about children are classified in several categories:  Information Only, Information and Referral, and Intakes.  Intakes are calls received that are opened as an OCA “case” with an assigned Assistant Child Advocate.  The opening of a case indicates a higher level of OCA involvement.  There are two types of Intake:  Coaching and Investigation.  

Information Only

The OCA receives a large volume of calls annually from citizens seeking information about services and supports for children.  These include, but are not limited to resources for information about special education, health insurance, child care, child support, and legal services.  These callers are generally aware of resources that may be available, but they are not sure where to find them or who to contact.  

Information and Referral

Some citizens contact the OCA not knowing what information they seek.  A common greeting is, “I’m not sure if I have called the right place.”  They may not be aware that resources or supports exist for their particular problem.  The OCA listens to their concern and provides information about what help is available.  The callers are provided with information about programs, agencies, or people who can help and the relevant contact information.  Some Intake and Referral calls may be complaints about the actions of a particular state agency or program in regard to a child.  The Intake Coordinator will listen to these complaints and determine whether agency or program grievance procedures have been attempted and if not, will refer accordingly.

Intake Coaching

There are occasions when citizens contact OCA with concerns about a child that are complex enough to warrant more assistance in pursuing resolution.  These calls are opened as an OCA “case” and an Assistant Child Advocate is assigned to “coach” the caller through the actions necessary to resolve the concern.  This may include simple coaching about what laws and policy apply to the situation, who to contact to address it, and how to go about the problem solving.  The assigned OCA staff may also attend meetings, visit facilities and programs and facilitate negotiations on behalf of the caller and child.  The case will remain open to monitor progress and determine whether the concern was addressed appropriately.

Intake Investigation

Concern about the circumstances of a child rises to a full investigation when there is sufficient evidence that a child has unmet needs and the system or systems in place to meet those needs appear to be ineffective.   These cases typically involve multiple state agencies and professional services.  While the OCA opens a large volume of investigation cases from citizen calls, they also arise from several other sources.  The problematic circumstances of individual children may be identified during the course of a larger OCA investigation, an OCA staff member’s visit to a facility, or from public reports of events.   

An Assistant Child Advocate is assigned to each investigation.  However, complex cases are frequently teamed to draw in broader expertise on the particular child’s behalf while keeping an eye on the systemic implications of that individual case.  The majority of the foregoing open cases must be handled in a case-by-case and hand holding manner.  The result is an enormous, labor-intensive commitment of resources and time.  

The OCA activities in these cases blend investigatory and advocacy interventions that range from extensive historical review; identifying and establishing lines of communication with relevant agency and program staff; facilitating meetings and mediating resolution; consulting with other experts and educating agency representatives; intervening in court and any other action required to ensure a child is cared for appropriately and that the rights of the child are protected.  
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Trends in Citizen Concerns 

The OCA Call Management System (CMS) database captured 1115 calls during the reporting period.  Of those calls, over 300 new cases were opened as full coaching or investigative OCA cases.  The Citizens Concerns chart above indicates the nature of calls to the OCA over the year.  The majority of calls were in regard to issues of child welfare that most frequently involved investigations of abuse and neglect and the management of child protective cases by the Department of Children and Families (DCF).  The ombudsman work of the OCA has been helped greatly by the expansion of the DCF Ombudsman’s Office.  As with all quality assurance efforts, complaints about personnel and program planning are best handled internally. While the OCA continues to intervene on behalf of some children whose cases are also being reviewed by the DCF Ombudsman, the OCA recognizes great benefit in the self-monitoring.  It is a longer-term system improvement. 

The next largest number of calls was categorized as legal.  These calls also often involved children in abuse/neglect proceedings where-in there was concern about the legal rights and representation of children and parents.   There were also a large number of calls regarding custody and visitation issues.  Children who are 16 or 17 years old and are charged with committing a crime are in the purview of the adult criminal courts in Connecticut.  The OCA also received a large number of calls regarding the rights of children in those adult proceedings. 

The approximately 150 calls to the OCA concerning children’s mental health were predominantly in regard to access to services.  There were a large number of reports of children stranded in hospital emergency departments with no treatment facilities available to them.  The consistent underlying problem for all of those children was the dearth of community-based mental health services.  Children were frequently treated and released, only to return to emergency departments.  Children who did get admitted to psychiatric hospitals and residential treatment programs were either released without the proper community supports for follow-up care or their discharges were delayed all together due to the lack of community services.  Delayed discharge from residential treatment programs, especially those in out-of-state locations, was a frequent concern expressed to the OCA.  There was a mix of children who were not responding to treatment at all, and children who had completed therapeutic programs but were now deteriorating due to lengthy institutionalization and separation from families.  A growing number of cases involved children with mental illness who were 16 or 17 years old and involved with the adult criminal courts.  These calls concerned the reported denial of access to mental health services through the Department of Children and Families Voluntary Services.  Eligibility for Voluntary Services excludes children involved with the Department of Corrections.  There is, however, the possibility of a waiver of that exclusion that the OCA has been helpful in achieving for a number of children.  

The large number of calls regarding special education frequently involved children with medical, mental health, and developmental disabilities.  The majority were requests for assistance with negotiating for appropriate individual educational plans.  The OCA utilized the assistance and expertise of several community-based resources including the Connecticut Parent Advisory Council, the Special Education Resource Center at the State Department of Education, and the Connecticut Family Support Network.  In extremely complex cases involving multiple state systems the OCA staff assisted with educational service negotiations directly.  

