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EXECUTIVE SUMMARY
On January 2, 2002, Joseph Daniel S. hung himself in a cluttered bedroom closet at his home.  He was 12 years old.  Although we may never know why this child took his own life, the Office of the Child Advocate and the Child Fatality Review Panel tried to determine how his death could have been prevented.  The purpose of fatality review is to determine whether public agencies and professionals can do a better job keeping Connecticut children safe and well cared for.  

J. Daniel was a very small boy for his age, weighing only 63 pounds at his death.  He tested with superior intelligence but also had an identified learning disability that prevented him from being able to express himself on paper. When he was in the 6th grade, J. Daniel’s grandparents died within one month of each other.  His grandfather was the only male figure in the boy’s life.  In addition to being small, J. Daniel’s appearance was dirty.  He wore mismatched, dirty clothes.  He acted different from the other children at school.  

As J. Daniel entered middle school and the schoolwork became more complex, special educational supports and oversight were stopped.  At the end of 5th grade, he had been exited from special educational services without the benefit of testing to determine any change in his needs.  J. Daniel’s academic performance plummeted in the 6th and 7th grades.  

At some point in the middle school transition, schoolmates began to pick on J. Daniel.  Reports indicate that the boy was pushed, hit, choked, kicked, made fun of, and had his belongings stolen (to name a few offenses).  J. Daniel fought back ineffectually.  In addition to school suspensions for fighting, J. Daniel began skipping school.  In the 6th grade he missed 37 days and was tardy 42.  Before the winter holidays of 7th grade he missed 44 days.  When he did go to school he was shunned and picked on because of his appearance and odor.  J. Daniel seemed to be soiling his pants.

The school and J. Daniel’s mother responded ineffectually to J. Daniel’s needs for a full academic year and into the next before the school finally took mandated action and alerted the Department of Children and Families as well as the Superior Court for Juvenile Matters.  Until that time, there was no medical evaluation, no involvement of the school nurse, no therapist, and no intervention targeting hygiene.  School personnel at all levels were aware of J. Daniel’s appearance, behaviors and poor academic performance.  He seemed to be held responsible for his circumstances.

When the Department of Children and Families and the juvenile court became involved, both agencies documented the problems, as if to confirm them, but did little.  There were still no medical or mental health evaluations, school nurse involvement, therapist, or help with hygiene practices.  There was very little communication between the school and DCF.  There was no communication between the school and the court. DCF did not substantiate allegations of physical and educational neglect, even though they documented that the boy continued to be truant and that he was emotionally disturbed.  Similarly, the juvenile court chose to only monitor the case, yet even monitoring was lacking.  

There is an intricate system in Connecticut designed to keep children safe.  That system or safeguard is made up of professionals trained to recognize when a child is at risk.  Teachers, guidance counselors, doctors and nurses are some professionals who should recognize and intervene on a child’s behalf.  In fact, they are required by law to do so.  State agencies such as DCF and the juvenile court make up the child welfare system specifically prepared and expected to ensure children’s safety.  While the network of professionals continues to be obligated to ensure a child’s safety, DCF is ultimately accountable to children’s safety and care.  

As a 12-year-old boy, J. Daniel’s safeguards included his mother, his teachers and guidance counselor, the school nurse, the school administrators, his pediatrician, the school outreach worker, a DCF investigative social worker, and a probation officer.  OCA examined the systems each represented according to specific concerns identified as warranting action in J. Daniel’s life.  Those concerns included: a) risk of suicide and depression; b) bullying; c) physical health and personal hygiene; d) school success; and e) home safety.  The safeguards failed to protect J. Daniel S.  

DCF was the one agency that could step right into J. Daniel’s life and determine what was wrong.  Instead, they ignored the evidence of dysfunction and chaos at home and the fact that a truant was scared to return to school.  They did not follow up on reported threats against the boy’s life.  They ignored obvious symptoms of medical and mental health needs.  When police arrived at the scene of J. Daniel’s suicide, the officers were aghast at the conditions the boy was living under, the same conditions a child abuse and neglect investigative social worker had visited just one month before.  

Eventually, J. Daniel’s mother was arrested.  DCF personnel were cited for poor documentation and lack of resource use.  The juvenile court did not review their handling of the case, and the school system was “satisfied” they had done all they could for the boy.  No one took responsibility for the child’s death.  Everyone was responsible.  J. Daniel’s safeguards never came together to explore his problems or strategize solutions.  On December 4th, 2001 a Planning and Placement Team meeting was held.  Everyone involved with the boy knew about the meeting.  That was one opportunity to clarify concerns and discuss J. Daniel’s circumstances.  The probation officer was not at the meeting.  No one from DCF attended.  There were no health professionals at the meeting.  No one seemed to recognize or acknowledge the breadth of J. Daniel’s problems.  In fact, many people held the 12-year old accountable for his woes.  

Upon review of J. Daniel’s death, the Office of the Child Advocate and the Child Fatality Review Panel made the following findings and recommendations regarding the most concerning aspects of J. Daniel’s circumstances, including depression and suicide; bullying; health and hygiene; school success, and home safety.  Specifically,   
· J. Daniel’s safety system, including his mother, the school, the state’s child protection agency, and the Superior Court for Juvenile Matters each neglected to conduct complete assessments of the boy’s emotional strengths and weaknesses.  They failed to recognize that he was showing signs of emotional disturbance, possibly depression, and was at risk for suicide.

· J. Daniel’s safety system failed to recognize and acknowledge that he was a victim of chronic bullying and abuse.  The 12-year-old sought help, showed signs of distress but was ignored, punished and held accountable for behaviors and conditions that may not have been under his control.

· J. Daniel’s safety system failed to acknowledge that the boy’s soiling was a health problem and failed to assure he had the means to maintain good hygiene.  Consequently they allowed the creation of a considerable health risk to J. Daniel and his community.

· J. Daniel’s safety system failed to recognize his lack of school success as an indicator of poor mental health, well being, and a poorly accommodated learning disability.

· J. Daniel’s safety system failed to ensure he had safe, adequate housing and facilities for proper hygiene.

Recommendations are put forth for improvements in practice among three systems, the educational system, the child welfare system (Department of Children and Families) and the court system, (Court Support Services Division of the Superior Court for Juvenile Matters).   

Improvements for the Educational System

· An internal review must be conducted to assess the actions or inactions of all school personnel involved with J. Daniel, and whatever disciplinary action deemed necessary should be pursued.

· All school personnel must be held accountable for knowing and abiding by school policy and state and federal law.

· Effective truancy reduction programs must be developed in all school districts.  Children incurring excessive absences must be provided immediate access to those programs.

· Comprehensive training and ongoing in-service education programs must be initiated for school personnel regarding physical and mental health of children, mandated reporting, and special education law.

· All school districts must develop comprehensive whole school anti-bullying plans with teachers, parents, and para-professionals.

· Nurses employed in school settings must be adequately educated and prepared to address the unique needs of their student population.

· Mental health consultants must be available to assist school personnel in identifying children at risk and determining appropriate action.

· School administrations must cooperatively develop a strategy for effective communication and coordination between public and private agencies, and families, regarding a child’s safety and well-being.

 Improvements for the Department of Children and Families 

· The DCF administration must review the role and responsibilities of supervisors within their infrastructure in order to ensure adherence to state and federal law, agency policy and best practice standards.

· The DCF internal review process must reflect the department’s commitment to quality practice by providing a thorough and accurate analysis of case practice for the purpose of improving practice and safeguarding children. 
· Disciplinary action should be pursued when it has been determined through a comprehensive review process that there has been a breach of relevant law and/or policy.  All DCF personnel must be held accountable for knowing and abiding by agency policy and state and federal law.
· The current pre-service and ongoing in-service education curricula must reflect current trends and issues affecting children as well as best practice standards, applicable state and federal law and agency policy.  Staff must be knowledgeable regarding physical and mental health of children, available resources, child and home assessment, and bullying. 

· DCF must take the lead in developing a strategy for effective communication and coordination between public and private agencies, and families, regarding a child’s safety and well-being.  

Improvements for practice in the Court Support Services Division of the Superior Court for Juvenile Matters

· An internal review must be conducted to assess the actions or inactions of all juvenile justice personnel involved with J. Daniel, and whatever disciplinary action deemed necessary should be pursued.

· CSSD must assess their current supervision practices to ensure proper oversight of probation services to children and adherence to applicable law, policy and best practice standards. 

· All juvenile justice personnel must be held accountable for knowing and abiding by agency policy and state and federal law.
· CSSD must ensure adequate pre-service and ongoing in-service education and preparation of their juvenile justice staff regarding trends and issues affecting children as well as best practice standards, applicable state and federal law and agency policy.  Staff must be knowledgeable regarding physical and mental health of children, communication and collaboration and bullying.  
· CSSD must cooperatively develop a strategy for effective communication and coordination between public and private agencies, and families, regarding a child’s safety and well-being.
Joseph Daniel S.

11/20/89 - 1/2/02

12 Years Old - Suicide

the child fatality review process

The Office of the Child Advocate (OCA) commenced an investigation
 into the death of Joseph Daniel S., age 12, on January 3, 2002 upon receiving notice of his death from the Office of the Chief Medical Examiner.  The notice indicated that the child’s death resulted from his hanging himself in his bedroom closet.   On February 20, 2002 the Child Fatality Review Panel unanimously voted to join the Child Advocate in the investigation of Joseph Daniel’s death.  Extensive media coverage at the time implicated bullying in school as a possible contributing factor.  A second suspected factor was alleged negligence of the boy by his mother.  She was arrested on April 23, 2002 and charged with one count of risk of injury to a minor.  Approximately eight weeks before his death, the school had referred Joseph Daniel to the Department of Children and Families alleging truancy, educational neglect, poor hygiene and being beyond the control of his mother.  The school also made a referral to the Superior Court for Juvenile Matters for truancy. 

investigation methods

This joint investigation included extensive personal and confidential interviews with individuals who had knowledge or had been involved with J. Daniel and his family, including:  

· Personnel from the Department of Children and Families (DCF) including the investigative social worker and the social work supervisor 

· Personnel from the Court Support Service Division (CSSD), probation officers, and probation supervisors

· Personnel from Meriden Public Schools including, social worker, guidance counselor, school psychologist, principal, outreach worker, mentor, nurse, assistant principals, and teachers

· Family and school mates

A comprehensive record review was conducted.  All records were obtained through written requests or issuance of a subpoena to relevant agencies including:  

· The DCF case file and investigative report 

· The Court Support Services Division case record 

· The Educational/school records 

· Health records/medical records 

· Legal documents 

· Police records 

· Medical examiner records 

Finally, a literature review was conducted on the topics of adolescent development, youth suicide, bullying, encopresis, and related risk factors.  Additionally, professional practice standards for social workers, teachers, and nurses were reviewed.

The purpose of the investigation was to identify whether there were inadequacies in the protection and support by the systems to which joseph daniel was known.  the primary purpose of a fatality investigation is to develop recommendations to improve child protection and child welfare practices in connecticut.

background

Joseph Daniel S. known as “J. Daniel” and “Daniel” was born in Lynchburg, Virginia on November 20, 1989.  He was the youngest of four siblings, but for most of his life he lived with his mother and one sister who was five years older than him.  J. Daniel’s father reportedly left the family when the boy was three months old.  The father was reportedly jailed for a period of time and on occasion J. Daniel and his mother would visit him. The case record did not indicate why J. Daniel’s father was incarcerated.   J. Daniel’s mother reported to OCA that she had sole custody and that his father never played any significant parental role in the boy’s life. 

J. Daniel’s mother recounted during an OCA interview that for the first three years of J. Daniel’s life the family was living in a fairly rural part of Virginia.  She described their home as being somewhat devoid of typical amenities such as television.  Ms. S. described J. Daniel at the time as a happy child who enjoyed the outdoors.  In an early educational intake form J. Daniel’s mother wrote, 

“during my pregnancy with Daniel - for that matter my entire marriage to Daniel’s father was very abusive.  There was verbal and physical abuse almost constantly.  This stopped when Daniel was three months old due to the fact that that was when his father abandoned us.”  

Originally from Connecticut, Ms. S. returned with two of her children to the greater Waterbury area expressing a desire to be closer to her aging parents.  She reported that J. Daniel had a close relationship with his maternal grandparents until their deaths in August and December 2000, one year before his own death.  His grandfather was the primary male figure in J. Daniel’s life whose death was described as very difficult for the boy.

Elementary school education

Preschool

Educational records reflect that in 1993, as a preschooler aged three-and-a-half, J. Daniel was referred for an early intervention assessment
.  J. Daniel was described at the time as 

“showing adequate skills in all areas of development.  As with all young children, he needs continued support and encouragement to develop his skills further.  This support is being provided in his home environment and Daniel is also ready to attend a school program.  The pre-school program can meet his needs.  No special education services are recommended at this time.  He show (sic) age appropriate receptive and expressive language skills.  It is suggested that the assessment of his sound system be completed in the fall of 1993 to determine any needs that may exist at that time.  Daniel demonstrate (sic) no deficits in motor skills though re-evaluation is always available if that status changes.” 

On a pre-screening form it was recorded that J. Daniel’s special interests were Batman and Ninja Turtles.  He knew his numbers up to 10.  He was able to dress himself and take care of his hygiene needs.  The evaluator described J. Daniel as a “sweet child”. The educational record indicated that J. Daniel was absent 19 days and tardy 13 days during pre-school.

Kindergarten  (1994-95)

J. Daniel entered kindergarten in September 1994.  There were no educational records provided to the OCA regarding kindergarten performance.  J. Daniel was absent 8 days and tardy 10 days during his kindergarten year.  

1st Grade (1995-96)
There were no educational records provided to the OCA regarding J. Daniel’s first grade performance.  School health records indicate that the nurse saw J. Daniel in November and January for “accidental BM in his pants” on two visits and “accidentally wetting his pants” once.  Attendance records reflected that J. Daniel was absent 12 days and tardy 1 day during first grade.

2nd Grade (1996-97)

The first record of any problems developing at school was from J. Daniel’s second grade year.  On January 17, 1997, as a second grade student, J. Daniel was referred to the elementary school child study team with,

“very poor writing skills, is weak in reading and strong in math… J. Daniel is easily distracted; he has a hard time sitting in his seat.  He often wanders away from his desk.  His academic strengths were noted to be good math skills.  He is an excellent problem solver.  He has a lot to offer in discussions about books and various curriculum areas.”  

J. Daniel’s organizational skills were reported as poor.  He was described as getting along well with other children, but that “sometimes when someone is unkind to him he cries.”

On January 23, 1997 a Planning and Placement Team (PPT)
 Meeting took place.  The stated reason for referral to PPT was “academic concerns in the areas of written language, and fine motor skill, distractibility issues.”  The classroom teacher had completed a baseline assessment, and had initiated preferential seating for J. Daniel in an attempt to keep him on task.  The teacher also decreased the peer group size in reading and instituted peer tutoring, but the record reflected that all of the interventions attempted prior to the PPT referral were unsuccessful.  The record stated that despite the interventions, J. Daniel made no significant change in behavior or academic performance.  The PPT decision was that “J. Daniel is in need of a psychological and educational evaluation.  Also, an OT
 evaluation is necessary.  Articulation evaluation is also needed.”

In February 1997 J. Daniel’s testing as outlined in the January PPT commenced.  Over the next month, psychological, academic, and speech and language evaluations were conducted.  On March 23rd, a follow-up PPT was held to review the results of the testing.  Areas of concern included reading, written language, fine motor skills and distractibility.  J. Daniel was described as exhibiting very strong skills in math, verbal language and reasoning skills.  The overall, 

“academic profile indicates that he has strengths in the areas of math skills, general information especially in the area of science, excellent comprehension and good receptive and expressive language.  Weakness exists in the areas of reading and written language.  The discrepancy between his intelligence scores and these areas of weakness are considered significant.  Processing difficulties in the areas of visual perception and memory have been observed.  Some difficulty concentrating and some impulsivity may also be affecting his ability to succeed in certain academic areas as well.  J. Daniel qualifies for services in the learning disabilities program based on the discrepancy model as outlined by the state guidelines for special education.” 