The primary concerns regarding children’s medical issues were access to health insurance and support services.   There were a large number of calls about children with medical conditions who required complex medical care, including ventilator support and round-the-clock nursing care.  Many of the children had exhausted health insurance benefits or had none at all, to cover in-home nursing care.  The overwhelming theme among these calls was the effort to get children home and or keep them home when the only available assistance was through institutionalization.  Similarly, calls regarding children with mental retardation and or developmental disabilities were frequently about getting in-home supports for children who were at risk of institutionalization.  Services through the Department of Mental Retardation are restricted to persons with mental retardation only.  Even then, services for children are limited by available funding.  Children with developmental disabilities, such as autism, who do not have mental retardation, are virtually without any available supports beyond school programs.  Without early intervention and ongoing support to provide vigilant supervision and behavioral training, children were being reported to the OCA as a danger to themselves and others.  Institutionalization through DCF protective services was generally the only option.  Citizens were contacting the OCA as a last resort to negotiate appropriate services for the children while keeping them at home.  A significant number of calls received about children in out-of-state facilities for lengthy periods of time involved children with mental retardation and or developmental disabilities.

There was a range of concerns expressed in calls regarding juvenile justice.  Some calls were from parents or professionals worried about a child’s behavior such as truancy or not following house rules.  They sought information about “Families with Service Needs” (FWSN) petitions in the juvenile courts.  Theoretically, FWSN status can influence a child’s behavior with enforced accountability to the court and court officers.  More often the OCA received calls regarding children who had violated FWSN court orders and were in detention.  These so-called status offenders did not necessarily need to be in detention but in therapy or receiving other family supports as the status implies:  families with service needs.   Many of these expressed concerns were in conjunction with concerns regarding mental health needs or facilities concerns.  Most facilities concerns pointed out inappropriate treatment plans, lack of discharge planning, mistreatment of children and general program deficiencies.  Many of these cases became part of larger systems investigations described below in this report.

The workload for the four Assistant Child Advocates and the one Associate Child Advocate remains overwhelming.  OCA is able to dedicate only about 2.5 FTE’s to handle its on-going caseload of open individual child and systems investigations.  The General Assembly and the Governor have approved the reinstatement of an Attorney position, effective July 1, 2005, and the addition of another Assistant Child Advocate beginning January 2006.  The CJTS Monitor position is also included in the 2005-6 budget.  

Facility and Program Review

Pursuant to Connecticut General Statute Sections 46a-131(a) the Child Advocate shall:

· Evaluate the delivery of services to children by state agencies and those entities that provide services to children through funds provided by the state…

· Review periodically the procedures established by any state agency providing services to children to carry out the provisions of sections 46a-13k to 46a-13q, inclusive with a view toward the rights of children and recommend revisions to such procedures…

· Periodically review the facilities and procedures of any and all institutions or residences, public or private, where a juvenile has been placed by any agency or department…

The OCA reviews and/or monitors children’s care at the four state-owned and operated residential facilities with regularity by the assignment of an Assistant Child Advocate to that task.  Due to extreme limitations of staffing, review of other programs and facilities tends to occur in response to identified and reported problems with care quality and child safety.  Just as individual child cases are identified through facility or program reviews, some facility or program investigations are undertaken from those regarding individual children.    The DCF provides all reports of child abuse or neglect allegations at facilities or in programs as well as critical incident reports to the OCA on a daily basis.  Individual reports may trigger an OCA investigation.  A series of reports on the same entity may be indicative of a chronic problem that warrants an OCA investigation. 

As of June 1, 2005 the DCF reported approximately 6,500 children placed in state care.  Of those, 3,200 children were in foster care and 1, 165 placed with relatives.  Over 2,000 children were scattered in group homes, therapeutic facilities, juvenile justice facilities, safe homes and shelters.  Many of the children have complex health and developmental needs.  

This past year the Office of the Child Advocate focused efforts on several categories of programs/facilities for children.  They included facilities and programs for adjudicated boys and girls; emergency shelters; placements for children with disabilities; and residential treatment facilities and other such congregate care settings.   

Adjudicated Boys:  Connecticut Juvenile Training School (CJTS)

The CJTS first opened its doors in 2001 and since opening the OCA has been in receipt of numerous complaints, criticisms and concerns about the facility and its programming for boys.  Following two lengthy investigations in conjunction with the Office of the Attorney General and the initiation of an independent monitor, serious concerns persist. The monitor position expired in late 2003 and the DCF commissioner, from whose budget the position was funded, chose not to extend the contract.

The need for the OCA to continue its oversight of the operations at CJTS has been previously reported in the 2003 and 2004 Evaluation of the Effectiveness of the Office of the Child Advocates. Use of improper restraint techniques, inadequate treatment and discharge planning, and inconsistent after care are specific findings at the facility associated with great risk to children.  Oversight of CJTS continues to consume a considerable amount of the OCA’s resources.  Although the Department of Children and Families (DCF) hired an individual to implement reforms in June 2004, progress at CJTS has been incremental and inconsistent.  As a result, Governor M. Jodi Rell intervened to reinstate the Office of The Child Advocate’s independent monitor position.  In mid-April, the OCA filled the position and the first report on the status of the facility since reforms were initiated is expected in August, 2005.

Adjudicated Girls:  New Services/Programs

Since the abrupt and poorly planned closing of Long Lane School in 2003 by the DCF, adjudicated girls are still without comprehensive and consistent services.  The lack of stable and reliable services for girls under the care of DCF continues to challenge state systems and place girls at risk.  Although new DCF-supported and subsidized accommodations and services were implemented in 2004-2005, the programs were opened quickly and without proper planning.  As a result, the care of girls has been tenuous.  

At the new programs, a combination of poor planning and minimally informed directives from the DCF has resulted in high professional staff turnover and limited success for the girls.  There is also still a critical lack of emergency foster care, treatment, and home and community based services for girls adjudicated delinquent, and girls with mental health needs in general.  The OCA staff meets regularly with a collaborative of providers and DCF officials to monitor progress in developing services for girls and to facilitate dialogue towards that end.  The OCA will continue to be vigilant in advocating for better planning and desperately needed services.  In the meantime, the OCA has opened several individual cases of adjudicated girls with unmet needs.  In these cases the OCA advocates for appropriate placement and access to mental health treatment.  There has been a remarkable need for trauma-based treatment recognized.   Facilitating the incorporation of early discharge and transition planning into community settings has been a particular priority that requires a great deal of negotiating and educating of child welfare and juvenile justice professionals. 

Child Welfare:  Emergency Shelters

The quality of care of both boys and girls in emergency shelters and group homes remains a deep concern.  Shelter’s are temporary housing for children who have no other place to go.  They may be children who have been removed from foster care or a treatment program.  Frequently they are adolescents who are perceived as difficult to place in foster homes because of their age.  Regardless of how they get to a shelter, any child living in a temporary setting is likely to have and be experiencing considerable emotional distress.  Many have been victims of abuse and neglect and many are likely to have some degree of mental health problems.  Shelters are not typical living situations for children.  They are not families.  They are also occupied by a number of children with competing needs for care and attention.  Therefore there is a level of stress associated with living in a shelter that warrants attention and even clinical intervention.

The OCA is reviewing whether planning and placement issues are being effectively addressed, and whether children’s psychological and physical safety, as well as their health needs are being dealt with.  A review of shelter use has unearthed concerns regarding extended stays without access to mental health services and interruption of school programs at placement.   While DCF administration has acknowledged these concerns as legitimate, little has been done to improve conditions or services to these youths.  These concerns have been raised with the Commissioner of the Department of Children and Families, however, there has yet to be any concrete action taken by the DCF to improve conditions and use of shelters.  

Accommodations for Children with Special Health Care Needs

A review of two specific residential facilities serving so-called, “medically fragile” children was undertaken in the past year.  It began with a review of the DCF’s long term plans for the resident children with respect to least-restrictive settings and opportunities to live with families.  Licensed as “group homes” the facilities were accommodating much higher census (7 and 12) than typical of others.  For example Department of Mental Retardation-licensed group homes typically accommodate no more than six children and frequently fewer.  There were concerns about the ability of caregivers to meet the competing needs of so many children requiring complex care.  OCA was in the process of reviewing the licensing, regulatory and quality assurance efforts of DCF, the agency that oversees and consumes the services when one of the resident children died.  Hence investigation was expanded, and continues with monitoring of the DCF Crisis Review Team responding to the death of the child.  The child’s death is also under investigation by the Child Fatality Review Panel.    

Residential Treatment and other Aggregate Settings

This past year what appears to be a most disturbing trend identified among critical incidents of abuse and neglect in facilities was a drastic increase in the number of reports of violent and otherwise inappropriate interactions between staff and children, as well as, between the children themselves.  The OCA has held preliminary meetings with members of the DCF administration to bring the growing problem to their attention.  In response, DCF staff shared new protocols they developed to respond to and monitor program concerns.  Going forward, the OCA will be investigating facilities for levels of supervision, relevance of programming, and quality of care to determine the cause of such a profound increase.  Supervision is clearly key in these circumstances; however, if children are not receiving appropriate treatment, they are at risk of deteriorating behaviors that place themselves and others at risk.  There will also be ongoing review of the protocols developed by the DCF that purport to improve investigations and support quality improvement.

Special Investigations – Special Projects

The substance of general calls received and investigations conducted determines the OCA’s public policy initiatives.  Those initiatives may be efforts to change public and agency policy, or in some instances, they may be deeper investigations to unearth and address broader systemic problems. 

As a consequence of trends in calls and program investigations during 2004-5 systems investigations and special projects were largely focused on children’s access to appropriate, accessible mental health services; reviewing the quality of care for children in out-of-home placements; and developing more home and community based services for children with special health care needs and/or developmental disabilities.

Special Investigation:  Mental Health Care

In collaboration with the Office of the Attorney General a comprehensive joint investigation of mental health services and health insurance for children continues from the previous year.  The scope of the effort includes, but is not limited to, issues of availability, access to the most appropriate medical care, cost and cost-shifting.  This investigation reflects the OCA’s commitment to ensuring that children are treated appropriately at home when possible and inpatient when necessary.  Of those children who do require the intense care only available in residential settings, the investigation seeks to assure appropriateness of placement and care.  That includes the timeliness and relevance of discharge planning to prevent children from languishing in institutions.  It also includes an examination of the quality and level of safety in programming.  Additionally, the investigation focuses on the cost of care and whether private insurance agencies are honoring mental health parity laws by paying for an appropriate array and intensity of services.

In other related activities the OCA also addressed access to mental health services for children transitioning into adult systems.  The OCA has been very involved in individual child cases and subsequent systems improvement discussions focused on improving the relationships between the DCF and the Department of Mental Health and Addiction Services (DMHAS).   