During the psychological testing J. Daniel reported that he liked school and enjoyed playing with his friends.  The school psychologist described J. Daniel as impulsive and inattentive.  The formal testing placed J. Daniel in the superior range of intelligence with a verbal IQ of 129 and performance IQ of 142 with a full scaled IQ of 139
. The recommendations included assistance in breaking down academic material, checking for understanding of verbal information and providing an opportunity to paraphrase directions where possible.  It was also recommended that visual information be presented along with verbal instruction, making behavioral expectations clear to J. Daniel with specific consequence and rewards.  Finally, discussing the possibility of attention deficit disorder with J. Daniel’s family was indicated.

J. Daniel also received a speech evaluation as part of the comprehensive evaluation process.  Speech services were not recommended.  It was, however, suggested by the speech pathologist that teachers offer the second grader occasional reminders to correct and say mispronounced words. 

Second grade attendance records reflect that J. Daniel was absent 6 days and tardy 1 day during second grade.

3rd Grade (1997-98)

A March 1998 Learning Disabilities Progress Report indicated as a third grader J. Daniel continued to have a learning disability and that he required supports in the areas of reading and written language.  His effort and attention were described as good when working on reading tasks, but he had difficulty focusing on written assignments.  Testing revealed that J. Daniel had made good overall progress in reading, and his written work had shown some growth. However, the report stated: 

“(I)t is very difficult to get J. Daniel to complete written assignments.  He often gets frustrated or distracted.  Some letters are still made inaccurately and he has difficulty organizing his written work spatially on paper.  Usually there are not spaces between his words even though he has been given strategies to help him with this task.  Although orally he has a lot to contribute, he finds it difficulty (sic) to get things down on paper.  Consultation with the classroom teacher indicates that this is an ongoing problem.  Getting homework turned in is another area of difficulty.  It may be worthwhile to have an informal evaluation done by the occupational therapist.”
   

J. Daniel’s annual PPT in April of 1998 recommended that he continue to receive services for children with learning disabilities.  His Individual Education Plan (IEP)
 included a consultation for his teacher with an occupational therapist and the school psychologist to develop modification for handwriting, spatial organization tasks and behavior modification strategies to aid J. Daniel getting his written work completed and homework turned in. The IEP did not outline direct services for J. Daniel but only consults for his teacher. 

School health records indicated that the nurse saw J. Daniel five times between October and June.  Four visits were for “accidentally wetting his pants,” and in June he had “BM in his pants.”   In late 1997, the nurse contacted J. Daniel’s mother after an incident of wetting his pants.  It was recorded in the health record that she would take him to a physician for a check up.  According to medical records, J. Daniel was referred to a urologist to address urine incontinence in 1997.  No treatment was provided. The urologist indicated in his notes that J. Daniel’s mother reported the condition was improving so the plan was for observation only.    J. Daniel’s mother was instructed to return her son to the urologist for evaluation if the problem was to worsen.  

J. Daniel was absent 4 days and tardy 4 days in third grade.

4th Grade (1998-99)

J. Daniel began fourth grade in September 1998. There is no documentation regarding how J. Daniel was progressing until a March 1999 evaluation that reported:

 “J. Daniel continues to struggle with the completion of written tasks. His effort is not often good and he finds it difficult to attend…  J. Daniel continues to struggle getting things on paper.  He has difficulty spacing, but does not use strategies that have been taught to him.  Because of his spacing difficulty, his writing is at times difficult to read.  He wastes a lot of time thinking in the resource room.  It is extremely difficult to get him to complete a task.  Use of a tape recorder has been tried, but ended up taking more time and not benefiting the end result.  Spelling skills has (sic) improved slightly, but are inconsistent.  His spelling in context is poorer than in isolation.  J. Daniel has some wonderful ideas, but is not putting effort getting them on paper.  It is believed that the resource room is not being a benefit to him or his weakness.  The PPT should discuss the possibility of discontinuing service.”

The annual PPT meeting held in April 1999 focused on monitoring J. Daniel’s written language tasks.  Specific attention was placed on improving spacing and organization of written work; improve his ability to complete written work and to improve his ability to use his speaking vocabulary in his writing.   

The attendance record reflected that J. Daniel was absent 8 days and tardy 1 day during his fourth grade school year.

5th Grade (1999-2000)

During J. Daniel’s fifth grade year, a Learning Disabilities Progress Report written in April 2000, described him as:

 “an extremely bright fifth grader, who excels in the areas of math and science.  His verbal communication is above his age.  He is very knowledgeable in many areas and is enthusiastic about learning.  Fine motor skills and spatial organization are weak.  J. Daniel was previously receiving occupational therapy, but was dismissed from the program in grade two.  It was believed that he was capable of legible writing in a non-distractible environment and that he had the basic stroke sequence needed for writing the letter correctly.”  

The report further described J. Daniel as excelling in all areas with the exception of the completion of written work.  J. Daniel’s teacher expressed concern about his continued progress for middle school.  The teacher stated in the report that J. Daniel got frustrated with written tasks because his mind tended to be ahead of his pen.  The recommendation was for the PPT to discuss options for 6th grade including modifications that might be necessary for mastery testing.  Despite those concerns, the April 2000 annual PPT discontinued learning disabilities monitoring and made a recommendation for classroom modification under a 504 Plan.
   There was no documentation reflecting the reasoning behind discontinuing J. Daniel’s special education services.  It is not uncommon that a child would progress to a 504 plan from special education.  However, what is unusual is making that transition without the benefit of psycho-educational and therapeutic evaluations.  The IDEA prescribes triennial evaluations to assess a child’s progress, ongoing needs and to support any changes in the level of services provided.  Three years after his initial evaluations, J. Daniel did not have a triennial evaluation.  Although a 504 Plan could provide J. Daniel with similar modifications in his school program, the Rehabilitation Act is not as prescriptive as the IDEA.  It does not require an IEP, for example and there is less intense scrutiny and monitoring of a child’s progress as there is under IDEA.   Without the benefit of a full assessment of J. Daniel’s abilities, he was transitioned to middle school with very little oversight of his learning needs.

The attendance record reflected that J. Daniel was absent 13 days and tardy 8 days in his fifth grade year.  

Middle school education

6th Grade (2000-01)

On August 31, 2000 a memo was sent to the 6th grade team leaders from a middle school guidance counselor indicating that J. Daniel would be in their educational cluster.
 The memo informed the team that J. Daniel was functioning in the “very superior range” with a full scale IQ of 139.  The memo also noted that, “notes from April 2000 indicate that all areas are above grade level with the exception of written tasks.”  The modifications in place for J. Daniel according to his 504 Plan, were a peer scribe (a student to take notes for him), a behavior modification program (the record does not indicate what this entailed), peer mentoring (also not described in the record) and access to a computer for word-processing his work.  The guidance counselor indicted that if the “parents were to get him a small portable tape recorder, he could dictate part of the assignments and write the remaining.

In September 2000, J. Daniel began middle school.  It was unclear from the educational documents provided whether the Section 504 accommodations were ultimately made for him.  The record does not reflect the strategies that were employed to ensure that J. Daniel was able to successfully complete his written assignments or other deficit areas identified since second grade.   J. Daniel took the statewide Connecticut Mastery Test given to all 6th grade students without any 504 Plan accommodations described as necessary in his 5th Grade Learning Disability Progress Report.  He scored “well below” the statewide goal for writing.  He scored at or above the statewide goal for reading.   The low score on the writing prompt of the Mastery Test indicated that J. Daniel required intervention in that area.  The educational record did not describe any interventions that may have been provided to J. Daniel as a result of the deficits identified from the test.  There appeared to be no plan in place at the time.

In October 2000 J. Daniel auditioned for a part in the play Fiddler on the Roof.  All children who auditioned were accepted and J. Daniel played one of the villagers.  The play director described the boy as having a nice singing voice and ability to read from the script “beautifully”.   J. Daniel’s relationships with other children in the production were described as difficult early on.  The cast did not readily accept J. Daniel.  Some children complained that J. Daniel was using foul language, and J. Daniel reported to the director that some peers were picking on him.  Once the director talked with J. Daniel his behavior improved for a couple of weeks.  The director also indicated that he spoke with the cast about accepting differences and to be tolerant of each other.  He believed that the cast came to accept J. Daniel for who he was.  

The play director also served as J. Daniel’s assigned mentor in middle school.  Reportedly, the mentor set goals with J. Daniel and encouraged proper behavior.  However, there is no documentation of the goals or outcomes of this supportive service, nor of any special training the mentor might have received for the role.  It was reported to OCA that mentors at the middle school are assigned to children who are considered high risk.  The mentor met with J. Daniel one time a week to discuss issues that might have occurred during the week.  This relationship was described as informal.  The mentor was unaware of any of the details about the process of how and why he had been assigned to J. Daniel.  He was only aware that J. Daniel was considered to be a child at risk.  

On March 1, 2001 J. Daniel’s mother received a letter informing her that her 6th Grade son had been suspended from school for fighting with another student.  The letter stated that he could return to school on March 5th.   J. Daniel’s mother worked at his school.  It was reported to OCA during the investigation that since J. Daniel’s mother worked there, informal conversation had taken place between her and school personnel about some of the concerns and difficulties with her son at school.  

On March 27, 2001, with only three months remaining in the academic year, a 504 Student Accommodation planning meeting was held to discuss and develop the academic modifications needed to support J. Daniel.  The concern described was “poor completion of academic tasks specifically in written work.  He applies himself selectively and does well when he chooses.   Anger management, peer relations, and emotional outburst are serious concerns.  Although he is very bright, he is in danger of failing several subjects.  His emotional outbursts distance him from his classmates.”
  The school report indicated that the accommodations that were necessary included counseling for emotional concerns, preferential seating and a mentor.  Individual teacher progress reports vary only slightly during this time frame.  J. Daniel was failing or near failing all of his classes.  He was not passing in homework assignments, his test scores were marginal and he was doing very little class work.  Peer relationships were described as “strained”.  One teacher suggested a smaller group setting “where his mannerism might not be so greatly scrutinized by his peers. He has a flare for over emphazing (sic) at times, which sets him up for unkind comments.”  Beyond a change of setting, there was no evidence that a strategy to deal with the unkind comments or scrutiny in the current setting was discussed or considered.

On April 12, 2001, an administrative note written by an assistant principal indicated that J. Daniel had a “verbal argument w/2 other students. Got involved with a third who he pushed. Student than pushed back & fight ensued.  Spoke w/ J. Daniel.  Will continue to counsel J. Daniel regarding social behaviors.”  J. Daniel received a two-day out-of-school suspension.  The note indicated that other students had reported that J. Daniel was choked, put up against the wall, stomped on, kicked, and punched across the face.  School health records documented that a nurse saw J. Daniel after a fight and no injuries were noted. 

There is no documentation in the educational record that gives an assessment of the end of J. Daniel’s 6th grade school year.   During the course of the OCA investigation, there was a general consensus reported by interviewed school personnel that J. Daniel had experienced very little academic or social success during that first year in middle school.  

On May 1, 2001 the guidance counselor sent a letter to J. Daniel’s mother indicating that her son had “excessive absences to date.”  She reminded Ms. S. that “part of parental responsibility is to assure that the child attends school on a regular basis,” and requested she be contacted to address the problem.   The attendance record showed that J. Daniel was absent 37 days and tardy 42.  Despite his exceptional IQ and identified abilities, J. Daniel’s poor attendance and identified problems were well reflected in his final grades for 6th Grade.  He earned a D in Language Arts, D in Science, D in Social Studies, C in Math and a C in Culture. 

7th Grade (2001)

In late August 2001, J. Daniel began 7th grade.  The team leadership for J. Daniel’s new 7th grade cluster met on September 6, 2001.  The cluster team meeting minutes indicated that there was discussion regarding a number of children for whom there were particular concerns.  The minutes reflected that J. Daniel, along with two other boys, would be a “priority” for discussion at the next weekly cluster team meeting.  Notes for all team meetings were not available.  

On Friday September 28, 2001, less than two months into the school year, the school guidance counselor once again sent a letter to J. Daniel’s mother reporting her son’s “attendance and tardy record are unacceptable.” As early as it was in the school year, J. Daniel had been absent seven days, and only two of them were excused.  He had also been tardy reporting to school 11 days.  The letter further described state guidelines that require schools to report any student with four days of unexcused absences in a month as truant to the Superior Court of Juvenile Matters
.   Another letter was sent to J. Daniel’s mother the following Monday, October 1, 2001, indicating that her son’s excessive absences continued. The court, however, was not notified.

Cluster team meeting minutes for October 4, 2001 reflected that a Family With Service Needs (FWSN) referral would be made to the juvenile court.
  The minutes also indicted that a plan to have J. Daniel’s mother and teachers sign his homework was not working and would be discontinued.  The minutes did not indicate who developed that plan, or how long it had been in place.  (There was no previous mention of this plan in any of J. Daniel’s educational record or in team meeting minutes).  According to the October 4th minutes, J. Daniel’s situation would be brought to the attention of the Student Assistance Team
 that same day.  

Less than two weeks later on October 15, 2001 J. Daniel’s mother met with the guidance counselor and an assistant principal to discuss her son’s poor hygiene and truancy.  Ms. S. asked to address the issue of her child being  “picked on” at school.  The guidance counselor and assistant principal related the harassment to J. Daniel’s poor hygiene, recent incidences of defecating in his pants, his choice to continually wear dirty clothing and his refusal to shower.  It was documented that the school representatives suggested these behaviors might cause students to make comments.  Ms. S. reported to the counselor and the assistant principal that she could not get J. Daniel to bathe or wear clean clothes.  They gave her a list of community providers to pursue services for her son.  On that same date the school outreach worker
 sent a notice to J. Daniel’s mother warning that if J. Daniel’s attendance did not improve a juvenile court referral would be made by the school.  Also on the same day the school made a referral to the Superior Court for Juvenile Matters regarding J. Daniel’s school truancy.  Per school board policy truancy referrals require the signature of the superintendent of schools.  It took approximately two additional weeks before the referral was actually signed and sent to the juvenile court. 

While the school was processing the FWSN referral and forwarding it to the juvenile court, the school outreach worker went to J. Daniel’s home and spoke with the boy on the porch.  J. Daniel signed a contract with the outreach worker to come to school.  The agreement was noted in minutes from the October 18th team leaders meeting that also indicated “there are home issues.”  There was no further elaboration on the concerns about home or where the concerns came from.  J. Daniel’s mother reported in an OCA interview that she had requested the outreach worker talk with J. Daniel about his attendance at school.  School personnel confirmed that it was at the mother’s request that the outreach worker spoke with J. Daniel.  School personnel and the outreach worker explained to OCA that an outreach worker would not typically be involved in a case such as J. Daniel’s.   The outreach worker generally only visits the homes of families that cannot be reached by the school.  In J. Daniel’s case, his mother actually worked at the school, so a home visit was not indicated because she was available to communicate directly with school personnel.

On October 18th J. Daniel received student discipline for pushing another student.  It was reported to OCA during investigative interviews that the student that J. Daniel allegedly pushed was a bully to him as well as other children, but he especially targeted J. Daniel.  

Meeting minutes from the October 25th team leaders meeting reflected a discussion that a Department of Children and Families (DCF) referral could be made for hygiene neglect.  J. Daniel was considered to be “malodorous.”  The minutes further indicated that the team had  “asked mom to get psych help, and that supportive services are doing their best.” The reference in the record to supportive services in place is unclear.  OCA was unable to determine what, if any, services were in place.  There was no evidence that the boy had been referred to or seen by the middle school nurse for his incontinence at any time during the 6th or 7th grade.  The review of J. Daniel’s school records indicated that counseling appeared to occur only in response to specific incidents.  It did not appear to be a formal process with goals, objectives or scheduled meetings.  Additionally, preferential seating was reported to be in place but that was somewhat irrelevant since both teachers and students alike reported to OCA that no other children would sit near J. Daniel because of his body odor, peculiar mannerisms and other behaviors. 