Special Investigation:  Hartford Public Schools

In 2003-4 The OCA received several complaints about the safety of children and the inappropriateness of educational programs in two alternative Hartford schools.  In a joint investigation with the Office of Protection and Advocacy for Persons with Disabilities, the OCA reviewed the school records of students to determine whether individual educational plans were developed in accordance with federal law.   Unfortunately, the City of Hartford has persisted in barring the OCA from accessing students at the schools to conduct statutorily authorized investigations of the complaints.  The OCA remains very concerned about the safety and well being of the children in the schools, and continues to pursue all options that are available to gain access to the students including pursuing a federal opinion of the legal challenge.  

Special Investigation:  Therapeutic Foster Home Contracts

Therapeutic foster homes receive a higher reimbursement rate for fostering children with special mental health and behavioral needs.  The DCF contracts for specific services and supports through these families based upon an assumption of specific training and preparation as well as expected extra effort to meet the children’s special needs.  The OCA initiated an investigation of therapeutic foster care contracts after discovering several cases of contracted services not being provided.  There was also little evidence of oversight of these expectations or corrective action.  This investigation continues as the OCA seeks to ensure that all children have their needs met and that state funding is utilized appropriately.

Special Investigation:  Title V and Other Services for Children with Special Health Care Needs

Since the release of the Child Advocate’s 2001 Services and Supports for Children with Special Health Care Needs report, the OCA has endeavored to clarify the role and effectiveness of the Title V/Children with Special Health Care Needs program administered by the Department of Public Health (DPH).  Two years ago the OCA delayed a full investigation of the federally subsidized program to allow for a DPH-contracted review.  The results of the study clearly indicated limitations in serving a substantial proportion of the estimated population of children.  There were also serious program concerns with the two contracting centers.  The DPH proposed a revised model for the program, the implementation of which was significantly delayed.  

This past year the OCA facilitated several meetings with families, providers, contractors, legislators and DPH officials to improve lines of communication and push the program implementation forward.  Monitoring of this program will continue to ensure that federal expectations and family needs are met with appropriate timelines and efficiency.  

In addition to concerns received about the Title V support program, the OCA opened a substantial number of cases involving children with special health care needs accessing care services.  Concerns were predominantly regarding insufficient health insurance to cover home care services, the loss of which threatens the family with institutionalization of the child.  The OCA has continued to collaborate with legislators, state agency representatives and the Managed Care Ombudsman to advocate for better health insurance arrangements for children.

The OCA also continues to be actively represented on the CT Family Support Council.  That family-centered entity was instrumental in the passage of legislation aimed at increasing resources for children with special heath care needs.  The 2005-2006 state budget reflects a substantial increase in funding of the Katie Becket Home and Community-based Waiver thanks largely to the efforts of the Council with active support from the OCA.  The Child Advocate and staff continued to conduct parent advocacy trainings and informational sessions for parents of children with special health care needs throughout the year in partnership with the Council. 

 Special Project:  Children with Developmental Disabilities without Mental Retardation

Connecticut is one of only three states, along with Mississippi and Alabama, that do not have a division or department mandated to provide supports and services to individuals who have developmental disabilities without mental retardation.  This includes children with autism, cerebral palsy, epilepsy, muscular dystrophy and other disabilities that do not effect cognitive functioning.  The OCA made addressing this issue a priority over the last year.  Working with parents, providers, other state agencies and advocates, the OCA proposed legislation to establish a pilot project to develop and implement the necessary infrastructure needed to provide desperately needed supports and services to individuals with developmental disabilities without mental retardation.  The collaboration was partly successful in that the 2005-6 state budget reflects an allotment of money for the Department of Mental Retardation targeted for developing services for persons with autism.  While the sum of the allotment is small, $250,000, this is considered a major accomplishment in initiating the effort towards addressing the needs of individuals with developmental disabilities.  

These supports and services are urgently needed.  The goal is a system that supports children in their homes, attending schools and being a part of their community.  With the absence of these services, families are often forced to institutionalize their children so that they may receive proper care.  This initiative at the OCA was born out of the number of calls and cases opened to assist families seeking services, negotiate with state agencies for support, negotiate with school systems for appropriate educational plans and secure safe residential programs for their children when needed.  Often times, the care needs of a child with a developmental disability are quite simple:  a vigilant childcare worker or someone to help dress and bathe a child.   Without responsive state systems, citizens must depend upon the assistance of volunteers and non-profit organizations established to fill the gap.  The OCA relies chiefly on the expertise of the Connecticut Autism Spectrum Resource Center to provide guidance and support to families of children with autism. That organization relies upon charitable fundraising and grants to operate.  The OCA and partners were quite successful in educating legislators and the general public about the plight of persons with developmental disabilities without mental retardation. A considerable knowledge gap was addressed, and we are optimistic that more attention will be given to this issue in future.

Special Project:  Juvenile Justice - Status Offenders

The care and protection of children involved in the juvenile justice system has been a consistent focus of concern for the Child Advocate.  This includes children who are adjudicated delinquent for crimes committed but also children who are referred to as “status offenders.”  These are children who enter the court system through identified needs.  Specifically, they are referred to the courts on Families with Service Needs (FWSN) petitions.  They include children who run away from home, children who are truant from school, and children who are out of the control of their parents.  The FWSN petitions the court to order compliance with house rules as well as with certain services, including educational mental health services.  There is an implication that the ordered services will not only address behaviors but assess the nature of the underlying problem and treat the child and/or family accordingly.  

Due to the lack of community-based services and insufficient oversight of the children’s circumstances, many children end up violating the court orders and are remanded to detention.  Detention, by its very nature is a temporary setting.  However, again due to the dearth of services for children and their families, detention becomes a long term placement for some children on the premise of keeping them out of harms way.  Accordingly, the juvenile justice system has frequently been referred to as the safety net for children’s mental health.

The OCA invests considerable resources in addressing the status of the care and protection of status offenders.  The Child Advocate and staff members participate on a number of committees determined to develop solutions to the growing problem.  As with years in the past, there was considerable legislative effort focused on these issues of juvenile justice.  In addition to the overall systemic dysfunctions, the quality of care while children are in juvenile justice programs and detention has also been a focus of the OCA.  The use of shackles during transport without any risk assessment was addressed with proposed legislation.  This is a practice that presents great emotional cost to children, specifically those who have not committed any crime.  The restrictions on home passes for court-involved children placed in residential treatment was also addressed.  The OCA frequently consults experts in the welfare of court-involved children and advocates for appropriate treatment and care of children accordingly.  The OCA was successful in educating a number of policy makers in 2004-5 and will build on that success in endeavoring to improve services for court-involved children in the coming year.

Special Project:  School Bullying

Staff of the OCA participated in the planning and implementation of a very well attended statewide conference addressing the issue of bullying at schools.  The OCA participated in meeting with advocates and the State Department of Education to strategize combating the incidence of bullying and strengthening the anti-bullying statute established in 2003-4.   The OCA has also facilitated discussions between and among families and school systems regarding this issue.  Approximately a dozen individual cases were opened on children being bullied at schools with subpoenas for records issued on four.  The OCA was successful in negotiating school transfers for four children, and will continue to advocate for the safety of children in public educational settings.

Special Project:  Educational Disruptions of Children in Foster Care

The McKinney-Vento Act protects the rights of children to have stable schooling despite unstable housing.  This protection extends to children in foster care.  Despite this protection, many children who are uprooted from their homes due to neglect or abuse substantiations are also uprooted from their familiar schools.  Separating a child from all familiar relationships and activities can have a devastating effect.  The OCA has partnered with the University of Connecticut School of Human Development and Family Studies to review the incidence of school change for children in foster care.  The study will also review school days missed due to delayed enrollments.  This report will be completed in the fall of 2005.

Special Project:  Early Suspensions and Expulsions

Recognizing an increasing incidence in suspensions and expulsions from Connecticut schools, the OCA commissioned a study with the Yale School of Public Health to examine the incidence among very young students in Kindergarten through Third Grade.  The researchers conducted an extensive literature review that included descriptive information about the problem as well as successful interventions to address it.  All Connecticut school superintendents were surveyed in regards to perception of, and response to, the problem as well as local school policy.  Suspension and expulsion incidence data was also obtained from the state Department of Education.  The study was in the analysis phase at the time of this writing and will be completed in the Fall of 2005.   

Special Project:  City of Hartford Violence Prevention

The City of Hartford has experienced an alarming rise in the incidence of child fatalities and injuries related to violence.  In response, the Child Advocate and the Chief State’s Attorney have been actively working on prevention efforts for city youth.  Specifically, they have brought community and city leaders together in a targeted effort to create and fund more summer jobs and mentors for children most at risk in Hartford.    This project is expected to be sustained in the coming year with hopes that youth with jobs and adult mentors will be diverted from the dangers of city violence.  

Special Project:  Teen Dating Violence Prevention Initiative

According to the most recent national Youth Risk Behavior Surveillance conducted by the Centers for Disease Control, Connecticut has the highest incidence of violence among teen couples.  In November 2004 Governor Rell appointed the OCA as the lead state agency in the Teen Dating Violence Prevention Initiative spearheaded by the American Bar Association (ABA).  As mentor to an appointed “ABA Student Ambassador” the OCA participated in national forums focused on developing strategies to combat this growing problem.  A US Senate resolution established February 6-10, 2006 Teen Dating Violence Prevention Awareness Week.  The OCA is drawing together a broad collaborative of human service, public safety, health care, school, legal and advocacy agencies to team with teenagers and plan for Awareness week events across the state. 

Special Project:  Boy Doe, et al v. CT Department of Children and Families, et al

The OCA is currently seeking a settlement in this law suit filed in 2003 on behalf of a young man who was in the care of the DCF.  Boy Doe had been heinously abused as a child.  The DCF placed him in multiple residential treatment facilities over a period of several years but never did get him the appropriate treatment for his needs, specifically treatment for the trauma he experienced.  

Special Project:  W.R. v. Dunbar, et al

The OCA has intervener status in this lawsuit brought against the commissioner of the DCF on behalf of families seeking home and community-based care for their children with mental and behavioral health care needs.  They seek local, small settings for the care of their children whom the DCF has placed in large institutions in and out of the state.  The OCA is mindful of extensive research and experience that supports home and community based care for the best child development and child welfare.  

Child Fatality Review

Pursuant to Conn. Gen. Stat. § 46a-131 (a) (10), the Child Advocate shall

· Serve or designate a person to serve as a member of the child fatality review panel established in subsection (b) of this section.

The panel shall:

· Review the circumstances of the death of a child placed in out-of-home care or whose death was due to unexpected or unexplained causes to facilitate development of prevention strategies to address identified trends and patterns of risk and to improve coordination of services for children and families in the state.

· Upon request…or at the Child Advocate’s discretions, the Child Advocate shall conduct an in-depth investigation and review and issue a report with recommendations on the death or critical incident of a child.

Under the chairmanship of the Child Advocate the Child Fatality Review Panel (CFRP) reviews all unexpected or unexplained child fatalities.  These reviews provide information about health and fatality risks to children.  They are also an opportunity to examine the effectiveness of state agencies and community programs as safety nets to child welfare.  The findings of child fatality review fuels advocacy for systems improvement and prevention strategies. 