Department of Children and Families:  Abuse and Neglect Investigation in 7th Grade

The day after a referral to DCF was discussed, October 26, 2001, the school guidance counselor contacted the DCF Child Abuse and Neglect Hotline to make a report of suspected physical and educational neglect.  The Child Protection Services (CPS) intake oral report indicated, 

“Daniel is out of his mother’s control.  Mother cannot make the child get out of bed in the morning to go to school.  The child has missed 16 days of school this year already, 4 of his absences were excused and 12 were not.  He has been tardy a total of 21 times.  The child’s hygiene is horrible.  He smells of urine, and has recently begun to soil himself in school.  He has soiled himself twice last week and two times this week. Caller also reports that this child has bad breath and does not brush his teeth.  The school filed a Family w/ Service Needs Petition, approximately 3 weeks ago.  It is still pending.  Mother has tried the (sic) engage the child in counseling the child has refused to go.  A school outreach worker has been out to the family home and was unsuccessful in making the child attend regularly.  According to caller Daniel runs the house and Mother has ineffective parenting skills. Caller stated Mother talks the talk but does not walk the walk.”  

The report was accepted by the Hotline and assigned a 72-hour response time
.  The Hotline intake form noted that there was only one previous report made to DCF in 1996 that was unsubstantiated. 

As required for all mandated reporter calls made to the Hotline, the school guidance counselor also filed a written report that same day (Form 136).  The written report stated in part: 

“J. Daniel has become a very uncooperative young man who refuses to follow his mother’s directions.  He is out of control.  The major areas of concern are his extremely poor hygiene and his refusal to attend school. Of the 41 days of school to date, J. Daniel has been absent 16 (4 excused, 12 unexcused) and tardy another 21 times.  Ms. S.’s efforts to get him to school on time have been unsuccessful.  J. Daniel’s hygiene is of serious concern.  He has had a long-standing problem with body odor, foul smelling clothing, and bad breath due to poor dental habits, which his mother has tried to address but has been unsuccessful.  Recently, on those occasions that he has come to school, he has deliberately soiled himself or smells as if he has.  Mother has attempted to get him into counseling, but he refuses to attend.   A FWSN has been filed.  Mother is receptive to receiving help to rectify the situation.”
 

According to DCF records, the assigned investigative social worker
 spoke with J. Daniel and his mother on October 29th at the school.  The worker’s case notes stated that J. Daniel’s mother reported, “that she thinks that her son is depressed due to the behaviors that he is exhibiting.  She said that he lost his grandparents last year and he was very close to them.”   

Around October 24th, 2001 records reflect that J. Daniel was transferred to a program for socially and emotionally disturbed children within his school.  The change did not involve a PPT and there was no evaluation conducted of J. Daniel’s needs.  He was transferred to the program that was housed in a trailer behind the school.  It was designed to accommodate children with disruptive behaviors who might otherwise have been suspended or expelled from mainstream classes.    It was in the trailer program that someone allegedly stole J. Daniel’s Gameboy toy.  The teacher described the incident to OCA saying that in response, J. Daniel stood on his desk and screamed out of control.  The investigative social worker noted in her report that J. Daniel’s mother reported the boy was angry at the program change.  The social worker documented that J. Daniel’s mother told her that “she let him [J. Daniel] know that he brought all of this on himself and he is responsible for whatever has happened.”  

The worker recorded J. Daniel’s explanation for missing school was due to not liking to go “because he was constantly being picked on.”  In discussing his “temper”, the worker wrote that J. Daniel reported he     “doesn’t mean to but he knows when he is going to go off but unable to control it.”  The investigative social worker whose responsibility it was to assess the child’s care and safety then apparently counseled the boy on his behaviors.  

Daniel was questioned about soiling on himself and he said that he didn’t want to talk about it…Daniel was told that he needed to focus more attention on cleaning himself properly because this may be one of the reasons that he is being picked on.  He was told that he needed to do well for himself and not to be affected by those around him.   He said that he would try his best but could not promise me anything.”  

The investigative social worker’s case notes further stated that it was her belief that J. Daniel soiled himself on purpose to get out of school early.  “It’s believed that this is a strategy to get out of school as that was what he has done in the past.”   There was no explanation or evidence to support her suggestion that he had manipulated situations with his bowels in the past.   The worker did not indicate upon what criteria her assessment was based or what her expertise was to have made such a determination. 
The DCF case record indicated that the worker set up an appointment to meet J. Daniel’s mother on November 1st.  The worker had to cancel that meeting.  She directed the mother to contact the worker to reschedule an appointment.  On November 6th the worker left a message with J. Daniel’s mother, apparently in attempt to reschedule their meeting. On November 11th the DCF worker left a message with the school guidance counselor for an update.  The case record indicated that the worker made a home visit on November 13th but no one was home.  The DCF case notes indicated that two more unsuccessful attempts were made to reach the school guidance counselor on November 20th and November 26th.  On November 29th, one month after their initial meeting, the DCF investigative social worker met with J. Daniel’s mother at school.  J. Daniel was still not attending school on a consistent basis; the worker’s notes documented that J. Daniel’s mother informed the investigative social worker that J. Daniel had an appointment with a probation officer for truancy.  A follow-up meeting at J. Daniel’s home was scheduled for December 4th.  

Meanwhile, on November 5th, an office referral form was completed indicating that J. Daniel was involved in an altercation with a student who had taken his book.  J. Daniel chased the other child.  Apparently a third student hit J. Daniel and he in return pushed the other boy back.  J. Daniel received a two-day detention for his actions.  J. Daniel’s school attendance continued to be poor and on November 8, 2001, the school sent J. Daniel’s mother another letter.  That letter once again addressed the boy’s excessive absences and requested the mother contact school authorities.  At that point J. Daniel had accrued 14 unexcused absences, 4 excused absences and was tardy 27 days.
Superior Court for Juvenile Matters:  Family with Service Needs Petition in the 7th Grade

The judicial record indicated that the juvenile court received the FWSN referral on November 1, 2001, approximately four weeks after the seventh grade cluster team leaders made the recommendation to file a FWSN.  On November 6, 2001 the Juvenile court sent notice to the school that the referral had been accepted and assigned a Probation Officer. On the next day, November 7, the Superior Court for Juvenile Matters sent J. Daniel’s mother a notice that a referral had been received alleging that her son had violated C.G.S. Section 46b-100 - Truancy.    In the summons the probation officer noted that  “The staff of this court is trained to help you identify the services or agency most appropriate to assist you and your child to resolve the problem(s) listed in the above complaint.” 

J. Daniel’s was assigned a probation officer (PO) by the court to review the complaint made to the court, (truancy), assess the problem, and develop a plan to address it.  J. Daniel and his mother appeared at the Juvenile Court sub office on November 30th as directed.  Probation records indicated that the boy and his mother met with the assigned probation officer.  The officer wrote on the Parents’ Evaluation of Child’s Conduct form that J. Daniel’s mother,

“wanted Daniel to attend school everyday but Daniel states he is being teased and he doesn’t want to attend.  Last year Daniel was not getting teased in school and he attended on a regular basis, so hopefully Daniel can get back to that this year…as reported, mother indicated that Daniel is in anger management session in school that have been helpful to him…(Middle school) reports that Daniel is very bright and is capable of doing the work but must improve his attendance…again this is Daniel’s first appearance in court, and P.O. is hopeful that Daniel will attend on a regular basis.  

Contrary to the information J. Daniel’s mother provided the PO, school records indicated that J. Daniel was having problems at school the year before.  He had been absent 37 days and was tardy 42 times for the year.  Furthermore, J. Daniel’s regular participation in anger management classes is unclear.  They had been part of the guidance counselor’s support for J. Daniel, although there is no evidence that they met more than once.  

During that initial meeting on November 30th, the probation officer conducted an Assessment of Juvenile Risk and Needs Survey on J. Daniel.  That is a “formalized tool utilized to assist the officer in defining appropriate levels of supervision, and identifying areas of intervention.”
  The assessment was primarily a self-reporting instrument that surveyed youth on items associated with the likelihood that a child would be involved in the behavior he was referred to the court for (risk).  It also surveyed the support systems and coping skills of the youth to deal with the risk (need).  The instrument assessed nine items for risk:  prior record, age at 1st referral, parental control/influence, out of home placement, drug/chemical abuse, alcohol abuse, peer relationships, runaway, and school.   The items assessed for need included family relationships, problems and parental control; emotional stability of the youth; substance use, learning barriers and educational adjustment; peer relationships, non-school activities and health and hygiene. 

On both risk and need, J. Daniel scored quite low, indicating he was at very low risk and had few needs.  Contrary to what the school and J. Daniel’s mother had reported, the boy indicated that parental control and influence was “generally effective” in influencing his behaviors.  J. Daniel indicated that he had no health or hygiene problems, no learning barriers, and good support and influence from his peers.  

The probation officer also made a note of the school’s plan to hold a Planning and Placement Team meeting (PPT).  He wrote, “P.O. will wait for results of PPT…” presumably before developing any kind of plan for J. Daniel.  He made no referrals for counseling or other services.  There was no indication that, as the summons had promised, the trained staff of the court had made an effort to identify services most appropriate to assist J. Daniel in solving his problem of truancy.  The PO had no further contact with the school and there is no evidence that he had further contact with J. Daniel or his mother.  There is also no evidence that the PO communicated with DCF.  The FWSN petition was written on October 15th charging the boy with 11 absences.  By the time the PO met with J. Daniel had accrued 29 absences and 20 days tardy.  The PO was not aware of the continued truancy and did not make an attempt to get an update from the school.  

J. Daniel’s probation record contained very few documents, reflecting a brief open case and little involvement by the PO.  At the bottom of the Parents’ Evaluation Form that the PO had completed on November 30th, in the Outcome and Disposition section, there is a handwritten addition, “On 1-3-02 this officer was informed that Daniel committed suicide.” 

School Response to Increasing Problems in the 7th Grade

On December 4, 2001 the school conducted a PPT meeting called to address concerns of J. Daniel’s school attendance, hygiene and other behaviors.  The PPT minutes indicated that J. Daniel’s mother expressed her concern about his treatment by peers and that he was frequently assaulted at school.  Specifically, minutes reflected that she said J. Daniel had been 

“frequently assaulted in the classrooms and hallway.  He’s been punched, kicked, and has had desks slammed into him.  His hair has been pulled so violently that his head has snapped back.  Referrals on the above have been sent to the office.  Mom feels that this physical and verbal intimidation is the main cause of his poor attendance.”  

The December 4th minutes further described that the school administration investigation of 

“many of the physical attacks reported by Ms. S resulted in the information that Dan had initiated many of the incidents by passive-aggressive behavior…The team discussed the many instances in which Dan would defecate in his clothing when conflict arose in Cluster 5.   Dan would come to the office and report that people were picking on him because of his clothes or body odor, yet he would do nothing to rectify the situation.” 

Additional concerns noted at the PPT included J. Daniel’s hygiene, socialization, peer relations, refusal to work, and attendance and control issues.  The minute’s stated, “previous testing indicates that J. Daniel has above average ability.  However, he is failing all subjects due to lack of effort and poor attendance.” The meeting participants made the following recommendations that J. Daniel’s mother agreed to, consenting to have him tested/evaluated in the following areas:

· Individually administered test to assess intellectual functioning

· Individually administered test to assess achievement in reading math and spelling

· Projective tests to assess social-emotional status

· Individual assessment of adaptive/school behavior to be done by a consulting psychiatrist

J. Daniel never returned to school after November 28, 2001.   The recommended testing never took place.  There is no evidence that any tests were ever scheduled or that a psychiatrist was engaged to conduct any of them.  There was apparently no one assigned to coordinate and ensure that J. Daniel was available to be tested or that accommodations would be arranged for his testing.  

DCF Follow-up

The DCF investigative social worker finally met with J. Daniel and his mother at their home later on the same day as the PPT, December 4th, six weeks after receiving the Hotline referral.  During that visit, the worker noted for the DCF case record that J. Daniel’s mother stated she was “frustrated with the school…she understands that they can only do so much but she said that her son really has a problem with children there and is afraid to return.”  The worker spoke with J. Daniel about going back to school.  Her entry in the case file noted that she asked him,

“if there was any chance that he would try and get back to school and he said that he didn’t think so.  He said he could not deal with the kids there because they were harassing him even more.  He said that his Game Boy was stolen and nothing was done about it.  He was asked if things could be different if he was at another school and he said maybe.  He was told that his worker would bring him some information about a school that he may want to look into and he said fine.”  

According to the investigative report, J. Daniel did not want to talk about his soiling problem.  The investigative social worker wrote, “He was told that it was probably very hard to talk about but if this is a medical problem then something needed to be done.”  There was no further elaboration and no pursuit of determining whether J. Daniel’s problem could be a medical problem.   The worker noted that “J. Daniel is really a good kid but because of his small stature and the fact the he is very timid, he gets seriously picked on which makes it difficult to handle the children at (his school).”  During that same visit, the worker spoke with J. Daniel’s 17-year-old sister who reported that she had a friend at the middle school and was told “Daniel was threatened by a kid in his class that told him that he would kill him.”  The sister further explained that their mother tried to get J. Daniel up for school but he refused “because he is really scared.”  There is no record that the allegation of someone wanting to kill J. Daniel was reported to the DCF hotline, the police, or any school authorities.   Beyond recording the sister’s statement in the DCF record, the investigative worker took no action on the reported threat.

The investigative social worker’s investigation report also contained a description of the condition of J. Daniel’s home at the time of her visit.  “The S.’ home is very crowded with furniture as mother said that she is trying to find a place for her parents (sic) belongings as she has kept a lot of things since their death.  The children have proper space and bedding there is adequate food in the house.”

The DCF investigative social worker scheduled another appointment with J. Daniel and his mother for three days later on December 7th but that visit never occurred.  The worker had promised J. Daniel and his mother that she would return with information about an alternative school and stated such in the DCF case record.  Despite that promise, and the documentation of her intention, she never returned to the boy’s home.  The worker also documented attempts to contact a therapist at the local child guidance center with whom J. Daniel’s mother reported having previous contact.  The worker left a message for the therapist but made no note of ever having communicated with the person or anyone else at the clinic.  OCA learned during this investigation that the local child guidance clinic had no record of the DCF call and the only contact they had with J. Daniel’s mother regarding her son did not take place until the morning of his death. In accordance with DCF investigative protocol, the investigative social worker contacted “collaterals” or other professionals involved in the boy’s life who might have information about his safety and care.  She spoke with the school guidance counselor once and left several messages for her.  She checked with the boy’s pediatrician and noted that J. Daniel was up to date on all of his scheduled immunizations except one hepatitis B shot.  There is no evidence that she inquired of the boy’s soiling problem with the pediatrician.  There is no evidence she discussed a plan of action with the school.  She wrote in the DCF record that J. Daniel should be transferred to an alternative school because he was being picked on there so refused to attend.  Despite the finding of the child “being picked on” and the child’s continued refusal to attend school, the allegations of educational and physical neglect were unsubstantiated by the DCF and the case was closed. 

On December 13, 2001 a DCF supervisory case conference was held to review the progress of the investigation. The supervisor documented that police background checks on the mother were negative; that J. Daniel had significant emotional and behavioral issues; and that the boy was being scapegoated by children at his school.  The supervisor also documented that J. Daniel’s mother was cooperative with school services, and was seeking additional services for J. Daniel.  The supervisor noted that the case would be closed, and the allegation of neglect unsubstantiated.  DCF closed the case on or about December 27th.  The record does not reflect any action taken regarding the allegations of bullying that J. Daniel and his family were making and that the DCF worker acknowledged in her record entries.  There was also no indication documented, beyond mother, “seeking additional services,” that J. Daniel’s “emotional and behavioral issues” warranted attention.

The school guidance counselor made a note in J. Daniel’s record on December 17th recording a discussion with the boy’s mother.  The note recorded J. Daniel’s mother reporting that DCF told her to keep her son home from school and that he belongs in a special school.  By that day J. Daniel had accrued 40 absences.  The guidance counselor reported to OCA that she made several attempts to contact DCF and the probation officer to confirm the mother’s story.  It is unclear from the record whether she actually spoke to anyone.