The CFRP is staffed by an Assistant Child Advocate who conducts the day-to-day work of the CFRP including: screening all Medical Examiner reports of unexpected/unexplained deaths of children; scanning news media for other deaths not reported by the Medical Examiner; leading investigations of child deaths; preparing reports of fatality reviews; and representing the Child Advocate at national, regional, and state child death review committees.  

While all child deaths reported to the OCA are reviewed, thorough investigations are conducted only into those situations where there was, or should have been, involvement of state agencies.  While some state agencies caring for children conduct their own fatality reviews, (DCF, DMR) only the CFRP, under the authority of the Child Advocate, can review the life and death of a child in its entirety.  Access to all information about the child and the services provide results in a comprehensive picture of the circumstances of the child’s life and death.  After all, the purpose of these investigations is to determine whether there are opportunities to improve the effectiveness of public agencies and/or professional practice as a prevention strategy.  A comprehensive review of a child’s circumstances allows that level of assessment of both a child’s needs and the quality and quantity of services provided.  Specific recommendations are made in each investigation according to relevant findings.

Trends in Child Deaths

The CFRP reviewed 185 child fatalities between 7/1/2004 and 6/30/2005.  Of those fatalities, manner of death is not yet available for approximately 16 percent.  The two most common manners of death were natural (46%) and accidental (24%).  Homicide and suicides made up approximately 11 percent of deaths and a small percentage were of undetermined manner.  

The causes of “natural” deaths are generally attributed to disease processes, anomalies of birth and physical conditions of interrupted development.  Severity of prematurity at birth, for example, may impact the development of physiological systems or vital organs.  The most common cause of natural death in Connecticut children during the reporting period was a category referred to as “medically complex.”  These are children with multi-system involvement and/or co-morbidity that require complex medical care to keep them alive.  Extreme prematurity was the second leading cause of natural death.  Cardiac malformations and malfunctions was the next leading cause of natural death.

Accidental deaths, the second leading manner of death, were caused chiefly by accidents of motor vehicles, drownings, fires, and trauma.  Homicides and suicides, deaths caused by others or self, were also significant in number with unusual characteristics of incidence that are described in detail below.
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Trends in Child Deaths

The CFRP identified several trends that warranted heightened monitoring among children’s deaths over the year.  They included characteristics of suicide victims, the impact of domestic violence on child death, infant mortality as related to age of mother, and deaths related to motor vehicle accidents.  

Suicide
The incidence of suicide among children may appear insignificant at first glance, in 2004-5 there were nine child suicides, including seven hangings and two gun shot wounds.  In 2003-4 there were only three suicides, all of which were asphyxia due to hanging, and the year before there were seven, of mixed means, predominantly drug related.  Suicide is significant however, in that it remains the third leading cause of death among a population for whom death is developmentally and chronologically unexpected.  More concerning is the incidence of unsuccessful suicide attempts among children.  Suicide attempts are the leading cause of injury-related hospitalizations.  In 1996 medical costs and lost wages associated with self-inflicted injuries among youth 10-19 years old were close to 20 million dollars.   Consequently, the number of suicides among Connecticut children is, indeed, significant.  Additionally, the age and gender of suicide victims characterizes new and alarming trends.  
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In 2002-3 the average age of a child suicide victim was sixteen with a range of fourteen to seventeen.  In 2003-4 it was approximately fifteen and a half with a range of fourteen to seventeen.  The average age among children who committed suicide in 2004-5 was well under fourteen years old with a range of twelve to sixteen years.  The trend across the country is that younger children are completing suicide.  As profound a change was the gender of the children.  Five of the eight suicide victims in 2004-5 were girls.  In 2002-3 only two of seven suicides were girls although in 2003-4 two of three were girls.   Trends in suicide have historically been of higher incidence among boys both in Connecticut and nationally.  More girls attempt suicide but typically more boys complete suicide.  Connecticut’s rising number of girls committing suicide is an anomaly among national trends and warrants examination.  Psychiatric disorders, substance abuse, stress, abuse and neglect, family discord, and hopelessness are all recognized contributing factors to suicide among children.  The trends in age and gender suggest a need for both suicide prevention initiatives and consideration for the mental health and welfare of children with a new emphasis on the circumstances of girls and younger children.

These trends and the persistence in the incidence prompted the CFRP, through the activities of the staff, to engage in several multi-agency suicide prevention efforts.  The CFRP is now represented on several suicide-related committees and was instrumental in organizing the Statewide Suicide Prevention Conference.  

Domestic Violence - Homicide

The CFRP also highlighted the strong link between domestic violence and child fatalities in the past year.  Given the serious concerns regarding violence and gang activities in Connecticut’s urban centers, there was an intuitive expectation that homicides among children would be associated with random and gang-related violence.  The number of child deaths by homicide has risen in accordance with the incidence of violence.  However, deaths of children ruled homicides were actually more likely to be associated with domestic violence.  The majority of perpetrators were known to the child victims and their families.  Particularly younger victims were likely to be killed by known perpetrators.  During 2004-5 there were twelve homicides, seven of which were perpetrated by persons known to the children and their families.  This follows eleven 2003-4 homicides of children in which all of them were perpetrated by familiar individuals.  Parents, specifically fathers, other relatives, and mother’s boyfriends where typically the perpetrators.  Frequently these were people to whom the children were left in care.  Fatal injuries included severe head trauma, stabbings and gunshot wounds.   

In response to the trend of domestic violence in child fatality, the CFRP engaged in assessment and prevention efforts with professionals in the field of domestic violence.  The CFRP is represented on several committees addressing domestic violence.  Prevention strategies and broad educational efforts are a priority.  In a related effort, the OCA was successful in funding a second printing of the “Never Shake a Baby” pamphlet that has been well received as an educational tool for infant care.  It is available in Spanish and English and distributed around the state by hospitals, clinics, parent resource agencies, and in every newborn packet sent out by the Department of Public Health.

Motor Vehicle Accidents

I the 2003-4 General Assembly Connecticut passed its first “graduated driver’s license” law.  Such laws have been established in all but two states in response to the high incidence of deaths, specifically among boys aged 16 to 17 years.  Although the details of statutes vary in each state, there is still a consistent and direct correlation with the decrease in fatalities among this group of boys and the graduated driver’s licenses laws.  In the 2004-2005 legislative session, Public Act No. 05-54 An Act Concerning Additional Training and Restrictions for Drivers Under the Age of Eighteen was passed which will increase the number of practice hours (from eight to twenty) a driver in training will need behind-the-wheel. The law further restricts youth from driving on any highway from midnight to 5:00 a.m. unless the youth is traveling for work, school, religious activities, or it is medically necessary.  The CFRP will continue to monitor the effect of the laws and pursue other preventative strategies effecting the lives of adolescent drivers.

Infant Mortality and Age of Mother


Infant mortality and age of mother were linked in the Infant Mortality Data and Age of Mother Report produced from reported infant deaths data.  The findings indicated that infant death rates were generally higher for younger and older aged mothers.  Incidence of infant mortality appeared to decline among mothers as ages rose and then increased as ages of mothers rose again.  The report was instrumental in promoting efforts to support prenatal care programs. 

Child Fatality Reviews

In the Spring of 2005 the CFRP initiated an investigation of the child Leeana C.  Leeana had complex medical care needs.  She was removed from the care of her family under allegations of medical neglect.  The DCF placed her in a DCF-licensed group home where she died from an obstruction of mucus in her tracheotomy tube.  The investigation is expected to be completed in Fall 2005.  

The office is also conducting a fatality review of the suicide of Katie M.  This review is being conducted in conjunction with the Child Welfare League of America.

Five Year Review

The CFRP initiated a report encompassing a review and analysis of Connecticut child fatality data for a five-year period.  That report was nearing completion at the time of this writing.    It includes the CFRP’s 1999-2004 unexpected and unexplained child fatality data.  It will discuss the “manner” and “causes” of Connecticut child fatalities, the number of child victims, and the population/sample demographics.  Trends in deaths and contributing factors will be analyzed and compared to national data.  Also, implications for state services and/or supports, particularly among child welfare and health providers will be reviewed.  This review will be a venue for presenting recommendations for prevention initiatives regarding identified risk factors specific to different “manners” and “causes” of unexpected and unexplained child deaths.  There will also be guidance for improving state services and professional practice.  Identifying prevention strategies is the essence of fatality review.

Child Death Data

The OCA and CFRP look forward to better understanding of risk factors and prevention opportunities through access to improved data collection systems.  The CFRP has successfully negotiated pilot site status for a new National Death Review Database.  The national impetus to engage all US states and territories in collecting uniform death data will create rich information about trends in child death.  With better information and national perspective, effective prevention initiatives can be developed to decrease death rates among children.  To date, national data has been instrumental in the identification of drowning risk factors to which the National Safe Kids Campaign responded with a Drowning Prevention Initiative.  Access to and use of the national database will definitely improve local prevention efforts for Connecticut.  

CFRP Membership

Recognizing the need for broader expertise on the CFRP and following the national trend of public health initiatives, legislation was pursued and achieved that expands the membership of the panel.  New members will include: Commissioners of the Departments of Children and Families and Public Health; an attorney, a social work professional, a psychologist, an injury prevention specialist, a law enforcement professional and no more than three temporary members to assist with specific fatalities or projects.  

Public Policy
Connecticut General Statute Sections 46a-131(a)(6), (7), and (9) requires the Child Advocate to:

Recommend changes in state policies concerning children, including changes in the system of providing Juvenile Justice childcare, foster care and treatment…

Take all possible action including, but not limited to, conducting programs of public education, undertaking legislative advocacy and making proposals for systemic reform and formal legal action, in order to secure and ensure the legal, civil and special rights of children who reside in this state…(and)

Because of the broadness of its mandate to oversee the care and protection of children in so many areas, the public policy initiatives of the OCA were also broad.  However, they were not unrelated.  The OCA always seeks to ensure children have access to good health care and supports, safe accommodation, timely planning, appropriate education, and protection of civil rights and personal dignity.  

The substance of calls received and investigations conducted determined the OCA’s public policy initiatives in the 2004-5 legislative session.  This year the OCA focused on several areas of legislative advocacy and policy change categorized here as health care and support services, family support, and legal initiatives.  Those efforts by category included the following.

Health Care and Support Services:

· Expansion of community-based mental health services for children

· Protection for children who are subject to restricted health insurance coverage of medications through, “preferred drug lists” that could easily interfere with children receiving the most effective medications for their illnesses.  

· Expansion of the Katie Becket Waiver that allows access to Medicaid health insurance for children who would otherwise be institutionalized.  The waiver was successfully expanded to be available to 75 more children.

· Establish a waiver and pilot project in the DMR to begin serving individuals who have developmental disabilities without mental retardation.  Although these bills did not pass, there was an allotment of $250,000 in DMR’s budget to initiate infrastructure to serve this population.