As the school closed for the winter holidays, J. Daniel had been absent 44 days and tardy 29.  The last day J. Daniel attuned school was November 28, 2001.

J. Daniel’s death

On Wednesday January 2, 2002, the first day back to school after the winter holidays J. Daniel killed himself.   He did not go to school that day.  The police report indicated that his sister had last seen him alive about 3:00 a.m.  His mother told police that she had noticed J. Daniel was not in his bed at 7:55 a.m. that morning on her way to work.  She explained that she assumed he was sleeping elsewhere.  She told police that after she returned home from work she inquired with his sister as to the whereabouts of J. Daniel.  The sister indicated she had not seen him and went to look for him.  J. Daniel’s sister found her 12-year-old brother hanging in his bedroom closet with a tie around his neck.  

The local police responded to a 911 call reporting a suicide.  When they arrived at the scene they noted a house that was severely cluttered and dirty.  

“The living conditions inside the decedent’s home were appalling, and unsafe.  There was an approximated 2-foot path that led from the front door back to the kitchen.  On each side of this path were piles of debris, clothing, junk and other clutter.  Both the dining room table and kitchen table were unusable due to the amount of items piled on each.  The floor in the decedent’s room was completely covered with clothing, boxes, bedding, books, chair cushions, blankets, and other items.  In some areas, the piles of debris were the same height as the bed.  There were several large bureaus in this bedroom and each drawer was empty.  All of the clothing was strewn on the floor.  The bedroom door could not be closed due to the debris in the room.  The closet in this bedroom, in which the decedent was found, was also highly cluttered with various items such as bedding, clothing and cushions to the height of several feet found on the floor.  The living room was also a highly congested and extremely cluttered area. There was no place to sit in the living room due to the piles of clutter.  The couch was piled several feet high with debris/clutter…The kitchen area was also highly cluttered.  Almost every dish, plate and cooking utensil was dirty and out on the sink, counters, tables and floor.  There was absolutely NO area in the kitchen to prepare meals.  There was burned, overcooked food on the stove and there was a coffee pot in the coffee maker that contained mold.  There was spilled food on the floor, sink and counters.  There were numerous bags of garbage on the floor in the kitchen.  The bathroom was disgusting.  The entire floor in the bathroom was covered with clothing, in some areas over a foot high.  The toilet was filthy as was the sink.  The bathtub was filled with clothing and toys and appeared not to have been used for a while…One of the lights in the back bedroom had a short in the wire and sparked when turned on.  This apartment was a safety hazard.”

Police photographs taken of the scene confirmed this description of the disturbingly cluttered home.  In a signed statement to the police, the DCF investigative social worker described her findings in J. Daniel’s home.  Contradicting what she had documented in the DCF investigative report she stated, “When I was inside her house, it was cluttered with furniture that she said was her parents, and she was waiting for a place to store it.  Because this (DCF) investigation was basically for educational neglect, I didn’t go through the rest of the home.  It was messy and I remember telling Ms. S that her house was a fire hazard because of the clutter.” 

The day after J. Daniel was found dead in his room, January 3rd, his mother called the Department of Children and Families to report the boy’s death and suggest that DCF could close her case.  According to a supervisory note in the DCF record, Ms. S. was told, “the case had already been closed.”  

On April 23, 2002, nearly four months after the boy’s death, J. Daniel’s mother was arrested and charged with risk of injury to a minor. 

who was j. daniel?

None of the records reviewed by OCA provided a complete portrayal of J. Daniel the boy.  It was through the interview process that a clearer picture of the 12-year-old child emerged.  That picture of J. Daniel revealed a seriously distressed and troubled child.

J. Daniel turned twelve years old on November 20, 2001.  Six weeks later he was dead. He left no note.  The educational record, the DCF case record, and the probation record gave only a superficial snap shots of the boy.  Throughout this investigation OCA discovered a great deal more about J. Daniel.  He was a bright boy.  The one time his IQ was tested it revealed a child with a superior range of intelligence. Yet, he was a child who had an extraordinarily difficult time completing written assignments and doing schoolwork.  He was also a child who appeared to be very lonely.  He apparently had just one friend who was considerably younger.  While there were some children in school who tried to engage him, they found it difficult to do so because J. Daniel did not bathe and sometimes moved his bowels in his pants.  He smelled terribly.  According to some of his schoolmates, it was not “cool” to be friends with the kid who wore strange, dirty clothes, had filthy long fingernails and was so different and so picked on.  

J. Daniel’s difficulty with writing was identified in second grade and special education services were initiated.  Unfortunately, the difficulty in writing persisted and may have actually gotten worse by the time he was in middle school.  The intensity of supportive educational services did not parallel the growing intensity and persistence of his needs.  In fact, it appears as though special educational services were dismissed or even neglected. Certainly the demands of middle school are far greater than elementary school, and without effective, persistent help, J. Daniel’s performance began to separate him from the rest of his peers. 

J. Daniel had significant problems managing his personal hygiene.  His appearance began to define him in the 6th grade.  By the 7th grade his difference from his peers absolutely defined him.   Children are typically self-conscious about their appearance in the middle school years
.  J. Daniel seemed to go in the opposite direction.  The difficulty for children in the middle school years may be found in the transition and growth of the period.  As if to confirm these findings, school mates of J. Daniel who were interviewed for this investigation explained that middle school is about “fitting in”, “relationships” “friendships” and “being cool”.   J. Daniel did not fit in.  The children described a boy who did not fit in socially, emotionally or academically.  They reported he had virtually no friends in school; that he did not wear the “right” clothes, he did not smell good, he did not participate in class, he did not do his work, and by 7th grade he was barely coming to school.  In addition to the children’s reports, adults and professionals at the school consistently described J. Daniel as “dirty” “stinky” “disheveled” “repulsive odor” “immature” “different” “small” “didn’t fit in” “unkempt” “bad breath” and more. 

In addition to school authorities, J. Daniel told his mother, the DCF investigative social worker, and the probation officer that he was being picked on in school.  School personnel interviewed for this investigation consistently reported an awareness of J. Daniel’s problems with other students as well.    Teachers and students alike confirmed J. Daniel was different and that difference made him a target.  As a child small in stature, he weighed only 63 pounds at the time of his death, and with a learning disability, J. Daniel was targeted by other children.  However, many people interviewed stopped short of saying this child was bullied.    They described J. Daniel as “picked on” “teased”  “unkind comments were made to him”, but not bullied.  Children reported to OCA that J. Daniel had two nicknames; he was called “stinky” and “scrubs”.  They reported that children would “laugh at him” call him a “baby” and a “mama’s boy”.  In one incident, someone put a sign on his back that read, “kick me in the gonads”.  One child described the teasing as “unstoppable” he was teased each and every day.  Although there was general agreement regarding the child’s treatment, no one person ever acknowledged to OCA that the treatment constituted bullying, abuse, or assault.  

The interviews with school personnel left a troubling picture of the school’s response to J. Daniel’s situation.  The teasing and name-calling and refusal by children to be near him was considered by some to be justified.  Many of the professionals interviewed by OCA intimated a level of acceptance for the way J. Daniel was treated.  Their statements implied that it became understandable that other children would not want to be near J. Daniel, that they would make comments about his odor, because after all, he was bringing it on himself through his own antisocial actions. Teachers described their discomfort caused by the boy’s odor.  One demonstrated how she would hold her hand over her nose and mouth whenever she passed him in the hall.  J. Daniel was small for his age.  He was smart but learning disabled.  He wore dirty, mismatching clothes.  He smelled badly and often acted out.  J. Daniel made people at school uncomfortable.

J. Daniel was a child who spent a great deal of time home alone without adult supervision.  According to the police investigation, there is evidence that he had been accessing adult pornography web sites.  While there is no indication on how viewing pornography ultimately affected him, it is concerning that he had unsupervised access to adult materials that he may not have been able to comprehend.  

safety systems in connecticut

Connecticut children live under a web of formal and informal systems of protection that are designed to ensure their safety and care.   The primary safe keepers of children are parents.  Some either do not or cannot provide adequate care for their children.  To ensure parents best protect and care for their children, there are laws and regulations in place that make extrafamilial protections available.  In addition to criminal law that prevents individuals from harming others, there is also a child welfare system administered by the Department of Children and Families (DCF).  Established under Section 17a-3 of the Connecticut General Statutes,

 DCF is a “comprehensive, consolidated agency serving children and families. Its mandates include child protective and family services, juvenile justice services, mental health services, substance abuse related services, prevention and educational services.”
 

The mission of DCF is to “protect children, strengthen families and help young people reach their fullest potential.”
  The mission of child welfare is to “protect children from abuse and neglect by their caregivers, to empower and strengthen families to provide safe and nurturing care to their children, and to assure that all neglected and abused children have a permanent home in a family setting.”

Complementing the DCF child protection system is a community network that includes professionals with the expertise and obligation to survey the safety of children in the community.  Conn. Gen Stat. § 17a-101 mandates certain professionals to report to DCF when they have reason to believe or suspect that a child under the age of 18 has been abused, neglected or is in imminent risk of harm.
  
These “mandated reporters” (see Appendix A for full list) are persons who typically have access to, or opportunity for observation of, children in their daily routines.  This includes teachers, social workers, and health professionals.  The mandate to report bears with it an obligation to be educated about the signs and symptoms of abuse or neglect.  

In addition to specialized training in recognizing abuse and neglect, the professions have their own professional and or ethical obligations as well as standards of practice that drive their actions on behalf of child safety.  For example, pediatricians receive scientifically based medical training to conduct assessments and diagnose a child’s condition.  Most have a duty, prescribed by an oath they take, to help persons they come in contact with and to avoid doing harm.  Nurses also have clinical training to conduct assessments of both child and family needs.  Nurses are guided by a set of standards of practice for the profession as a whole and then specific to their specialty.  For example, school nurses have their own standards of practice that guide the extent of preparation for the job, what their responsibilities may be, and how and when they will act on behalf of a child.   Social workers and probation officers have certain professional expectations as well.  Standards are methods of quality assurance and effective practice.  Among other things, they are intrinsic to the network of safety for children.  

Finally, institutions where children spend time have their own regulations and policies to ensure safety.    Schools, for example, will have policies for teachers to refer children to the school nurse or guidance counselors when they appear troubled with health or behavior problems impacting academic performance.  

As a 12-year-old boy, J. Daniel’s safety system included his mother, his teachers and guidance counselor, the school nurse, the school administrators, his pediatrician, the school outreach worker, a DCF investigative social worker, a probation officer, and any other professionals that came in contact with him.  With different expertise and perspective, each had a responsibility to recognize J. Daniel’s needs and identify ways to meet those needs.   Each had a separate role in J. Daniel’s life but all had an obligation to ensure he was safe and appropriately cared for.  OCA examined the response to J. Daniel’s needs by each profession.  The systems they represented were evaluated according to specific concerns that OCA identified as warranting action in J. Daniel’s life.  Specific concerns included: 

A. Risk of suicide and depression

B. Bullying

C. Physical health and personal hygiene

D. School success

E. Home safety.

A.  Risk of Suicide and Depression

Connecticut and beyond

Fourteen Connecticut children committed suicide in the 12-month period from October 1, 2000 and September 30, 2001; thirteen of those deaths were boys.  Fourteen suicides in one year was a dramatic increase in the number of youth suicides from the previous years.  More recently, the twelve months between October 1, 2001 and September 30, 2002 seven children in Connecticut killed themselves.  While seven deaths from suicide are half the number from the previous year, it does not take into account the number of failed attempts.  Of those seven children, a 17-year old girl hung herself in her neighbor’s yard; a 14-year-old boy shot himself in the head with a pistol; an 11-year old boy hung himself from his bedroom door; a 12-year old boy (J. Daniel) hung himself in his closet; a 17- year old boy hung himself in the basement of his home; a 16-year old boy shot himself in the head in his bedroom; and a 17- year old boy committed suicide by overdosing on drugs.  

  “Suicide among adolescents in our country is a major national crisis.  Over the last fifty years the number of suicides among teens has risen dramatically; in fact, the suicide rate for adolescents has actually tripled since 1970…this is especially troubling, when those of us who have studied, researched, and witnessed this pain I refer to as ‘self-murder’ know it can be dramatically improved, if not eradicated.” 

Suicide is the third leading cause of death among adolescents.
 The suicide rate among youth, ages 15-24 increased 25 percent between 1970 and 1998.
 More girls attempt suicide; more boys complete suicide. In addition to being a leading cause of death amongst Connecticut adolescents, suicide attempts are the 2nd leading cause of injury-related hospitalizations. In Connecticut, medical costs and lost wages associated with self-inflicted injuries among youth 10-19 years of age were close to 20 million dollars in 1996. In a recent survey of Connecticut youth by the University of Connecticut Health Center, 8 percent of the 7th and 8th graders surveyed agreed with the statement, "I wish I were dead." An astonishing more than 6 percent agreed they had "a plan to kill myself.” The most common suicide attempts by adolescents are overdose and wrist cutting. Firearms are the most common means of completed suicide, hanging is the second.

Signs that may indicate an adolescent is suicidal include feelings of hopelessness, helplessness, anger, and aggression.  They also tend to have poor coping skills and are likely to interpret unpleasant events as unchangeable.  They typically have unrealistic expectations and view interpersonal situations as unbearable.  Interpersonal conflict is the most common precipitant of suicidal behavior. School problems, conflicts with family, and relationships with peers produce high stress, which inhibit their ability to solve problems.
  The suicidal adolescent is likely to have evidence of at least one major psychiatric disorder, a major depressive disorder being the greatest risk factor for attempted or completed suicide.  In fact, teenage suicide is frequently associated with depression.
  Among other things, depression impacts a youth’s school performance and relationships. 

Signs and symptons of depression include

· Withdrawl, with urge to be alone, isolation




· Giving most cherished possessions to others




· Depressed or irritable mood

· Inability to enjoy activities that used to be sources of pleasure


· Fatigue





· Loss of interest in activities, apathy






· Change in appetite, usually a loss of appetitie but sometimes an increase

· Change in weight (unintentional weight loss or unintentional weight gain)

· Reduced pleasure in daily activities

· Moodiness, temper, agitation

· Persistent difficulty falling asleep or staying asleeep (insomnia)

· Excessive daytime sleepiness

· Difficutly concentrating

· Difficutly making decisions

· Preoccupation with self

· Feeling of worthlessness, sadness, or self-hatred

· Acting out behavior (missing curfews, unusual definace)

· Thoughts about suicide or excessive worries about death

· Plans to commit suicide or actual suicide attempt

· Excessively irresponsible behavior pattern

The most frequent symptom of adolescent depression is irritability, which alienates adults and peers and makes it more difficult to get depressed youth involved in positive activities. 

j. daniel appeared to be at risk for suicide and depression

J. Daniel exhibited several problem behaviors and moods that should have alerted people around him to the fact that he was at risk, if not of suicide, at least for depression.  His mother described him as a happy child in Virginia.  The police detective who investigated J. Daniel’s death reported that the boy’s family had an open neglect case with the child protection agency when they were living in Virginia.  The detective reported that a social worker from Virginia described the boy and living conditions at the time as always dirty.  J. Daniel’s mother’s description of his character as a young child may not be entirely accurate, however, later documentation did describe him in a positive light.  In a preschool evaluation, he was described as a sweet child; later he was described as a child who had a lot to contribute in class – despite difficulty expressing himself in writing.  

As he approached middle school, descriptions of J. Daniel were clearly more negative.  He was not clean, he resisted going to school, he stayed in bed late in the day, he was a loner, irritable and argumentative with schoolmates.  Despite his intelligence, J. Daniel’s academic performance plummeted.  Although the school’s cluster team leaders continued to discuss and plan for accommodating his learning disability and behaviors, no clear plan was actually implemented and no adult actually intervened to assess and address J. Daniel’s problems.  No longer described as a sweet, happy child, J. Daniel became “dirty”, “stinky”, and “repulsive”.   

safety system response to signs and symptoms of suicide and depression

J. Daniel’s mother reported to the DCF investigative social worker that she thought J. Daniel was depressed due to the recent death of his grandparents.  She reported attempts to contact the local Child Guidance Clinic to pursue counseling for J. Daniel.  Although the clinic was aware of J. Daniel through a previous family referral several years prior, they reported having no record of having seen or receiving a referral for the boy prior to his death.    The mother requested assistance from school personnel, including the outreach worker.  Ms. S. also attended PPTs where she voiced her concerns about the harassment that J. Daniel was experiencing from other students.  There is no record that she took J. Daniel to a doctor or therapist of any kind for an evaluation of his symptoms in the period prior to his death.  When he refused to go to school, she left him alone and unsupervised while she reported to work.

Other than parents, teachers typically have the most contact with children during the school year.  That is why they are mandated reporters.   J. Daniel’s teachers were aware that he was truant and that when in school, his performance was poor.  They were also aware that he did not tend to his personal hygiene and they described several other behaviors that should have been considered signs of depression if not risk of suicide.  They included irritable mood, temper and agitation, lack of interest in activities, difficulty concentrating on his school work, withdrawal, and acting out by perching on chairs and getting into fights with other students – among other things.  Yet the teachers did not respond to J. Daniel’s behaviors as possible pathology.  Rather, they held him accountable for his “offensive” behavior and appearance.  Their behavior could be interpreted as a quiet sense of relief when he was absent.  They simply did not acknowledge or recognize that his behaviors suggested pathology beyond what the 11 and then 12-year-old could control.  

At school J. Daniel was involved with a guidance counselor, a mentor, and he was referred to a Student Assistance Team.  With the exception of the mentor, their interactions with the boy appeared to be intermittent, perhaps crisis-driven.  There was no evidence of a strategy developed to address J. Daniel’s growing problems.  In fact, when he graduated to the 6th Grade, his new teachers were only told about J. Daniel’s superior intelligence and above average performance in all areas except writing.  There was no transitional plan for a boy who was manifesting more and more signs of emotional disturbance.  Those signs were misunderstood or not recognized.  Throughout the 6th grade and right into the 7th grade, J. Daniel was increasingly truant, unclean, and exhibiting problem behaviors.  It was not until halfway through his 7th grade year that the school made referrals to the child protection agency, DCF, as well as the Superior Court for Juvenile Matters.  At no time that year was the child referred to the school nurse or his doctor.

The investigative social worker from DCF was informed of J. Daniel’s behaviors, his concerns, his family’s concerns, and those of his school.  The investigative social worker was made aware of J. Daniel’s chronic truancy, very poor hygiene, irritability, social isolation, and other problems.  She did not consult with anyone in her agency with the necessary expertise to assess J. Daniel’s needs.  Each DCF region in the state is staffed with a regional resource group (RRG) that includes a nurse and a licensed clinical social worker.  These individuals are available to assist social workers in assessing the needs of children and determining the best ways of helping them.  Their expertise is a resource to the social workers as well as the children and families.  Instead of turning to them for an expert opinion, the social worker determined on her own that J. Daniel’s behaviors, in particular his soiling of his pants, was his way of manipulating himself out of school attendance.  The investigative social worker was not equipped to make such a determination, but even if her assessment were correct, it would have been incomplete.  It was her job to determine what assistance he needed to address his troubles and work towards school attendance.  Had she enlisted the assistance of the RRG nurse and licensed clinical social worker, they might have recognized the extent of J. Daniel’s emotional disturbance and mental health needs.   The role of the DCF investigative social worker includes at a minimum an initial assessment of all aspects of functioning within the family, regardless of the reported problem.  “Consultation with the RRG should be done in concerns for health, mental health or substance abuse…Any child who presents as developmentally below normal, should have a medical exam/evaluation or current medical/service provider should be accessed.”
  J. Daniel was not referred to the RRG and no examinations were ordered.  DCF Investigative protocol requires contact with a child’s pediatrician to determine adequate access to medical care as well as seek out concerns of abuse and or neglect from that professional.  The investigative social worker only contacted J. Daniel’s pediatrician to review his immunization schedule.  There is no indication that she made any inquiries about the doctor’s awareness of his patient’s soiling problem or hygiene problem or truancy problem.  There was no evidence that the investigative social worker requested an opinion about whether the boy’s behavior may be health related in any way.  

Finally, J. Daniel was assigned a probation officer by the court to review the complaint made to the court, (truancy), assess the problem, and develop a plan to address the problem.  The probation records showed no indication that, as the initial court summons to the boy promised, the trained staff of the court made any effort to identify services most appropriate to assist J. Daniel in solving his problem of truancy.  Even the Risk/Needs Assessment that was conducted on the 12-year-old boy was misleading because the boy filled the instrument out himself.
  That subjective information only served to record the child’s lack of appreciation for his problems.  The PO’s notes served to record an apparent denial or lack of appreciation by J. Daniel’s mother of the situation.  Yet, in the month that it took for the FWSN to be filed and received by the court and in the month that the case was active with the court, there was no objective assessment of the boy’s problems, no plans were made, no interventions were identified and the child continued to be truant from school. 


b. bullying

Bullying is considered to be a common and potentially harmful form of violence.  Bullying can occur at any age and in any environment.  However, bullying is most common among children. 

“A person is being bullied when he or she is the target, repeatedly and over time, of negative actions undertaken by one or several other individuals who are more powerful than the target in some way.  Negative actions, which can begin with name calling, or social isolation and can build to actual attacks and/or attempts to injure or humiliate another person, include physical and verbal aggression, social alienation, intimidation, racial and ethnic harassment and sexual harassment. Bullying not only hurts the bully and the target, it also impacts the overall school climate and learning environment.  Bullying is a form of repetitive and ongoing harassment, which crosscut geographic, race and socio-economic segments of society.” “Outcomes for the child who is bullied can include depression, isolation, poor school attendance, and diminished grades.  At the extreme, bullied children can exhibit patterns of irrational retaliation, as in some instances of recent national school shootings.  Yet, studies clearly show that early identification and intervention can help the bully, the target child and the bystanders.” 

Children who bully often lack empathy for their target.  They often believe that the target deserved the attack.  Bullies like to dominate, often lack the capacity to see the point of view of other people or have the ability to take responsibility for their own actions.    Without intervention, bullies may adopt patterns of antisocial thinking; likely not to feel empathy toward others.
  

There are two types of targets: passive and provocative.  Passive targets are children who tend to be more anxious and insecure than other students.  They lack sophistication in social skills that would enable them to divert the bully’s tactics.  When attacked, targets will often cry, they are often isolated, lonely, and or depressed.  The provocative target is a child who is restless, irritable, and who teases and provokes other.  They are children who are easily emotionally aroused.  These children fight back in bullying situations, but are ineffectual aggressors.  Targets of either type may be students with special education needs.  

Early intervention in the home, school and community is the best hope for diverting child and youth aggression, including bullying behaviors, in the schools.  An effective response to bullying requires multiple strategies, ranging from those intended to prevent bullying from ever occurring, to those that require immediate and firm intervention. 
  The first step is to acknowledge that bullying is occurring and that children – offenders, victims, and bystanders are at risk for chronic problems because of it.

The sixty-three pound J. Daniel was pushed, assaulted, had his possessions taken, called names and teased.  There were several documents recording fights in which J. Daniel was involved.  All parties from the school who were interviewed by OCA expressed some knowledge or awareness of J. Daniel being harassed or at least in frequent fights.  This included schoolmates who reported he was picked on while teachers failed to intervene.   At least one teacher reported that the harassment was typical behavior of children, “kids will be kids.”   A prevailing explanation among school personnel was that J. Daniel provoked harassment through his own behaviors and poor hygiene.  

J. Daniel reported the abuse to his mother, to school authorities, to the DCF investigative social worker, and to his probation officer. He and his sister both reported to the investigative social worker that his life had been threatened.  J. Daniel’s mother reported her concerns to the school and at PPTs.  (However, in a strange turn, police records reflect that his mother reported to them that J. Daniel had been popular.)  The DCF investigative social worker documented that J. Daniel was being teased and picked on at school to such a point that, in her opinion, he would move his bowels in his pants to get out of staying at school.  The probation officer noted that J. Daniel was being teased at school and therefore did not want to attend.  The teachers all expressed awareness that J. Daniel was a target for teasing and J. Daniel’s schoolmates reported that he was teased all the time.   Despite all the reports, his frequent conflicts with others, and his chronic truancy, no one ever addressed the issue of J. Daniel being bullied.  The investigative social worker’s only response was to suggest in her report and to the family, not to the school, that J. Daniel should transfer to another school. 

J. Daniel may have been the type of bullying victim who was a provocateur and his appearance may have been offensive, but J. Daniel was still a child being bullied.  His appearance and behaviors, although provocative, should have been recognized as signs of something amiss in the boy’s life.  The bullying should have been addressed on behalf of J. Daniel, his antagonizers, and the rest of the school body.  Other students reported the lack of teachers’ response to the bullying.  All students interviewed for this report expressed a discomfort with the treatment the boy received.

Nearly five months after J. Daniel’s death, a letter to the editor appeared in a local paper from one of the boy’s schoolmates.  That child’s perception of J. Daniel’s plight at school, while only that of one person, exemplified what troubles both victims and onlookers of bullies.

Editor,  I am really sorry but nobody can say that J. Daniel S. was not verbally picked on or physically picked on because he was, and I watch (sic) it happen numerous times!  I was in his classes.  In the gym he was knocked off the bleachers all of the time and when he tried to react everyone would laugh at him, and then the teachers would yell at him for screaming.  I will not name the numerous people I know that picked on him unless I am asked personally.  But people also say he smelled even when it wasn’t true.  In cooking classes his partner would throw away food like it was diseased.  People would put “kick me” signs on his back and also wipe stuff on his clothes.  I remember in math he was late because he got in trouble for reacting to someone picking on him and when he came in someone had spit phlegm on his chair.  Then in other classes he would go and sit down and everyone around him would move while making faces as if he gassed or stunk.  …School staff should be greatly ashamed because they are not telling it the way I saw it –perhaps to defend themselves and they make it sound like they are blameless when a child of the age of twelve hated his life enough to decide it wasn’t worth living!  I think that is very selfish…”

Children deserve a safe and nurturing environment in which to learn. Connecticut is in the forefront of addressing bullying behavior and has passed legislation requiring school districts to develop policies and procedures to prevent bullying and create healthy, non-violent learning environments for children. The bill requires school districts to develop comprehensive anti-bullying policies including anonymous reporting, documented investigations, notification to parents and public inspection of verified lists of acts of bullying.  In addition, Connecticut established a grant program, aided by a $500,000 donation by a private funder that offers grants to school districts to train and implement anti-bullying programs and practices. Connecticut defines bullying as overt acts by a student or a group of students directed against another student with the intent to ridicule, humiliate or intimidate the other student while on school grounds or at a school sponsored activity which acts are repeated against the same student over time (Public Act No. 02-119). Both public policy initiatives seek to promote civility and end tolerance of bullying behavior that studies demonstrate can lead to more serious aggression in later years.

 

c.  physical health and personal hygiene

As a child approaches adolescence, he or she experiences dramatic physical growth and changes that typically affect the need for intensified hygiene.  At the same time, adolescents are gaining independence and taking over full responsibility for their own care.  With social relationships and acceptance taking over the youth’s focus, good hygiene becomes important to them.  “The body-conscious teenager is highly amenable to discussion and counseling about personal care and hygiene.”

With any child, the degree of cleanliness, unusual body odor, the condition of hair, neck, nails, teeth, and feet and the condition of clothing are all indicators of well-being.  The indicators provide clues to the possibility of neglect, inadequate financial resources, housing difficulties (e.g. no running water), or a lack of caretaker knowledge concerning children’s needs.
  Young children are reliant upon others for dressing and bathing, but young adolescents become independent with skills to take care of themselves.  Therefore, when an adolescent’s appearance and hygiene become a problem, the first stage of assessment should focus on the child himself, then next the supports around him as well as any potential harm.  Poor hygiene and unkempt appearance can flag a number of problems that range from economic hardship to neglect, mental illness, and victimization by violence or sexual abuse.  Therefore, determining the cause of poor hygiene and soiling must start with consideration of all these possibilities.  

While a dirty child is not necessarily a child at risk of neglect, a chronic lack of physical care can create the risk of disease or illness.  For example, unchanged diapers can cause an ulcerative diaper rash.  Localized and systemic infections may occur from untreated skin abrasions.  Unkempt children may also be teased and shunned by their peers.
  J. Daniel no longer wore diapers, but his skin was at the same risk for breakdown as that of a baby in diapers would be.  The teasing and shunning he experienced from peers has been extensively discussed in the section on Bullying.  

Perhaps one of the most alarming hygiene problems is incontinence of stool or urine.  The inability to control bowel movements may be caused by both physiologic and psychological conditions.  Physiologic conditions include neurological defects such as those occurring in strokes or spinal cord injuries.  Pathologic conditions like tumors, intestinal deformities and injuries may affect the muscles that control continence; viral or bacterial infections as well as irritated bowels may cause severe diarrhea.  Constipation and impaction can allow uncontrollable seepage of liquid stool from above the impaction.  Psychological factors that may cause loss of bowel control include anxiety, confusion, disorientation, depression and despair.

Regardless of the cause, there is potential for physical and psychological harm when a person is unable to control his bowel movements.  Physically, damage to the skin and the development of decubitus ulcers is a certain possibility.  Any skin breakdown presents risk of infection, particularly in areas of exposure to toxin-containing feces.  Psychologically, a person is likely to suffer from loss of self-esteem and is certain to experience some alteration of self-image.

A common mistake made by parents and professionals, and in J. Daniel’s case, everyone who came in contact with him, is to automatically regard a child’s underwear soiling as a behavior.  Soiling is not necessarily caused by a behavior.
  Soiling of stool is termed ‘encopresis’ when it occurs in the absence of underlying disease in a child who had learned to voluntarily control bowel habits.
  The most common cause of underwear soiling in children is stool retention (constipation or impaction).  In fact, 1.5 to 7.5 percent of school children aged 6-12 years old have encopresis and of those children, 85 percent have concomitant constipation. 
  When stool is not evacuated, the rectum stretches to accommodate the build up.  Although the stool may not pass, semi-liquid stool may leak around it in the stretched rectum and onto underclothing.  If the rectum is chronically full, a child may lose the ability to perceive the sensation of a full rectum and therefore the need to use the bathroom.  The stool may also cause pressure on the bladder resulting in urine spillage.  Incontinence of stool or urine can have significant impact on a child’s social and emotional functioning. A child can smell so badly that people begin to avoid him or her.  Children with incontinence have been found to exhibit more emotional and behavioral difficulties than other children.
   

While encopresis is not necessarily a psychological or behavioral problem, it can be a physical response to painful psychological stimuli.  Ultimately, the impact of the disorder on the child’s emotional well being can be significant.  Children with encopresis tend to have problems with social competency, behavior problems, withdrawn behaviors, lower feelings of self worth and self esteem, and disruptive behaviors.  The problem of encopresis can persist into adolescence and beyond, sometimes for between 3½ to 5 years after medical intervention.  “This would indicate that parents and professionals should not wait to aggressively pursue treatment of constipation and encopresis to see if the child ‘grows out of it,’ but instead should pursue earlier intervention to increase chances of complete elimination of symptoms.”
  

There is no evidence that J. Daniel was ever referred to, or seen by, a physician for soiling, truancy, moodiness, or any of the other problems he was manifesting after the 1997 appointment with the urologist.  Despite the urologist recommending that J. Daniel’s mother return with him if the problem got worse, she never did.  OCA found no record of the boy being seen by the nurse for incontinence after June 5th, 1998 (third grade).  When asked about addressing the boy’s hygiene problem, one teacher reported that hygiene was something for the school nurse to address, although admitted never referring the boy to the nurse.  The middle school nurse had no recollection of seeing J. Daniel in her office for any form of incontinence and there was no record of the boy being seen in the nursing office.  The middle school nurse told OCA that she had been aware of J. Daniel’s poor hygiene but his problems were not within the scope of her responsibility at the school.  The problem, she explained, was not a physical health problem.  She thus concluded because no physician had ever provided her with a record of the boy having a physical problem with his bowels.  