· Combat the childhood obesity epidemic by restricting the sale of so-called junk foods and drinks in school-based vending machines.  The General Assembly passed this bill but it was vetoed by Governor Rell.

Family Support:

· Expanding supportive housing for families to be able to live as independently as possible with assistance

· Subsidies for grandparents raising grandchildren

Juvenile Justice and other Court Issues:

· Consolidating Probate Court services for children to centralize services and improve available expertise on children’s matters.

· Require standardized risk assessments to determine need for use of shackles and handcuffs when transporting youth from detention and court-ordered treatment.  Legislation on this matter was not passed, however, the DCF has already changed the policy and parole officers are now able to make the determination whether shackling is necessary. 

· Individualize treatment plans and adjust leave policies for adjudicated youth in treatment facilities according to a child’s total length of confinement and therapeutic accomplishment.  

· Limit the DCFs ability to file and seek revocation of commitment to only those cases where children and youth are assessed to be self sufficient or receiving necessary care and services to maintain health and well being.  While this bill did not pass, the practice of revoking commitment for uncooperative youth is being reassessed by the DCF.  There is an indication that more effort will be made to engage youth for ongoing services as needed.

· Stop the practice of remanding children to detention for violating a family with service needs (FWSN) court order but rather provide therapeutic services to the child and family.  This change will go into effect in October, 2005.

Community Outreach

Pursuant to Conn. Gen Stat. § 46a-13k the Child Advocate shall:

· Provide training and technical assistance to attorneys representing children and guardians ad litem appointed by the Superior Court;

· Take appropriate steps to advise the public of the services of the Office of the Child Advocate, the purpose of the office and procedures to contact the office.

During the 2004-5 year the OCA did extensive community outreach in the form of trainings and presentations.  Topics included advocacy for children; legal and educational rights of children; and navigating state systems.  While focus may have varied according to the audience, all OCA presentations included information about the purpose and function of the office with relevant contact information provided.  

The Child Advocate and staff also participated on many relevant committees and advisory groups.  This participation enhanced collaboration with other agencies in order to make improvements in various systems responsible for the care and protection of children.  They establish and nurture partnerships toward the promotion of a continuum of care approach for children, toward legal action when necessary, toward legislative advocacy, and to increase staff competencies.  The table below lists committees and advisory groups the OCA participated on.

During the past year, the OCA established a Youth Advisory Board.  Approximately 15 young people from all over the state will be gathering periodically to provide the OCA guidance about issues of concern to children and youth.  The Board is expected to be a valuable resource to the OCA through sharing their unique perspective.  Their views will enrich the work the OCA does on behalf of children and youth.

Office of the Child Advocate Outreach Activities

Committee Membership
	Entity
	Activity

	Casey Family Services Post-adoption Services Group
	Maintaining Continuity of health services and providing Support for adoptive parents

	Connecticut Family Support Council
	Evaluation of services to families of children with special health care needs, development of recommendations and legislative initiatives

	Trafficking of Women and Children Legislative Initiative
	Review issues of and make recommendations regarding protections for women and children at risk for prostitution, slavery, and job exploitation.

	CT Joint Juvenile Justice Strategic Planning Committee
	Develop a plan for juvenile justice in Connecticut.

	Child Poverty Council
	Legislatively mandated council charged with developing a plan to reduce child poverty by 50% over a ten-year period.

	Reaching Home Leadership Council
	Supportive housing initiative



	Juvenile Justice Alliance
	To Advocate for and promote a safe, effective and fair system for Connecticut’s young people.

	Hartford Commission on Children
	Policy development to enhance resources for children in Hartford

	OCA/DCF Ombudsman Liaison Meetings
	Periodic meetings for enhancing communication, in problem solving DCF-related complaints and individual case reviews.

	Department of Children and Families

Girls’ Services Steering Committee
	Develop plan for a continuum of community services for adjudicated adolescent females 

	Interagency Suicide Prevention Network (ISPN)
	Development of a statewide suicide prevention plan across the lifespan. 

	Youth Suicide Advisory Board (YSAB)


	Interagency collaborative to advise the DCF Commissioner on prevention, training and public policy initiatives

	Domestic Violence Fatality Review


	A public-private partnership to reviews deaths related to domestic violence 

	Domestic Violence and Child Maltreatment Collaborative
	Examines the high correlation between domestic violence and child maltreatment in search of prevention efforts 

	National Child Death Review 
	Reviews national trends in child deaths and child review techniques

	Connecticut Juvenile Training School Advisory Board
	Reviews the actions and plans for services provided at the state training school for boys

	St. Francis Hospital and Medical Center CHIP Advisory Board
	Connecticut Health Initiative for Identification and Prevention Program (CHIP) regarding domestic violence.
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� Conn. Gen. Stat. § 46a-13k, et seq. establishes the Office of the Child Advocate and sets forth the responsibilities of the agency.  


� It must be noted that the OCA continues work to refine its case management database.   The intention is to have comprehensive data characterizing the number and nature of concerns or issues encountered in the systems serving children.  Descriptive data includes the nature of a concern, the demographics of the child, the circumstances of the child within state systems, and the geographical area and specific state agency where the problem has occurred.  The OCA has been collecting this data in part, and has reached a point where analysis may be meaningful; however, the agency has encountered difficulties with contracting limitations and access to computer programmers.  The Child Advocate has recently met to negotiate for assistance with the Department of Information and Technology.   It is hoped that final development and analyzing ability of the database will be completed in the near future.  Once completed, the OCA will have the ability to accurately report on the number and nature of calls to the office.  In the meantime, quantified reports are estimates.
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