The nurse told OCA that she had experience with a small number of children in the school who had medical problems that might at times cause soiling of stool.  In nine years of practice at the school, she was not aware of ever having a child on site with a soiling problem that was not a medical problem.  J. Daniel was apparently an exception. She did not assess the boy or refer him to a physician for any of his behaviors.  She explained to OCA, “…my supervisor in conjunction with the medical advisor have indicated that that kind of situation is not medical but social and therefore must be referred to the guidance counselor.”  When asked whether that directive was recoded in writing she responded that she did not believe so, stating, “I am seeing an average of 75 students a day, I can’t take time for social issues such as body odor because that is not a medical problem...it could have been body odor from poor wiping habits.”

Although he was not referred to her, J. Daniel was once sitting in the nurse’s office while waiting for his mother to come and get him after an incontinence incident.     When asked by OCA if the boy’s odor was noticeable as he sat in the office, she replied that indeed it was noticeable but she did not address it because she, “assumed it caused him embarrassment so … didn’t feel it should be questioned.”    According to the National Association of School Nurses (NASN), “School nurses support student success by helping children and adolescents through early identification and treatment of problems that may lead to school failure.”

It is important that any child with underwear soiling be evaluated by his physician to determine the cause and extent of the condition.  Once the condition is medically understood and a plan to address it is developed, the school nurse should play a major role in assisting the child and family to manage the problem.  A school nurse can be a source of information and support to the child, family and school staff.  A critical component of the information is to educate the family and school staff that the problem is not usually caused by a disturbance of psychological behavior but is generally involuntary and without the child’s awareness.
  “The school nurse plays an important role in educating and facilitating communication about this problem.  As a health care provider, the school nurse may act as liaison for information between the medical provider, family, and school personnel.  Explaining the physiology, characteristics, and treatment plans to teachers and other school personnel will assist in their understanding of the complexity of the problem.”

 J. Daniel’s school nurse may have been restricted from addressing the boy’s problem by limited training and a school administration that did not appreciate the scope of nursing abilities or obligations in the school setting.  The administration may not be aware of school nursing standards and therefore not support an infrastructure to meet those standards. Part of that “infrastructure” should include requirements for preparation and credentials adequate for the demands upon a school nurse.   National standards for school nurses include baccalaureate degrees.  The role is chiefly autonomous, requiring strong critical thinking skills and a good foundation in child development and mental health.  Baccalaureate nursing programs provide more emphasis on those areas and skills than other nursing degrees.  J. Daniel’s school nurse held a nursing “diploma”, from a hospital-based nursing educational program.  Diploma programs tend to focus more on the practical application of clinical skills in predictable environments such as hospitals where oversight and support is more available.   Current Connecticut law does not meet the national standard of requiring baccalaureate preparation for school nurses.

Without optimal nursing skills and independence, J. Daniel’s school nurse may not have recognized her obligations to assess, intervene and assist the boy.  Likewise, by not recognizing the role of school nurses and therefore their optimal preparation, the school system has placed nurses in a precarious position of being professionally and ethically obligated without the means to intervene for children in their schools.  Furthermore, a limited number of nurses restricts the ability to meet daily responsibilities and still have the time to notice and respond to other problems that arise among school children such as J. Daniel’s predicament.   Without the expertise of a well-prepared school nurse, there is no one on campus who can fully appreciate a child or community at risk.

In addition to the risk that J. Daniel faced by his problems, the school community was also at risk of exposure to infectious disease.  Diseases spread by more than one means.  The fecal-oral route is of concern in the case of a child who is incontinent of feces at school.  Of the five major issues for school nurses described by the National Association for School Nurses, those of immediate concern in J. Daniel’s case include:  educating about behaviors to avoid exposure to pathogens; preventing transmission of infectious diseases at school; and providing appropriate nursing care and health counseling.
  J. Daniel’s school nurse described his encopresis as an issue in the realm of guidance counseling.  She did not acknowledge the health implications for the 12-year-old’s behavior.  She also noted that the child’s “body odor” might be just a symptom of “poor wiping” habits.  If that were the case, it is by no means any less of a health issue than encopresis.  Poor wiping habits would still cause the presence of stool in the environment.  Stool seepage of any kind could easily be transported to others through physical contact with the boy or furniture he may have contaminated.  According to the NASN, “The school nurse, because of educational background and knowledge and also because of accessibility to school-aged children and youth during a time when health habits and decision-making skills are being formed, is in a unique position to counsel and educate about infectious disease.” A school nurse should also be prepared to teach individual children and facilitate appropriate hygiene to ensure the well being of the whole school community.

The guidance counselor tried without success to influence J. Daniel’s hygiene practices.  She did not ever refer the child to a nurse who should have been more equipped to assess and refer J. Daniel to a physician.  The DCF investigative social worker was also made aware of J. Daniel’s poor hygiene – it was, after all, part of the referral to the agency.  Any assessment of a child in a child welfare case should include hygiene habits, clothing and general presentation.  The did not recognize the serious implications of J. Daniel’s behaviors as a health risk, although she did mention in her investigative report that she discussed the possible need for help if he had a medical problem.  She never pursued identifying the problem.  At a minimum, questioning the Regional Resource Group (RRG) or the pediatrician about what it means for a child to defecate and urinate in his pants might have unearthed someone who would recognize that the boy needed help.  Rather than investigate further or refer to the RRG or pediatrician to assess with expertise, the investigative social worker chose to counsel the child to clean up and go to school.  

Ultimately, J. Daniel lived in a home that did not facilitate good hygiene practices.  The bathroom was filthy and the tub was full of clothes and toys.  J. Daniel’s mother failed to provide an environment in which he could maintain cleanliness and the DCF investigative social worker failed to inspect and respond to the problem.  Given that poor hygiene and unclean appearance were part of the referral to DCF, and not solely educational neglect as the SW stated to the police, she should have inspected the home to be sure there were facilities with which J. Daniel could clean himself.


d.  school success
School adjustment difficulties are often the strongest predictors of emotional and behavioral problems in adolescents.  Transition to middle school is particularly difficult.  Helping children become successful in school is more effective than interventions that focus on behavior control.  For example, suspending children from school is not usually the best option as there is no therapeutic value in excluding a child from school.
  Learning disabilities that are not assessed or treated contribute to school failure and increase risks of behavior problems.
   For J. Daniel, school success was fleeting.  While there were times throughout his early school years that he did well in some areas, it was always in the shadow of a continuous struggle with writing and completing written assignments.  This resistance to writing was often couched as unwillingness or uncooperativeness in light of his intelligence scores and related consequent expectations.  It was not viewed as a disability nor was the writing deficit viewed in the context of his overall poor success at school.  For the most part J. Daniel was not successful in middle school.   The only indication that J. Daniel had a positive experience in middle school was reports of his participation in a play during his 6th grade year.  In that situation, the boy did experience problems with peers, but the involved adult addressed the problems and J. Daniel’s participation was reported to be a success.

Even the few special educational services in place for J. Daniel were deleted from his educational plan for seemingly arbitrary reasons.  There was no explanation for discontinuing learning disability monitoring in the 4th Grade and instituting 504 modifications.  The modifications did not materialize and without monitoring, J. Daniel was allowed to plummet in school performance and emotional stability.  There was no evidence to support his dismissal from occupational therapy in the 2nd grade because “it was believed he could write.”  He had just been evaluated for a need for occupational therapy; it was a very short-run service.    Even the results of J. Daniel’s CT Mastery Test in the 6th Grade identified a need for help that never occurred.  

Educational assessment

It appeared from the record that prescribed elementary school educational support and evaluations were appropriate.  However, exiting J. Daniel from special education services in the 5th Grade without appropriate testing and triennial evaluations was shortsighted and out of compliance with federal law.   By fifth grade J. Daniel had been receiving three years of formal special education services. The Individual with Disabilities Education Act (IDEA) requires a triennial evaluation to determine progress and ongoing need for special educational services.  The PPT meetings had identified weaknesses in written language, fine motor functioning, and indicated that “ADHD has impacted written work and modifications in written work will be necessary.”  J. Daniel’s middle school performance reflected that lack of planning and support for his needs.  J. Daniel experienced little success, he was having difficulty completing tasks, his spelling skills were inconsistent, his spelling was worse in context than in isolation, and he had “wonderful ideas” but was not “putting effort getting them on paper”.  Nevertheless, he was exited from formal services right before transitioning to middle school without the proper testing to determine if it was actually appropriate to discontinue those services.  

Upon entering middle school, educational modifications were discussed, but for all practical purposes they did not exist.  J. Daniel had a high IQ and there was documentation suggesting that he simply was not performing up to his potential.  The educational case record maintained an overarching theme that was confirmed by interviews with teachers and staff: J. Daniel was a bright child and if he applied himself more fully and completed assignments things would be better for him.  If J. Daniel bathed more frequently, or brushed his teeth more frequently or didn’t wear mismatched clothing, things would be better for him.  J. Daniel missed thirty-seven days of school in 6th grade.  Regardless of his IQ or level of effort, his absences should have tripped a truancy report and a Family with Service Needs Petition should have been filed.  

According to Connecticut General Statutes Section 10-198a, J. Daniel was truant in the 6th Grade by exceeding four unexcused absences in a month or ten unexcused absences in the school year.  The state statute mandates that the school intervene by holding a meeting for the parent and appropriate school personnel to review and evaluate the reasons for the child being truant.  It also requires the school to coordinate services with, and referrals of children to, community agencies providing child and family services.  Members of the school staff did, in fact, meet with J. Daniel’s mother in an informal way as she worked at her son’s school.  Because those meetings were, for the most part, informal, there is little documentation of what transpired.  The documentation that does exist indicates that the school was holding J. Daniel entirely responsible for his truancy and behaviors.  Furthermore, although there is some evidence in the form of a notation from a team meeting that there were concerns about the family’s home life, no action was taken to assess needs within the family structure, as the law requires.  According to Conn. Gen. Stat. § 10-212a, the nurse could have made a home visit to assess the situation but she was never engaged on J. Daniel’s behalf.  If the school made referrals to community agencies, there was no coordination of those referrals and no follow-up to be sure the child and family received services.  There was also no evidence to support that any specific referrals were made.  Ultimately, 37 absences in the 6th grade warranted a referral to DCF and the juvenile court.  Having this family on the radar screen of DCF and the juvenile court a year earlier may have compelled a keener look at the needs of the family and recommended services.

Four weeks into the school year, in 7th grade, things for J. Daniel were going quite badly.  Attendance was a significant issue, hygiene had become a very serious problem, and peer relationships were quite strained.   However, there appeared to remain the assumption that this was a child who was creating his own problem.  There was no evidence that anyone examined the cause of the 7th grader not bathing, not brushing his teeth, and socially isolating himself from his peers.  Even after J. Daniel’s death, most people interviewed by OCA did not acknowledge he had presented with serious mental health concerns.  No educational professional interviewed for this investigation reported knowledge of any case with in which a middle school child behaved as J. Daniel did.  None had experience with a pre-adolescent defecating in his/her pants, refusing to comply with tasks as J. Daniel did, refusing to bathe, and lacking any semblance of social connections.   J. Daniel was seemingly held accountable for actions beyond his control.  Unfortunately, by the time people came to realize that he should be evaluated, J. Daniel ceased attending school and was dead shortly thereafter.

The child welfare system, the juvenile justice system, the educational system, and his family all failed to see the symptoms of physical and mental illness that J. Daniel was presenting in his truancy, poor hygiene and poor school performance.  Without consulting experts such as a physician, the DCF Regional Resource Group, the adults involved in the young boy’s life simply assumed he refused to do better.   

Once referrals to child welfare and the courts were made, there was no follow-up from the school.  There was no engagement in the process to improve J. Daniel’s experience at school or determine what troubled him.  When the FWSN referral was made, J. Daniel was out of school 11 days.  By the time he went to court he was out of school 29 of days.  After court, he was supposed to return to school; he never did.  The school made no attempt, other than to place J. Daniel in the SWAS program, to evaluate J. Daniel and develop an alternative educational plan based upon his individual needs.  Instead, they made a referral and the boy continued to be truant, staying home alone without supervision or an education.  

According to Connecticut General Statute § 46b-149c Truancy and other family with service needs cases:  Duties of Judicial branch, there are essentially four obligations of the branch and consequently the probation officer.  

1. “Coordinate programs and services with other state agencies;

2. Establish protocols in cooperation with the Office of Policy and Management, the Department of Children and Families and the Department of Education for referral to community-based intervention programs prior to referral of a case to superior court for juvenile matters;

3. Develop and use procedures to evaluate the risk and service needs of children whose cases have been referred to superior court for juvenile matters; and

4. Collaborate with community-based programs.” (P.A. 98-183, S.1.)

In J. Daniel’s case there was no evidence that any programs or services had been coordinated with other state agencies towards his specific needs.  The protocols established regarding referrals to community-based intervention prior to the referral to the court might have been followed in that the school claimed to have referred J. Daniel’s mother to community-based services, although it is not clear what those services were.  Ultimately, J. Daniel’s mother did not or could not access services for her son so a referral to the court was appropriate, if not delayed.  J. Daniel’s probation officer did “evaluate the risk and service needs” of the boy, however he did so relying primarily upon an instrument that was unreliable in measuring risk and need objectively.  Since that time, the instrument is no longer being used.  Finally, J. Daniel’s probation officer did not collaborate with any community-based programs or even the school to address the boy’s ongoing truancy. 

It was never communicated to the court that the 12-year-old was still not in school.  Nor did the court assume the necessary responsibility to ensure that J. Daniel was attending school.  The probation officer claimed in an interview with OCA that it was not within his jurisdiction to check on the boys’ school attendance during the month between the time the FWSN was filed and the court actually received the petition.  He stated that it was the school’s responsibility to file and update if the child was still missing school.   In his practice, the probation officer would sometimes visit or call schools as well as DCF, but in this case he did not.  His supervisor reported to OCA that they were not even aware there was an investigation open with DCF.  Ultimately, the probation officer determined that J. Daniel was a first time offender.  He learned from the boy’s mother that J. Daniel was being teased at school.  He did not want to “punish” J. Daniel for not going to school because it did not seem to be J. Daniel’s fault.  He understood there to be a scheduled PPT and expressed that the problem seemed to be a school problem so he left the case open for ‘monitoring’ only and took no action.  Because the case was a monitor only case, the probation officer’s supervisor would not have reviewed it unless it fell into a periodic random review.  

Had the probation officer investigated the situation with the school he would have learned that J. Daniel ceased coming to school and that his hygiene problems persisted.  At his disposal was the option to bring J. Daniel back to court where a judge could not only compel the boy to attend school, but also compel him to submit to a medical and psychiatric evaluation as well as comply with any subsequent recommended therapies.  That is the strength and purpose of the Supreme Court for Juvenile Matters when a Family with Service Needs petition is filed.  It was not until after his death that the probation officer was apprised that J. Daniel never went back to school after December 4th.   

According to DCF Policy 34-12-5 “Educational Neglect occurs when a parent of a child, age seven though fifteen, interferes with the ability of the child to receive proper care and attention educationally.  Proper care and attention educationally is the consistent receipt of a program of educational services provided by a Local Education Authority (LEA) or by an approved private school or through home instruction in accordance with state Department of Education procedures.  The criteria that investigative social workers should use to determine educational neglect include:

· The child’s age – a presumption exists that parents or guardians are fully responsible for ensuring education for children age seven (7) through eleven (11).  A pattern of unexcused absences shall be considered to be neglect. 

· Parental action, including

· Not enrolling the child, age seven (7) through fifteen (15), in school or not providing a home education program

· Not assuring that the child gets to school, if enrolled in school

· Keeping the child at home, unless providing a home education program

· Refusing or failing to cooperate with LEA efforts, including in-school, outreach efforts and referrals, to ensure the child’s attendance, as appropriate

· Refusing to comply with requirements related to home instruction”. 
 

DCF Educational Neglect Policy 34-12-5 further prescribes how the investigative social worker shall proceed when investigating a report of educational neglect.

· Use the definitions and criteria… to assist in making a determination

· Guide and assist families within the legal mandates

· Enable families to modify their behavior through the use of community 

services

· Communicate with the local education authority (LEA) to obtain 

 information with regard to the child’s receipt of education and whether 

the LEA believes educational neglect exists

· If efforts to remediate in serious situation failed, transfer the case to a 

service unit to consider filing educational neglect petitions to secure the authority of the court to modify parental behavior.

The DCF investigative social worker knew and documented that J. Daniel was not attending school and planned to continue to avoid school.  Her notes in the investigative report reflect only one face-to-face discussion with anyone from the school for initial information on the referral and three follow-up telephone messages that were apparently not returned.  There is no evidence that she actually followed up with or responded to the school’s concerns, other than to talk with J. Daniel and his mother about his truancy and confirm in her notes that the child was, indeed, not attending school.  She made one recommendation that the boy transfer to another school.  She made that recommendation to the boy and his family, not to the school.  She promised J. Daniel information about another school and she never returned with it.   She did not “enable the family to modify their behavior through the use of community services.”  Despite the boy’s continued truancy, hygiene problems, and possible depression, the investigative social worker and her supervisor did not transfer the case to a service unit and did not substantiate neglect. Instead, they closed the case without any further contact with the family or the school.  

On the first day of school in the new year, J. Daniel was still registered at the same school.  He did not go.  He stayed home and killed himself. 


e.  home safety

Child welfare experts are aware that, “Dangers in the home environment can lead to illness, injury, or disease.”
  Conditions considered dangerous include but are not limited to:  absence of utilities and heat, vermin infestation, broken glass, accumulations of trash and food-encrusted dishes, and poor or absent plumbing.   The cluttered characteristic of J. Daniel’s home alone did not cause the home to be a danger to live in.  However, the degree of clutter was evidence that there were no clean clothes available to be worn and no clean sheets for the boy to sleep on.  The mess in the bathroom and tubful of clothing and toys were clear evidence that there were no bathing facilities for the boy to use.  

Bags of garbage, food scraps, and dirty dishes in the kitchen presented risk for bacterial or vermin infestation.  Living in a home that was so poorly cared for had a profound emotional effect on J. Daniel as well. 

The Department of Children and Families expectations of living conditions for children is very clear as regards to placement in a relative home or in foster care.  For example, DCF Policy Bulletin Issuance # 2002-18 describes some of the minimal expectations of homes for children being placed with relatives.  The dwellings and furnishings should be reasonably clean, comfortable and in good repair; they should be safe from fire.  The home and grounds should be reasonably free from anything that would constitute a hazard to children; and there should be sufficient indoor and outdoor space, ventilation, toilet facilities, light and heat to ensure the health and comfort of all members of the household.  Likewise, DCF-0043 outlines expectations for foster care homes that include, but are not limited to:  the child’s clothing kept clean and in good condition in keeping with the standards of the community; safe storage for children’s clothing, personal possessions; all food and food storage; and personal cleanliness and general care of the home must meet generally accepted health standards. 

The DCF training modules for new investigative social workers describe “Making Observations” and being observant during client interviews.  The module refers to a ‘Checklist for Making Observations in the Home’.  The checklist includes several categories of conditions to observe for, including basic, sanitation, furnishings, utilities, space and structure (See Appendix B).  Conditions the checklist covers include exposed wiring, gas leaks, sharp edges, vermin infestation, dirty eating utensils. Dirt throughout, toilets being used but not in good working order, and number of beds and room for persons living in the home are some of the conditions investigative social workers are advised to observe for.
    

J. Daniel’s home was cluttered, dirty and uncared for.   There was little room to move around or even to sit.  At school he was criticized for poor hygiene and his mother reported to the school and the investigative social worker that J. Daniel refused to bathe, yet the bathroom in his home was not functional.  A Student Assistance Team or PPT document indicated that “there were problems at home” but there was no explanation of what those problems might be.  The school outreach worker visited J. Daniel at home but stayed on the front porch.  

On her DCF Investigation Reporting Form, the investigative social worker described the condition of the household only as, “very crowded with furniture” but that the “Children have proper bedding space and there is adequate food in the home.”  It is inconceivable that J. Daniel’s home could have become as disturbingly cluttered, dirty and disorganized as the police photos revealed in just over a month’s time.  Hygiene was a concern in the DCF referral for J. Daniel.  The investigative social worker reported to the police that she did not tour the entire house.  Certainly a concern of hygiene should have prompted an assessment of the bathroom as well as the boy’s bedroom.  When the investigative social worker saw what a mess the house was, she should have immediately examined the entire home.  In fact, since she documented that the children had proper bedding space, she would have had to see the state of J. Daniel’s room.  To find that there was adequate food in the home, she would have had to step over the dirty dishes and garbage bags in the kitchen.  It is concerning that the investigative social worker told police in her statement that she did not assess the house but she did warn J. Daniel’s mother that the clutter was a fire hazard.  There is no DCF record documenting that safety hazard.  Nor did she intervene to ensure the house was made safe.  Given the discrepancies between the investigative social workers reporting to the police after the fact and her documentation of the case, it is disturbingly unclear what she actually did or saw.

Evidence of wholly inadequate housekeeping should have alerted the investigative social worker of dysfunction in the family.  A full assessment, as indicated by DCF Policy 34-2-2, the Role of the Investigation Worker, should have been conducted on the reasonable suspicion of neglect.  Training for home assessment may be insufficient, however, this investigative social worker was an experienced DCF investigative social worker. It is inconceivable that she did not conduct a full assessment and assure J. Daniel’s safety at home.   


dcf internal assessment of j. daniel’s case

The Department of Children and Families (DCF), Bureau of Quality Management Special Review Unit (SRU) commenced a review of J. Daniel’s death on January 3, 2002.  The purpose of the SRU is to assess practice, polices, and procedures within DCF.  Specific areas of consideration include the supervision process, risk assessment, treatment services, investigation of reports and overall case management.  The outcome to this process is to establish and enhance sound comprehensive quality management of all DCF cases by evaluating current practice and identifying areas in which revision will improve DCF’s primary child protection goals of safety and permanency.
  Special review reports are distributed to involved management staff and listed on the DCF intranet.  The SRU review and report regarding J. Daniel’s death did not meet those requirements.   An opportunity to improve practice was missed when the SRU failed to acknowledge poor practice and discrepancies between documentation and reports made in their follow-up interviews.   

During the SRU follow-up interview with the investigative social worker she reported that she was not concerned about her delay in conducting a home visit (one month) and that she considered the case to be only that of alleged educational neglect.  The investigative social worker indicated that no additional services were elicited from the DCF professional support staff (i.e. regional resource nurse, regional licensed clinical social worker or educational consultant), because in her assessment, it appeared that the school and the mother were properly dealing with J. Daniel’s emotional issues.  The school had noted on the initial Hotline report that there was a referral to the court for truancy; the investigative social worker reported to the SRU that she was unaware of that fact, even though she had documented the referral had been made and there was a copy of the referral in the child’s file.

Other discrepancies between the findings of SRU and actual practice as evidenced in the record included:

 SRU - “During the investigation, the investigator met response time requirements, appropriately interviewed Daniel at school, and maintained regular contact with personnel at Daniel’s school.”

Record – The investigative social worker met with the guidance counselor within 72 hours of the referral being made.  According to the record, the investigative social worker then made regular attempts to contact the school guidance counselor but was only able to leave phone messages.  

 SRU - The investigator spoke regularly with the mother, and attempted to contact a counselor who had worked with Daniel previously.  

Record – The investigative social worker met three times with the mother over a period of five weeks.  She never reached the counselor and never spoke with anyone else at the child guidance clinic to find out that the boy was not being seen, nor had he specifically been seen in the past. 

SRU - The investigator appropriately discussed voluntary services
 for the mother, and encouraged her to apply for those services.  

Record – There was no documentation in the DCF file indicating that the family had been referred to voluntary services.  

SRU - However, it is the assessment of the Special Review Unit that during involvement with this family Daniel’s behavioral and emotional issues were not thoroughly addressed.  The case history indicates that Daniel was highly distressed about attending school, and may have been depressed.  (His sister) reported that Daniel was being constantly harassed at school, and was fearful of being physically assaulted by other students.  (His sister) also reported that someone at the school had threatened to kill Daniel.  Daniel reported being fearful of attending school, and his reticence towards getting up in the morning indicated how fearful he was.  According to case narratives, Daniel was so fearful of attending school that he would soil himself as way to be dismissed early.  The investigator did not follow up with the counselor from the local child guidance clinic, and did not make sufficient attempts to provide the mother with information on counseling services available to her and Daniel.  Additionally, the investigator did not request the involvement of the RRG psychiatric social worker or the education consultant, which could have provided a separate assessment of Daniel’s issues.  

OCA comment – This is an accurate reflection of the case and errors.  Additionally, the SRU here made the same assumption that everyone involved with J. Daniel did.  The SRU assumed that Daniel’s encopresis was solely an emotional problem and not a manifestation of a physical condition warranting immediate medical as well as psychiatric attention.  There should have been referrals to the RRG nurse as well as the child’s pediatrician.  

SRU -Although it does not appear that there was any direct information that Daniel was suicidal, the assertion that the Hotline report and subsequent investigation were specific to educational neglect issues is assessed to be insufficient.  Treating the case from an educational neglect perspective, the supervisor and the investigator did not fully evaluate Daniel’s serious emotional and behavioral issues.  As is often the case with mental health based protective service issues, the response to Daniel’s issues was fragmented, and as a result Daniel did not receive the help he needed.”

Record – The DCF record clearly documented that the referral to the agency was allegations of physical and educational neglect.  The initial Hotline report, available to the investigative social worker and her supervisor clearly spelled out the concerns the school had for J. Daniel involved his truancy, hygiene, soiling, and the fact that he was out of control.  To claim ignorance about the full allegations is unacceptably negligent.   

The Department of Children and Families assessment of the case practices with regard to how J. Daniel’s case was handled was incomplete.  While they noted the investigative social worker did not adequately assess the behavioral, social and emotional issues that were going on with this child, they ignored health issues that should have been obvious.  The SRU did not address the wholly inadequate assessment of J. Daniel’s home environment.  They acknowledged the investigator did not involve other professionals within her agency to assist with assessing the complexity of the case.  But they did not address the lack of communication between DCF and probation and concluded that communication with the school was adequate, which it was not.  

The SRU made important findings when they identified inadequacies in documentation practices of the investigative social worker and supervisors.  But they failed to acknowledge that fundamental principals of child welfare assessment and identification of risk and neglect were wholly lacking in J. Daniel’s case.   In fact, it did not address the allegation of physical neglect.  DCF Policy 34-2-7 describes physical neglect in several categories:  physical, medical, educational and emotional and moral neglect.  J. Daniel’s school made allegations of both educational and physical neglect, stating that the boy had poor hygiene, soiled his pants, did not come to school and was out of his mother’s control.  DCF Policy 34-2-7 provides descriptions/examples of neglect that include in relevant part:

Physical Neglect:  

· The failure to provide adequate food, shelter, and clothing witch is appropriate to the climatic and environmental conditions

· The failure to provide, whether intentional or otherwise, supervision or a reliable person(s) to provide child care including 

· Leaving a child alone for excessive period of time given the child’s age and cognitive abilities

· Holding the child responsible for the care of siblings or others beyond the child’s ability

Medical Neglect:

· The refusal or failure upon the part of the person responsible for the child’s care to seek, obtain, and /or maintain those services for necessary medical, dental, or mental health care

The investigative social worker was aware that when attending school J. Daniel was dirty and wore dirty clothes that he frequently soiled.  Had she observed the home appropriately she would have seen that there was dysfunction in the home around laundry, bathing and general bathroom use.  The worker was also aware that while J. Daniel was absent from school he was home alone as his mother worked each day.  J. Daniel was home alone for 45 days in the fall of 2001.  These observations alone should have constituted physical neglect.

Beyond J. Daniel’s mother telling the worker that she was trying to get J. Daniel to the Child Guidance Center, there was no evidence she was actually engaging services for her son.  Additionally, her son was manifesting an obvious health problem that was not clearly a mental health problem.  J. Daniel’s mother was instructed by a physician in 1997 to return the boy if the problem of incontinence returned or worsened and she never did.  It was also reported by the school that J. Daniel did not brush his teeth, suggesting a lack of dental hygiene.  These observations also constitute likely medical neglect.  The investigative social worker, the social work supervisor and the Special Review Unit all missed these facts.

Finally, the investigative social worker and the Special Review Unit may also have missed neglect on the school’s part to ensure safety for J. Daniel and his schoolmates.  Under the school’s care, J. Daniel and his schoolmates should have been supervised well enough that bullying could not occur.  Once the school became aware of the bullying there was an obligation to intervene.  Instead, the school ignored it.

Internal Assessment of School Response

On January 15, 2002 the local School Board of Education held a regularly scheduled meeting.  It was reported in the media that J. Daniel’s case was discussed.  If his case was discussed, it was discussed in executive session and there is no public record of those proceedings.  According to a report in the Journal Inquirer, School Superintendent said she was “satisfied” that the school did what it was supposed to do for J. Daniel.  There were no comments recorded regarding the issue of bullying in the school or any initiatives to address bullying with the student body and staff.  There was no acknowledgement that bullying was occurring at the school.

Internal Assessment of Juvenile Justice response

The Court Support Services Division of the Superior Court for Juvenile Matters conducted no internal assessment of their response to the Family With Service Needs petition regarding J. Daniel.

conclusion

The police and criminal justice system review incidents for individual culpability.  In this case, the child’s mother has been charged for contributing to her son’s death.  The findings of the criminal review will play out in the courts.  The DCF has its own internal review system for assessing the quality and effectiveness of its protective services.  The Special Review Unit administers that process.  The local Boards of Education may also have a review process for critical events that occur in their schools.  Ultimately, the Child Advocate and the Child Fatality Review Panel review all involved systems across all agencies and compare practice to statutory mandates, professional practice standards and other obligations for intervening on behalf of children.  The body of knowledge regarding child development and pediatric physical and mental health is also consulted to determine whether interventions on behalf of children are effectively age-appropriate and needs-based.  The purpose, as stated earlier, is to identify opportunities for improving care and protection of children in Connecticut.  

The OCA found that there exists an infrastructure of agency policies, state statutes and regulations, and even federal law set in place to protect children and ensure their needs are met.  These safeguards are in place to guide practice in child welfare, education and juvenile justice.  Yet in each of those three areas, where J. Daniel was concerned, the safeguards were ignored and violated.  J. Daniel’s needs were not met by his family.  The formal and extended child welfare system of the state of Connecticut failed to step in and ensure his care and safety.  With the exception of J. Daniel’s mother, no one person has been held accountable for a scenario in which, as one professional stated, “We all failed that child.”

The following recommendations 

 bear out the findings of this review.

recommendations

The Child Advocate’s findings and recommendations are summarized in three components:

I. Improvements for the educational system

II. Improvements for Department of Children and Families investigations and case practice, and internal review

III. Improvements for practice in the Court Support Services Division of the Superior Court for Juvenile Matters

I.  
 Improvements for the Educational System

· An internal review must be conducted to assess the actions or inactions of all school personnel involved with J. Daniel, and whatever disciplinary action deemed necessary should be pursued.

· All school personnel must be held accountable for knowing and abiding by school policy and state and federal law.

· Effective truancy reduction programs must be developed in all school districts.  Children incurring excessive absences must be provided immediate access to those programs.

· Comprehensive training and ongoing in-service education programs must be initiated for school personnel regarding:

· Common physical and mental health conditions of childhood, including depression and risk indicators for suicide.

· Child abuse and neglect mandated reporting laws. 

· Obligations under the Individuals with Disabilities Education Act and Section 504 of the Rehabilitation Act.

· All school districts must develop comprehensive whole school anti-bullying plans with teachers, parents, and para-professionals.

· Nurses employed in school settings must be adequately educated and prepared to address the unique needs of their student population.

· Mental health consultants must be available to assist school personnel in identifying children at risk and determining appropriate action.

· School administration must cooperatively develop a strategy for effective communication and coordination between public and private agencies, and families, regarding a child’s safety and well-being.

II. Improvements for Department of Children and Families 

Investigations, case practice, and internal review

· The DCF administration must review the role and responsibilities of supervisors within their infrastructure in order to ensure adherence to state and federal law, agency policy and best practice standards.

· The DCF internal review process must reflect the department’s commitment to quality practice by providing a thorough and accurate analysis of case practice for the purpose of improving practice and safeguarding children. 
· Disciplinary action should be pursued when it has been determined through a comprehensive review process that there has been a breach of relevant law and/or policy.  All DCF personnel must be held accountable for knowing and abiding by agency policy and state and federal law.
· The current pre-service and ongoing in-service education curricula must reflect current trends and issues affecting children as well as best practice standards, applicable state and federal law and agency policy.  Staff must be knowledgeable regarding: 
· Common physical and mental health conditions of childhood.
· Available advisory resources such as the Regional Resource Groups. 
· Appropriate utilization of, and consultation with those in the community   knowledgeable about the child and family. 
· Meaningful and age-appropriate assessment of child and home safety.
· The phenomenon of bullying and effective anti-bullying strategies currently being employed in education as well as other child care settings. 
· DCF must take the lead in developing a strategy for effective communication and coordination between public and private agencies, and families, regarding a child’s safety and well-being.  

III. Improvements for practice in the Court Support Services Division 

of the Superior Court for Juvenile Matters

· An internal review must be conducted to assess the actions or inactions of all juvenile justice personnel involved with J. Daniel, and whatever disciplinary action deemed necessary should be pursued.

· CSSD must assess their current supervision practices to ensure proper oversight of probation services to children and adherence to applicable law, policy and best practice standards. 

· All juvenile justice personnel must be held accountable for knowing and abiding by agency policy and state and federal law.
· CSSD must ensure adequate pre-service and ongoing in-service education and preparation of their juvenile justice staff regarding trends and issues affecting children as well as best practice standards, applicable state and federal law and agency policy.  Staff must be knowledgeable regarding:
· Common physical and mental health conditions of childhood, including depression and risk indicators for suicide.

· Effective communication and collaboration with children, families and others involved in the life of the child to promote child safety and well-being.

· Childhood bullying and effective anti-bullying strategies currently being employed in education as well as other child care settings.

· CSSD must cooperatively develop a strategy for effective communication and coordination between public and private agencies, and families, regarding a child’s safety and well-being.
Appendix A

Connecticut Public Acts 02-106 and 02-138:  Mandated Reporters

· Licensed physicians and surgeons and physician assistants

· Resident physicians and interns in any hospital located in the State

· Registered and licensed practical nurses

· Medical examiners

· Dentists and dental hygienists

· Psychologists, social workers, other mental health professionals

· School teachers, principals, guidance counselors, para-professionals, and school coaches

· Police officers

· Clergyman and members of the clergy

· Pharmacists

· Physical therapists

· Optometrists

· Chiropractors

· Podiatrists

· Licensed substance abuse counselors and licensed or certified alcohol and drug counselors

· Licensed marital and family therapists

· Sexual assault and battered women’s counselors

· Paid child caregivers in licensed public and private day care centers and family day care homes, and group day care homes

· The Child Advocate and employees of the Office of the Child Advocate

· Licenses or certified emergency medical services providers

· Licensed professional counselors

· Public health employees responsible for licensing child day care centers, family and group day care homes, and youth camps

· Department of Children and Families employees

· Juvenile and adult probation and parole officers

appendix b

checklist for making home observations

The following conditions are present and parents exhibit no concern or interest in remedying the situation.

Basic
· Bare electrical wires, frayed cords, overloaded or open sockets

· Exposed heating elements or fan blades

· Gas leaks

· No railing on stairs

· Broken, jagged or sharp objects

· Unprotected windows (upper story windows) with no bars, broken windows

· Medicines, cleaning supplies and hot liquids within children’s reach

· Lose boards, holes in walls, peeling paint

Sanitation

· Overrun with vermin

· Urine soaked mattresses

· Eating utensils reused over and over without washing

· Human or animal feces on floors or walls

· Encrusted or multi-layered dirt throughout

· Toilets being used but not in working order, garbage left to rot inside the home

Furnishings

· Inadequate number of beds for persons residing in the home

· Stove not working

· Refrigerator not working

· Cupboards barren of food

Utilities
· Heating inoperable in cold weather

· No electricity

· No running water

Space

· Inadequate space and privacy relative to the number and ages of residents

Structure
· Repairs needed to make the home habitable

“In the late twentieth century, particular groups of children have contributed to the unusual surge in the nations youth suicide rate.  


Self-murder among preteens and young adolescents, aged ten to fourteen, has doubled since the 1960’s. Also, black teenagers in the mid-1990’s were more than twice likely to kill themselves, as they were a decade earlier.  But white teenagers, particularly boys, still tower over


 Their peers in their rates of 


Self-destructiveness.”





One in Thirteen by Jessica Portner





FINDINGS





J. Daniel’s safety system, including his mother, the school, the state’s child protection agency, and the Superior Court for Juvenile Matters each neglected to conduct complete assessments of the boy’s emotional strengths and weaknesses.   They failed to recognize that he was showing signs of emotional disturbance, possibly depression, and was at risk for suicide.





The school did not treat J. Daniel’s symptoms as pathology warranting appropriate health referrals.


The DCF investigative social worker did not utilize available resources (RRG) to assess underlying health disturbance.  The social worker did not consult the child’s physician regarding health issues referred to in the Hotline report.


The probation officer used an ineffective instrument to assess the boy’s level of risk and took no action to address the boy’s truancy.


J. Daniel’s mother did not or could not take the boy to a doctor and did not or could not follow through with contacting a therapist.  J. Daniel’s mother left the child unsupervised for long periods of time.


The bullying was not taken seriously with appropriate school interventions for the target or the bystanders.  The personnel did not appear trained to address bullying behavior and its potential deleterious outcomes.














FINDINGS





J. Daniel’s safety system failed to recognize and acknowledge that he was a victim of chronic bullying and abuse.  The 12-year-old sought help, showed signs of distress but was ignored, punished and held accountable for behaviors and conditions that may not have been under his control.





The school failed to respond to J. Daniel’s and his mother’s concerns about bullying.


The DCF ISW acknowledged bullying was occurring but did not address the issue with the school and did nothing to ensure the boy’s safety and education other than to suggest a school transfer.


The probation officer documented J. Daniel’s and his mother’s concerns about bullying but took no action or follow up to ensure the boy’s safety and return to school.





FINDINGS





J. Daniel’s safety system failed to acknowledge that the boy’s soiling was a health problem and failed to assure he had the means to maintain good hygiene.  Consequently they allowed the creation of a considerable health risk to J. Daniel and his community.





J. Daniel’s mother did not or could not return him to a doctor or a therapist when encopresis reoccurred.  She also did not or could not to provide adequate facilities and oversight for practicing good hygiene.  


The school nurse failed to address an obvious health problem for J. Daniel and a potential health problem for the school community.


The school teachers and staff failed to refer J. Daniel to the school nurse or a physician for apparent physical and mental health problems.


The school administration failed to employ a nurse who was educated and prepared to identify and react to the health needs of middle school children.


The DCF investigative social worker failed to fully assess J. Daniel’s circumstances.  She also failed to consult and engage the regional resource group and/or a physician to address J. Daniel’s health problems.





FINDINGS





J. Daniel’s safety system failed to recognize his lack of 


school success as an indicator of poor mental health, 


well being, and a poorly accommodated learning disability.





The school exited J. Daniel from special educational services improperly and in violation of federal law.


The school neglected to refer J. Daniel for educational neglect and/or truancy in the 6th grade, in violation of Connecticut law.


The school made no effort to evaluate J. Daniel and develop an alternative, individualized educational plan for the chronic truant.


The DCF ISW failed to fully respond to and substantiate the allegations of physical and educational neglect.


The DCF ISW failed to enlist services to address the J. Daniel’s and his family’s issues and failed to keep a promise to the 12-year old boy.


The probation officer failed to fully assess, intervene and develop a plan to facilitate the boy’s return to school.


The school, DCF and probation all failed to communicate with each other on J. Daniel’s behalf.





FINDINGS





J. Daniel’s safety system failed to ensure he had safe, 


adequate housing and facilities for proper hygiene.





J. Daniel’s mother did not or could not keep a safe clean home or seek supports to assist with that task.


School personal with concerns about the home should have articulated and reported them.


The DCF ISW did not follow agency policy in conducting a full assessment of the home environment and ignored obvious signs of neglect.  She may even have falsified records or statements to the police.











� Pursuant to Connecticut General Statute 46a-13k et seq., the Office of the Child Advocate (OCA) and the Child Fatality Review Panel are mandated to “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 the request of two-thirds of the members of the panel, the Governor, the General Assembly or at the Child Advocate’s discretion, the Child Advocate shall conduct an in-depth investigation and review and issue a report with recommendations on the death of a child.”





� An early intervention assessment will evaluate a child to determine if therapeutic services are necessary to ameliorate developmental delays.


� Early Childhood Team Assessment Report April 1993


� A Student History was provided by the School District to OCA after J. Daniel’s’ death.  Attendance was noted on this document for each school year.  


� The Federal Individuals with Disabilities Education Act (IDEA) requires early testing and referral of special education children, under the “child find” section of that law [20 USC sec. 1412(a) (3)].  For a child experiencing academic trouble or behavioral problems (multiple suspensions, expulsions, truancy etc.) the school is required to convene a Planning and Placement Team (PPT) meeting, evaluate the child in any area of suspected disability [20 USC 1414(b) (3) (c)] and develop an Individual Education Plan for any child with a disability who by reason thereof needs special education and related services [20 USC 1401].  


� OT – Occupational Therapy.  


� Learning Disabilities Initial Report, February 1997


� The Intelligence Quotient (IQ):  A measure of intelligence based upon relating testing scores of a population. 


� Confidential Psychological Report, February 1997


� Learning Disabilities Report, March 1998


� Individual Education Plan: See footnote # 5. 


� Section 504 of the Rehabilitation Act - Nondiscrimination Under Federal Grants and Programs Sec. 504. (a) No otherwise qualified individual with a disability in the United States, as defined in section 7(20), shall, solely by reason of her or his disability, be excluded from the participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving Federal financial assistance.  A plan must be developed to give a child the aids, equipment, and accommodations that will support the educational program.


� A cluster is a teaming approach to education that provides an opportunity for teachers and students to get to know each other better, for children to work in smaller groups.


� 504 Student Accommodation Plan, 2001.


� Truant:  A child enrolled in a grade from kindergarten to eight, inclusive, in a public or private school who has four unexcused absences from school in any one month or ten unexcused absences from school in any school year.  DCF Policy 33-7-7, CONN Gen. Stat. §10-198a(a).


� Families With Service Needs (FWSN) Referral is a complaint received at Juvenile Court alleging that a child has violated one of the status offenses listed in CGS Sec. 46b-120(7): Truancy, Beyond Control of Parent, Runaway, and Indecent & Immoral Conduct.


� Student Assistance Team: A multidisciplinary team within the school who work together to provide early intervention for troubled youth with the goal of preventing the development/escalation of problem behaviors by addressing both the behavior(s) and any underlying concerns. 


� Outreach Worker / Truant Officer


� DCF 33-6-16 Child Abuse Neglect Calls, Determining Response Time.  The Hotline worker shall use the response time matrix in LINK (DCF-2073b) to establish the risk level to the child and determine the time within which the investigation must commence.


� Report of Suspected Child Abuse/Neglect DCF-Form 136


� Despite the title, the investigative social worker was not, by credentials or training, a social worker.  She held a baccalaureate degree in criminal justice.  Social work is a separate and well-defined profession with its own body of knowledge, code of ethics, practice standards, credentials, licensing and education programs.  


� Policy No. 7.10:  Non-Judicial FWSN Case Handling, (9/1/01).  State of Connecticut Judicial Branch, Court Support Services Division, Policies and Procedures.  .  


� Police affidavit, State of Connecticut Superior Court, Application for Arrest Warrant.  (4/22/02)


� Kagan, J., Exec. Ed., (1998).  Body image.  Gale Encyclopedia of Childhood and Adolescence.  Gale:  Detroit.


� Department of Children and Families website:  http://www.state.ct.us/dcf/


� Department of Children and Families, About the Department, http://eww.dcf.state.ct.us/mission.htm


� Casework Process and Case Planning in Child Welfare, CT DCF training manual


� Conn. Gen. Stat. § 46b-120:  “Abuse is when a child presents with nonaccidental injuries or injuries that conflict with reported injuries or a condition that is the result of maltreatment such as, but not limited to, malnutrition, sexual molestation or exploitation, deprivation of necessities, emotional maltreatment or cruel punishment. 


Neglect is defined as when a child has been abandoned, or is not being properly cared for physically, educationally, emotionally or morally, or is being permitted to live under conditions, circumstances or associations injurious to his well-being or has been abused.”


� William S. Pollack, PH.D Assistant Clinical Professor, Department of Psychiatry, Harvard Medical    School, Academic Advisor, President’s Campaign Against Youth Violence, One in Thirteen, 2000.


� American Academy of Child and Adolescent Psychiatry, 2001


� Connecticut State Department of Education, (1999)  Police Crime Report. 


� National Injury Prevention and Control, Centers for Disease Control, (2000).  http://www.cdc.gov


� Kagan, J. Exec. Ed., (1998).  The Gale Encyclopedia of Childhood and Adolescence.  Detroit: Gale.


� Kagan, J, (1998).


� http://www.nlm.nig.gov/medlineplus


� DCF 34-2-2 Role of the Investigation Worker.


� At of the date of this report’s publication Court Support Services was no longer using the instrument due to it being found ineffective. 


� The Governor’s Prevention Partnership, Bullying Task Force, Brave Enough to be Kind, May 2002
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� Record Journal, May 31, 2002.  


� Ibid, p 481.


� Wong, DL, (1997).  Essentials of Pediatric Nursing, 5th Ed.  Mosby:  St. Louis.  Page 147.


� Rycus, J.S. & Hughes, R.C, (1998).  Field Guide to Child Welfare:  Foundations of Child Protective Services.   CWLA Press:  Washington, DC.  P67.


� Miller, BF, and Keane, CB (1987).  Encyclopedia and Dictionary of Medicine, Nursing, and Allied Health, 4th Ed.  WB Saunders Company:  Philadelphia.


� Griffin, G., Roberts, D., Graham, G., (1999).  Underwear soiling is not a behavior problem.  Post Graduate Medicine, Vol. 105, No1.  


� Fitzgerald, JF, (1977).  Difficulties with defecation and elimination in children.  Clinical Gastroenterology, 6(2) 283-97.  
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� DCF 34-12-5 Educational Neglect


� Rycus, J.S. & Hughes, R.C, (1998).  Field Guide to Child Welfare:  Foundations of Child Protective Services.   CWLA Press:  Washington, DC.  p.109.


� DCF:  Interviewing for Pre-Service Curricula updated/revised August 2001.


� DCF 34-25-6 Special Review Unit, Case Review Report


� DCF 37-2:  Voluntary Services.  The Department may provide, on a voluntary basis, casework, community referrals, and treatment services for children/youth who are not committed to DCF and do not require protective services intervention, but may require any of the services offered, administered by, under contract with, or otherwise available to DCF due to emotional or behavioral difficulties.


� DCF Special Review Unit Internal Investigation Report .


� Department of Children and Families Interviewing for Pre-Service Social Worker Trainee Participant Manual





15
41

_1103450276

